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Mental health is paramount to personal well-beifagmily relationships, and
successful contributions to society. The World lte&lrganisation’s objective in
mental health is to reduce the burden of mentadrdexs worldwide. This is
possible only by implementing effective preventiand treatment strategies
integrated into health care systems. This papeflprdescribes WHO's mental
health Gap Action Programme and how this progransna¢tempting to scale up
care for mental, neurological and substance userdéiss within community
settings.

Mental, neurological and substance use (MNS) dexgrdre major contributors
to premature mortality and morbidity. The stigmal daruman rights violations
directed towards people with these disorders comg@the problem, increasing
vulnerability and accelerating and reinforcing tieline into poverty, as well as
hindering efforts to rise out of povertiyourteen percent of the global burden of
disease can be attributed to mental, neurologicdl substance use disorders.
Almost 30% of all the noncommunicable disease hurde due to these
disorders. Almost three quarters of all Disabilltgjusted Life Years (DALYS)
lost due to neuropsychiatric disorders are in lavd dower middle income
countries. The total number of DALYSs lost in loncome countries because of

neuropsychiatric disorders is 2.3 times more tinamgh income countries.
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However, the resources provided to tackle the hbgeden of mental,
neurological and substance use disorders have mechaisufficient.

Almost a third of countries still do not have a @fie budget for mental health.
Of the countries that have a designated mentatthéaidget, 21% spend less
than 1% of their total health budgets on mentalthe&igure 1 compares the
burden of mental disorders with the budget assigoeaental health; it shows
that countries allocate disproportionately smalicpatages of their budgets to
mental health compared with their burdens.

The scarcity of resources is even greater for humemources presents the
distribution of human resources for mental healtnoss different income
categories.

There is also inefficiency in the use of scarce ameluitably distributed
resources. For example, many middle-income couwnttigat have made
substantial investments in large mental hospitadsraluctant to replace them
with community-based and inpatient facilities inngeal hospitals, despite
evidence that mental hospitals provide inadequare end that community-
based services are more effective.

Progress to organise services for people with MiM8rders thus needs to be
accelerated, and allocation of more resourcesesetlareas will be critical to this

process.

Mental Health Gap Action Programme

WHO aims to provide health planners, policy-makamg donors with a set of
clear and coherent activities and programmes falirgg up care for mental,
neurological and substance use disorders throughiémtal Health Gap Action
Programme 13to those who have a large proportion of the gldhaiden of

MNS disorders.

Strategies
This programme is grounded on the best availaldastic and epidemiological

evidence on priority conditions. It attempts toided an integrated package of
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interventions, and takes into account existing poigntial barriers to scaling up
care. The priority conditions identified by the abocriteria formhGAP are
depression, schizophrenia and other psychotic dissr suicide, epilepsy,
dementia, disorders due to use of alcohol, dissrdee to use of illicit drugs and
mental disorders in children. These disorders anengon in all countries where
their prevalence has been examined, and they suiadia interfere with the
abilities of children to learn and with the abégi of adults to function in their
families, at work and in broader society. The ecoiwdburden imposed by these
disorders, includes loss of gainful employmenthwite attendant loss of family
income; the requirement for caregiving, with furtipetential loss of wages; the
cost of medicines; and the need for other mediaal social services. These
costs are particularly devastating for poor popohest.

Considerable information about the effectivenesgapious interventions for the
reduction of the burden of MNS disorders is nowilatée. Although it is useful
to determine which interventions are effective andt effective for a particular
set of disorders, this is not the end of the prec€&xher criteria need to be
considered in decisions about which interventienddliver, such as the severity
of different disorders (in terms of suffering andability), the potential for
reduction of poverty in people with different diders, and the protection of the
human rights of those with severe MNS disorders.Q\MBI developing a model
intervention package consisting of interventionsgevention and management
for each of the priority conditions, on the basit evidence about the

effectiveness and feasibility of scaling up thegernventions.

FRAMEWORK FOR COUNTRY ACTION

MhGAP aims to provide a framework for scaling ufeimentions for mental,

neurological, and substance use disorders. Theeframk takes into account the
various constraints which might exist in differeobuntries. However, the
programme is only intended as a guide for actiow should be flexible and
adaptable enough to be implemented according tosituation in different

countries.
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The approach described mhGAP has been designed to be consultative and
participatory, to take account of national needd eesources, and to build on
existing programmes and services. mMhGAP is beimgemented by the WHO

country offices, supported by headquarters andnagjioffices.

Political commitment

Success in implementation of the programme restst &nd foremost, on

achievement of political commitment at the highesel, and acquisition of the

necessary human and financial resources. One waghieve these prerequisites
could be to establish a core group of key stakefisldwho have

multidisciplinary expertise to guide the processgisiing mechanisms to bring
together relevant stakeholders should be asses$erklihe decision to set up a
new group. Key stakeholders who need to be invoimethe process include
policy-makers, programme managers from relevanasaf@such as essential
medicines and human resources), communication &xpand experts from

community development and health systems. The progre will need input

from psychiatric, neurological, and primary carealtte professionals; social

scientists; health economists; key multilateral apithteral partners; and

nongovernmental organizations (NGOs). Service usaes also important

stakeholders and their input will be essential.

Assessment of needs and resour ces

A situation analysis should provide a thorough ust@ading of the needs
related to MNS disorders and the relevant healtd, @nd help to guide effective
prioritisation and phasing of interventions and esgthening their
implementation. Although available data might beited (e.g. they may not be
nationally representative or might vary in quality)formation should be

collected using existing sources as far as possible
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The situation analysis involves several tasks:

= describe the status of the burden of MNS disorfterthe country, region, or

selected population;

» jdentify human, financial and material resourceursgments, taking into

account existing health sector plans and developsiategies;

= examine the coverage and quality of essentialvatdrons, and any reasons

for low or ineffective coverage,;

» describe any current policies that are relevanMtdS disorders and the
status of their implementation, any current spegdin these disorders, and

the principal partners involved; and

= synthesise the information to highlight importaapg that must be addressed
for scaling up care for MNS disorders. SWOT analy® identify strengths,

weaknesses, opportunities, and threats, is a ugpfubach for this task.

Development of a policy and legidative infrastructure

A supportive policy environment aids the processazling up interventions for
MNS disorders because policies define a visiontha future health of the
population, and specify the framework to be puplecce to manage and prevent
priority MNS disorders. Policies need to be grouhdethe principles of respect
for human rights, and of fulfilment, promotion, aptbtection of those rights.
When clearly conceptualised, a policy can coordinessential services and
activities to ensure that treatment and care aligeded to those in need, and
that fragmentation and inefficiency in the healifstem are prevented. The
Mental Health Policy and Service Guidance Packbhgehas been developed by
WHO consists of a series of practical, interrelatemtiules, designed to address
issues related to the reform of mental health systelhis Guidance Package
can be used as a framework to assist countriesetiecpolicies and plans, and

then to put them into practice.
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Actions required:

= draft or revise policy to set out its vision, vaueand principles, its

objectives, and key areas for action;

» incorporate existing knowledge about improvemerntedtment and care and

prevention of MNS disorders;
» involve all relevant stakeholders;
= work with other relevant sectors, and review otieégvant policies; and
» develop means for implementation of the policy.

Mental health legislation is also essential to addrMNS disorders. Mental
health law codifies and consolidates the fundanhgmiaciples, values, aims,
and objectives of mental health policies and prnognas. It provides a legal
framework to prevent violations, to promote humigihts, and to address critical
issues that affect the lives of people with medtabrders. WHO has developed
the Resource Book on Mental Health, Human Rights angislagion, which

describes international standards for the rightpemiple with mental disorders;
key issues that need to be considered and includeational mental health law;
and best practice strategies for development, aopind implementation of

mental health law.

Delivery of the intervention package

Decisions about how best to deliver the chosemvatgions at health facility,
community, and household levels are critical touemsnaximum impact, high
quality, and equitable coverage of the interversioDelivery of the package
depends on the capacity of health services, aveileibancial, human, and
material resources, and the community context. &aysiderations for delivery

of services include:

= design of responsibility for implementing intertiens at different levels of

the health system;

» integration into existing services;
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» development of implementation strategies for comigurprimary, and
referral facility levels that will achieve high ocemage of the chosen

interventions;
= strengthening of health systems;
= improvement of links between communities and thedthesystem;
» development of strategies to reach populations sp#tial needs;

= development of strategies to deal with special asibms, such as

emergencies.

MhGAP calls for mental health to be integrated into p@uiyn health care.
Management and treatment of MNS disorders in pyncare should enable the
largest number of people to get easier and fastarsa to services; many already
seek help at this level. Integration of mental treaito primary health care not
only gives better care, it also cuts wastage resulfrom unnecessary
investigations and from inappropriate and non-gpetreatments.

Health systems will need additional support to \a@lithe interventions. The
drugs, equipment and supplies that need to beadkaibat each level of service
delivery need to be identified, and mechanismdHeir sustained supply need to
be developed. Appropriate referral pathways andifaek mechanisms between
all levels of service delivery will need to be sigéhened.

An epilepsy project in rural China has demonstrateld/ery of services through
existing systems, and integration of the model pfepsy control into local
health systems. The results confirmed that epil@asents could be treated with
phenobarbital through local primary care systemsolayn clinic physicians and
rural doctors with basic training.

The methods used in this project should be suitivlextension into rural areas
of China, and perhaps to other developing countries

In fact, after the success of the initial studye tproject was extended with

support from the central Government to include 8dnties in China, with 19
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million people. One thousand five hundred local pbians have been trained
and more than 10,000 people with epilepsy have treated.

Delivery of a package of interventions will requifestering community
mobilisation and participation, and activities tlain to raise awareness and
improve the uptake of interventions and the usseo¥ices.

Planning for delivery of the intervention packagesoaneeds to incorporate
populations with special needs (e.g. differenturalt and ethnic groups or other
vulnerable groups such as indigenous populatiomle approach used for
delivery of services must be gender sensitive. @endifferences create
inequities between men and women in health statwsaddition, gender
differences result in differential access to and ot health information, care,
and services (e.g. a woman might not be able tesschealth services because

norms in her community prevent her from travellalgne to a clinic).

Strengthening of human resour ces

Human resources with adequate and appropriateirtgaiare necessary for
scaling up all health interventions, and especiaiyMNS conditions, since care
for these conditions relies heavily on health pensb rather than on technology
or equipment. Most countries with low and middleames have few trained and
available human resources, and often face distoibutifficulties within
countries or regions (e.g. too few staff in rurtiegs or too many staff in large
institutional settings). The problem has been egeaggd by migration of trained
professionals to other countries. Moreover, stafipetencies might be outdated
or might not meet the population’s needs. The atel personnel might not be
used appropriately and many might be unproductive demoralised.
Infrastructure and facilities for continuous traigiof health workers in many
low-income countries are lacking.

Development and upgrading of human resources aee lhckbone of

organisational capacity building and one of thenaiy challenges of scaling up.
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The goal for human resources is simple but comfgereach — to get the right
workers with the right skills in the right placeidg the right things.

For each intervention package, a specific categaryhealth personnel is
identified to take responsibility for delivery did interventions at each level of
service delivery. For example, primary health qan@fessionals may be able to
identify and treat most cases of psychoses witlst-fine antipsychotic
medicines, whereas cases with bipolar disordersiniag maintenance treatment
will need to be referred to a specialist. Accesldalth services can be improved
by involving multiple cadres at various levels dfethealth system. Where
doctors and nurses are in short supply, some optilogity interventions can be
delivered by community health workers — after sfiedraining and with the
necessary supervision. For many priority conditjounkelivery should be
implemented with a stepped-care model, which ctssiclearly defined roles
for each level of care from primary to highly s@disied care. This requires
relevant training for each level of health professil.

Identification of additional skills that might bequired by each category of
health professional is also necessary. Skills migdetd to be strengthened, and
new skills might need to be acquired. For exammigmary health-care
professionals could need training in psychosocialterventions for

schizophrenia. The next step is to decide how thddéional skills will be built.
Key actions include:

= appropriate pre-service and in-service trainingdiffierent cadres of health

professionals with curricula that are needs-basédigfor-purpose;
» improvement of access to information and knowledgeurces;
» development of supportive supervision; and

» development of simplified diagnostic and treatntenots.
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In the short to medium term, in most countriesgstment in in-service training
will be needed. At the same time, early effortsuttidoe made to strengthen the
basic curriculum (pre-service training).

Strategies are needed to develop specialists, tmgeaand treat complex cases,
to provide ongoing supervision and support to neeeglists, and to teach and

train other health professionals.

Mobilisation of financial resour ces

Most countries with low and middle incomes do nssign adequate financial
resources for care of MNS disorders. Mobilisatidntiee necessary financial
resources for scaling up is therefore an importask. Accurate costing is a
necessary first step, to set realistic budgetstaredtimate resource gaps, before
resources can be mobilised. Different types of esitmates will be required for
different purposes. WHO has developed a costingttoestimate the financial
costs of reaching a defined coverage level witbtasintegrated interventions.
Although the estimated investments are not largabisolute terms, they would
represent a substantial departure from the budipstations currently accorded
to mental health. If the total health budget reradiminchanged for 10 years,
delivery of the specified package for mental headtre at target coverage would
account for half of total spending on health ini&pia, and 8.5% of the total in
Thailand. Thus health budgets need to be increasszkcially in low-income
countries. Another important implication of this datling exercise is that the
delivery of mental health services needs to be g@badn In particular,
institutionally based models of care need to bdamsu by community-based
care, and more evidence-based interventions neeel ittroduced.

For sustainability, the marginal costs of strengihg the services for MNS
disorders should be minimised by building on ewgtistrategies and plans.
Funding from governments will be required to deliv&ervices for MNS

disorders, and this will require that stakeholdeague their case determinedly.
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If strategies for MNS disorders could be integrateih the governmental

development plans for other sectors, sustainedstment and resources for this

area could be secured.

Resources for delivery of services for MNS disosdean be mobilised from

various sources:

= The proportion of the budget allocated to theseditmms within national
health budgets could be increased. Mental Health Atlahhas demonstrated
that almost a third of countries do not have a igelcbudget for mental
health. Even those countries which do budget fanteddhealth, allocate only
a small proportion of funds to this area — 21%hefih spend less than 1% of
their total health budgets on mental health. Adegda encourage countries

to increase this proportion will be important.

* Funds could be reallocated to the intervention pgekirom other activities.
If, in the short term, the percentage of the hehitiget that is allocated to
mental health cannot be increased, it might beilplesto reallocate resources
from mental hospitals to community-based servic@sce evidence has

shown that they are more effective and cost effectian hospitals.

External funding could be used. Since the healttgbts of many countries with
low or middle incomes are very low, scaling up oéntal health care will
typically require funding from external or donousces.

Countries can access additional sums through ddeaiding initiatives such as
those provided through developmental aid, bilaterad multilateral agencies,
and foundations. Identification of external resagrc- ideally within a time
frame that can maintain momentum and reduce delaigsa key task for the
scaling-up process.

A strategy for mobilisation of resources, basedassessment of needs and
resources and plan of action, should be develop&dO could support focal
points for MNS disorders within countries to prepgroposals, to identify

specific activities, and to fund the scaling upsefvices for MNS disorders.
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Monitoring and evaluation

The phrase “what gets measured gets done” sumrmatige importance of

monitoring and evaluation for the planning and iempéntation of the

programme. The scope of monitoring and evaluataftects the scope of the
implementation plan. The process should incorposatection of indicators and
identification of tools and methods for measureme&iich country will need to
decide which indicators to measure and for whappse; when and where to
measure them; how to measure them; and which dat@es to use. Countries

will also need to plan for analysis and use ofdata.

Building partnerships

Fundamental totnhGAPIs the establishment of productive partnershipe o
reinforce existing partners, attract and energme partners, accelerate efforts,
and increase investments to reduce the burden oftameneurological, and
substance use disorders. Scaling up mental healéhis a social, political, and
institutional process that engages many contrilgytanterest groups, and
organisations. Governments, health professionats MNS disorders, civil
society, communities, and families, with supporonfr the international
community, are all jointly responsible for succedigf undertaking this scaling
up process. The way forward is to build innovatpartnerships and alliances.
Commitment is needed from all partners to respenthis urgent public health

need.

Conclusion

The paramount priority in the area of global meritahlth at this time is to
provide treatment and care to people with mentsordiers and support to their
families. WHO's mhGAP attempts to do this by insieg the capacity of the
existing health care system in delivering evidebased care within the
community using the primary health care systemsTilikely to make care

available to those who do not receive any.
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1.2 Putting the Community Back into Community Mental
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Introduction

Community mental health has become virtually eqliatethe minds of many
with primary health care. Against the backdrop arig-term institutional care,
which has been the mainstay of mental health sesvio some countries for
decades, primary care treatment seems the pan&tceanany developed

countries, community care came to the forefronthim 1970s in tandem with a
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push towards deinstitutionalisation, spearheaddthly by Franco Basaglia. In
much of the developing world, however, the moveams community care is a
recent development, which is to be celebrated. Woeld Health Organisation
(WHO) has been a driver of the community mentaltheagenda, forming the
Global Forum for Community Mental Health in 2007dgpublishing a number
of reports promoting community care.

BasicNeeds is a founding member of the Global FolomCommunity Mental
Health and has ten years of practical experiencgetvering mental health in
the community. As of December 2008, BasicNeedsHhedged 67,995 people
with mental illness or epilepsy in 9 countries tgel and work in their
communities. BasicNeeds currently operates in #iwmican countries (Ghana,
Kenya, Tanzania, Uganda) and four Asian counttiedig, Sri Lanka, Lao PDR
and Nepal). The organisation was established ir® 189 Chris Underhill (co-
author of this chapter) and uses an interventiatied the Model for Mental
Health and Development, which can be easily refditaso as to reach large
volumes of people in need. The BasicNeeds Modebtadm participatory rights-
based approach to mental health which it delivervie interwoven modules:
capacity building; community mental health; sustbie livelihoods; research;
and management. Through the community mental heatidule, rather than
provide services directly, BasicNeeds mobilisesch&tric clinicians from the
public sector and health volunteers from the comtyun coordinate weekly or
monthly mental health clinics in outpatient primé&salth centres and follow-up
care in people’s homes.

In 2008, BasicNeeds conducted a review of the comiijnumental health
module of its Model, which highlights the practidakarning from ten years
implementing mental health in developing world coumities. The qualitative
study, Practice of Community Mental Health: Seven Esserfeatures for
Scaling Up in Low and Middle Income Countriassembles data from 19 focus
group discussions, 22 key informant interviews a6dbservational sessions in

Sri Lanka, Kenya, Lao PDR, Uganda, Tanzania anch&lra search of the key
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components to a successful community mental heaténvention. One of the
main conclusions of the study’s principle investiigaShoba Raja, is that a key
and under-recognised component to successful comyraare for mental health
is the community worker. “Community based workeuffilf a crucial role in
delivering community mental health services. Thaile needs to be further
defined, including through legislation, to ensuhey are earning appropriate
salaries and receiving requisite training for thveark.”

Despite the growing global popularity of communligsed models for mental
health, the role of the community in community naénftealth remains ill-
defined. In the experience of BasicNeeds, many ggoaf people within the
community play important roles in a person’s recgviecom mental illness. A
separate chapter of this book will examine the tbé users play in their own
recovery and mental health advocacy, using the pkawf Ghana. Other key
players from the community include village leadeedigious leaders, traditional
healers, teachers, and community workers. The vialg chapter focuses
specifically on the role of the community worker delivering mental health
treatment, drawing on material from tReactice of Community Mental Health
study, the BasicNeed&mpact Report 2008and data and materials collected by

the skilled research officers embedded in eachasideeds’ programmes.

What isthe Role of the Community worker in Mental Health?

Although primary care services are essential totatdrealth, community care
does not stop at the clinic. One of the main sgdtior community mental health
Is in the community itself, which is to say in p&gdp homes, in meeting places
and in the streets. As tlirractice of Community Mental Healstudy points out:
“The primary health clinic may serve as a home b&me[community mental
health], but a chain of activities occur from thenhe to the village to the
hospital. Diagnosis and prescription activities miagppen at primary health
clinics but follow-up visits and supporting sendgagften occur within the village

or the home of the user.”
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While the role of users and families in care is bagised in most mental health
policy documents, the community worker most ofteeggunduly ignored.
Community workers are instrumental to delivering tBasicNeeds Model for
Mental Health and Development and they exist acraisthe country
programmes. BasicNeeds has trained and is preseamtking with 2,928
community workers in the six focus countries oktkiudy. Who they are, what
they do, how they are trained and paid differs, éwav, according to the context
on the ground. The following Rele of Community Workers in BasicNeeds
Village volunteers are the key persons to motivate

information draws from  SiX| people with mental health problems to come to the
outreach clinics. — BasicNeeds Lao PDR

countries where BasicNeeds
. Our rural programme relies heavily on government
operates: Sri Lanka, Kenya, Laotrained and managed community volunteers. Partners
with a wide network of volunteers, paralegals, human
PDR, Uganda, Tanzania andand justice committees more readily take on mental
health awareness and advocacy. — BasicNeeds

Ghana. Kenya

. Community volunteers have the responsibility to
Who arecommunity workers? identify and provide mentoring for young carers and
. most vulnerable children to cope with the difficult
Commumty workers arg sitation they live in. The formation of 20 new self

.. | help groups is also a major change that has resulted
members of the COMMUNILY from their work. — BasicNeeds Tanzania

without formal training in health] community workers have supported mentally ill
. people and people with epilepsy and families to
They are sometimes callefunderstand the medications prescribed and take them
. as directed. This can be described to have brought
“‘community  volunteers”  Ofr| about a reduction of defaults in taking medications,
including under- and over-dose. — BasicNeeds Ghana

community health workers” of Volunteers often address all people with mental

illness as their relatives and friends using pronouns
such as ‘Uncle’, ‘Brother’, ‘Sister’ and ‘Grandpa’. This
makes people with mental illness to feel that
volunteers are close to them, and builds their self
confidence. — BasicNeeds Sri Lanka

even “village workers”.
The job of a community worker

is not confined to the health
Unlike officials in hospitals, these sisters (volunteers)

sector. Indeed, they are oftgntreat us like friends and support us to do work
together.” - Neil Chaminda, 28 year old service

involved in poverty reduction userin Sri Lanka

programmes and other areas
relating to determinants of health rather than gjgduealth interventions.
Community workers are usually recruited from laggeernment programmes or

from other NGOs and work on a per diem basis.
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Community workers can be men or women and encongphssad range of ages
with basic levels of literacy. In the BasicNeedsafssprogrammes in Lao PDR
and Sri Lanka, community workers are predominamtbmen (86% and 83%
respectively), whereas in the African programmhbsytare predominantly men
(in Ghana), or are equally divided between men waodhen (in Kenya). The
average age of community workers is 30-50 in Ghand, ranges from 20-45
years in Tanzania. In the Sri Lanka and Tanzarogrmammes, recovered service
users form a significant contingent (20% and 5%eetvely) of the community
workforce. Users are often happy to do this wor&yihg benefitted from it

themselves.

What do community workers do?

There is a broad range of activities conducteddiyraunity workers, including
many key functions on the continuum of mental healeatment. It is these
workers who do the active case-finding of peoplihwmental iliness or epilepsy
in their communities and refer them to the clidibey also help set up the clinic,
ensuring that the venue is in order and suppliesoarhand. The more literate
community workers also register service users aie tdown their family
history. Following clinic visits, community workec®nduct home visits, during
which they discuss the role of medication with as&nd carers and they check
on the individual’s overall progress, both in terwishealth, livelihood and
social integration. The BasicNeeds programme inn@heredits community
workers with high rates of medication adherence (ext box). During home
visits, community workers also perform a servicemparable to that of
counselling, by listening to people’s concernsntdging a problem and helping
them to arrive at their own goals and solutions.

In addition, community workers play a crucial raatside of health-specific
interventions. They facilitate the operation andwtoentation of self-help group
meetings in Ghana, Kenya and Tanzania. They alppost the horticultural

projects of programme participants in Ghana and.&mnka.
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And in some instances, such as Sri Lanka (see lex}, socialising with
community volunteers has had recognised benefittherwellbeing of service
users. Indeed, although livelihoods and socialisarg not health-specific
interventions, they have a powerful impact on thental health of programme

participants.

What training do they have?

The training of community workers is variable. Iramy instances, community
workers are enlisted in government programmes eroar the roster of large
NGOs, such as the Red Cross, so they benefit finentraining provided through
those programmes. BasicNeeds provides specifioitigaito all community
workers in how to identify mental illness and epsg, how to manage the
illness from home, and the links between poverty rwental iliness.

At least two important resources exist and are labi® online for those
interested in training community workers in mertiablth. The most recent of
these is a training of trainers manuah Introduction to Mental Health:
Facilitator’'s Manual for Training Community HealthWWorkers in India,
produced by researchers from the Nossal InstitateGlobal Health at the
University of Melbourne in conjunction with Basicétls. The Nossal-
BasicNeeds manual provides training in mental hefist aid for all major
mental disorders (common and severe), as well si€ lsaunselling skills, and
was pilot-tested in Maharashtra, India. Anotheryveseful document is a
training programme calleBarefoot Counsellingdesigned by researchers at the
Sangath Clinic for child and family mental health Goa, India.Barefoot
Counsellingis written in simple English and provides trainingcounselling for

depression and anxiety.
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Barefoot Counselling

A manual for community workers

Basicheods

r¥ryinig

How many arethere?

As of June 2009, BasicNeeds was working with 2,828 munity workers
across six countries, not including India, whicacks its data separately since
becoming independent. The ratio of service usergammunity workers is
variable, but does not accurately reflect the “dasé” of a given community
worker, since community workers are engaged in abmx of different
activities.

Sri Lanka is by far the BasicNeeds programme with tnost volunteers.
BasicNeeds has trained 1,912 volunteers in Sri &aimkcommunity mental
health. These individuals report back to the figlficers of BasicNeeds’
implementing partners. On average, a volunteersdare2-5 people with mental
illness living near their house. Ghana is the coumiith the lowest ratio of
health workers to participants (other than Uganalaich has stopped using
health workers: see the challenges section beldammunity workers in Ghana
work with 15 participants each month and see eacticppant in their case-load,

which averages 60 people, about three times iraa ye
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Jun-09 Service Community Ratio
Users workers
Lao PDR 538 148 4
Sri Lanka 3,246 1,912 2
Ghana 17,462 138 127
Uganda 2,576 0 NA
Kenya 2,298 514 4
Tanzania 4,290 216 20
Total 30,410 2,928 31

How are community workersfunded?

Appropriate funding is fundamental to the succesd austainability of any
community worker programme. Although they are oftesferred to as
“volunteers,” community workers are not and shontit be volunteers in the
sense of unpaid workers. BasicNeeds recompensesmueoity workers
differently from country to country, however in geal they provide a per diem
stipend of £1-£5 (as shown in the following tabl€ommunity workers
complement their BasicNeeds per diem with contidng from other
government and NGO programmes. Governments typigaly with in-kind
contributions, called “tokens,” which include t-dhj bags, lunches and
occasionally a bicycle.

There is no fixed rate for NGO stipends, which tgeavhat one BasicNeeds
employee qualified “a situation of competition beem NGOs” for the best
community workers. Such competition, or free-markeiarguably beneficial to

the quality and recognition of community workers.
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Community Worker Wages

Country Local currency GBP (£ Other

Ghana 30 cedis/month for £12.6 "Tokens of appreciation” from
an average of 6 full the government
days of work

Kenya 200 shillings/day £2.0 "Tokens of appreciation'nfro

the government

Laos 0 £0 Reimbursement of transport

Sri Lanka Volunteers: 0 £0 Volunteers receive
Animators: 1,000 £5.4 reimbursement of transport
rupees/day Animators receive per diems

Tanzania 2,500 shillings/day £1.2 "Tokens of appreciatiam@hi

the government

The Asian programmes are an exception in this jp@df compensation with

BasicNeeds Lao PDR and Sri Lanka offering no fim@ncemuneration for

community workers.

One BasicNeeds officer in Sri Lanka speculates thativation for the work

comes from a combination of factoftn Sri Lankan villages, people help each

other during difficult times and this may be anession of the same mind-set.

Also, most volunteers are women and this may heggthem an opportunity to

interact with like-minded people and also a wagafialising.”

Sri Lanka has two categories of community workiee, ¥Yolunteer and the more

skilled animator. Community animators organiseagé consultation meetings,

set up mental health clinics and support users kvighihoods projects, and they

are paid £5/day.

What ar e the challenges?

Managing a cadre of community workers is not withchallenge. Foremost of

these is the challenge of sustaining motivation ancontext of limited

remuneration. Joyce Kingori, BasicNeeds Programna@dder in Kenya notes

that some community workerfidve expectations beyond what the project can

offer. They expect cash, in-kind gifts, identificatbadges etc.”
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Similarly, Vipula Dasanayake, Project CoordinatorSri Lanka, notes thatrf
Tsunami affected areas, lots of NGOs had been wgnith big projects and
they paid money for volunteers. With that practiseme volunteers became
money-oriented in those areadrideed, the cash and in-kind contributions are a
primary incentive for many people to take on the.rdhey both defray the costs
of living and contribute to community recognitiomhich is a key reward in the
absence of financial recompense.

The Practice of Community Mental Healtstudy cautions that community
workers did not work as well in Uganda because diffitulty creating
incentives.” Indeed, the Uganda programme had ¢p stsing community
workers, as it did not have a budget line for th@&mma Ntulo, Programme
Manager for Uganda, describes the competing pesribetween budgets for
medicines and human resources:

“The last time we interfaced with a Village Healteam was in 2006 during the
DFID project. We paid them a stipend of between @B# a month. There were
178 of them and the total cost of maintaining theme to about 612 GBP per
year. The Big Lottery Fund Community Mental Hed#ltluget line for 2008 has
3,636 GBP. Drugs alone take up two thirds of thmgoant, not to mention fuel to
get to the clinics and pay for the psychiatric ensel. So we do not work with
the Village Health Team anymore.”

The absence of financial incentives for communityrkers from the Village
Health Teams also made them less effective in therk. Shoba Raja reports
“It became apparent that follow up visits were notwring in the Sembabule
district as the volunteers were not provided withircentive.”

The challenge arising from budget constraints imta had an unexpected
positive effect, however, in eliciting user-led issm. Self-help groups in the
Sembabule district stepped up to fill the serviap.grhe Bulamu Kwejjanjaba
Mental Health Association (BUKA) group appointedvilage mobiliser’ in
each village to monitor and follow up with membe&rso missed clinic visits,

counsel new participants and support carers.
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The role of the community worker was replaced bgrsisacting as “village
mobilisers” in combination with radio announcemetdsinform people about
clinics. The example from Uganda echoes the sucoed3asicNeeds in Sri
Lanka and Tanzania in employing service users tdopa the functions of
community workers. More work is needed to deternthme best procedure for
involving recovered service users so that it caratbepted as a practice more

widely.

Where do community workers fit into our understanding of global mental
health?

The idea of using community workers to promote camity health and
empower individuals is not novel within the fieldl frealth, but it is innovative
within global mental health. The field of HIV hasn embraced community
workers as an essential part of the treatment n&tviedeed, theNVorld Health
Report 2004 which focused on HIV, devoted part of a chaptethe role of
community workers.

It argues that “community health workers have fioretd successfully in small-
scale nongovernmental programmes, as well as igedscale national
programmes integrated into the public health sys{ehmapter 3).

The concept of using community workers for treatirtgas more recently been
referred to as task-shifting, referring to the sihg of certain responsibilities
from health professional to lay-workers. In 200EPFAR, UNAIDS and the
WHO jointly published a set of guidelines on taskiftsng for HIV: Treat, Train,
Retain: Task-Shifting rational redistribution ofstes among health workforce
teams.

The primary driver behind the move towards taslhtisigi is the desire to scale
up services in a context of limited resources.

There is no reason that mental health cannot ldeinefn the same practices as
HIV and also promote wide-spread use of communitykers. Indeed, the

WHO suggests as much.
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In 2001 the WHO produced a ground-breaking repdental Health: New
Understanding New Hop@ which they put forth a “new paradigm” for mental
health based in the community. The report contdéms recommendations,
including to “give care in the community” (recomndation 3). The report
makes mention of the need for community workersjciwht calls “health
workers,” although at a modest level, saying that ‘shift towards community
care requires health workers and rehabilitatiorvises to be available at
community level, along with the provision of crisapport, protected housing,
and sheltered employment.”

In the intervening period between 2001 and now.,oasiclerable amount of
expertise has been developed regarding what a cartymworker should be
doing. The recently publishetlental Health Gap Action Programme (mhGAP):
Scaling up care for mental, neurological, and sahst use disorder@008) is
ground-breaking in that for the first time the WHEJQpromoting a specific set of
“priority interventions” for mental health care bllly. MhGAP frames
community care along three levels: “health facjltgmmunity and household,”
and it clearly articulates a treatment role for cmmity workers.“The shortage
of human resources demands pragmatic solutions.n@ority workers — after
specific training and with necessary back-up, @gone consultations with
general practitioners — can deliver some of thepty interventions’

MhGAP frames community mental health within a cahief empowerment, a
word that features several times throughout thelchant.

On a global scale, a further document has beerasete by the WHO and
WONCA which gives a number of case studies on thteraction of the
community in the delivery of primary health care.

In seeking to define who community workers are aat their contribution is,
we note in passing that the WHO-WONCA report defititee community sector
as one outside the formal system of healthcare.

“Informal community care comprises services providethe community that

are not part of the formal health and welfare sgsteExamples include
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traditional healers, professionals in other sectsteh as teachers, police, and
village health workers, services provided by nomgomental organisations,

user and family associations, and lay peoplBy contrast, primary care is said
to encompass all the basic components of treatmsunth as diagnosis,
prescription and follow-up. In short, accordingttos report, treatment in the
community is treatment in the primary care clifit BasicNeeds, we tend to see
the community worker as an integral contributorthie recovery of the person
with mental illness, making contributions to treatrh (mobilisation,

organisation of clinics, motivation), family supp@nd other important areas,

such as livelihoods.

Conclusion

Community workers are a pillar to BasicNeeds mehtlth interventions in
both Africa and Asia, and they should be vieweddsrmal component of all
community mental health treatment. While they ursjo@ably have an
important role to play in promoting mental healthdaraising awareness of
mental illness, their activities extend beyond thatimeter to include basic
components of mental health treatment, such asfoatiag, referral, follow-up
and medication supervision. Moreover, community kees welcome bio-
psycho-social models of training and can serve @mglement or alternative to
traditional healers for community care.

Although the impetus for task-shifting from hegttfofessionals to less formally
skilled members of the community is largely resewdciven, community
workers should not be seen as a cheap way outedn@®mmunity workers are
not less skilled workers, they are differently kdlworkers.

This point was made forcefully by th&orld Health Report 2004ith regards to
community workers for HIV and it pertains equaltyrhental health:
“Community health workers should not be viewed sirapllocal helpers who
can temporarily take on tasks the formal healthecdelivery system lacks the
resources to perform. They are not primarily a gheeay to deal with human

resource constraints.
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Rather, community health worker programmes cansimdild be seen as part of
a broader strategy to empower communities, enafdentto achieve greater
control over their health and improve the healthlefir members.”

In the long-term, cash rewards must replace in-ldadtributions in order for
community workers to receive a living wage and ble & maintain their work.
These workers are activists whose main role is abilise vulnerable members
of their community. The benefit of the community nker is that they can
mobilise people better than a health worker, nat they can mobilise at lower
cost.

In parallel with considerations about expandingritie for community workers
in mental health, policy makers, researchers angramme designers should
investigate possibilities for involving recoverezhdce users in this function. At
BasicNeeds, we think that service users can mageweerful contribution to
augmenting the community based workforce, as ttase ldemonstrated in our
programmes in Sri Lanka and Tanzania. A communityker programme
involving service users and other lay members & dommunity has the
potential for widely scaling up mental health careuly empowering

communities and doing so sustainably.
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1.3 Mental health within Community Based
Rehabilitation

Birgit Radtke

Christian Blind Mission (cbm)
La Paz

Bolivia
birgitradtke@yahoo.de

Introduction

Mental health is an inseparable part of generaltih@md essential for the well-
being and functioning of individuals, families acmmmunities.

Mental disorders are a leading cause of disahtyidwide and their impact on
communities is large, but mental health still hasloas priority on the
development agenda and for society in generallllnoantries that have been
studied until now, there is a lack of accurate kieolge about mental health and
mental disorders; instead, prejudice, negativetudts and discrimination
prevail. In low income countries, people with psysbcial disabilities have
extremely limited access to support and healthisesv They may live in the
community but often are not allowed to participsteeommunity life. The lack
of community-based services leaves them excludedisolated. Community-
based rehabilitation (CBR) has the potential tarfithis gap.

What is Community Based Rehabilitation (CBR)?

CBR is a strategy to ensure that more people wghhiities can be reached
with good quality and appropriate services so tbay take an active part in
community life. CBR advocates in practical ways ftbe inclusion of people

with disabilities in all aspects of society.

YIn accordance with the CBM Disability and Developm®olicy we choose the term ‘psychosocial
disability’ when referring to people with chronic mental or meagical illnesses, because this term is
based upon the social model of disability that fm=uon barriers hindering the full participatiorpebple
with disabilities in society.
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Comprehensive CBR involves working with people vathforms of impairment
and networking with existing services so that theglude people with
disabilities. Where services do not exist or do meet the needs of particular
groups, CBR programmes provide these.

Sustainability and continuity can be achieved bytigg the community to
recognise and meet the needs of persons with GHissbiin their own
communities. This twin-track approach, with its dmapis on developing
inclusive communities, not just on the ‘rehabildat of individuals, makes
CBR an integral part of community development.

The majority of people with disabilities live indoincome countries, where they
are particularly vulnerable to poverty and margaalon. Poverty has been
shown to increase the risk of disability and cosedy, disability increases the
risk of poverty. Medical, educational and liveliltbservices are scarce and often
too costly for people with disabilities to acceG&R is a cost-effective strategy
that makes use of existing community services, ptesinclusion and thus
reaches people with disabilities within their owwononunities. The new
conceptual framework for CBR, developed by an madéa of UN agencies,
international NGOs, Disabled People Internatioraademic institutions and
some national government representatives, hasamr elements — health,

education, livelihood, social life and empowerment.

Community based rehabilitation and community mental health

CBR has only recently started taking into accoumntal health issues and
people with psychosocial disabilities who are amadhg most marginalised
people with disabilities. For centuries they haeerbsystematically subjected to
dehumanising treatment, discrimination and violatiof their basic human

rights. Psychosocial disability is perhaps the mssunderstood disability.

There are many myths surrounding mental disordeesmost common being:
“Mental disorders need treatment by specialists @and therefore not be dealt
with by community workers” and “There is no hope feeople with mental

disorders and nothing can be done for them”
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But these ideas are being challenged by a growody of research evidence
that people with different kinds of mental disoslean be successfully treated
and integrated at community level.

The. focus of CBR on finding solutions witavailable resources in the
community and use of non-specialist workers carobadvantage for mental
health work compared to a more clinical focus. TGBR principles of
community development, gender and culture sensifiactive participation of
people with disabilities and their families, focum human rights and
commitment to inclusion must also refer to peopi \wsychosocial disabilities.
With adequately trained staff, volunteer commitmand incorporation of basic
values, CBR can and should include people with Ipsyacial disabilities.

Many CBR programmes focus on work with children #merefore also have a
good starting point for taking into account chil@émal health. This is especially
important because child mental health is a widedglected aspect although
there is evidence that the lack of attention tddchiental health may lead to
mental disorders with lifelong consequences.

Good mental health is also a valuable resourcedonmunity development in
general because it enables people to realisefiliepotential and to effectively
solve their problems. The close link between CBR emmmunity development
requires taking into account the mental health s@édhe whole population.
CBR has the potential to promote and protect thadmurights of people with
psychosocial disabilities, foster their inclusiam families and communities,
support their recovery through medical and psyctiesinterventions and assist
them in leading productive and fruitful lives irvdilihood security. CBR also
plays an important role in promoting good mentaltie for all community
members and participating in the prevention of raledisorders.

Since the mental health field is wide, a CBR progree alone will not be able to
cover all aspects of mental health. By formingaaldes with other institutions
and organisations, even small interventions cardat together can have an

important impact on the lives of individuals.

Approachesfor including people with psychosocial disabilitiesin CBR
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In order to be acceptable and effective when warkimith people with
psychosocial disabilities, CBR has to avoid a nalyalefined medical approach

that solely relies on treatment with psychotropiegs.
The following values are essential:

just as with all people with disabilities, a humaghts based approach is

important;
diversity and the experience of living with probkeare seen as positive values;
people with psychosocial disabilities are treatéti respect and dignity;

people with psychosocial disabilities and theirecarparticipate actively in all

phases of treatment and psychosocial rehabilitation

CBR encourages the formation of self-help and aélfecacy groups run by

service users and their carers;

CBR takes into account the diverse needs of peoytd psychosocial
disabilities from medical and psychological needltheir needs relating to food,
decent housing, education, work, good relationshijls their families and the

community;

CBR works closely together with other sectors sastthe primary health care
system, educational, labour and social welfareesysind local governments to

facilitate access to a variety of services.

Recovery, treatment and psychosocial rehabilitation

Recovery is a concept explained by users as ‘axgyuof personal growth and
transformation. It is about moving beyond diagnosisis about creating a
satisfying life of your choice.” Recovery is an eswgring model for users and
those involved with them. It emphasises the pessstiength and ability to live a
full and satisfying life, and the importance of shg experiences with others.
Although some people with psychosocial disabilitteay achieve a complete
recovery, recovery does not necessarily mean fraegfall symptoms.

It can also mean that people learn to live welhvatmental disorder. Recovery
views mental health interventions as tools fornlgviwell and emphasises the

importance of choice.
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For many types of mental disorders interventionsymaose a combination of
medical, psychological and social interventiond th&e into account the living
conditions of the individual and his or her widermamunity.

The medical treatmendf mental disorders consists of medication andsmay
health care for the person with a psychosociakidlisa

Psychological treatmentencompasses education about the condition and
treatment options, counselling and individual augr psychotherapy.

Social interventionsim to improve the opportunity for people with plsgsocial
disability to reach their optimal level of indepemd living and participation in
the community, for example through training in gdilving activities, social

skills, family interventions, work preparation awdrk support.

Practical steps for including people with psychosocial disability into a CBR
programme

Start with a needs assessment and situation asalygased upon this
information, decide on priority areas for mentakltie work to begin. Start
small. As the field of mental health is broad itngortant to prioritise building
upon what works best and on addressing emergingsnas experience with
mental health work increases. Involve service usard their families in

planning, implementation and evaluation.

Needs assessment:

Establish a small mental health team to take ogspansibility for designing

and implementing mental health work in the CBR paogme.

Review the national mental health policy and legiseh. If it does not exist or is
out-dated, advocate for the development of a natibnman rights-based mental

health legislation and policy.

Identify stakeholders and consult with them. Thentakhealth team can make a
list of all relevant stakeholders at different llsvecommunity, district, regional,
national) depending on the programme’s coveraga anel start a continuous

consultation process.

Situation analysis:
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Find out which health services and community resesialready exist that have
the potential for including mental health work. &Fiout which specialist services

exist for referral at regional and national levsddondary and tertiary).

Make contact with existing general and mental hesdirvices to find out their
ways of dealing with mental health issues and @siein community mental
health work. Problems of accessibility, acceptanod effectiveness can be
identified in consultation with service users ahelit families.

Get information about available psychotropic drugshe country and consult

with health services and users about accessilalttyeptance and affordability.

Promotion of good mental health and prevention of mental disorders
Mental ill-health significantly reduces the qualdy life of affected persons and
their families. An integrated approach to mentadlteis necessary to change
adverse factors that influence mental health sischaverty, violence, neglect
and sexual abuse. Mental health promotion requhresinvolvement of many
sectors that have to do with the -cultural, socioeoac and political
determinants of mental health. The CBR programme ca

Promote a climate that respects and protects tis&c baghts of everybody,

including people with psychosocial disabilities.

Strengthen community networks fostering a senseocfal responsibility and

discouraging alcohol and substance misuse and coitynwiolence.
Engage different stakeholders to promote mentdlwpe2hg and increase impact.

Promotion and prevention are especially effectivechildhood when mental,
social and physical development is amenable tog#an

Promote preventative measures together with timeguyi health care system.
Promote bonding and a secure attachment betweehemand child. This
reduces the likelihood of child abuse and negleichehavioural and emotional

disorders in children and of later learning diffiees at school.

Promote early stimulation of development, positivieractions between parents
and children, education of children without violenand prevention of sexual

abuse.
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Promote mental health in a school setting to entasucial and emotional
competencies of students and prevent substance alpdsviolence. A child-to-
child approach to foster understanding of mentahltheand psychosocial

disabilities is also useful.

Challenge stigma and discrimination in the community
Discrimination of people with psychosocial disdi®s and violations of their
basic human rights are often more disabling tham ¢bndition itself. To
challenge this situation CBR programmes can:

Provide information and knowledge about mental theaind psychosocial

disabilities to community leaders and communityamiigations.

Explain the difference between intellectual dis@épilmental disorder and
epilepsy. Make clear that there exist interventitimst can help people with
psychosocial disabilities. Provide accurate datautibecovery rates to health

care staff.

Help to overcome fears and prejudice. Avoid labglland challenge common
myths about mental disorders. Make clear that wimdeis not an inherent

characteristic of a person with a psychosociallilisy

Promote the human rights of people with psychosodiaabilities and

challenge discriminatory behaviour when it happens.

Support therecovery of people with psychosocial disabilities
Recovery focuses on the strengths of people wiyichgssocial disabilities and
their capacity to lead productive and satisfying$.

CBR programmes should:

Treat people with psychosocial disabilities witlyrdty and respect and promote
a human-rights based approach. Take into accowntgédnder-based mental

health needs of women.

View people’s problems in the context of their gxay life, difficult situations

and conflicts. Do not treat people as 'cases' @odlers’.
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Build a positive relationship with people who hagachosocial disabilities and

their carers based upon communication and trust.

Inform people with mental disorders and their cveg about the disorder
without imposing labels. Inform them about avaigateatments so that they can
make an informed decision about the choice of wetetion. Avoid a 'doctor

knows best’ attitude.

Shift the focus from the person’s deficit to his hmer strengths, interests and
abilities. Encourage the person with a psychosatigdbility to take an active

role in recovery.

Encourage the formation of groups run by serviarsiand/or their carers such
as self-help groups and associations for self-aasypdPromote empowerment of
people with psychosocial disabilities and encourlgem to provide mutual

support.

Take into account not only the medical and psyadjiold needs of people with
psychosocial disabilities but also their needddod, decent housing, education,

work, good relationships with their families ané tommunity.

Work closely together with other sectors (primargalh care, traditional
healers, educational, labour and social systenal Igovernments) in order to

facilitate access for people with psychosocial laigges to a variety of services.

Provide specific mental health interventions for people with mental
disorders

Mental health interventions usually combine medipalychological and social
interventions. CBR should work together with the@s{/stem and existing local
mental health resources.

Ensure access to good medical care:

Help to integrate medical mental health care inttCPand look for specialist

back-up by mental health professionals.

Train CBR staff and community volunteers to idgnpeople with psychosocial
disabilities, establish good relationships withnthand their families, identify

physical health problems, facilitate access toeadh clinics if appropriate, do
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home visits and follow-up treatment. Challenge timghs surrounding mental

disorders.

Secure a reliable supply of essential psychotrdpugs, preferably through the
public health sector. Advocacy measures may bessacg to achieve this goal.
Alternative ways should only be sought if drug dygprough the public health

sector is not viable.

Guarantee the responsible use of psychotropic dyyggood-quality training of
health care staff. Inform people with mental dissedand their carers about
possible side effects, what to do about them armditathe risk of stopping or
changing the dose of medication suddenly.

Provide good physical health care to people witlycpssocial disabilities
through the primary health care system. To achikae CBR will need to raise
awareness providing information to and tacklingjyizes of health staff and
PHC workers.

Ensure access to psychological interventions

Psychological interventions can be very helpfuhaproving thinking, stress
management and self-esteem of a person with a psgclal disability although
verbalising may not always be culturally the magsprapriate way for dealing

with painful feelings. CBR programmes should:

Encourage the person with a psychosocial disaliitgpeak for him or herself

and listen to what the person says.

Look for psychologists who are willing to provideterventions or train non-
professionals in a culturally appropriate way. Vaiable, group therapies will

generally be more appropriate than individual thgra

Train CBR and health workers in culturally apprapei techniques such as
listening skills, basic counselling skills, relaxst methods and crisis

intervention.
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Work together with traditional healers in an atnfose of respect and sharing of
knowledge. Healers are important mental healthuess in countries with
limited resources. Reduce harmful practices if gnés

In low-income countries families are often the miogportant resources. With
the person’s consent provide information about adaffisorders and how to deal
with problems to the family.

Avoid burn-out through sharing care with other fgnaind community members
and encourage the formation of family support geoup

Encourage people with mental disorders who havevered to share their

experiences with other people with psychosocialullgies.

Ensure access to social interventions:

The needs for social interventions are quite sinida people with a variety of
disabilities. CBR programmes can:
Train CBR workers to identify the needs of peoplethwpsychosocial

disabilities, plan and implement social intervensio

Promote integration of people with psychosociahbiskties in family activities
and improve housing and shelter for people withchegocial disabilities who

do not live with their families.

Encourage the person with a psychosocial disabitiby rebuild social
relationships and encourage opportunities for $saidon. Support the

participation of people with psychosocial disal@htin community activities.

Include the person with a psychosocial disability GBR activities such as

access to education and literacy programmes ifSsacg.

Livelihood activities

Probably the most important step an adult persah psychosocial disability
needs to take for recovery is work.

Livelihood activities are the basis for independeaad enablement and do not
only imply having an income, but also mean improadf-esteem through
holding a valued social position, having contacthwathers and being able to

control one’s life. CBR programmes can:
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Integrate people with psychosocial disabilities mmainstream community

activities for income generation and give them asd¢e CBR resources.

Promote job placement through return to previouskwegontact small-scale
industries and encourage self-employment in micitesprises. Provide ongoing

support if necessary.

Make work place adaptations if necessary, for exarppvide a quiet working
place if lack of concentration and noise sensitiista problem.
Inform employers of their legal obligations towardsople with disabilities

according to the disability legislation of the ctyn

Training

During the needs and situation analysis trainirgds will have become clear at
all levels. Training should be conducted by mehtlth professionals who are
committed to working with the community and willgnide support and back-
up.

Involve locally available resource persons in tragnand supervision of mental
health work. Working in CBR often requires a chamjeattitude for mental
health professionals, especially learning to woigether with non-professionals
such as users, families, PHC and CBR workers.

Identify community volunteers interested in meritaalth work who are ideally
elected and supported by their community.

Organize training events together with the pubéelth system at several levels:
for community volunteers and CBR workers, for narsnd physicians in
primary health care and if necessary also for pgayeb nurses and mental
health professionals.

Focus training on those who are ready to pass @n khowledge to others. If
traditional healers are willing, training workshapay also be offered to them.
Train CBR workers in mental health issues; howdeniify signs and symptoms
of the most common mental disorders, how to suppedple with mental
disorders and when to refer. Incorporate local wstdading of mental health

and mental disorders into training. Foster empatity teamwork.

Focus on empower ment, advocacy and networking
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Empowerment, advocacy and networking are imporfantall people with
disabilities. CBR programmes can:

Recognise the personal knowledge of people witltlpssocial disabilities and
their families; promote the formation of user gregnd self-advocacy and offer
support if asked for. Foster links between peopkh wsychosocial disabilities
and people with other disabilities. Respect thetggonist role of users and

families in the fight against human rights abuses.

Advocate for the development of accessible and@abée community mental

health services that provide assistance to peopepsychosocial disabilities.

Engage in inter-sectoral and multidisciplinary abbration because the needs of

people with mental disordease multiple and cut across service sectors.

Revise the existing mental health legislation afiryoountry if necessary. Build
alliances with users, families, human rights agemeénd others to advocate for

human-rights based, non-discriminatory mental hdeljislation and policies.

Advocate for people with psychosocial disabilitiesbe included in national

disability and anti-discrimination legislation.

Promote international conventions that include peowith psychosocial

disabilities such as the Convention on the Righ®ersons with Disabilities.

Work with the media to change the discriminatoryage of people with

psychosocial disabilities.

Advocate for a higher value in society placed omtalehealth and well-being in

general.
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