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Abstract

The aim of this analysis was to analyze and desché steps that have been taken in the
development of the mental health policy in Surinaafter the WHO AIMS. The objectives are:
1.To review the steps to be taken in developing atahdrealth policy and plan for a country
2.To gather information and data concerning mentaltheolicy and plan development in
Suriname
3.To draw conclusion from the experience gained ¢hatbe applied to other countries
In general, the information that was gathered ftbenfour countries Guyana, Barbados,
Trinidad & Tobago and Suriname, was compared wi¢hwWHO steps for developing a mental
health policy and plan. Were these steps takencmmsideration, when developing their mental
health policy and plan? If not, what were the reasshy it did not happen? The checklist for
evaluating a mental health plan was used in Sunarnis checklist assisted to see if the results
of the recommendations given by the WHO AIMS toalep a effective and balanced mental
health plan were taken into consideration.

Table 1: Comparison of mental health developmentsigiven countries

Guyana | Barbados Trinidad & Suriname
Tobago

WHO AIMS 2007 2007 2007 200¢
Mental health Policy 200¢ None None 2012
Mental Health Plan 200¢ None None 201z
Mental health coordinating Body Persor Persor Body
body/person

Implementation of WHO steps Yes No No Yes

The mayor findings of the analysis are that Suriaaswell as Guyana used the steps in
developing their mental health policy and plan.l®aios and Trinidad & Tobago did not
develop a mental health policy and plan. Surinante@uyana have a mental health
coordinating body at the Ministry of Health. Triadl & Tobago as well as Barbados have a
mental health focal person at the Ministry of Healt the respective countries.

It can be concluded that successfully improvingedlth systems and services for mental health
is combining theoretical concepts, expert knowleaige cooperation of many stakeholders. The
appointment of a mental health coordinating unthatMinistry of Health is crucial for the
development of mental health in a country. Furtl@enmental health is everyone’s business
and responsibility. Implementing the steps to lkemavhen developing a mental health policy
and plan as recommended by WHO may be a slow moegsiring the mobilization of political
will. That’s why it is crucial that persons respies for this process work close with all
stakeholders in relevant sectors, taking their sesi consideration and try to translate that in
clear objectives. It is common knowledge that imrg the quality of mental health must be
accompanied by the availability of financial andrtan resources. Finally, a mental health policy
and plan should be one document tackling all aspEfainental health of a community.
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1. Introduction

In 2009 | started with my masters program in mehéallth policy and services at the New
University of Lisbon, Portugal. During my lecturasd orientation | found out that concerning
mental health development in the Caribbean Regidot, was going on. Due to the fact that |
was responsible for the initiative of my Ministri/téealth, in using the WHO AIMS to assess
the mental health situation of Suriname, | was veaind) what happened after in countries in the
Caribbean Region, similar to Suriname. Knowing thast of the countries were going for
strengthening their mental health system, thisysmalill help to make that visible.

Of all countries of the world ( reporting), 76.5%8] have a national mental health plan;
however, their implementation levels are low(a)Wihis informationthe World Health
Organization (WHO) in 2005 produced a mental headilicy and services guidance package for
countries with the purpose to assist policy-maked planners to:

- develop policies and comprehensive strategies fioproving the mental health of its
populations;

- use existing resources to achieve the greatesiy®benefits;

- provide effective services to those in need;

- assist the reintegration of persons with mentairdisrs into all aspects of community life, thus
improving their overall quality of life.

An explicit mental health policy and plans as veslprograms are an essential and powerful tool
for the mental health section in any ministry ofalte. When properly formulated and
implemented through plans and programs, a policyhzve a significant impact on the mental
health of the population concerned (1).

Countries in the Caribbean share a similar historthe development of their health systems.
They have often cooperated to deal with many otti@lenges to health which they have had to
confront. However, there was need for even grea#aboration and cooperation among the
countries in the Region, given the increasing tisré@ the economies of these countries and the
presence of newly emerging and re-emerging problientke health sector. Efforts therefore
have to be focused not only in the fight againsedse, but in promoting healthy lifestyles,
protecting the environment and increasing the aapat the health sector to provide quality
service and value for money.

Globally as well as regionally, the burden of meéndgsorders is likely to have been
underestimated because of inadequate apprecidtiiie connection between mental illness and
other health conditions. Because these interactoagrotean, there can be no health without
mental health as stated by the WHO/PAHO. Mentabrdisrs increase risk for communicable
and non-communicable diseases, and contribute totamional and intentional injury.
Conversely, many health conditions increase thle fas mental disorder, and co-morbidity
complicates help-seeking, diagnosis, and treatna@akjnfluences prognosis.

About 14% of the global burden of disease has la#ibuted to neuropsychiatric disorders,
mostly due to the chronically disabling nature epression and other common mental disorders,
alcohol-use and substance-use disorders, and p3&hBuch estimates have drawn attention to
the importance of mental disorders for public Heatowever, because they stress the separate
contributions of mental and physical disorders tsability and mortality, they might have
entrenched the alienation of mental health fromnstagam efforts to improve health and reduce
poverty. (2)



Health services are not provided equitably to peapkh mental disorders, and the quality of
care for both mental and physical health conditifarspersons suffering from these disorders
could be improved. We need to develop and evalpayehosocial interventions that can be
integrated into management of communicable andasommunicable diseases.

Health care systems should be strengthened to wapdelivery of mental health care, by
focusing on existing programmes and activitieshsag those which address the prevention and
treatment of HIV, tuberculosis, and malaria; geroesed violence; antenatal care; integrated
management of childhood illnesses and child natrjitand innovative management of chronic
disease. An explicit mental health budget mightdnieebe allocated for such activities. Mental
health affects progress towards the achievemesgwdral Millennium Development Goals, such
as promotion of gender equality and empowermenivarinen, reduction of child mortality,
improvement of maternal health, and reversal of ¢peead of HIV/AIDS. Mental health
awareness needs to be integrated into all aspéctealth and social policy, health-system
planning, and delivery of primary and secondaryegaihhealth care. (3)

Regionally, countries are still struggling with @éeping mental health policies and plans. After
the use of the WHO AIMS as instrument to assessrihetal health situation in the Caribbean
region, most countries were convinced that somgtbiould be done.

Suriname as one of the countries in the Caribbeas also fighting against issues as a strict
centralized and hierarchic mental health systerigfoverburdened psychiatric institution in the
capital city — referred to as “mad house”, no déedized support systems, outdated legislation
and human rights, minimal distribution and trainimighuman resources, no efforts for quality
improvement of psychiatric services, a lack of is¢etoral collaboration, no psychotropic drug
procurement and distribution, lack of mental heghttomotion and prevention, inadequate
treatment and rehabilitation, and lack of financ{hg). In 1999 the Ministry of Health requested
the PAHO to assist in developing its first mentaalth policy document. Understandable that
the focus of this document mainly would be one wihpublic health approach. The
recommendations were towards decentralizationep#ychiatric care and integration of mental
health in the primary healthcare. Almost a decdthr ¢his first initiative with minimum results
the Ministry again requested the WHO/PAHO to assisteveloping a national plan for mental
health. With the assistance of this internationaélth organization and the availability of
international expertise it was expected that ineflgyng the document the available instruments
were used.



2.0  Theoretical Framework for mental health policy

In 2005 the World Health Organization (WHO) prodiitee mental health policy and services
guidance package named mental health policy, @adgprogrammes (updated version 2). One
of the modules provides practical information tsistscountries to improve the mental health of
their populations.

2.1  Mental Health Policy & plans: WHO/PAHO guidance

Despite the wide recognition of the importance ational mental health policies and plans, data
collected by WHO reveal thatxty percent (60%) of countries report having didated mental
health polcy and seventy one percent (71%) possess a meatith Iplaig4). The Initiative for

the Restructuring of Psychiatric Services (6), tned shortly after the Caracas Declaration by
the Pan American Health Organization (PAHO) andvileeld Health Organization (WHO) in
collaboration with a large number of countrieseinaitional organizations, and experts, actively
promoted and supported mental health reform effortstin America and the Caribbean,
contributing to the development of national meh&dlth policies in several countries (18).

In the module mentioned above the WHO has develsfagas that should be taken to develop
and implement mental health policy and plans. Tiséses are (1):

Step 1. Gather information and data for policy devepment

To start the process of developing a mental headtlty and plan information is needed. This
information must be based upon the mental healddsief a population. Also the existing
mental health system and services must be analizeanples of needs that can be looked at are
prevalence and incidence studies, determining wbhatmunities identify as problems and an
understanding of help seeking behavior. Knowing whlivers mental health, to whom and with
what resources is an important starting point fevalioping a reasonable and feasible mental
health policy. After the analysis of the health deend the existing system and services,
priorities must be established.

Step 2. Gather evidence for effective strategies
After establishing priorities effective strategrasist be set in place. This can only be effective if
it is based on evidence. Evidence can be gatheredshiing local services and reviewing the
national and international literature.

Step 3. Consultation and negotiation
Consultation and negotiation can be a timely bussin€his process is in most times a political
matter. To a lesser degree it is a matter of teetmictions and resource-building. The ministry
of health is key during this process. Its rolenifigten to the various stakeholders and to make
proposals that blend their different views with #wdence derived from national and
international experience. It is required to haveaetive compromise of the majority of the key
stakeholders in developing a mental health poRolitical support must be obtained (1).
Progress has been particularly visible in counthes have implemented policies with strong
political support (18).

Step 4. Exchange with other countries



In most cases other countries has gone througlsahe stages. It is important to look at the
experiences from other countries that may help.eEgpces as well as the latest advances of
more developed countries may help also. Creatiyemences and lower-costs interventions as
well as international experts can contribute whewetbping a mental health policy.

Step 5. Set out the vision, values, principles arabjectives
Finishing the process as mentioned above, visialyeg, principles and objectives for mental
health can now be described.

Step 6. Determine areas for action
The objectives as mentioned above can now be #&i@akinto areas of action. It is important that
these areas reflect a simultaneous developmeneatahhealth in the given areas. These areas
can be from the Ministry of health as well as wittihe communities. WHO has listed a number
of areas that can be involved in developing a nidwalth policy. These are,

- Coordinating Unit;

- Financing;

- Legislation and human rights;

- Organization of services;

- Human resources and training;

- Promotion, prevention, treatment and rehabilitgtion

- Essential drug procurement and distribution;

- Advocacy;

- Quality improvement;

- Information systems;

- Research and evaluation of policies and services;

- Intersectoral collaboration.

Step 7. ldentify the major roles and responsibilites of different sectors
Implementing a mental health policy means thated#ht roles and responsibilities of
stakeholders must be identified. The sectors reduip take these roles and responsibilities
include:

- Governmental agencies (health, education, employrseanial welfare,

housing, justice);

- academic institutions;

- professional associations;

- general health and mental health workers;

- consumer and family groups;

- providers;

- nongovernmental organizations (NGOS);

- traditional health workers.

Without adequate policies and plans, mental digsrdee likely to be treated in an inefficient
and a fragmented manner. Therefoffeerahe development of a mental health policy, ribat
step can be the development of a mental health plan



The steps that were identified in developing a meat health plan were:

Step 1. Determine the strategies and timeframes

To be sure that a mental health plan is effecstrategies need to be determined for the different
areas of action as mentioned above. There musidreioation for example to ensure the plan is
coherent and designed to meet the objectives that been prioritized.

For each strategy a time frame should be defineplitfall here for implementing a plan is the
lack of needed resources and capacities.

Step 2. Set Indicators and targets

Connected to the strategies must be specific tmrgetl indicators drawn up to later assess
whether the plan has been effective or not. Itbkgated that the targets are clear and explicit
and state precisely what must be achieved withvergitimeframes. The targets must also be
measurable and indicators identified with respechow the success of each target will be
assessed.

Step 3. Determine the major activities

Connected to each strategy, and for each areatiohaactivities must be listed to plan how the
strategy will be realized. A listing of which adties, who the persons are who will execute the
activities, how long and when the activities waké place as well as which activities can be
done simultaneously. Expected outputs, potentisiamtes and delays must be set out.

Step 4. Determine the costs, available resourceschhudget accordingly

Financial resources must be made available foramphtation of a mental health plan. That's
why it is necessary that in a mental health plan:

- The costs of each strategy as well as the tota$ @dghe plan for each year are calculated.

- Those that are going to finance these resources lwsen defined.

- The time frames of the strategies and activitiesaoordance with what resources are available
in different years is adjusted.

- The time frame and resources annually after mangoand evaluation of the implementation
of the plan has been re-adjusted.

4. Developing a mental health programme

After the development of the policy and strategnd aletailed plans, it is important to have
programmes that focus on the promotion of mentalthethe prevention of mental disorders,
and treatment and rehabilitation.

5. Implementation issues for policy, plans and pragmmes

There will always be issues when implementing polptans and programmes for mental health.
Several actions are necessary in order to makahp@sbe implementation of these strategies
and interventions. While implementing mental heatrategies the following action must be
taken care of:

Step 1. Disseminate the policy

Stakeholders must be sensitized, so the policiest el widely disseminate by the Ministry of
Health to all stakeholders involved.

Step 2. Generate political support and funding

Beside active stakeholder participation, commuivcaéctivities should be executed. The main
goal is to ensure enough political support and ifugpéor the implementation of the policy.



Step 3. Develop supportive organization

For the implementation of mental health policy anpetent group of professionals with public
health expertise as well as mental health competense needed. This group should take
responsibility for managing the plan and prograngnefctive participation of consumers and
families in the mental health field is also necegsand this group will ensure this intersectoral
collaboration. At all levels this collaboration stidake place.

Step 4. Set up pilot-projects in demonstration are@®)

One or more demonstration area(s) must be desjt@mexecute pilot projects.

Step 5. Empower mental health providers

It is necessary the providers in a health systerearpowered to deliver health interventions to
the population. General health providers as well g=ecific mental health providers deliver
mental health interventions.

Step 6. Reinforce intersectoral coordination

To successfully implement mental health policy iséetoral coordination is needed. This is the
task of the mental health professionals in the siipiof health.

Step 7. Promote interaction among stakeholders

Interaction must be promoted between the ministiyealth and other sectors as well as between
other stakeholders.

2.2 Evolution of mental health policy & plans in the Caibbean region

Between 2006 and 2010 seventeen (17) countrietearitries in the Caribbean Region have
used the World Health Organization Assessmentungnt for Mental health Services (WHO
AIMS) to assess their mental health systems. PARDVEHO have cooperated with several
countries oomental health system assessmamsg the WHO-AIMS methodology and
standardized instrument (6), which compiles andyaea data on 155 indicators. To date, the
countries in the Latin America and the Caribbeat tave concluded this assessment are:
Belize, Brazil, Chile, Costa Rica, Dominican RepeibEl Salvador, Guatemala, Guyana,
Honduras, Jamaica, Nicaragua, Panama, Paraguaya®er, and Uruguay. The assessment was
in 2010 in progress in: Anguilla, Antigua and BatthuArgentina, Bolivia, Cuba, Ecuador,
Grenada, Montserrat, Peru, Saint Lucia, Trinidadl Bobago, and Turks and Caicos. The goal
was for all countries to finalize the assessmeittténbiennium 2010- 2011(6).

The last successful attempts at assessing theegesbf mental health policies and plans
development in the Caribbean region took placedil2 when the WHO/PAHO looked at the
countries that completed the WHO AIMS. This retated that the first steps to implement
WHO-AIMS took place in the second half of 2006. Sirwent, gradually, seventeen countries
and territories have assessed their mental hegthres. The whole process has culminated in
November 2010. Once the Ministry of Health agreenhitiate the implementation, the Ministry
would nominate a focal person to collect the infation from all stakeholders. With the support
of PAHO/WHO, country level meetings were held wk#ly stakeholders such as mental health
professionals, health authorities, and other pestrer presentations and discussions of the
tool(7). Most of the countries in the Caribbeartlwn, reported that there were no mental health
policy in place, except Suriname, Anguilla, Jama&iat Lucia, Turks and Caicos and Barbados.
The countries that were reported as having a planteice were Belize, Jamaica, Montserrat,
Suriname, Trinidad & Tobago and Turks and Caidoghe Caribbean region though there were



initiatives to combine efforts to tackle the exgtinealth challenges such as the growing mental
health problems.

2.3 Regional Initiatives: Caribbean Cooperation inHealth Initiative

The concept of the Caribbean Cooperation in Hdaltlative (CCH) was introduced in 1984 at
a meeting of the former CARICOM Conference of Miers responsible for Health (CMH). The
CMH saw this as a mechanism for health developitieatigh increasing collaboration and
promoting technical cooperation among countriethénCaribbean. The initiative, in which
seven priority areas were identified, was adoptethb CMH and approved by the Heads of
Government in 1986. An evaluation of the Initiat{i®92-1994), found that the priorities
identified ensured that activities were focusedneas critical to improving health status in the
region. Overall it was established that the Inkmtvas beneficial to Caribbean countries.

In 1996, the CMH mandated a re-definition and meniadation of the CCH Initiative for the
period 1997-2001. The meeting selected eight (8)timgriority areas, recommended strategies
for implementation, and identified some areas aficmn concern which required joint action.
The recommendations of that meeting were accept€tMH in 1997. The countries that have
participated in the initiative include Antigua aBdrbuda, Anguilla, The Bahamas, Barbados,
Belize, Bermuda, The British Virgin Islands, they@&ns Islands, Dominica, Grenada, Guyana,
Jamaica, Montserrat, Saint Lucia, St Vincent ardGhenadines, St Kitts and Nevis, Suriname,
Trinidad and Tobago and the Turks and Caicos Islafide head of governments of the
abovementioned countries have decided that theopargf this initiative should be to develop
and implement programmes which focus action angluregs on priority health issues of
common concern to the Caribbean community, withigdar consideration given to vulnerable
groups. In other words, “Caribbean Countries hgjpiremselves and one another to improve
health in the Region." Among others like environtaéhrlealth, strengthening of the Health
Systems, the emphasis on Chronic Non-communicaisieeBes, Family Health, Prevention and
Control of Communicable Diseases, Food and Nutriiod Human Resource Development,
Mental Health including Substance Abuse is alstedtas one of the most important areas of
priority within the Caribbean Region.

In summary, the prioritizing of mental health a€ @f the regional challenges has caused
government of countries to use the WHO AIMS to ssske mental health situation in their
respective countries. As mentioned before sometdesrio date has a mental health policy and
some a mental health plan approved (6).

3.0 Aim and Objectives

A common issue in the broader Caribbean and edlyeiciahe selected countries is the lack of
epidemiological data regarding mental health. Ting document that was available was the
World Health Organization Assessment InstrumeniMental health Services (WHO AIMS)
reports. The aim of this analysis is to analyze degtribe the steps that have been taken in the
development of the mental health policy in Surinafter the WHO AIMS.

The objective of this analysis was to find out whavernments have done after the use of the
WHO AIMS, the guidelines which were given to restiure mental health services and the
recommendation given by the CCH to develop a mdalth policy and plan in the countries
Guyana, Barbados, Trinidad & Tobago and Surinarhés Was done by reviewing the
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mentioned steps after collecting information anth@@ncerning the mental health situation in
the assessed countries. A specific question thatasked is: did governments use the steps and
guidelines that the WHO suggested in developing thental health policy and plan.

It is intended to be of practical use and inteoéshinistries of health in small and middle
income countries regarding the development of nidsgtalth policies and plans in four countries
in the Caribbean, with focus on the developmemheital health policy in Suriname.

3.1 Methodology

This study is a qualitative study. The instruméatt tvas used to collect the information was
a questionnaire consists of nine (9) open questibms population was mental health
professionals working for Ministries of Health metgiven countries. In June 2011
interviews were held with these designated mergalth officials in the selected countries. A
letter of permission with the questionnaire attactvas send to the Directors or Chief
Medical Officers of the Ministries of Health. Aftpermission, most of the time via
telephone, the mental health focal persons of thesilies, senior psychiatrists, Chief
Medical Officers and Directors of Health were tloamtacted for an interview. Through
these officials I got the information of what ipip@ning in the field of mental health after
the use of the WHO AIMS. It is assumed that pgréois have answered the questions
honestly and to the best of their abilities. Ingah, the information that was gathered from
the four countries was compared with the WHO stepdeveloping a mental health policy
and plan. Were these steps taken into consideratioen developing their mental health
policy and plan? If not, what were the reasons whkid not happen? For Suriname
especially, the checklist for evaluating a mengadlth plan was used. This checklist assisted
to see if the results of the recommendations gbyethe WHO AIMS to develop a solid and
balanced mental health plan were taken into corastida.
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4.0 Results of WHO AIMS and developments of mentdlealth policy & plan in Guyana,
Barbados and Trinidad & Tobago

In the Caribbean Region are some countries thgtlaygng a major role in its health policy and
policy development. These countries are beside itaraad Bahamas, Suriname, Barbados,
Guyana and Trinidad & Tobago. The last four nan&lyiname, Guyana, Barbados and Trinidad
& Tobago are four major players in the developnwdiitealth in general and more specifically
mental health. In this analysis | had focused @séh4 countries because of their geographical
location and their interference with each otheresghcountries have at least implemented one of
the recommendations of the CCHIII to use the WH® 8Ito analyze the status quo and to
collect information of how to improve the mentahhh system.

Table 2: Mental health indicators from selectedntnas

Rate /country Guyana | Barbados | Trinidad & Suriname
Tobago
World Bank income leve Lower- High High Upper-
middle middle
Population 2009 thousar ** 75C 26¢ 1,32¢ 48C
Mental hospal ** 1 1 1 1
Psychiatrist per 100.00 ** 0,5 4 1,7 1,k
Mental health nursi per 100.00 ** 0,4 39,¢ 32,1 14
Mental health be(** 24C 537 89: 30C
Outpatientdacilities ** 2 14 31 5
% of heith budget spend on mental he ** 1 7 4 9
Year of lasimental health polic ** NA 200¢ NA 2007**
Year of last mental health pl** NA NA 200( 2007 *
Year of last mental health legislat ** 193( 198t 197¢ 2002%** *
% of mental health budget spend in me 61 10C 94 83
health hospital **

*Mental Health Atlas 2011
*WHO AIMS

In summary, all four countries have one main psatriti hospital. The concentration of beds in one
institution implies equal concentration and digttibn of human and financial resources, limiting
consequently the establishment of other servicéisedrcommunity. A national mental health policy
has been formally approved in Barbados.

***|n Suriname the policy of the mental hospitalshiaeen approved by the Ministry of Health as the
mental health policy for the country. Only in Tdad & Tobago a national mental health plan was
formally approved by the government.

¥ Suriname’s government again approved the psgtiic hospital’s plan as the national plan for
mental health.

*xxxAll the four countries have outdated mental dléh legislation. Suriname’s legislation was last
dated 1912. In 2002 an amendment was made for tasjuadmission, but the instruments to
execute this amendment were never put in place.
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4.1 Guyana

The World Health Organization Assessment Instruf@niéental Health Systems (WHO-AIMS)
was used in 2007 to collect information on the rakenéalth system in Guyana. The goal of
collecting this information is to improve the mdrtaalth system and to provide a baseline for
monitoring the change. This has enabled Guyanaveldp information-based mental health plans
with clear base-line information and targets. Isva#s0 used to monitor progress in implementing
reform policies, providing community services, amgblving users, families and other stakeholders
in mental health promotion, prevention, care atdbditation. Although there was little
epidemiologic data from Guyana upon which to basessments of mental health service need,
disease burden estimates have recognized the rsafoatric disorders as making a larger
contribution to the burden of disease, measurdisability Adjusted Life Years (DALYS), than
other diseases such as HIV/AIDS, tuberculosis,raaldria combined. Unipolar depression alone
has been identified as the fifth greatest contabta disease burden in Guyana and suicide is
estimated to be the third-leading cause of deattngnthose 15 to 44 years of age, accounting for
13% of all deaths (8). Relevant studies in the Acaarindicate there is likely a prevalence of 10 to
15% of the population with a mental disorder at ang time, with 3 to 5% of the population having
a severe chronic mental disorder. Given a populagiimate of 750,000, this would predict that
75,000 to 112,500 Guyanese suffer from mental dessrand require some level of mental health
care services. Of these, approximately 22,500 16087would be expected to suffer from severe
mental illness. These projections do not inclugerthmber of patients with epilepsy and mental
retardation, which are not surveyed in typical psgtric epidemiologic studies, but are included in
the population serviced by mental health care sesvin Guyana. The current mental health system
in Guyana is fragmented, poorly resourced, andmegrated into the general health-care system.
Care of the mentally ill is provided under the &giive framework of th&lental Health

Ordinance of 1930,which is antiquated and fails to make provisionstifie protection of the rights

of people with mental disorders. Persons with methismrders are reported to suffer discrimination
in their communities, the workplace, educationatitntions, judicial services and the health-care
system. Safeguards to protect individuals with rkiihess from involuntary admission and
treatment and mechanisms to oversee treatmentgasaetithin health facilities are lacking. There
are no independent review bodies established tegrthe human rights of users of mental health
services. Stigma against the mentally ill is repditio be pervasive and considered by stakeholders
to be expressed by the public as well as by maaitthprofessionals, the police, and policy makers
and administrators alike. It is considered to be ohthe greatest barriers to the development of
modern mental health services in Guyana. Mentdtthsarvices are inadequate and not available or
accessible to the vast majority of the populatiithough at least one medication from each class of
psychotropic drug is available at all mental he#dttilities as well as most primary and secondary
care facilities in Guyana, there are no guidelimegrotocols for the use of psychotropic drugs, and
few health or specialized mental health workershaeeived any training in the rational use of
these medications. There are minimal numbers oérg¢health human resources with the necessary
mental health competencies to provide mental healtd services at any level of general health care
services. In addition, few adequately trained sgiezeid mental health professionals are available
within mental health services. At the time of tagsessment there were 3 psychiatrists in the public
sector in Guyana, 2 based in Georgetown and ottee &ational Psychiatric Hospital. Besides these
physicians, mental health staff has variable legétsaining, and often lack the competencies
required to provide adequate quality mental hezdtle. Guyana’s total of 3 full-time equivalent
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psychiatrists translates into 0.5 psychiatrists}i¥,000 population (equal to 5 per million)
significantly below the world reference averagel & per 100,000 (8). By these standards, Guyana’s
mentally ill are markedly underserved. Availablétimental health services are predominantly
institution-based. Tertiary level services are pted by one 240-bed mental hospital - the National
Psychiatric Hospital - which provides both inpatiend outpatient services. Care provided at the
mental hospital is primarily custodial and heavéliant on pharmacologic intervention. The
majority of mental hospital beds are filled by lostgy patients who do not necessarily require
institutional care. There is one 4-bed short-staymunity-based psychiatric unit in the country’s
tertiary heath care facility, the Georgetown Publaspital Corporation (GPHC), which provides
emergency and acute care services. There are femwuanity-based services and minimal services
available at primary care level. There are no mafior institutional standards for mental health
care, facilities or human resources. The NatiosgtRiatric Hospital (NPH) is in substantial
disrepair and significantly below the standardadfilities that provide for physical health care,
raising concern about equitable treatment of thetailky ill. There are no standards, protocols,
policies or guidelines for the use of psychotrapedications; the assessment, treatment,
monitoring, and ongoing evaluation of patients witental disorders; the charting of patient
information; or the maintenance of health recofdgere is little national mental health data
available for mental health service monitoring amdluation. As a consequence, datasets of
sufficient quality are not available to inform skeesutilization or to provide quality assurance for
mental health care. Informal mental health servazegpoorly developed and limited to substance
abuse ambulatory support and counseling servigasdde individuals with substance abuse
problems provided by two non-governmental orgamorgt(NGOs) in the capital city of
Georgetown. There are no mental health consumers/uslunteer, family or advocacy groups in
Guyana. This is unfortunate as these groups carnvplaable roles in prevention/promotion,
advocacy and rehabilitation efforts within the naealth care system. However, there are many
non-health professional and nonprofessional grau@uyana, including teachers, community
leaders, traditional/spiritual healers, herbalistigious leaders, law enforcement (police),
ambulance attendants, NGOs, and the media, whd paoténtially play a role in the promotion of
mental health in their communitid3espite the continued challenges and resourcereamtstnoted
above, there have recently been substantial effiost®e to improve mental health in Guyana. The
Government of Guyana has demonstrated a strong torent to improving the mental health of its
population. In Guyana, mental health has specifidsen identified as an essential component of
health reform. In the Ministry of Health’s Natiortdéalth Plan 2003-2007, mental health was
highlighted as a priority area for development. phafile of mental health has been raised further i
the recently drafted Health Sector Strategy 2008226 which mental health is identified as one of
the seven priority health areas. The National HieB#ctor Strategy identifies 7 priority programs
selected to facilitate the achievement of compreivenaccessible health services in keeping with
the Ministry’s commitment to the Millennium Develoent Goals, National Development Strategy
and Poverty Reduction Strategy programs. The pyiprograms are Family Health; Chronic Non-
Communicable DiseaseAccidents, Injuries and Disabilities; HIV, TB andaMria; Communicable
Diseases including neglected diseases and ematigiegses; Mental Health; Health Promotion and
Risk Reduction. The specific targets identifiediantal Health are the development and
implementation of prevention and management ses\fmesuicide, depression and substance abuse
in first contact (primary) clinical care. In 200&i#&na launched its national mental health strategy
2008-2015. The identified areas in the WHO AIMSwvadl as other key strategic areas were
considered. The Government of Guyana believesgthad mental health is fundamental for the
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wellbeing of people (9). As the honorable minigiehealth Dr. Lesley Ramsammy said at the
launching:* The problem is not going to get better, unless aveamething to stop the ravages of
mental health now"The investment in developing this strategic agdmelped Guyana to not only
put mental health on the agenda, but also helpattriact donors and other who were willing to help
to see what Guyana really wants. ConsideringfhED-AIMS data and the strategic context
provided above, the objectives of the NMHS are:

1. Promote the mental health of the population, retyithhe burden of diseases caused by
mental problems and mental disorders.

2. Promote and protect the human and civil rightdefrnentally ill and ensure consumer
rights.

3. Provide equitable access to quality evidence-bassdal health care and services to all
people in Guyana including vulnerable populatidres,(women, children, the elderly,
indigenous peoples, people with physical or metisdbility, the homeless, etc.), by
defining a package of services and integratings#heices at all levels of the public health
system

4. Ensure health care providers are adequately trampbvide primary health care level care
(first responder type of mental health services) more specialized care at higher levels of
the health system.

5. Link the mental health service with the generalthesector, ensuring community
participation and access, and link the mental hesstvices with other sectors, particularly
with the social security services and justice syste

6. Provide an appropriate comprehensive range of pleetac hospital and community-based
treatments with a focus on the rehabilitation awbvery from mental iliness and dental
distress.

7. Provide appropriate standard setting, accountglaifid monitoring and evaluation of the
mental health services in Guyana.

The WHO AIMS for Guyana was conducted in 2008 a@ad @an initiative of the Ministry of
Health's Department of Chronic Disease. The mamidag in using the tool were a lack of
information due to the scattered system of colhgctlata. Data was easy accessible at central
level meaning information collected by the natiom&ntal health hospital as well as the
Georgetown Public Hospital Cooperation (GPHC) waslable. But it was difficult to get the
information if collected by other stakeholders iental health.

The Ministry of Health as the initiator was respbtesfor the implementation of the findings. As
a result of the awareness that came with the WHKSAIhe Ministry started the process of
developing a strategic framework for mental hedhtiakeholders met in different meetings and
they produced the National Mental Health Strat&ykile the areas of action after the WHO
AIMS were very specific, the areas in the Natiomaintal Health strategy were broader and
more organized in a certain framework.
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Table 3: Comparison of the WHO AIMS and the NMHS.

Areas of action (WHO AIMS)

Priority areas (NMHS)

tal

-

ms

nd

1. Management and Governance
Development of community-based mental 2. Package of Comprehensive Men
health care services Health Services
Development of a suicide prevention strateg 3. Mental Health Advocacy, Promotio
for Guyana Prevention and Rehabilitation Progra
and Services
4. Human Resources Training
5. Essential Drug procurement a
Distribution
Development of a functional plan for the 6. Quality Improvement
National Psychiatric Hospital that
promotes the deinstitutionalization of mental
health care and the recovery of
persons with mental illness.
7. Collaboration and Partnership
8. Strategic Information, includin
surveillance and Information System
Revision of the current mental health 9. Legal Framework and Human Rights
legislation of Guyana to meet
international and PAHO/WHO standards
10. Financing

Source: Herman Jintie, 2011

In comparing the areas of action from the WHO AM® the priority Areas of the NMHS, the
latter is more attention for specific issues wittheir mental health system.

It was agreed by the Ministry of Health and thé&sltmlders that a financial plan was added to
the strategy. This was needed so the Ministry ckotolv what the financial consequences were

and also potential donor could easily buy intoptsn.
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Some of the improvements in mental health in tHi4H$ are (9):

1. Management and governance

- A mental health unit was established at the MigisfrHealth, responsible for the
development, implementation, M&E, planning, staddsetting, training and budget
input.

2. Comprehensive package of mental health services

- A comprehensive Package of Mental Health Servisgs the WHOMHgap as the
minimum) was defined and implemented as part oftbmprehensive Package of
Publicly Guaranteed Health Care Services
Some community-based mental health services werdajmed and implemented.A
patient ward within Georgetown General Hospital lmas developed and created, but it
was burned down. Only a few beds is being heldehbspital for psyche patient at this
time.

3. Mental Health Advocacy, Promotion, Prevention and Rhabilitation

- A national mental health awareness (mental heidtfaty), mental health promotion and
anti-stigma and anti-discrimination programs wesgadoped and implemented.

- A National Suicide Prevention Strategy was develoged implemented.

- A national multi-sector, public sector/civil sogietapacity was built to develop and
implement a coordinated alcohol and substance giresention and rehabilitation
programs

4. Human resources and training

- No improvement was made concerning human resodsegdopment and training in
mental health.

5. Essential Drug Procurement and Distribution

- The supply of essential psychotropic compoundsemésnced and national guidelines
for their clinical use were established

6. Quality Improvement

- Discussions were started to develop and implemeality improvement mechanisms for
mental health care.

7. Collaboration and partnership

- Continuous efforts were made to build the PAHO/WpHBtnership to provide technical
support and to promote technical collaboration eetwCARICOM countries and
countries of the Region

- Advocacy for stronger CARICOM collaboration in mantealth within the framework
of the CCHIII was executed

- The initiatives with Dalhousie University to coondie a collaboration with international
institutions, such as MacMaster University, Gedi¢gshington University and agencies,
such as SAMSA to support the development of mdrgalth programs in Guyana has
been continued.

8. Strategic Information, including surveillance and Information System

- The development of an appropriate surveillancessygb track mental health problems
and mental health disorders, including substanasebnd suicide is still a challenge

- The development of a monitoring and evaluationasgiafor the National Mental Health
Policy and Plan is still in planning.
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- The development and implementation of an appraphatlth information systems that
will support clinical care and provide essentiaihtaé health data for planning and
quality assurance purposes at all levels of théttheare system is not yet being
accomplished.

9. Legislative Framework and Human Rights

- The revision of the current mental health legislatbf Guyana to meet international and
PAHO/WHO standards is in process.

10. Financing

- The mobilization of financial resources in ordeptovide more and better quality mental
health services is still challenging.

In the domains where there were improvements asaséh domains where there were no
improvements, the most important and critical isswere:

1. Suicide; despite of the many initiatives and poleythis matter, the suicide rates are still
increasing.

2. The care of the homeless; the numbers of the hameleople are still rising despite of
the activities of governmental as hongovernmerrigduaizations.

3. Drugs and other substance abuse; despite of #tiatt and actions concerning the use
and misuse of drugs and alcohol nationally, thelmennare still increasing.

4. Revision and update of the essential drug listaradlability of psychotropic drugs at all
levels. Because of the costs of psychotropic dtig®ssential drugs list was not revised
and updated yet. Also it is still challenging tovbgsychotropic drugs available at all
levels.

5. Human resources in mental health. Because of tbéusxof health workers it is still
challenging for the government to have enough nhéei@th workers available.

Table 4: World Health Organization steps for develpment of a mental health policy taken
in Guyana

WHO steps Steps taken in Guyana
1. Assess population needs Yes
2. Gather evidence for effective policy Yes
3. Consultation and negotiation Yes
4. Exchange with other countries Yes
5. Set out the vision, values, principles and | Yes

objectives
6. Determine areas of action Yes
7. ldentify major roles and responsibilities of| Yes
different stakeholders
8. Conduct pilot projects Yes

Source: Herman Jintie

Guyana has boldly taken all the steps into consitien when they developed their mental health
policy and plan.
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4.2 Barbados

The World Health Organization Assessment Instrunfmniental Health Systems (WHO-
AIMS) was used to collect information and formag tieport on the mental health system in
Barbados. The overall goal of collecting, analyziagd discussing this information was to
provide an objective, evidence-based assessméme abuntry’s mental health system.
Barbados gained political independence from theaddnKingdom in 1966. It's bi-cameral
Parliament consists of a Senate and a House offtdgeThe Queen, the head of state, is
represented by the governor-general. In 2007, dpellation of Barbados was estimated at
269,000 persons. The country is divided into 11spas. The Ministry of Health is responsible
for the population’s health. The country’s levekakation ensures the availability of
government-funded public services. As such, Badradationals have easy access to a
comprehensive government-funded health care systeon offers preventive and curative
services.

The Mental Health Policy and the draft Mental Hedteform Plan are dated 2004. In addition,
there is a draft Minimum Standards of Care protéoderve as a regulatory tool for the
treatment and rehabilitation of persons with sutistaabuse problems. There is a proposed
Manual on Disaster Preparedness dated 2001. TheaMéealth Act is dated 1985 and is
enshrined in Chapter 45 of the Laws of Barbados.

In 2007, approximately 7% of the national healtddet was directed towards the Psychiatric
Hospital. There were additional expenditures ontaldrealth services but these could not be
guantified since they were integrated with the igldor the Queen Elizabeth Hospital (for
operation of the community inpatient unit) and Begbados Drug Services (for the purchase of
psychotropic medicines). No data is available torede the extent of use and out-of-pocket
spending on private mental health services. Thellptipn has free access to essential
psychotropic medicines of each therapeutic class-fsychotic, anti-depressant, mood
stabilizer, anxiolytic, and anti-epileptic medic#)eHealth regulations authorize primary health
care physicians to prescribe and/or continue pigsam of psychotropic medicines.

The Senior Consultant Psychiatrist is the techroffader providing leadership, collaborating
with the Ministry of Health on matters relatinggolicy and development in the area of mental
health. No human rights review body exists and rafrtee mental health service delivery
facilities has had an external human rights revidene of the human resources in mental health
received training in the set of basic human rigbtghe protection of patient with mental
disorders.

In keeping with the National Mental Health PolidyBarbados, the process of integrating mental
health care with primary health care has starteld thie provision of community based services
within the polyclinics and the general hospitale3é services are delivered through once-weekly
clinics in 8 polyclinics, 3 satellite clinics anldket prison; the outpatient psychiatric clinic at the
Queen Elizabeth Hospital is held twice weekly; Bsgchiatric Hospital held mental health
clinics six days per week. There are no physiciseld primary health care clinics. There is a
day-treatment program for children with severe ttgwmental challenges. Two community
residential facilities (half-way houses) exist parsons with mental disorders. In addition, there
are two facilities for persons with substance atamskdrug addiction problems.

There is an 8-bed community based psychiatric iapatinit at the Queen Elizabeth Hospital
and a 537-bed Psychiatric Hospital. No beds awxved for children and adolescents. The
Psychiatric Hospital reserves 80 beds for forepaigents. In 2007, 12 patients remained in the
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Psychiatric Hospital at Her Majesty’s Pleasureth® end of December 2006, there were 508
patients in the Psychiatric Hospital.

In terms of monitoring and research, there areatmnal or institutional-based reports on
mental health. There is no national mental healibrimation system and no formal mechanism
for the annual reporting of mental health data. €eguiently, an accurate profile, including age,
sex, and diagnoses all users of public and private mental health servic&)07, was
unavailable. The available data for 2007 indichtg the majority of patients discharged from
the Psychiatric Hospital carried a diagnosis ofzgphrenia and related disorders (39%) and
mental and behavior disorders due to psychotragistance abuse (29%) (10).

In 2007, 212 persons worked in public mental hefaltiiities and private practice. There were
4.08 psychiatrists per 100,000 populations. Nornt@fprimary health care physicians, nurses,
or non-doctor/non-nurse primary health care workecgived a least two day refresher training
in any aspect of mental health/psychiatry.

There are no user/consumer or family associatibmste is no coordinating body to oversee
public education and awareness campaigns on niegdéth and mental disorders. The National
Council on Substance Abuse coordinates activigkged to substance abuse and drug addiction.
Persons are eligible to receive social welfare hisngue to a mental or physical disorder; the
number of persons receiving social welfare bensbtsly due to a mental disorder was
unavailable since the data was not disaggregatesflext this distinction. Formal collaborative
programs to address the needs of people with méistaiders exist between the agency
responsible for mental health and other healthreomdhealth agencies. No provisions are in
place to employ persons with severe mental dissritheough activities outside the mental health
facility (10).

The next steps towards a reform of the mental hegiitem in Barbados after the WHO AIMS
was used had three priority areas: 1) formal agpwnt of a mental health coordinator at the
level of the Ministry of health; 2) developmentasf integrated mental health information
system; and 3) revision of the Mental Health Ac1885.

The WHO AIMS for Barbados was published in 2009%blasn the data of 2007 and was an
initiative of the Ministry of Health in collaboratn with PAHO/WHO. The main barrier in using
the tool was the availability of information duette lack of an existing information system.
Data was easy accessible at central level meanfagmation collected by the national
psychiatric hospital was available. But it wasidifft to get the information if collected by other
stakeholders in mental health.

The Ministry of Health and PAHO/WHO were the inities but the Ministry of Health was
responsible for the implementation of the findi8).

Evaluation of steps that should be taken to stresrghg the mental health system in Barbados is
shown in the following table:
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Table 5: Next steps for strengthening the mentalthesystem in Barbados

DOMAIN NEXT STEPS IN STRENGTHENING STATUS 2011

THE MENTAL HEALTH SYSTEM
Policy and » Complete the process to amend the Still in process
Legislation Mental Health Act

Develop the Minimum Standards of
Care for mental health institutions
Prepare a user-friendly version of th
Mental Health Policy

Review and finalize the draft Menta
Health Reform Plan to include time-
lines

Continue work on the Minimum
Standards for Substance Abuse uni

e

ts

Not yet started
Not yet
accomplished

Not accomplished

Accomplished

Mental Health
Services

Continue the process to integrate
mental health with primary health
care

Strengthen and improve the service
offered through the community
mental health clinics

Continue the evaluation of existing
services for substance abuse units
(half-way houses and approved
homes) to assess efficiency of
services and make recommendatiol
for improvement

Revise programs and plans to de-
institutionalize long stay patients
through the Alternate Care of the
Elderly program offered by the
Ministry of Health.

ns

Partly accomplisheg

Partly accomplisheg

Accomplished

Partly accomplisheg

Mental Health in
Primary Health
Care

Develop treatment protocols for
primary health care clinics

Train mental health workers in the
basic set of human rights for the
protection of persons with mental
illness

Not accomplished
Not accomplished

Human Resources

D

Appoint formally a mental health
coordinator in the Ministry of Health
Increase the number of psychiatric
social workers

Increase the number of human
resources in mental health to mana
outpatient mental health clinics
Develop a mobile mental health tea

m

Accomplished
Not accomplished

Not accomplished

Accomplished
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for management of emergencies and

home visits.
Public Education * Formalize relationships with » Partly accomplished
and Links with stakeholders in the health and non-
Other Sectors health sectors

Of the three priority areas as mentioned in the WKRMS only one was fully accomplished
after three years. The established mental heattimgssion has succeeded in the formalization
of a mental health focal person. The establishmkatmental health information system could
not be accomplished, due to a lack of cooperatimhfimancial constraints. The content of a
mental health system should be well understoodhétime of the survey a significant amount
of energy was directed towards the drafting of meswtal health legislation. The old act of 1985
which had to be revised could not be, becausertit lthd to be presented as a document with
comments. The regulation prohibited to draft legish by others than formally designated
drafters. These drafters will use the commentswhiabe presented by the mental health focal
persons after consultation with stakeholders. Qrikepareas that needed improvements was the
development of a mental health information systieat fits into the national health information
system. This has also not been accomplished. Elps ghat were stated to strengthen the mental
health system were not fully accomplished becatise o

1. Lack of consensus and commitment from all stakedrsid

2. Too high expectations for mental health in genanal the existing human resources that

has to execute the desired goals in particular;
3. Lack of financial resources to implement the apstthat were agreed on;

Table 6: World Health Organization steps for develpment of a mental health policy taken
in Barbados

WHO steps Steps taken in Barbados
1. Assess population needs Yes
2. Gather evidence for effective policy Yes
3. Consultation and negotiation To some extent
4. Exchange with other countries To some extent
5. Set out the vision, values, principles and | Yes
objectives
6. Determine areas of action Yes
7. ldentify major roles and responsibilities off To some extent
different stakeholders
8. Conduct pilot projects No

Source: Herman Jintie

In the process of developing the mental healthcgdhe steps consultation and negotiation,
exchange with other countries and identifying ofaneoles and responsibilities of different
stakeholders were not fully explored due to noregefrom the stakeholders side and no
perseverance from the side of the government.
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4.3 Trinidad & Tobago

The World Health Organization Assessment Instrurf@niental Health Systems (WHO-
AIMS) was used to collect information on the mei@alth system in the Republic of Trinidad
and Tobago for the year 2007. The goal for colterthis information is to improve the mental
health system and to provide a baseline for mangahe change. This will enable Trinidad and
Tobago to develop information-based mental hedéhgwith clear base-line information and
targets. It will also be useful to monitor progresamplementing reform policies, providing
community services, and involving users, familied ather stakeholders in mental health
promotion, prevention, care and rehabilitation.

There is a mental health policy/plan (Cabinet appdo2000 mental health policy/plan) and an
emergency/disaster preparedness plan for mentdhh®eental health services are not covered
by social insurance. There is a human rights re\dedy in the country and issues related to the
human rights protection of mentally ill people addlressed regularly (11).

The Ministry of Health of Trinidad and Tobago i€ tmental health authority body in the
country. Thirty-one outpatient mental health fdi@B treat 27.8 users per 100,000 general
population. Day treatment facilities treat 1.8 gg@er 100,000 general population. There are 2
community-based psychiatric inpatient units in¢bentry for a total 0.001 beds per 100,000
population. None of these beds in community-baspdtients units are reserved for children and
adolescents. There is one mental hospital (MH#)ercountry for a total of 68 beds per 100,000
population. The patients admitted to the mentaphiakbelong primarily to schizophrenia,
schizophreniform and delusional disorders (45 %).

Violations of human rights are not practiced irstinental hospital. Less females access health
care in this institution. 100% of mental healthiliies had at least one free psychotropic
medicine of each therapeutic class available irfdab#ity.

Primary health care staff receives little trainingnental health and interaction with mental
health services is rare.

There are 45 human resources working in mentatthéal 100,000 population. Rates are
particularly low for social workers and clinicalyghiologists. There are 4 occupational therapists
working in mental health. Most psychiatrists wook fhe government in the facilities. There is
an uneven distribution of human resources in fafdhe mental hospital and the capital city.
Decentralization of the services are slowly beé&enaup by the Regional Health Authorities.
Consumer and family associations in mental hea&hratheir initial stages.

There is no coordinating body to oversee publicatiod awareness campaigns in the field of
mental health. Legislation provisions for employtn@mnd housing exist, but are not enforced.
There is formal interaction between mental headtivise and departments/agencies responsible
for HIV/AIDS, reproductive health, substance abus#itary and criminal justice.

Data are collected and complied by facilities iaaable extent. Facilities produce internal
reports based on the information, but no officedart has been published and distributed by the
government based on these data or internal repam#ed number of the research carried out in
the country focused on non-epidemiological clinigaéstionnaires assessments of mental
disorders, services research, psychosocial intéoresipsychotherapeutic interventions, and
pharmacological interventions (11).
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Table 7: Considering the WHO-AIMS data and the congxt given by the situations, areas
for action were:

Domain | Action Accomplished
1 » Enactment of a Mental Health Policy for the mioy, Trinidad and | No
Tobago at the earliest opportunity.
 Updating of the 1975 legislation. No
2 » Accelerate the decentralization of care fromriain hospital No
(MHs) to more community/residential facilities.
3 * A vigorous Primary Health Care Training Prognaenfor Health No

Care Professionals and supporting staff in Mentadlth. This could
be short term, medium term and long term.

4 * Increase the number of “school psychologistsdur primary and | No
secondary schools.

5 « Facilitate family associations. No

6 » Encourage external monitoring of facilitiesdoyperts in mental No
health.

* Further training to be encouraged in Data entiedical Records | No
— to the pervade entire system

* Networking with the Community Care Departmentjai No
facilitates Community residences for chronic paseRlacement of
these patients/clients would then become more dmoot

Trinidad & Tobago has not taken any action afteruke of the WHO AIMS to tackle their
mental health system.

Table 8: World Health Organization steps for develpment of a mental health policy taken
in Trinidad & Tobago

WHO steps Steps taken in Trinidad &
Tobago
1. Assess population needs Yes
2. Gather evidence for effective policy Yes
3. Consultation and negotiation Yes
4. Exchange with other countries In some extent
5. Set out the vision, values, principles and | Yes
objectives
6. Determine areas of action Yes
7. ldentify major roles and responsibilities of| Yes
different stakeholders
8. Conduct pilot projects Yes

Source: Herman Jintie

Of the actions that were mentioned in the WHO Albtly a few were accomplished after four
years. The key factor meaning having a mental héattal person in the Ministry of Health was
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seriously under pressure. He not only had menttinas his responsibility, but took also care
of chronic disease as well as public health and prjects within the ministry. The Ministry
was not able to secure a mental health coordin@los. has resulted in an overburdened official
who could not focus on mental health with its cradles.

One of the big issues was the enactment of theahkealth policy and the updating of the
legislation. These important issues were not actishrgal as well as all the other actions that
were mentioned in the WHO AIMS.

These actions that were stated to strengthen tinéahteealth system were not fully
accomplished because of:

1.
2.

3.

Lack of focus of the ministry of health and its deaded mental health coordinator;

Too high expectations for mental health in genanal the existing human resources that
has to execute the desired goals in particular;

Lack of public awareness concerning mental healtdieneral and support of the public
in decentralizing psychiatric health;

Lack of competencies of primary health worker ialdey with mental health issues at a
local level;

Lack of political support in restructuring the martealth system;

A high stigma within the system as well as outsifithe system;

24



5.0Pathway of developing a Mental Health Policy and pin for in Suriname

The Government of Suriname is committed to pratgcénd improving the health of its people.

As society changes, so do health needs. The MmngdtrHealth of Suriname recognizes the
challenges that require upstream policy resporiBes. new National Mental Health Plan for

2012 - 2015 provides the required vision and dwador the development and management of
all aspects of mental health over the next fivayea

Suriname is striving to protect, promote, maintaind improve the health of the people. WHO
refers to mental health as a broad array of amsvidlirectly or indirectly related to the mental

well-being component included in the WHO's defomtiof health: "A state of complete physical,

mental and social well-being, and not merely theeabe of disease". Health is related to the
promotion of well-being, the prevention of mentaatders, and the treatment, rehabilitation and
care of people affected by mental disorders.

The Ministry of Health is striving in 2015 to hasaegreater focus and investment in improving
mental health while continuing to treat mental digos effectively, paying particular attention to
reducing the existing treatment gap.

The components of this Mental Health Plan were ldbgesl under the direction of the Ministry
of Health (MOH) and the Psychiatric Centrum SurieafRCS), in collaboration with the Pan-
American Health Organization/World Health OrganmatPAHO/WHO) and other partners.

The development of the Mental Health Plan for Same began during 2009, after the
implementation of the World Health Organization-8ssment Instrument for Mental Health
Systems (WHO-AIMS). National level consultationsgée during the same year, with a
workshop that included the participation of a langenber of stakeholders: representatives from
Ministry of Health, Ministry of Social Affairs, Mistry of Justice and Police, Ministry of

Defense, General Hospital, Primary Health Caratutss, Bureau of the Homeless, Bureau of
public health, health insurance companies, anderdifit faith and non-faith based NGOs
involved with substance abuse. This workshop aitoeidentify components to develop a plan
of action and identify gaps and priorities for implenting an integrated approach for mental
health.

Among the relevant issues identified during theksbop were legislation and human rights,
distribution and training of human resources, duatprovement of psychiatric services,
intersectoral collaboration, psychotropic drug preenent and distribution, promotion,
prevention, treatment and rehabilitation, and feiag. Three strategic priority areas (with
respective key activities) have been emphasizéldeashain ones driving the reform process.
These are the areas detailed below in the actemfpl 2012 — 2014:

» decentralization of psychiatric care,
» integration of mental health into primary healtihecand
» strengthening the mental health information system.
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Three more workshops were held within a time frarfha year to finalize the plan with the
cooperation of the same stakeholders. The partitspaorked on the specific activities
connected to the objectives that were developed.

These priorities are currently part of the MinistfyHealth, National Health Sector Plan 2011-
2018.

Right after these workshops the ministry of heatipported by the Pan American Health
Organization (PAHO) initiated a consultation wittmaich bigger group of stakeholders, known
as the Paranam exercise. The consultation preces$acilitated jointly by a team consisting of
Ministry of Health and Pan-American Health Orgatizatechnical staff. The first consultation

workshop took place in January 23rd-24th, 2011draRam, Suriname. It provided input for the
development of the Health Sector Plan, with theéigipation of all the stakeholders of the sector
through structured discussions and exercises.

First, a joint SWOT analysis (a strategic plannimgthod used to evaluate the Strengths,
Weaknesses, Opportunities, and Threats involved) exacuted whereby key stakeholders and
actors in the health sector worked together totiflethe strengths, weaknesses, opportunities
and threats that the health sector currently fatbgs open process allowed and encouraged
inter-disciplinary dialogue and cooperation, sttéeging the scope of the SWOT for the health
sector in Suriname.

Using group work and discussion forums, ‘probleges’ were created to illustrate a cause and
effect relationship, and ultimately identify theot@wauses of each issue identified in the previous
exercise. The problem trees were then convertémbjective trees’ as a means to coordinate the
strategic response to the identified issues. Ttasds will be further used to inform and support
the final drafting of the strategic agenda of thetibhal Health Sector Plan and have also been
used for the National Mental Health Plan.

The results of the exercises mentioned above rgoorthe appropriateness of the earlier
identified priorities.

A wide spread representation of organizations \waréduring the developing process.
Governmental and nongovernmental organizationswbkeg represented are: Ministries of
Health, Social Affairs and housing, Finance anchpilag, Bureau for Public Health, Psychiatric
Hospital, Primary Health Institutions, General &wal Hospitals, Consumers and family
members Organizations, Substance Abuse and Rehabili Organizations, National and
International Health Agencies, Health Insurance games, Home for the Elderly and College
of Nursing.
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5.1 Demographic and health data

Table 7: Basic Data on Geography, Population, Esoan&ectors and Forms of Government

Location

Area and topography

Population (total)
Population 0-19
Population per sg. km
Life expectancy
Climate

Main towns

Ethnic groups

Religions

Languages

Form of government

Northern South America, bordering the North Atlar@icean, between Frencn
Guiana, Brazil and Guyana

163,820 sg km mostly rolling hills; narrow coagikdin with swamps

524.143 (ABS, mid-year 2009)

198.028 (ABS, 2009)

3.2

69.9 years (71.9/67.7 fim)

Tropical; moderated by trade winds; two rainy seasand two dry seasons

Paramaribo (capital), Nieuw-Nickerie, Albina,

Hindustani — 27.4%
Creole — 17.7%
Maroon — 14.7%
Javanese — 14.6%
Mixed — 12.5%

Indigenous — 3.7%
Chinese — 1.8%
White — 0.8%
other — 0.5%
unknown — 6.6%
(ABS, Census 2004)
Christian — 40.7%

Hindu — 19.9%

Islam — 13.5%

Other — 10.2%

Unknown — 15.7%

(ABS, Census 2004)

Dutch (official), Sranan Tongo (Surinamese), Saiin@ndialect of Hindi),
Javanese, Chinese, Portuguese, English and a nwilidaroon and
indigenous languages

Constitutional democracy

Suriname is in full demographic transition, with deoate birth and death rates, decreasing
fertility rates, increasing life span, and modettatéow natural growth. The mid-year population
in 2009 was 524,143 and the overall 2007 life etqrexy at birth was 71.9 years for females and
67.7 years for males(11). In 2008, the crude destthwas 8 per 1,000 and the crude birth rate
was 19 per 1,000. The 2007 average total fertifitg was 2.4 births per womdarhe population
annual growth rate was 1.3% in 2009 (up from 1.8%20D06-2008).
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In addition to urbanization and aging, in-countrigration is another important trend in shaping
the demographic dynamics and the population strecparticularly the segment under 30 years
of age.

Suriname is composed of the following predominaougs: Hindustani (East Indians; 27.4% of
the population); Creoles (17.7%); Maroons (descetsdef runaway slaves from Africa; 14.7%);
Indonesians (principally Javanese; 14.6%); Ameansi (3.7%); Chinese (1.8%); Mixed
(12.5%); Others (7.6%) (11).

With 90% of the country covered in Amazon rainfoyesttlement patterns have split the society
into urban, rural coastal and rural interior witkptoportionate access to resources for the latter
group due to remoteness. The Government has erpr@ggrest in creating strategies aimed at
developing the rural coastal and rural interioragreenhancing the quantity and quality of basic
services as well as the creation of employment dppiies.

5.2The health system

The leadership and governance of the health sectbe responsibility of the Ministry of Health,
which is tasked with health care policy design,idiegion and adherence; implementation;
supervision and surveillance; accessibility andilakidity of services throughout the country,
including medicines and health products; and theeg® care of the population and the social
security system.

The health system consists of subsystems (Regidealth Systems, Medical Mission, and
private providers), with different modes of finamgj membership, and delivery of health care
services, with each subsystem specializing in @ffe population segments, depending on
geographic location, employment, income level,ighib pay, and social status.

According to the National Health Accounts 2006, teégources in the Health Sector came from
the Ministry of Finance (37.5%), followed by prieafirms (34.1%), and household out-of-
pocket expenditures (20%). According to these gysublic expenditure needs to be increased
to meet international standards in order to ensmr@adequate supply of health services. High
out-of-pocket payments mean that financial affectdouseholds could lead to an increased risk
of poverty.

The health care system is organized based on theigles and values of Primary Health Care
(PHC), however there is wide spread acknowledgemaintthe need to address the

epidemiological profile, extending the first levalthe health system to protect and promote the
health of defined communities and to address idd&i problems and public health at an early
stage (11).

MOH is working towards a renewal of PHC, with anpérasis on increased outreach and
strengthening the referral system through the lgaper’ status of General Practitioners (GPs)
and primary care workers that has earmarked theement towards PHC. Also there is a push
towards the empowerment of the front line PHC Imealbrkers to diagnose and treat patients in
the early stages of disease as a measure of destivefness and to address the burden of
disease. Primary care or first point of consultatio the country is provided by the Medical

28



Mission Primary Health care Suriname (MZPHC) in theerior, Regional Health Services
(RGD) in the rural coastal areas, and either Regibtealth Services or General Practitioners
(Huisarts) in the more densely populated urbarore{iVanica, Nickerie and Paramaribo).

The Medical Mission Primary Health care SurinameZBMIC) is comprised of a group of
religious NGOs, funded by the government, who pievirst-level care for residents of the rural
interior living in traditional settings along theam rivers, many only reachable by river or small
aircraft. The field of operation is the rural inter of Suriname including the districts
Brokopondo, Sipaliwini and part of Para (See Maf)e geographical working area of the
Medical Mission stretches over a 130.000 squaranielres area populated by approximately
60,000 people in the hinterland (11).

The MZ runs 56 primary health clinics and healttstpothat provide an average of 60,000
patient-visits annually (3 visits per post per d&ix general practitioners supervise the clinics
and health posts (an average of 9 clinics per GR)ee of these clinics function as Health
Centers with beds: Marowijne - Stoelmanseiland Kabkgl5 beds), Djoemoe Hospital (16

beds), and Health Centre Brownsweg (6 beds) (11).

The Regional Health Services (RGD) is a state fatind which offers health care via public
primary care facilities that are staffed by genelafsicians and health practitioners who provide
primary care services to residents of Suriname&s@b areas. Persons who are classified as “the
poor and near-poor” by the Ministry of Social Afai(SOZAVO) utilize the RGD services the
most. State Health Insurance Foundation (SZF) easohlso may choose an RGD doctor as their
general practitioner (11).

RGD manages 43 Health Care Facilities with aboug@deral practitioners working for them.
Three of these health posts have beds: Coronieitdb$p beds), Commewijne — Health Centre
Ellen (1 bed), and Health Centre Albina (9 bed§).(1

Private clinics operate mainly in the urban aread are supported through private insurance
schemes or out-of-pocket money (OOP). Most GP$iéncbuntry are in private practice. The
GPs provide services to people who are coveredé&\sZF, Ministry of Social Affairs, Private
Insurers, Private Companies or self-paying patients

Five hospitals operate in the country, four in Faabo and one in Nickerie. One psychiatric
hospital (PCS) operates in Paramaribo. The LandgijBécademisch Ziekenhuis (AZP), the

academic hospital, is the only hospital in Parabzawith an emergency department (SEH) in
the hospital in Nickerie has and emergency departnide other hospitals offer basic specialist
care, somewhat broader in dimension. AcademisckeBiruis (AZP) and the 'sLands Hospitaal
(LH) are government hospitals and Diakonessen Zieltis and Sint Vincentius Ziekenhuis

(SVZ) are private hospitals.

The loss of skilled labor due to out-migration hasen significant, with the Netherlands
remaining the preferred destination. The externigration of skilled professionals is affecting
several sectors of the society, particularly healid education, resulting in acute shortages of
human resources and the deterioration of some@sélvices.
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The majority of health workers are mainly conceteitlain the coastal urban areas, particularly in
Paramaribo. The mix and distribution of human resesiin the country is as follows:

* In primary care 64 general practitioners work f@Rin 43 clinics in the coastal area; 6
general practitioners work for MZ supervising Sénary health clinics in the interior;
and 191 private general practitioners work in 14@gte clinics, most of them located in
Paramaribo and Wanica. 140 medical specialists wottke hospitals. The distribution of
human resources between urban and rural areaspiogortionate with 5 GPs per 10,000
people in the coastal areas and 1 GP per 10,00@ imterior (11).

» Approximately 83% of the registered nurses worlsécondary care facilities located in
the two main urban centers and the rest (28%) wonkrimary care, teaching, nursing
homes, and public health. Only 1.4% of the nursesaployed by the Medical Mission
in association with its primary care program in itterior.

5.3Mental health needs of the population

Estimation of mental health needs in Suriname isy \difficult, because of the lack of
epidemiological data. As stated by the MinisteHgfalth Dr. Celsius Waterberg in the mental
health plan 2112-2016 the following issues werahand challenging for the development of a
mental health plan for Suriname; HIV/AIDS, TB, NGD'suicide, homelessness, alcohol/drugs,
domestic violence, gambling, traffic accidents aftiters. These issues were seen in conjunction
with mental health in general. This means that aldrealth issues represent a significant public
health challenge for Suriname. Also a significarmdreasing need for mental health services can
be seen in the reports of the mental hospitals gealuations 2006-2010.

The number of admissions to the mental hospitainduthe period 2006-2010 has been
increasing constantly. This increased can be ex@tbby the fact that there is more awareness in
the population about mental health issues in génaraerms of considering mental health
disorders as an illness that can be treated wihogpiate care.

In 2010 there were 926 patients admitted at theitedsThe most common reason for admission
was psychosis de-compensation (74% of patients tettji followed by primary addiction
(8.5%), mood disorders (5.3%) and suicide attergfpio) (11).

Below (Figure 1) is a summary of the number of adoins to the mental hospital during the
period 2006-2010.
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Figure 1. Amount of patients admitted in psych@trospital 2006 -2010. Source Psychiatric
Hospital Annual Report 2010.

In terms of outpatient consultations, the informatavailable is limited to the outpatient clinic
located at the PCS, where in 2010 there were 14haghtient visits (13).

Figure 2 below, shows the number of outpatientviduring the period 2006-2010

30000 = 2006
pd = 2007
20000 = 2008
10000 - = 2009
® 2010

0 .

Figure 2. Number of outpatient visits from 2006-20%ource Psychiatric Hospital, 2010.

Another important service offered by the PCS inengécyears is the outreach clinic. The
establishment of this service required a reorgaioizaof the traditional modalities of work, by
re-training its personnel (from assisting and treppatients in hospital to moving out of the
premises, visiting patients at their homes), defininew working shifts, investing in
transportation, etc. These visits take place matiyatients’ homes. The results of these efforts
are promising, as shown in Figure 3, below.
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Figure 3. Number of outreach visits 2008-2010. $ewrsychiatric Hospital, 2010.

The trend shown in Figure 3 above, implicates thgirming of the decentralization process
already going on at PCS. Many of those home visit8010, for instance, have taken place in
Nickerie, where the regular presence of a psydkidias been supplemented with the presence
of a psychiatric nurse mainly in charge of hométwis

The decrease of the number of outpatient visitt@PCS can be explained by the establishment
of similar services located in other premises: gangospitals (psychiatrists holds mental health
clinics weekly) and Nickerie (psychiatrists visit biweekly basis).

Unfortunately, there is no information regardingmoer of patients seen in these facilities.

The considerable increase of the outreach clintovides is another explanation of smaller
number of outpatient visits at the PCS.

Currently, people with addiction receive treatmantPCS as well as in different faith-based
organizations. Although total numbers of peopleenang treatment is not available, it is being
considered by the society as a relevant probletréogires due attention.

In PCS, the number of people being treated fordigtation during the last three years is as
follow: 80 persons were admitted in 2008; 85 weteisted in 2009 and 79 were admitted in
2010. The most common reason for these admiss®reddictions (drugs and/or alcohol),
followed by double diagnosis (addictions and psgtfd disorders) and addiction and trauma
(13).

The increase in the number of suicides since 26800 o more than doubled by 2009 (138),
evidences another area of serious concern. Byetmoup, Hindustanis have the highest suicide
rates of 66.2%, followed by Creoles 11.5% in 2008 2% and 10%, respectively in 2009 (14).
Many suicides were intentional self-poisoning wpisticides (15). The number of suicides by
sex is presented in Figure 4, below.
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Figure 4: Suicides by sex 2000-2009. Source: Muayt&deports, BOG, 2010

The country’s capacity to effectively address thpssblems requires renewed efforts to tackle
the increased numbers of suicide.
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6.0 Results

Using the steps for development of a mental hegardtity and the checklist for evaluating the
mental health policy and plan in Suriname resuhetthe following findings.

6.1  WHO Checklist for evaluating the mental healthpolicy and plan

The mental health plan for Suriname has been fiedlat the end of 2011 and ready to be
launched. Looking at the process that has beeowviell, the following analysis can be made.

Table 9: World Health Organization steps for develpment of a mental health policy in
Suriname

WHO steps Steps taken in Suriname
1. Assess population needs Yes
2. Gather evidence for effective policy Yes
3. Consultation and negotiation Yes
4. Exchange with other countries Yes
5. Set out the vision, values, principles and | Yes

objectives
6. Determine areas of action Yes
7. ldentify major roles and responsibilities of| Yes
different stakeholders
8. Conduct pilot projects Yes

Source: Herman Jintie

From all the steps that were mentioned in the WIHECKklist for the steps to be taken in
developing a policy for a country only two of thewere not fully visible during the process as
describe in the chapter preceding. It was notyestessary to assess the population needs,
because the Ministry of Health used the existing fiam the mental health institutions PCS and
BOG. The Ministry of Health already has set outitson, mission, principles and objectives in
its general health strategic policy document; is\wat needed to repeat this.

Table 10: WHO checkKlist (1)

WHO CHECKLIST FOR EVALUATING A MENTAL HEALTH PLAN

1 = yes/ to great degree/ 2 = to some extent h8/rot at all/ 4 = unknown

Process issues

la. Was there a high-level mandate to developldre(e.g. from 1
the Minister of Health)?

1b. At what level has the plan been officially apprd and adopted 1
(e.g. the Department of Mental Health, MinistryH#alth, Cabinet, Minister of Health)?

2. Does the plan include strategies and activitiasare consistent 1
with an existing and up-to-date policy?

3. If no policy is available, does the plan inclstiategies and 1

activities that are consistent with another officiacument(s)
stating the direction(s) for mental health? Plgaseide
relevant document(s).

4. Are strategies and activities written in a wagttcommits the 1
governments (e.g. do they state “will” instead stiéuld”)?
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5. Has the plan been informed by:
— a situation analysis? and/or
— a needs assessment?

6. Have effective strategies that have been udilizithin the
country and in other countries with similar culiuaad
demographic patterns been examined and integratedew
necessary?

7. Has a thorough consultation process taken plitbethe
following groups:

— representatives from the health sector, for exanmcluding
planning, pharmaceutical, human resource developrokitd
health, HIV/AIDS, epidemiology and surveillancejdgmic and
disaster preparedness divisions?

— representatives from the Finance Ministry?

— representatives from the Social Welfare and HauMinistry?
— representatives from the criminal justice system?

— consumers or their representatives?

— family members or their representatives?

— other nongovernmental organizations?

— private sector?

— any other key stakeholder groups? If so, pleaséhem.

PRRPRRRRERRPR

Table 11: WHO checkKlist (2)

WHO CHECKLIST FOR EVALUATING A MENTAL HEALTH PLAN

1 = yes/ to great degree/ 2 = to some extent h8/rot at all/ 4 = unknown

Operational issues

8. Have comprehensive strategies been identifieddoh priority
area for action?

Looking at strategies:

9. Time frames:
— are time frames provided for each strategy?
— are the time frames reasonable and feasible?

10. Indicators:

— are there indicators for each strategy?

— if so, are the indicators appropriate for meagputhe particular
strategy?

11. Targets:
— are there targets for each strategy?
— if so, are the targets realistic?

Looking at activities:

12. Are clear activities defined for each strategy?

13. Is the person/group/organization responsibie@&zh activity
identified?

14. Is it clear when each activity will start arigh?

15. Are the outputs for each activity outlined?

16. Have potential obstacles been identified?

WwWww|F-

17. Costs and funding:
— have the costs for achieving each activity bedoutated?
— is the funding for each activity available anldehted?

w w

Table 12: WHO Checkilist (3)

WHO CHECKLIST FOR EVALUATING A MENTAL HEALTH PLAN

1 = yes/ to great degree/ 2 = to some extent h8/rot at all/ 4 = unknown
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Content issues

18. Does the plan include relevant strategies atiditées for coordination and management?
(a) Are the composition and functions clearly defirfor:

— the mental health coordinating body?

— the mental health focal point?

(b) Is an adequate infrastructure in place/plar(iireduding
computers, Internet access and administrative st)Fpo

(c) Are regular meetings of the coordinating bodyesiuled?

(d) Has a system of reporting to a high-level nimisf health official
been set up for the mental health coordinating Body

(e) Are coordination and management strategiesaasdciated
activities:

— relevant?

— evidence-based?

— realistic and possible to implement?

— adequately funded?

w

19. Does the plan include relevant strategies atiditées for financing?

(a) Is it clear how services will be funded?

(b) Is the plan clear as to whether/how user clsavwgik be made?

(c) Are financing strategies and associated aiaiit

— relevant?

— evidence-based?

— realistic and possible to implement?

— adequately funded?

20. Does the plan include relevant strategies atiditées for

legislation and/or regulations on human rights?

(a) Where legislation and/or regulations are tal&ecloped, have

clear strategies/activities been specified for:

— the process of drafting the law(s)/regulations?

— defining the content of the law(s)/regulations?

— implementing the law(s)/regulations?

(b) Where a review body to protect human right® ibe established, are clear strategies/activities
specified for its establishment?

(c) Are there any other strategies to protect adhpte the rights of people with mental disorders?
(d) Are the strategies on human rights and leg@siaand associated activities:
— relevant?

— evidence-based?

— realistic and possible to implement?

— adequately funded?

WwWwWwWwwww
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21. Does the plan include relevant strategies atiditees for organization of services?

(a) Are there strategies and associated activfitiethe provision of services at primary, secondarg
tertiary levels, with continuity between them?

(b) Are there strategies and associated activitiedeinstitutionalization?

(c) Are there strategies and associated activiiedeveloping community mental health services?
(d) Has provision been made for psychosocial rditation services at all levels of the health syste
(e) Are the strategies on organization of servares associated activities:

— relevant?

— evidence-based?

— realistic and possible to implement?

— adequately funded?

PlWwwww
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22. Does the plan include relevant strategies atiditees for promotion, prevention, and rehabiiiba?
(a) Are there clear strategies and associateditaesifor the
promotion of mental health?

WP R PP
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(b) Are there clear strategies and associateditesifor the

prevention of mental disorders? 3
(c) Are the strategies on prevention, promotion iatwhbilitation and

associated activities:

— relevant? 3
— evidence-based? 3
— realistic and possible to implement? 3
— adequately funded? 3
23. Does the plan include relevant strategies atiditées for the procurement and distribution of
essential medicines? 3
(a) If psychotropic medicines currently are notugied on the

Essential Drugs List, is there a strategy and aatamtactivities to include them? -
(b) Does the plan incorporate strategies and astsatactivities to improve reliability of the supgind
distribution system at relevant levels of healttviee where treatment is to be provided? 3
(c) Are there strategies and relevant activitiesrionitoring the continuous provision and assessmien
psychotropic medicines? 3
(d) Are the strategies on the procurement andibiigton of medicines and associated activities:

— relevant? 3
— evidence-based? 3
— realistic and possible to implement? 3
— adequately funded? 3
24. Does the plan include relevant strategies atiditées for advocacy? 3
(a) Is there a strategy with associated activitlesupport (technically and/or in practical terms)
consumer groups, family groups and nongovernmentginizations? 3
(b) Is there a strategy and associated activitiéswolve consumers and family representativesoiicp

and service planning? 3
(c) Are the advocacy strategy and associated tiesvi

— relevant? 3
— evidence-based? 3
— realistic and possible to implement? 3
— adequately funded? 3
25. Does the plan include relevant strategies atiditées for quality improvement? 3
(a) Is there a strategy and associated activitieagsessing quality? 3
(b) Is there a strategy and associated activitiesiigoing quality control of mental health faddi (e.g.
standards)? 3
(c) Is there a strategy and associated activiieadcrediting facilities based on quality? 3
(d) Are both hospital and community mental headttilities included in quality assessment? 3
(e) Are the strategies on quality improvement asgbeiated activities:

— relevant? 3
— evidence-based? 3
— realistic and possible to implement? 3
— adequately funded? 3
26. Does the plan include relevant strategies atiditges for information systems? 1
(a) Have a strategy and linked activities beenngefifor:

— reviewing the current mental health informatigatem, and/or 1
— improving the current mental health informatigatem? 1
(b) Does the strategy or linked activities inclide systematic collection of mental health datanfe
range of sources at different levels of the hesygtem (e.g. general hospitals, primary health, care
community levels)? 1
(c) Is it clear how the information will feedbacka:

— policy development, mental health planning angise delivery? 3
— clinical practice? 3
(d) Are the strategies on information systems asbeiated activities:

— relevant? 1
— evidence-based? 1
— realistic and possible to implement? 1
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— adequately funded?

27. Does the plan include relevant strategies atiditees for human resources development and

training? 2
(a) Is there a well-defined strategy with assodiaetivities for assessing available personnel and
competencies at different service levels? 2
(b) Is there a strategy to improve the number ofigers for mental health? 1
(c) Are there relevant management strategies atndtiss to address:

— recruitment? 3
— retention? 3
— deployment of staff? 3
(d) Has provision been made for ongoing educatiaming and skills development? 3
(e) Is there a strategy/relevant defined activittestroduce changes to undergraduate and graduate
curricula of health and allied health workers? 3
(f) Is there a strategy for training health provil® develop the appropriate competencies aetedd

of:

— informal community services? 3
— primary health care services? 1
— general hospital care? 1
— specialist care? 2
(9) Are the strategies on human resources and iagso@ctivities:

— relevant? 1
— evidence-based? 2
— realistic and possible to implement? 2
— adequately funded? 2
28. Does the plan include relevant strategies atiditées for research and evaluation? 2
(a) Are there strategies for improving capacitgémduct research and evaluation? 2
(b) Will the research address practical issuesifercountry? 1
(c) Has provision been made to evaluate the palicyplan? 3
(d) Are research and evaluation strategies anaelkfactivities:

— relevant? 1
— evidence-based? 2
— realistic and possible to implement? 1
— adequately funded? 2
29. Does the plan include relevant strategies atiditées for intrasectoral collaboration? 2
(a) Is a structure planned/in place through whithasectoral collaboration could take place? 3
(b) Is collaboration with the following departmenmtihin the health sector included in the plan:
—planning? 3
—pharmaceuticals? 3
—human resource development? 3
—child health? 1
—HIV/AIDS? 1
—epidemiology and surveillance? 1
—epidemic and disaster preparedness divisions? 1
30. Does the plan include relevant strategies atiditées for intersectoral collaboration? 2
(a) Is a structure planned/in place through whithrsectoral collaboration could take place? 3
(b) Is collaboration with the following governmeigpartments included in the plan?

— social services? 1
— justice? 3
— education? 3
— housing? 3
— corrections? 3
— police? 3
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6.2  Analysis of the main findings

The findings of this analysis conclude that deviglgmnd implementing mental health policy
and plans as well as restructuring a mental hegktem in a country is a complex process.
Countries with no baseline mental health infornmaticere recommended by the CCH to use the
WHO AIMS. All the assessed countries have useglittstrument as a starting point to develop
their mental health system. During this processyractors have been considered and the needs
of multiple stakeholders have been taken into accdthe WHO also had the policy, plans and
programmes modules available to assist countriésein struggle to make solid and balanced
mental health policies, plans and programmes.

This analysis showed also that the recommendeatess&eps to be taken in developing a
mental health policy, were considered.

Guyana being the country that is far more ahedhisnprocess, can be seen as the example of
how a country can use the WHO AIMS as a baselingysio implement changes in a mental
health system. All the suggested steps were talkterconsideration by Guyana in developing
their mental health policy and plan. Trinidad & Bgio and Barbados, being the least to use the
findings of the WHO AIMS, are still struggling witheir mental health system. None of these
two countries has significantly moved from the esstiliey were in when the WHO AIMS was
used.

Although Suriname has followed all the steps ined@ping their mental health policy document,
looking at the content of this plan the followingnchbe said.

6.2.1 Process issues

In 1999 as already stated the Ministry of Health i first mental health plan. From time to
time and at different level the need was mentidodthve a national plan for mental health
which has to cover all topics i.g. suicide, homghess, domestic violence, psychiatric disorders,
etc.

In 2007 the WHO AIMS was used to gather informatoncerning mental health services. The
Ministry of Health adopted this momentum to workaamental health plan for the country.
Stakeholders were already involved in the proces#, was not that difficult to get them on
board. The Ministry of Health appointed a focalyya@onsist of a representative from the
Ministry, one from PAHO and one from the psychiatrospital. These persons got the task to
assist the Ministry in the development of a natigakan and to advise in mental health issues.
Even though there was mandate at the top levelptindate was never formalized. It took two
years to develop the plan. By the time it was readye published two of the members were not
working for the Ministry anymore. This plan is affilly been approved by the Ministry of
Health.

Table 13: Main strengths and weaknesses of the press

Strengths Weaknesses

The plan include strategies and activities that are
consistent with an existing and up-to-date natidwesilth

policy

The strategies and activities are written in a ey
commits the governments and stakeholders

The plan been informed by a situation analysis done
conjunction with the PAHO.
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Because of the input and expertise of PAHO effectiv
strategies that have been utilized within the couabhd
in other countries with similar cultural and demegjic
patterns been examined and integrated where neges

sa

The consultation process has taken place with the
following groups:

— representatives from the health sector deparsment
planning, child health, HIV/AIDS, epidemiology and
surveillance, epidemic and disaster preparedness
divisions.

— representatives from the Finance Ministry

— representatives from the Social Welfare and Hausi
Ministry

— consumers or their representatives

— family members or their representatives

— other nongovernmental organizations

The following groups were not consulted:
-representatives from the health sector departments
pharmaceutical and human resource development
-representatives from the criminal justice system
-private sector

6.2.2 Operational issues

As mentioned above, the different consultati

onatites involving different stakeholders

offered the opportunity to share information anddurce deep discussion regarding the needs
that the current mental health system situatiosgnts. The result was agreement on the three
priority strategic areas of action for a two yealen that should be implemented in order to

advance a needed reform process.

1. Decentralization of psychiatric care

The psychiatric hospital is situated as statethéncoastal area, in the capital city with a

population of approximately 250,000.

The city isyaccessible for those who live in

this area, but for those living in the interiore thospital can only be reached by boat or
air. As a consequence many persons suffering fremtahdisorders remain untreated.
Especially in the east, west and south, basic rhbatdth treatment facilities must be

developed. The agreed objectives an

a.

d activities tvere stated as follow:

Establish cooperation among key stakeholders: MRES, NZR, SNB),

Regional Health services, Medical Mission and otteenmunity based

organizations.

Inventory of infrastructure
Reorganizing and reallocating
Human resources training

b.

c.
d.

mental health Humasddrces & Services

Integration of mental health in primary care

The primary health care system is organized andlgwstributed throughout the
country. There are primary health care policlinicghe coastal area as well as in the

interior. These clinics provide basic h

ealthcare.

The agreed objectives and activities here were:

a. Training PHC staff in management and treatmenpetiic MH disorders
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b. Development of guidelines and protocols for primeaye staff concerning their
role in mental health care

Organization of supervision and referral system

Availability and accessibility of essential psyatogtic medication at PHC
facilities

oo

3. Strengthening the mental health information system
Data collection, monitoring and evaluation are keynponents of the mental health
system that need to be reinforced. Other sectibtisoreport present some data that is
available mainly at the PCS level, with limitedinatll comprehensive information
regarding mental health issues. National detaiéarmation on the population needs
(and existing resources) would allow an evidencgtapproach to answer those needs.
The agreed objectives and activities here were:

a. Development of forms for data collection
b. Integration of mental health into the health infation system
c. Developing evaluation and monitoring systems atreéfevel
d. Promotion of mental health research
Table 14: Main strengths and weaknesses of operaitial issues
Strengths Weaknesses
Comprehensive strategies have been identifieddon e | It is not clear when the activities will start amish because
priority area for action the planning was made for two years and the aietbivere

planned for the first or second y

The strategies have timeframes provided for eaeltesty | Potential obstacles have not been identified
which are reasonable and feasi

For each strategy there are appropriate indicétors Costs and funding:
measuring the particular strategy — the costs for achieving each activity have nenbe
calculated

— the funding for each activity is not specifically
available and allocated

Each strategy has realistic targets

There are clear activities defined for each strg

Each activity has a identified organization or grou
responsible fc the implementatic

The output for each activity was outlined

6.2.3 Content issues

As stated before, the Ministry of Health did natfially install a mental health coordinating
body. Even though it was stated in the plan thattecal success factor is an existing
coordinating unit or a mental health focal persbtha Ministry of Health, nothing was done to
have that supporting system in place. There is som&ho is advising the Ministry concerning
mental health issues but it was never formalized i plan does not include strategies and
activities for coordination and management. Alseré are no strategies and activities to finance
or fund the plan as well as none for legislatiomd eegulations on rights of people with mental
disorders.

Other strengths and weaknesses on the conterg pldah are as followed:
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Table 15: Main strengths and weaknesses 0

f conteissues

Strengths

Weaknesses

The plan includes relevant strategies and actsite
organization of services at primary and secondzgl|

No strategies on tertiary level with no continuity
between primary, secondary and tertiary level

The strategies on organization of services andcésa
activities are:

— relevant

— evidence-based

— realistic and possible to implement

— adequately funded

There are no strategies for deinstitutionalization,
developing community mental health services, psych
social rehabilitation services at all levels of trealth
system

The plan include relevant strategies and activites
information systems.

The strategy and linked activities been defined for
— reviewing the current mental health information
system, and/or

— improving the current mental health information
system

The strategy or linked activities include the sysitic
collection of mental health data from a range afrses
at different levels of the health system, from gahe
hospitals, primary health care

The strategies on information systems and assadciate
activities are:

— relevant

— evidence-based

— realistic and possible to implement

— adequately funded

The plan does not include strategies and activities
promotion, prevention and rehabilitation

The plan include some relevant strategies anditetiv
for human resources development and training name
strategy to improve the number of providers for takn
health, strategy for training health providers évelop
the appropriate competencies at the levels of:

— primary health care services

— specialist care

The plan does not fully include relevant strategied
lyactivities for the procurement and distribution of
essential medicines

The plan includes relevant strategies and actsite
research and evaluation that are for improving ciapa
to conduct research and evaluation. The research
addresses practical issues for the country.

The plan does not include relevant strategies and
activities for advocacy

The plan includes relevant strategies and actsite
intrasectoral collaboration. The following departitse
within the health sector are included in the plan:
—planning

—human resource development

—child health

—HIV/AIDS

—epidemiology and surveillance

—epidemic and disaster preparedness divisions

The plan does not include relevant strategies and
activities for quality improvement

It is not clear how the information will feedbacka:
— policy development, mental health planning and
service delivery

— clinical practice

The plan include not some relevant strategies and

activities for human resources development anditrgi
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namely no well-defined strategy with associated
activities for assessing available personnel and
competencies at different service levels, no mamage
strategies and activities to address:

— recruitment

— retention

— deployment of staff,

No provision been made for ongoing education, ingin
and skills development, no strategy for trainingltie
providers to develop the appropriate competendidsea
levels of:

— informal community services

— general hospital care

The following departments within the health seete
not included in the plan:
—pharmaceuticals

The following government departments are not idetl
in the plan

— social services

— justice

— education

— housing

— corrections

— police

Doing this analysis for the mental health policd gan for the Ministry of Health you're
working for was not always easy, but challengingoking at other policies and plans in the
region was even more challenging. The main fatiigafactors in doing this analysis were:

The fact that having a history of working in theri@aean and knowing a lot of persons
and officials has been a facilitating factor forkimg connections and having access to
the health systems in the different countries,

Doing the research by self has been facilitatisg.alraveling to the different locations,
seeing officials of ministries of health helpedimding the right information,

Being a nurse and taking into consideration thech@®cedures in making connection
had helped to overcome,

A cooperative Ministry of Health in Suriname ane thental health staff of the
psychiatric hospital has also contributed to timalgsis,

A lot has been done concerning mental health imgbg®n lately. Mental health has been
on the Caricom agenda for the past few years.ieoe is political will to move things
ahead. This has worked in favor of this analysis.

The main barriers were:

* The low numbers and few types of workers who améd and supervised in mental
health care. These persons are scarce and ovenedrddaking an appointment with
them was not easy.
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The frequent scarcity of visionary leadership imméhealth. Leadership is most of
the time aged and burned-out. Young and driverelestuip is very scarce.

Resistance to invest in mental health and redirgaif resources especially financial
and human resources. Governments do not alwayk@uoney where their mouths
are.

Population-wide sensitization of the importancenaintal health policy development
means substantially more attention from politicidresalthcare leadership, health
planners and health advocacy. Mobilizateord recognition of these formal and non-
formal resources in the country is still absent.
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7.0 Discussion and conclusion

The specific circumstances of developing and implating mental health policy and plans may
vary enormously from one country to another.

The use of the WHO Assessment instrument for Méteallth Systems (WHO-AIMS) has
helped the countries surveyed to analyze their avdwetalth situation. The showcase of the
strengths but also the weaknesses of the systeenrtearertheless resulted in an awareness of the
importance and need of restructuring of mentalthesistems at least with those who used the
instrument.

Nevertheless, this showcase and steps for stramgthef the system that were recommended,
were not enough to trigger policy makers, mentabiitals and others to react. The proposed
developments within and outside of the system werg challenging, but there was more
needed. Guyana, Barbados, Suriname and Trinidadb&agdo, four (4) countries in the
Caribbean region, have their own characteristigsthe similarities in the development of
mental health are assumed to be more importantngakbmparisons of interest. Trinidad &
Tobago and Barbados for instance did not movedattian the action plan following the WHO
AIMS. There where intentions to move ahead but nfantors were responsible for not being
able to restructure the mental health system.

It is important to note that the fewer resourcesuantry has, the greater its need to develop and
implement policies, plans and programs. Howevauntees with fewer resources frequently do
not follow an explicit plan, either because no phias been formulated or updated, or simply an
existing plan has not been implemented (17).

Bringing developments and changes in the mentdihhsidguation of a country needs more that
an analysis of the actual state. It need advocadyaavareness of first those who are in the
system and secondly those who are outside of gtersy It needs also partnership and in most
cases financial support. Most governments arergitllsensitive enough for change in mental
health and mental health systems in their respectuntries.

Instruments like the WHO AIMS and the module paliphans and programmes can be used
whenever a government decides to develop mentéhrssvices in a country. Although there
are guidelines this analysis shows that governmaetsiot fully using these instruments and
guidelines. Successfully improving of health systeand services for mental health is combining
theoretical concepts, expert knowledge and cooparat many stakeholders.

Governments are also not convinced enough of mgjldisufficient and competent mental health
workforce in their countries to deliver the desisealvices to their populations (1).

One of the main findings is that the appointmerd ofental health coordinating unit at the
Ministry of Health is crucial for the developmeritroental health in a country. A mental health
focal person is not enough. The example of Guysutlagre. Trinidad & Tobago as well as
Barbados has a focal person, but nothing majobbas done. Suriname at the other hand has
one coordinating body, although not formalized, arhs been able to move things ahead. This
coordinating body needs political support to bringjor changes in mental health. Politicians,
governments, non public sector as well as the gépeblic must admit that developing or
restructuring a mental health system needs coaperand coordination at the highest level. The
coordinating unit must have clear tasks and respiities as well as financial support from the
government. There must be an allocated budgettdadeo this body, so they can operate and
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move things ahead. For Guyana, it is still to besttering having a mental health coordinator
per region or district, because of the populatiensity and the remoteness of the country.

Developing a mental health policy and plan for ardoy needs more than sitting behind a desk
and put the desired activities on paper. It isrdeat the government and even those who are
outside the governing systems must be awaranbatal health is everyone’s business and
responsibility. Each and everyone needs to demonstrate the litgrafanental health in their
community and must be willing to tackle issuestagrsa and discrimination (1). For each
country, therefore, it is necessary to take theail@g conditions in consideration. Much
remains to be done to effectively meet the mergalth needs of children, adolescents, adults,
and the growing number of older adults in the reditB). It is therefore recommended that in
the process of developing a mental health policy@an at all levels, stakeholders must partake,
so health needs of all will be met. Governmentanaies, non governmental agencies,
community based organizations, consumers assatsatiamily members as well as the private
sector must be involved. In Suriname the MinistiHealth made efforts to have them all on
board, but missed some. Guyana has successfutven all stakeholders. It is still a challenge
for countries to have and keep all stakeholdersaard during the whole process.

Implementing the steps as presented in the modilieigs, plans and programmes may be a
slow process requiring the mobilizationpadlitical will . It may take five to ten years before
outcomes are achieved in the population (1). Thelevhrocess nevertheless is producing
positive mental health outcomes. Indeed, Guyana,\fears after the launching of their strategic
mental health plan, have not moved that far as@agdebut developments are taking place.

The professionals in charge of policy, plans armymmmes will have tdevelop several skills
Definitely skills in the areas of epidemiology, maement, planning, budgeting, negotiation and
lobbying will be developed. The process requiresingbetween theory and practice, while
interacting with real people and their circumstan@. That's why it is crucial that persons
responsible for this process work close with @kesholders, taking their needs into
consideration and try to translate that in clegedives. In Guyana as well as in Suriname
responsible persons at the Ministry of Health haken their time to go through the process
thoroughly, attracting and consulting stakeholdersooperate.

Furthermore, in many countriesental health legislationdoes not meet international standards
and is grossly inadequate (18). This is also aifattte assessed countries, but only Guyana has
plans to change that. Even Suriname did not paytin to this issue in their plan.

It is not unusual foother sectorsto set different priorities and not to visualizemal health as
relevant to their work. The situation is exacertldig insufficient knowledge and the stigma
associated with mental disorders which occur intraosieties. Professionals in ministries of
health should frequently meet professionals froneoministries. In Guyana as well as in
Suriname it was a hard pull to have these sectotsard. It was important to know their
priorities and to find common ground on mental tiepblicy. Stakeholders involvement as well
as the empowerment and enactment of legislatiamuoman rights and mental health rights is
still a big challenge.
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It is common knowledge that improving of mentalltreanust be accompanied by the
availability offinancial and human resources The available resources are as insufficient as
they are inequitably distributed (18). Taking thHiere into account the financial and human
resources for mental health available in Surinante@uyana it is obvious that there is a lot to
be done. It is clear that government as well aodomust put the money where their mouths
are. If not, policies and plans will have to betkepcabinets and be used to upgrade the mental
health status of their populations.

In this new century, the region needs to embracananitious reform agenda focused on
expanding access tbe continuum of mental health servicesincluding promotion, prevention,
and rehabilitation, with a special emphasis omtiost vulnerable populations (18)is

therefore recommended that a mental health pohidypdan should be one document tackling all
aspects of mental health of a community. It iDremended that in one document the vision, the
mission, values and principles, priority areasatfoams and the strategic lines are outlined. The
Ministry of Health from Suriname has different downts in which the policies and plans are
formulated. There is a separate document for HI&lhomelessness, domestic violence,
suicide, NCD’s and mental health from the scopthefpsychiatric hospital. Guyana has such a
policy and plan. Most of the plans from the Surieamgovernment have no financial chapter
attached. Guyana’s has a budget attached to its phas is useful for financing purposes for
governments as well as for potential donors.

Another important target of reform effortsimsprovement of the quality of mental health care
(18). Suriname did not include quality improvemignits plan. It is therefore recommended that
improvement of the quality of mental health carsn@uded in the national mental health plan.

Drawing upon the literature reviewed, by own acclatad experience as a mental health advisor
at the Ministry of Health Suriname and being expasedifferent mental health systems in the
Caribbean and over the world, | have recognizegri@s of commonly occurring challenges and
obstacles to develop mental health policy and planthe same time | have identified related
steps and solutions which may work in respondingjtppely and effectively to barriers that were
stated in this analysis. | therefore recommendrtfiaistries of health that are interested in
planning and implementing mental health systemspatidy give careful consideration to
anticipating the challenges identified here, ankk&oning the lessons we in this part of the world
have learned so far.
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Appendixes

1. Mental health plan 2012-2016, Ministry of Healtlriame
2. Questionnaire
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Definitions

Mental health policy / An organized set of values, principles, objectigrd areas for action to
improve the mental health of a population.

Mental health plan /A detailed preformulated scheme for implementing
strategies for the promotion of mental health,ghevention of mental disorders, and treatment
and rehabilitation.

Mental health stakeholders /Persons and organizations with some interest imawipg the

mental health of a population. They include peapté mental disorders, family members,
professionals, policy-makers, funders and otharested parties.

51



