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World Mental Health Day - 2008

The day is observed all over the world as
a joint venture of World Federation For Mental
Health and World Health Organization. The
mission of the W F M H is to promaole the
advancement of mantal health awareness,
prevention of mental disorders, advocacy, and
best practice recovery focused inlerventions
worldwide.

Theme selected for 2008 is “Making
Mental Health a Global Pricrity: Scaling up
Services through Citizen Advocacy and Action”

Glabal burden due lo Mental Health
Problems are disproportionately high and the
Resources available to meet this problams are
least. So Mental Health needs global priority.

Advocacy maans speaking out for
ancther or acting on behalf of others or yourself.
Advocacy has been developed to promote the
human rights of persons with mental disorders
and to reduce stigma and discrimination. It
consists of various actions aimed at changing
the major structural and attitudinal barriers to
achieving positive mental health outcomes in
populations (WHOQ).

Burden of Mental lliness

Mental and behavioral disorders are
common, affecting more than 25% of all people
at some time during their lives. They are also
universal, affecting people of all countries and
societies, individuals at all ages, women and
men, the rich and the poor, from urban and rural
environments. This cause considerable burden




ﬂmmw

Dear Readers,

This new letters is the official

publication of Kerala State Mental Health
Authority. This issue mainly highlight the
importance of the message of the theme
for World Mental Health Day 2008,
“Making Mental Health a Global Priority:
Scaling up Services through Citizen
Advocacy and Action”. The day was
observed indifferent parts of the world
and we have also contributed to this in a
befitting manner and the activities are going
on. This news letter will be successful only
with your valuable suggestions and
contributions. Please send articles to be
published in this news letter to the
Secretary, Kerala State Mental Health
Authority at the earliest.

Sincerely,
Dr. D. Raju
Secretary
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on individuals, families and societies. Nearly
10% of population are affected at any point of
time. According to WHO depression will be
the second leading cause of the global dis-
ease burden by 2020 AD.

Mental Health Resources
Resources for mental health include

Policy and legislation
mental health services
community resources
human resources and
funding

Policy and Legislation

Mental health policies and plans for
implementation are essential for co-ordination
of services to improve mental health and reduce
the burden of mental disorders. Only 78% of
countries have legislation in the field of mental
health.

Mental health services

Ideally community-based services
have to be balanced with hospital-based
services. But community-based services are
inadequate in the present setup. Number of
psychiatric beds per 1 lakh population varies
from 2 - 70 depending on the income of
countries. In Kerala this is 17 per 1 lakh
population.

Community resources

This have a vital role in the care of the
mentally ill. This includes NGOs, consumer
and family associations, traditional, indigenous,
and alternative health-care systems, community
based social and rehabilitative services; and
informal resources of family, friends and other
social networks. Only 46% of low income
countries have user and family associations
in comparison to 88% of lower-middle income
. countries, and 100% of upper-middle income
countries. So in under developed countries
mentally ill and their families have only few
opportunities to participate in decision making
about treatment.
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Human resources

There is shortage in the number of
meantal heaith professionals in the world as a
whole There is also a wide variation between
different countries and the problem is more
with low income countires. Availability of services
of Psychiatrists is 0.05 to 10.5 per 1L
population. Low income countries have less
than one psychiatrist per 1 L population. In
Keraia this is 0.8 per 1 Lakh population.

Number of Psychologistis 0.04 to 14 /L
globally. In Kerala also it is on the lowerside.

Recently this problem is accentuated
by “brain drain"-le. migration of mental health
professionals from low and middle-income
countires to countries with higher income.

Financial resources

Unfertunately most countries assigna
low proportion of their health budgets to mental
health. Thirty percentage of countries do not
have a specified budget for mental health care
and 25% spend less than 1% of the total health
budget on mental haailth,

Factors affecting the use of mental health
services

Sligma attached to mental illness is a
major problem. This exist in all societies and
affect people with more severe disorders
preventing them from utilizing even the available
treatment facilities.

The inequitable distribution and in
efficient utilization of resources iz another
problem, This is to be corrected and more
attention is to be given to the vulnerable groups
which include the lower income group, least
educated, women, young people, rural
communities and indigenous populations,
Unfortunately most mental heaith professionals
are concentrated in urban areas.

Substantial investments made in large
| asylums is another hurdie. Community based
interventions and inpatient facilities in

general hospitals are superior to care given
at mental hospitals. Hence more imponance
s to be given the development of sarvices
in the psychiatry wings of Taluk Headquarters
hospitals, general hospitals and Medical
Colleges,

Implications

A multi-country survey supported by
WHO have revealed that there is huge treat-
ment gap (ie. the proportion of those who need
but do not receive care). 35-50% of patients
with the serious mental iliness in developed
countires and 76 - 85% In less - developed
countries had received no treatment in the
previous 12 months. This treatment gap is
32% for schizophrenia, 56% for depression,
and 78% for alcohol use disorders. Even for
those who receive some treatment, effective
and humane treatment is less.

Meed for action

Mental Health Gap Action Programme
{mh GAP) is inifiated by WHO to reduce the
huge gap between what is urgently neaded
and what is available, to reinforce tha
commitment of all stakeholders, to increase
the allocation of financial and human resources
for care of the prioritized mental, neurclogical
and substance use disorders (MNS) disorders
and to achieve higher coverage with key
interventions in the countries with low income
& large proportions of the global burden of
these disorders. The priority conditions
among Mental, Meurological and Substance
use (MNS) disorders are depression,
schizophrenia and other psychotic disorders,
suicide, epilepsy, dementia, disorders due to
use of alcohaol & illicit drugs, and mental
disorders in children.

Frame work for action for mhGAP

This include political commitment at
the highest lavel, organizing a group of key
stakeholders with multidisciplinary expertise
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to guide the process, development of a policy
and legislative infrastructure to decide how
best to deliver the chosen interventions,
mobilize and reallocate funds, accelerate efforts
and increase investments towards a reduction
of the burden of MNS disorders and selection
of inputs, processes, cutcomes, and impact
indicators, togetherwith idantification of tools and
methods for measurement.

Advocacy

Advocacy is the most effective and
least costly tool to create change by improving
the services, assisting someon& who is
unfamiliar with the local system or becoming
the voice for those that are too afraid to speak
out, influencing laws and policies in your country
and bringing more attention and more funding.
According to WHO, sustained advocacy
nesded in every counting to make mental health
a global priority and to achieve the same
WHO makes the following recommendations.

Recommandations by WHO

1 Changing the current fragmented and
incomplete mental health systems to
provide for increased mental health
treatment in primary care settings.

2. Making essential psychiatric medications
available at all levels of healthcare and
training health care professionals in
their proper use and monitoring.

3. Expanding the availability and
accessibility of community-based
mantal healthcare,

4, Educating the public to reduce stigma.

B Involving and empowering people with
mental illnesses and their family
members or caregivers as active
participants in the development and
decision-making aspects of the
treatment and monitoring of thair iinass.

8. Establishing national policies,

10.
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programmes and legislation based
on current knowladge and human
nights considerations to drive change
in planning, funding and practice
of mental health service delivery.

Developing human resources by
increasing and improving training of
mental health professionals,

Linking mental health with other sector:

such as labour, education, social
sernvicas, and law in order to broaden
the constituency that promote
improved mental health policy and
practice,

Maonitoring the mental health of
communities by inclusion of mental
health indicators in health information,
assessment and reporting systems.

supporting research into biological
and psycho soclal aspects of mental
health in order to increase the body of
scientific knowledge on which informed
advocacy can be grounded.

Dr. D. Raju MD (Med);

MO {Psych.); DPM

Professor & Head of Psychiatry
Medical Collaga, Thiruvananthapuram &
Sacretary, KSMHA,




COMMON MENTAL,
NEUROLOGICAL AND SUBSTANGE
USE DISORDERS

Mental ilinesses are common

Severe mental illnesses - 1 - 2%
Mild mental illness -10%
Schizophrenia -1%

Bipolar Mood Disorder -1%
Depression - common cold of
psychiatry. 10% in male and 20-25%
in females

Substance use disorder- alcohol -
14%

Psychiatric iliness are serious
Example: depressive disorder
serious as Coronary Artery Disease
80% suicides are due to depression.
Suicide, Substance Use Disorders,
Medical illness and Accidents are
common in depressian

80% are treatable

Mind

Activity of the brain

Three components - Affect (Emotions),
cognition (Thought), Behaviour

The Brain

Billions of neurons-each has>= 10,000
- " connections - synapse -

neurofransmisson -

neurotranmitters - receptors

Linked with endocrine and immune

systems

Mind and body

No ‘pure’ psychological disorder
Psychiatric disorders can present
with psychiatric symptoms
Physical disorders can present with
psychiatric symptoms

Medicines can cause psychiatric
symptoms

All these can often coexist

Many Psychiatric Patients present
with bodily symptoms (Somatisation)

In Primary care setting
Psychological problems goes

undetected due to
Lack of awareness, fear of being
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labeled, difficulty to accept weakness,
uncertain whether doctor will approve,
lack of privacy and confidentiality

What is mental disorder?
Symptoms as such not diagnostic
Group of symptoms - Syndromes
Symptoms+distress to himself /
other + impairment of functioning
Classification and criteria (ICD -10
and DSM-IV)

Training and experience are needed
to diagnose mental ilinesses

Causes of Mental Disorders
Multi Factorial

Bio-psycho-social causes
Threshold (like boiling point) -

Early loss, Heredity, Gender,
Neurodevelopment, Birth
complications and

Childhood experiences
Temperament - Ambient stress, life
events, Biological factors (Physical
iliness, drugs)

Leads to changes in the brain and
this causes mental iliness

Symptoms

Disturbance of body functions -
Sleep, Appetite and body weight,
Bowel and bladder functions,
Sexual desire

Disturbance of psychological
functions Behaviour - Odd
behaviour, Psychomotor activity,
Excitement, violence, Abusiveness,
Assaultiveness, Suspiciousness,
Disinhibition, Dullness, inactivity,
loss of interest, Sitting or lying down
for hours

Talk - Form of talk - Over
talkativeness, Pressure of speech,
Muttering, smiling to self,
Decreased talk, Flight of ideas,
Loosening of associations,
Irrelevance,Duliness, inactivity, loss
of interest

Talk - Content of talk - Delusions -
Persecution, grandiosity, infidelity,
reference.
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