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Background: Majority 76-85% of people with severe mental illness in Low
and Middle Income Countries (LAMICs) and 35-50% in high income countries
receive no treatment. Currently the focus is on establishing and improving
the capacity of primary health care facilities to deliver mental health care.
Strengthening specialist mental health services at the same time as integrating
mental health into primary health care is considered necessary.
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Published: August 31, 2017 Methods: Ten primary health centers in the city of Addis Ababa were
included in the study. Once a week mental health professionals from Amanuel
Mental Specialized Hospital were assigned to coach and mentor mhGAP-
trained health center primary health care workers, as well as to consult and deal

with difficult cases.

Results: Atotal of 1012 patients were seen at the primary health centers for
mental, neurological and substance use disorders. Majority 85.1% of patients
were seen during the 6 months after onset of the study. Of the total patients
64.1% were first diagnosed in the health centers; the rest 35.9% were referred
from Amanuel Hospital. Epilepsy was the most frequently diagnosed disorder

(46.3%) followed by schizophrenia (14.8%).

Conclusion: Decentralization and integration of mental health services
can be better achieved with specialist back-up and supportive supervision of
mhGAP-trained primary health care workers.
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Background

The health sector has not yet addressed the burden of mental
disorders. This is evidenced by the fact that 76-85% of people with
severe mental illness in Low and Middle Income Countries (LAMICs)
and 35-50% in high-income countries receive no treatment [1]. In
Ethiopia, mental illness has been identified as the leading non-
communicable disorder in terms of disease burden. From a study
conducted in rural Ethiopia, mental illness accounted for 11% of the
total disease burden, with schizophrenia and depression included in
the top 10 most burdensome conditions, outranking HIVAIDS [2].

Despite the fact that mental health disorders are contributing
too much of disease burden, the allocation of resources to meet
mental health needs is too low. Globally, the annual spending on
mental health is less than 2 US dollars per person, even worse is the
spending on mental health in low-income countries which is less

than 0.25 US dollars per person. The inadequate resource allocation
is compounded by the inequitable distribution. For instance 67% of
the financial resources for mental health are allocated to stand-alone
mental hospitals [1]. In addition, the allocation of human resources
for mental health is grossly deficient. This is evidenced by the fact that
half of the world’s population lives in countries where the distribution
of psychiatrist is one for 200,000 populations [1].

Considering the discrepancy between the treatment gap, as
well as disease burden and shortage of highly trained mental health
professionals, the focus is on establishing and improving the capacity
of primary health care facilities to deliver mental health care [3,4].
Integration of mental health into a primary care setting necessitates
the training of general health staff in basic skills in mental health care
such as detection of mental disorders, provision of basic care and
referral of complex problems to specialist care [3,4]. Studies indicate
that pre-service training of Primary Health Care (PHC) workers in
mental health care in many low-income countries is limited to a few
hours or days [5].

As per the recommendation of the World Health Organization
(WHO), the Ministry of Health of Ethiopia devised a National Mental
Health Strategy which is based on the principle of integration of
mental health into primary health care system [2]. According to the
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strategy this requires mental health service integration into all routine
health service delivery systems, supported by expansion of the mental
health workforce. The strategy promotes a decentralized approach in
which mental health services are available at local hospitals, district
and regional health centers and tertiary facilities [2]. It is the aim of
the strategy to ensure that those who require services have access
to treatment as close to their homes [2]. The strategy requires all
health workers to deliver mental health care in line with their level of
training. Even when specialist mental health workers, eg psychiatric
nurses, are present in PHC, the expectation remains that the role of
specialists will be primarily to support the delivery of mental health
care through general health workers, for example, by supervision,
review of complex cases and conducting in-service training [2]. There
is literature showing that customization is essential for planning the
integration of mental health care [6].

WHO’s Mental Health Gap Action Program (mhGAP), launched
in 2008, uses evidence-based technical guidance, tools and training
packages to expand service provision in countries, especially in
resource-poor settings. It focuses on a prioritized set of conditions
and, importantly, directs its capacity building towards non-specialized
health care providers in an integrated approach that promotes mental
health at all levels of care [1]. This program has been implemented in
Ethiopia as well. It was piloted 2010- 2013; the scale up was started on
January 2014 [7]. The Health Service Transformation Plan (HSTP)
of Ethiopia has devised a strategic initiative to decentralize and fully
integrate mental health services into primary health care. In order
to achieve this, the HSTP has put in place a performance measure
explicitly setting a target of making mental health services available in
every locality by 2020 [8].

In general the experiences of mental health integration based
on the mhGAP principle in Ethiopia have been promising, but
continuous support and training for trained professionals has been
considered necessary for sustainability of the program [9]. Strong
leadership, enhanced partnerships and the commitment of resources
towards implementation are also required for success [1]. The real
issues have been the fact that the primary health centers are mostly
concerned with providing curable services for acute communicable
diseases [5]. Mental, neurological and substance use disorders are not
among top ten reasons for outpatient attendance; for example under-
nutrition and reproductive health issues were the commonest reasons
for outpatient visit in Southern Ethiopia [5]. The fact that mental,
neurological and substance use disorders are not priority health
conditions is a double-edge sword in that it makes it difficult for the
health service management to allocate resources, such as appropriate
rooms, human resources and medications; on the other hand the lack
of resources in such health facilities makes it difficult for patients to
seek treatment at those facilities for mental health care.

In low income countries supply of psychotropic medications was
considered unreliable, and psychotropic medications mostly available
at primary health care settings were limited to anti- epileptics and
benzodiazepines [5]. The other issue is that there is shortage of
specialist mental health professionals to support delivery of mental
health care by primary health care workers in low-income countries
like Ethiopia [5]. On the other hand it has been indicated that for
sustainable integration of mental health care into primary health

care, some form of supportive supervision by specialist mental health
professionals is necessary [3,6,10]. Shift of role of the specialist mental
health professionals to focus on training and supervision is important
in this aspect [3,11,12]. There are only a few examples of specialist
mental health workers being utilized to support mental health care in
the primary care setting [10].

Another barrier in identifying and treating mental disorders
worldwide has been lack of community awareness about them, and
awareness-raising campaigns can result in increased presentation
of persons with mental, neurological and substance use disorders to
primary health care [3,13].

The overall recommendations for adequate integration of mental
health into primary health care for the African region have been
strengthening specialist mental health services at the same time as
integrating mental health into primary health care; ensure reliable
supplies of psychotropic medications; adequate supervision, ongoing
on-the-job training and reliable referral networks [10]. This study has
incorporated some of these components to integrate mental health
into primary health care centers in Addis Ababa, Ethiopia.

Methods
Study setting and design

Institutional- based study was carried out from April-October,
2016. The study was conducted in the city of Addis Ababa. Addis
Ababa is the capital and largest city of Ethiopia. It has a population
0f2,739,551 according to the Population and Housing Census Report
0f 2007 [14]. The city is divided into 10 sub-cities, and 117 weredas (a
woreda is an administrative level below sub-city).

Structure of public health care system of Ethiopia

The Ethiopian public health care system is structured in three
tiers, having primary, secondary and tertiary levels. For rural
settings at the base is the primary health care unit that is a health
center with five satellite health posts serving a population of 15,000
-25,000 people; followed by a primary hospital, serving a population
of 60,000-100,000 people. This is followed at the secondary level by a
general hospital, providing services to 1 up to 1.5 million people. For
urban settings at the primary level is a health center serving 40,000
people, followed by a general hospital as in the rural setting. At the
apex of both structures is a specialized hospital which serves 3.5 to 5
million people [15].

The Health service status of Addis Ababa

There are 13 public and governmental hospitals in Addis
Ababa, among which one is a specialized mental health hospital.
All the public hospitals provide outpatient mental health services
to a varying extent. Three of the public or governmental hospitals,
including Amanuel Mental Specialized Hospital, St. Peter’s Hospital,
Armed Forces Hospital and Police Force Hospital provide admission
services for mentally ill patients. Amanuel Hospital and two other
hospitals, St. Paul’s Hospital and Zewditu Memorial Hospital provide
admission for substance dependent people. There also are 35 private
hospitals some of them providing mental health services. There are
98 health centers in Addis Ababa, one in each of most of the weredas.
The health centers are the first contact for health service seekers
in the public sector. Each health center has a referral link with the
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public hospitals, and they refer to designated hospital for a designated
service. The referral directory is established and regularly updated by
the City Government Health Bureau.

The status of amanuel mental specialized hospital

Amanuel Mental Specialized Hospital is one of the public hospitals
in Addis Ababa. It is the only mental health hospital in Ethiopia.
Patients with mental health issues come from all over the country.
The hospital provides most of the in-patient mental health services
for the whole country with a bed capacity of 270. About 200 patients
with severe mental illness are admitted to the wards each month. The
hospital also serves about 500 outpatients per day, and about 10,000
per month. The hospital report shows the bed occupancy rate to be
91.2%, average length of stay for admitted patients of 33.4 days and
average waiting time to get the outpatient service 79.2 minutes.

Study procedure

Ten health centers, one from each sub-city, were selected for the
piloting. Each of the health centers had at least one mid-level health
professionals trained in the mhGAP except for Lideta Dagim Hidase
Health Center before onset of the piloting. Additional professionals
were trained after initiation of the piloting. Weekly, one psychiatry
professional was assigned from Amanuel Mental Specialized Hospital
to support, coach, and supervise mhGAP trained professionals at
the health centers. The assigned psychiatry professionals were also
available on consultation and worked on evaluating and treating
difficult cases which were appointed for them by the mhGAP trained
health center professionals. The psychiatry professionals were
available once a week to ensure that a psychiatry clinic is run once a
week, when difficult cases are appointed. Except on the days when the
assigned psychiatry professionals are available, the cases were handled
fully by the mhGAP trained health center personnel. Psychotropic
medications were supplied by the health centers with the support of
the regional health bureau, but in some instances medication supply
was temporarily provided by Amanuel Mental Specialized Hospital.
Patients from Addis Ababa, who had been on follow up at Amanuel
Mental Specialized Hospital for mental, neurologic and substance
use disorders, who had been stabilized on medications, were referred
to the health centers which are closer to their homes for continued
treatment.

Data collection, Processing and Analyses

Six months after initiation of the pilot program, cases treated
at the health centers, before and after onset of the program were
collected from the records based on a data collection format. For the
sake of data quality, incomplete records were not included in the data
entry and analysis. Data was entered using Epi Info version 7, and
exported to Statistical Program for Social Sciences (SPSS) version 20
for analysis.

Ethical Consideration

Ethical approval was obtained from the Ethical review committee
of Amanuel Mental Specialized Hospital. Confidentiality was
maintained at all levels of the study.

Results and Discussion

A total of 1012 patients were seen at the health centers for mental,
neurological and substance use (MNS) disorders during the study

Table 1: Table showing distribution of patients seen for mental, neurologic and
substance use disorders at each health center in Addis Ababa, Ethiopia, 2016.

Name of health center Frequency (%)
Addis Ketema Wereda 9 Kwas Meda Health Center 47(4.6)
Akaki Kality Saris Health Center 104(10.3)
Arada Semen Health Center 63(6.2)
Bole 17 Health Center 120(11.9)
Gulele Addisu Gebeya Health Center 104(10.3)
Kirkos Hiwot Amba Health Center 132(13.0)
Kolfe Keranyo Wereda 5 Health Center 139(13.7)
Lideta Dagim Hidase Health Center 85(8.4)
Nifas Silk Lafto Wereda 06 Health Center 153(15.1)
Yeka Wereda 8 Health Center 65(6.4)
Total 1012(100)

Table 2: Table showing distribution by diagnosis of patients seen for mental,
neurologic and substance use disorders at the health centers in Addis Ababa,
Ethiopia, 2016.

Diagnosis Frequency (%)
Anxiety 35(3.5)
Bipolar disorder 13(1.3)
Childhood behavioral disorder 2(0.2)
Dementia 16(1.6)
Depression 134(13.2)
Depression with psychosis 19(1.9)
Epilepsy 469(46.3)
Intellectual development disorder 5(0.5)
Somatoform disorder 26(2.6)
Organic brain disease 1(0.1)
Other psychotic disorders 78(7.7)
Schizophrenia 150(14.8)
Sleep disorder 3(0.3)
Substance use disorder 3(0.3)
Unspecified 58(5.7)
Total 1012(100)

period. The mean age of the patients was 33.7 with Standard deviation
of 14.12 and range of 2-90 years.

Based on the time when patients first registered in the health
centers, 151 (14.9%) of the total patients were seen before the
initiation of the project, and 861 (85.1%) were seen during the six
months after the onset of the project (The project was started on
March 27, 2016). Of the total patients, 523(51.7%) were female, and
489(48.3%) were male.

Among those who attended treatment at the health centers,
363(35.9%) were referred from Amanuel Mental Specialized Hospital
for continued follow up close to their homes; 649 (64.1%) came
directly to the health centers, or were screened for MNS disorders
within the health centers and were included in treatment. Nifas Silk
Lafto Wereda 06 Health Center treated more patients than any other
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Table 3: Table showing distribution of psychotropic medications prescribed
to patients with mental, neurologic and substance use disorders in the health
centers in Addis Ababa, Ethiopia, 2016.

Medication Frequency (%)

Imipramine 5(0.5%)

Amitriptyline 202(20%)
Sertraline 2(0.2%)
Fluphenazine decanoate 5(0.5%)
Haloperidol 85(8.4%)
Risperidone 28(2.8%)
Clonazepam 6(0.6%)

Chlorpromazine 185(18.3%)

Phenobarbitone 440(43.5%)
Diazepam 14(1.4%)

Carbamazepine 38(3.8%)
Phenytoin 6(0.6%)
Fluoxetine 20(2.0%)
Valproate 10(1.0%)

Trihexiphenidyl 3(0.3%)

health center with 153(15.1%) patients (Table 1). Epilepsy is the most
frequently diagnosed disorder with 469(46.3%) of the total patients
receiving the diagnosis, followed by schizophrenia with 150(14.8%)
patients diagnosed with the disorder (Table 2). Phenobarbitone is the
most frequently prescribed medication prescribed for 440(43.5%) of
all patients; chlorpromazine is the second most frequently prescribed
medication prescribed for 185(18.3%) of all patients (Table 3). All
patients in two of the health centers, Gulele Addisu Gebeya Health
Center and Addis Ketema Wereda 9 Kwas Meda Health Center,
were seen after the start of the project; besides, except for one of the
health centers more patients were seen after start of the project than
were seen before it (Figure 1). Most patients seen at Kolfe Keranyo
Wereda 5 Health Center, Yeka Wereda 8 Health Center, and Lideta
Dagim Hidase Health Center were referred from Amanuel Mental
Specialized Hospital (Figure 2).

The study has revealed that 85.1% of the patients were seen after
the onset of the project, despite the fact that there were professionals
who were trained in the mhGAP before the onset of the project. This
shows that strengthening specialist services at the health centers by
sending psychiatry professionals from Amanuel Hospital has helped
build confidence in handling of people with mental, neurologic and
substance use disorders. Apart from this, the supply of medications
has been reliable after start of the project, because health center
pharmacies were encouraged to avail psychotropic medications.
The supply of medications was becoming better because the flow
of patients with MNS was increasing, making it necessary for the
health center management to buy the medications. The fact that
stable patients with MNS were being referred to the health centers for
continued follow up was helping in supplying the health centers with
increasing number of patients to help them strengthen their services
for MNS, allocate resources and avail medications. The more health
centers prepare for delivering services for MNS, the more people with
the disorders are encouraged to visit the health centers rather than

Bar Chart

date patient
sEen

1254 Bolore the
. projecitagan
aherthe project
mE
100 -
Counl
| J
254

Addis  AKaM Arada Bote  Guiele Kirkos  Kolfe  Liceta  Nifas Yeka
Silk.

o

Mame of Health Center

Figure 1: Bar chart showing distribution of patients treated in the health
centers before and after the start of the project.
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Figure 2: Bar chart showing distribution of patients treated in the health
centers by whether they were referred from Amanuel Mental Specialized
Hospital or seen first in the health centers.

going to big psychiatric hospital like AMSH. Majority, i.e., 64.1%
of patients visited the health centers directly, or were screened and
treated for MNS disorders within the health centers versus the 35.9%
patients who were referred from AMSH. This shows the favorable
trend of confidence building in the health centers to handle cases
and patients beginning to rely on the service provided at the health
centers.

Epilepsy is the most frequent disorder treated in the health
centers followed by schizophrenia; this could be due to the relative
ease of recognizing or diagnosing these conditions. Depression is
only third. Likewise, Phenobarbitone is the most frequently used
drug. Amitriptyline is the next most frequently used drug. These two
drugs are affordable and easy to avail. There is also better expertise
in administering them given that they were in the market for quite
some time. Chlorpromazine is third. But the list of psychotropic
drugs which were available at the health centers is very encouraging
and shows good prospect for decentralization and integration of the
services.

Conclusion and Recommendations

The study showed that decentralization and integration of mental
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health services can be better achieved with specialist back-up and
supportive supervision. Specialist psychiatric professionals, like
psychiatric nurses can be hired by the primary health centers with
roles of supportive supervision, training and consulting on difficult
cases to mhGAP-trained primary health workers. Ownership of
the integration process by the primary health center itself is key to
success.
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