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Abstract

The impact study of western region community mental heath program (WRCMHFP)
aimed to evaluate out comes of the community mental health service that-has been
operating for more than eleven years in selected districts of western region of Nepal. The
studv followed experimental-control study design and used both quantitative and
qualitative approach to analyze data. Information was collected from healthworkers,
mental patients and their relatives and community people. A control group was selected
for all informants except mental patient and their relatives. Purposive sampling technique
was used for the health workers population while patients were randomly taken from
Health post / Primary Health Center registers except in Kaski district where all available
patients were interviewed. Community focus groups were purposively selected following
selection criteria developed for the study. The control group sample was selected from
the HF / PHC and community where community mental health services are not available.
It was assumed that the current program of WRCMHP had no influence both in service
and awareness area of mental health in these areas. Sample population ratio for health
workers between experimental and control group is 51:49,

Healthworkers in both groups were firstly given a demographic information sheet
followed by a mental health training evaluation questionnaire, case evaluation form and
attitude questionnaire form. The participants wrote information in the questionnaire form.
The patient interview form was used to interview mental patients visited at the health post
/ primary health center. Patient relatives were also interviewed where available. The
psychiatrist, following patient examination form, evaluated patients. The community
focus group discussions were conducted with the use of a structured questionnaire.
Following collection, the data was analyzed using SPS5 software version 10.0 for the
descriptive study. Qualitative methods were used to categorize and conceptualize attitude
related information. Findings were compared between two groups i.e. control and
experimental.

Findings revealed that the difference in work experience, total scores in mental health
training evaluation questionnaire and the scores on the case evaluation form were highly
significant when compared with the control group. It indicated that trained health staff
were able to maintain mental health knowledge and skills effectively. Individual case
profile scores on the case evaluation form revealed that trained health workers were more
efficient in diagnosing and treating each case than the control group, except in the case of
epilepsy. Since this condition is included in the curriculum of health workers, there was
no significant difference in knowledge and skill for the diagnosis and treatment in the two
groups. The diagnosis and treatment pattern of health workers in the experimental group
had a high degree of agreement with psychiatrist regarding diagnosis and treatment,
which further proved the effectiveness of training to health workers.

Patient sample analyvsis revealed a wide dispersion in duration of illness before attending
a health post, duration of treatment from health post, travel distance from health facilities
to home and waiting time to consult health workers in health facilities. Majority (61%)
patients were female, with housewife as major occupation. Qualitative information from



patients revealed that mental health service in health post was effective as they were
getting service at cheaper rate in their own communily. There is evidence of decreasing
stigma against mental illness and increased attitude of service seeking from local health
facilities (HP / PHC) among the community people.

Qualitative information from healthworkers revealed that mental heath services are
effective in strengthening capacity of healthworkers, increasing availability of mental
health services in community and in reducing the stigma of mental illness. However,
health workers reported facing problems such as lack of regular medication supply, lack
of trained health workers in mental health. no integration of mental health services into
existing health service system (such as separate mental health clinic in particular day of a
month, separate recording system than modifving existing reporting system (HMIS) and
exclusion of psychotropic drugs in essential drug lists). The sustainability of current
community mental health services is crucial because of lack of adequate support and
motivation in HMG. Implementation of the findings and its recommendation can be a key
issue in answering the questions regarding the sustainability of community mental health
service in the western region. a



1.0 Introduction

Nepal is a relatively small country of wvaried terrain ranging from the magnificent
Himalavas in the north to the plains of the Tarai in the south, with the beautiful middle
hills in between. The country has a total population of 23 million (Nepal in figure, 2002).
Of the total population only 14.2% reside in urban areas and communication and
transportation issues are problematic (CBS, 2002). The G.N.P. per capita is USS 210 and
42% of the population are below the poverty line (UNDP, 2000). Life expectancy at birth
is 59.7 vears. the literacy rate is only 53.7% (CBS, 2002) and the under-five mortality is
107 per 1000 live births (World bank, 2000). Administratively the country is organized
into five development regions. 14 zones, and 75 districts. In regards to the medical
services of Nepal, the majority of the 12,000 doctors and of the hospital beds (hospital
beds to population ratio 1:4,000) are in the urban areas. The District Public Health
Offices supervise the Health Posts, staffed by paramedical workers, which are the
backbone of the public health system.

Mental health 1s very important from the perspective of health as it is said that there is no
health without mental health. World health organization has rightly emphasized the
concept of mental health in the definition of health. It said that health is not merely the
absence of disease of infirmity but it is a state of physical. mental and social wellbeing.
Menta!l health is a multi-dimensional concept. Normality in mental health is a state of
absence of pathology (Offer and Sabshin. 1984)'. Mental health is the capacity of the
individual, the group, and the environment to interact with one another in ways that
promote subjective well being, the optimal developmental and use of mental abilities
(cognitive, affective and relational), achievement of individual and collective goals
consistent with the justice and attainment and preservation of condition of fundamental
equality (Dennerstein et al, 1993).

Community mental health services defined by Katz (1979)° as * Organised, inter-related
constellation of direct and indirect community services that contribute to the maintenance
and improvement of the emotional and or mental health of citizens in a specific
geographic area”. This definition not only highlights the essential components of

community mental health but also demands the need of inter-relationship among the |
various components. Further more the aim of such service is to be in the preventive and
promotive aspect of mental health of peoples in a specilic geographic location

! In Friedrich, G. and Regmi, M.P. (1997) Swdy of Mental Health Indicators of the Nepalese Mothers
{page).

= ibid

* In Nepal, M.K_. Sharma, V.D. & Koirala, N R. eds. Proceedings of National Seminar on “Implementation
of National Mental Health Policy: Accelerating the Rate and Meeting the Challenges™ & Symposium on
“Alternative Approaches to Mental Health Services™
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WHO (1986)" stated that mental. neurological and psychological disorders constitute an
enormous public health burden. A comprehensive program directed against their
biological and social causes could substantially reduce suffering, the distraction of human
potential and economic loss. This statement affirms need of the prevention of the mental,
neurological and psychological disorders because such conditions affect every aspect of
an individual's life. In addition these problems also affect families and society as a
whole. World Bank report {1993}5 showed that psychiatric conditions are responsible for
litle more than 1% of deaths, however they account for almost 11% of disease burden
worldwide and the figure is projected to almost 15% in 2020. Similarly, of the 10 leading
causes of disability worldwide measured in years lived with a disability five are
psyvchiatric conditions such as unipolar depression. alcohol abuse, manic depression.
schizophrenia and obsessive compulsive disorders. The same source also highlighted that
depression alone is responsible for more than one in every ten vears of life lived with a
disability worldwide. So these statistics are equally applicable in Nepal. The
consequences of disability are enormous in our country because of extreme lack of
mental health services in the country.

Another source stated that 23% of employees with psychiatric conditions lost their jobs
within a 5 year period and finallv ended up unemploved or disabled (McDonnell-
Douglas. 1990)°. So the consequence of disability is extremely difficult and could not be
compensated if intervention approach has not reached to the grass root level.

1.1  Mental health in the world

There is no doubt human being have been subjected to tremendous changes in their life
due to development of newer scientific lechnology. The continuous changes in the
medical and biological sciences bring newer technology to fight against many life-killing
disecases. Despite these advances, we are still faced with not only physical health
problems but also many mental health problems. Rapid urbanization brought about many
challenges and stresses to human beings, due to increased demand of capacity to cope
with the stressful situations. It is essential to develop and sustain capacity to adjust with
daily life situations in the quick advancing age. So the developed countries, though they
can fight with many physical diseases, are facing problems in mental health because there
have been rapid increases in menial health problems.

Though WHO. in 1978. emphasized mental and social component in the definition of
health, there has been several practical barriers to provide mental health service
according to the need of the people in many countries in the world. Firstly. many
countries are struggling with the earlier stages of national development and typically
assign low priority to social welfare matters and psychiatric services usually find
themselves as the Cinderella of the health care budget (Higginbotham, 1979) .

* ibid
* ibid
" ibid
In Adhikari, K.P. & Deninson, B.D.B. (1999) Mental Health in Nepal: A Community Survey of a village
Lalitpur, Central Nepal. Mental Health Program, United Mission to Nepal.
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It is true that mental illness does not make the sufferer die quickly as physical illness car
vet the burden of mental diseases is much higher as proved by research carried out by
world bank (1993, 2000), WHO (1986) and other research scholars (Desjarlais et al}
1995: wittchen & Essau, IQQ{J]R,

Mental health problems estimated differently in different parts of the world, comparablg
the west and east. It is obvious that various factors affect in the prevalence of mental
health problems such as geographical location, satisfaction of basic needs, safety, andl
accessibility o resources and opportunities to meet the demands of daily life. There has
not been much difference in the prevalence of severe mental illness worldwide but the
rate varies a lot for mental illnesses of moderate to mild in severity such as depression,
neurotic disorders, substance abuse disorder and personality problems. The available dats
on prevalence of mental illness could not be free from various methodological limitations!
such as sample size, sample selection criteria and methods of data collections. The study
completed on primary health care services showed a higher rate of prevalence which i
lesser in geyural sample (Mubbashar, 1996; Desjarlais, 1995; Wright et al, 1990, Harding
et al. 1980)°.

Mental health services are facing problems throughout the world because of very limited

wental health manpower, low priority by government for mental health and lack of
awareness among public. These problems affect in planning and implementation phase
when providing mental health services.

The concept of community mental health services is not a new one. Over the past forty
vears, in every continent. mental health practitioners and planners sought have sought
ways to provide more appropriate and accessibie services 1o the needy people. In 1966
professor Michael shepherd from the U.K. was already saying, "The cardinal requirement
for improvement of mental health services is not large expansion and proliferation of
psy¥chiatric agencies, but a strengthening of the primary care doctor in therapeutic role”
The Alma Ata Declaration of 1978 rightly emphasized the promotion of mental health
stating that mental health is a necessary component of primary health care. Even before
in 1975 WHO stated that the need of detection and management of priority menial
disorders should form a part of the regular work of primary health workers
{(Wright,1991)"",

There has been growing awareness. both in west and east, that effective mental healih
care must be based on existing general health care structures i.e. an integrated approach.
with specialist psychiatric services providing a tertiary level of clinical care, a training
role. a supervisory function, a lead in formulating health planning for mental health care
services appropriate to the existing health care structures, In some countries such services
have included the formation of mobile teams of psychiatrists or psychiatric nurses to

* ibid

* ibid

" In Five Years of Community Mental Health Services, An Evaluation Report. Mental Health Program,
United Mission to Nepal, Page 3-4.



establish area clinics; mental health camps; and the training and supervision of medical
practitioners in existing health services. In 1974 a WHO expert committee considered the
question of "Organization of Mental Health Services in Developing Countries”, and
urged member countries to recognize mental disorder as a problem of high priority for the
individual, the community, and for national development. They recommended that
countries should, in the first instance, carry out one or more pilot programs to test the
practicability of including basic mental health care into an already existing program of
health care in a defined urban or rural population. The development of simple training
manual for the training was also suggested (Wright, 1991)"".

1.2  Health and mental health service delivery system in Nepal

The heath service profile of Nepal has been heavily dependent upon the grass root level
health manpower such as paramedical and nursing staff. Primary health care center
(PHC). health post and sub health post are the major grass root level health service
delivery system of the country. A district hospital staffed by a medical doctor and
supportive paramedical and nursing staff works as a general referral center for these grass
root level health services. PHC are based on the electoral constitutes in the country. so
they are 203 in total throughout the country. All the health posts sub serve under the PHC
and sub health post under the health post. Basic service of these system involve matemity
and child health clinics, immunization, DOTS, IMCI, general health care service, family
planning and health education.

Mental health has not vet been incorporated, as a component of the primary health care
service, although Nepal is signatory of the Alma Ata Declaration that highlighted the
need of inclusion of mental health into the primary health care system. Unfortunately, it
is not available as a regular health service except in the area where WRCMHP serves.
Paramedics and nursing curriculum had not included the mental health course during
training periods. So. mental health is excluded from the beginning of the development of
heath manpower.

The government of Nepal did not viewed mental health service as a priority as it is still
facing the challenges of major common killing diseases for children (Diarrhea.
malnutrition, communicable diseases, accident etc) and other age group as well.
Therefore the service delivery, in regards to mental health remains unchanged. However,
mental health input has been incorporated into the basic health course and also into the
MBBS (Braganza et al. 1999). The former is a very short introductory course which is
not sufficient 1o leam clinical skills in mental health while the later involves a more
detailed content in mental health with clinical skill leaming so that they can provide
service after graduation.

Mental health is one of the low priority programs from HMG, separate to physical health
problems. In addition, there are few mental health professionals in the country. There is
only one national mental hospital which is located in Kathmandu valley with the staff

" ibid



comprising of only a few mental health specialists (two psychiatrists) and nurses
Psvchiatric services are available from other areas of the country including Koshi Zona
hospital, Pokhara regional hospital and Bhen Zonal Hospital Nepalgunj, Lumbini Zond
hospital Butawal, and Bharatpur hospital at present through the government healtl
system. However, psychiatric services are provided through private medical colleges
established in different parts of the country such as Kathmandu, Pokhara, Bhairahawa
Bharatpur and Nepalgunj. Treatment of mental illness often demands a multidisciplina
approach for better recovery. A complete mental health team is necessary to address the
bio-psychosocial approach to treatment. This team includes Psychiatrist. Clinica
PbkChUlDElb[ﬁ ' Psy Lhnthfmpmﬂ Px\ chiatric Nurses, f}ccupanunal thempists

mmlahle in lhe government health delivery system. 'Ihr:rugh the c]mu:al phychnlogmtsar

working in some of the teaching hospitals in the country, psychological services are
even available in the mental hospital.

In Nepal a pilot program was initiated in 1984 as an integrated part of the UMNS
Community Development and Health Program (CDHP) in Lalitpur district to investigae
the feasibility of mental health services being delivered to the community through thej
existing health care system (Wright, 1991)"". With the experiences of Lalitpur district,
community mental health service were provided through the existing health care system
in Morang District, eastern part of Nepal in 1991 by Mental Health Project, IOM 2
Mental Health program, UMN. Similarly the model was replicated in the western region
of the country to provide mental health services from primary health care system.

The number of mental health professionals is grossly inadequate for the mental heali
needs of the country. There are 38 psychiatrists including foreign psychiatrists working
in the country (29 Nepali + 9 foreigners), five clinical psychologists and 18 psychiatric
nurses were serving in the field of mental health for more than 23 million people in the
country (Data Bank. Mental health Project IOM, 2004). Unfortunately, psychiatric social
workers and occupational therapists are nol even available in the country as they could’
play significant role in the rehabilitation of mentally ill patient. Of the aforementioned
trained manpower, majority are situated and employed in the capital city, Kathmandu.
Therefore. there is an increased challenge in the delivery of mental health service because
of lack of mental health trained manpower. The lack of supply of mental health drugs dug
to exclusion on the essential drug list by the government. lack of mental health policy and
law in the country and common stigma against mental illness in the community due to
poor awareness, were also equally experienced as major limitations to development of |
mental health services. The only feasible option is to provide mental health services at
grass root level through integration within the existing health care systems. Empowering
health staff in mental health through training, supervision and supply of mental health’
drugs is necessary to ensure quality and sustainability of the service.

12 ibid
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1.4 Western Region Community Mental Health Program

Mental Health Project (IOM) and Mental Health Program (UMN) jointly started the
community mental health program in the western region of Nepal since 1992, with the
earlier experiences of ruining similar program in central (Lalitpur) and eastern (Morang)
Nepal. This program was named WRCMHP. The program was developed into four
phases, the first three have been completed. At present fourth and final phase is in
progress. The main aim of this program is to integrate mental health services into existing
health care system. providing a viable model for government to replicate and implement
throughout the country. The first phase was called District Community Mental Health
Program Kaski (1992-1993). It carried out mental health activities in only one district
(Kaski) during this period. The program carried out following activities: training of
health workers. provision of patient record cards, follow-up sheets, essential drugs to
health posts, provision of different mental health educational materials for health post
staff and community people and supervision and referral services. In the second phase
(1993-1996) community mental health services were extended to Syangja district. During
this time a training base office was established in Pokhara to continue training and
supervision activities.

Training activities were also extended to grass root level community resources such as
traditional healers. schoolteachers and police. This training was especially on raising
awareness of mental health issues among the public. The third phase started from
1996/97-2000. The community mental health program was further extended into four
districts including Baglung, Tanahun, Nawalparasi and Rupendehi. Similar activities
were continued as in the second phase of the program (Adhikari et al, 2000a). The fourth
or final phase started during the period of 2001-2004 where community mental health
program has been further extended into another five other districts of the western region
including Kapilbastu. Gulmi. Parbat. Palpa and Gorkha in selected PHC or Health Post
{Annual Report of WRCMHP, 2001/2002).

Western region community mental health program used the following approaches:
e Mental health block training: 10 days training for healthworkers of primary
health center and health post

 Service delivery from health post, primarv health care center and district
hospital by the trained healthworkers.

e Clinical Supervision by the psychiatrist

e Awareness program at local level such as training to traditional healers.
teachers. female health volunteer etc.

WRCMHP has used following mode of implementation:
e Satellite clinic runs every month in the selected health post and primary health

center.

e Support to Community Drug Schemes (CDP) for mental health drugs from
WRCMHP.

e Clinical and managerial supervision from psychiatrist and mental health
Supervisor.



¢ Mental health education to public to create awareness regarding mental health
1ssues.
The above mentioned approach and mode of implementation were reflected in the
implementation of program activities. Nearing the conclusion of fourth phase of the
community mental health pragram. mental health services were being provided from
following health posts or primary health care centers of different districts in the western
region (Satellite Clinic Roster-WRCMHP, 2003 / WESE

District Health facilities
Kaski Deurali healthpost
Svangja Walling PHC
Tanahun Dumkouli Hospital
Nawalparasi Dumkouli PHC
Rupendehi Lumbini PHC
Kapilbastu Pakadi HP

Palpa Khasouli PHC
Gulmi lohang PHC
Parbat Hospital / Tilahar HP
Baglung Hospital

Gorkha Bungkot HP

Monthly satellite ¢linics and supervision were running more regularly from the central
and the regional office of the WRCMHP to reinforce and the support the integration of
mental health services into the existing health care facilities,

This clearly highlighted the need of mental health services at a grassroots level. This

study is an attempt to evaluate the impact of community mental health service in the
western region of Nepal,

2.0 Aim and objectives of the study

2.1  Aim of the study

To study the impact of community mental health programs in the western region of
Nepal run by mental Health Project, IOM in partnership with Mental Health
Program, UMN.

2.2 Objectives of the study :

* To assess the impact of training and supervision in mental health in the area of
knowledge, attitude and practices of trained health workers in the westermn
region.

* To assess the effectiveness of community mental health services provided from
health post and primary health center in the western region,

* To assess the knowledge and attitudes of community people in the westen
region in arca of mental health.



3.0 Literature Review

Available literature in the area of impact studies of community mental health programs is
scarce. In addition it is very difficult to get relevant literature to Nepal because there have
only been a few studies completed to this topic. It is equally difficult to find international
literature on this topic, particularly in the area of evaluation and outcome studies of
community mental health programs. However it does not mean that there are no or few
community mental health programs other countries of the world. The lack of publication
of such work or lack of access to such materials might the prominent reason. Literature
regarding the prevalence of mental health problems in different categories of population
both within Nepal and other countries is accessible. This information is not relevant to

the current study. Some of the available literatures relevant to current study are
highlighted below.

Wright (1991):

Wright's study (1991) entitled *Five vears of Community Mental Health Services; an
Evaluation Report’ evaluated the first community mental health program in the country.
She evaluated five community mental health services within CDHP health post in
Lalitpur district. The study has established seven objectives and evaluated mental health
services in regards to utilization of services, socio-demographic detail of mental patients
attending health post, information on diagnosis, community awareness, healthworkers
knowledge. attitude and practices, cost of the program and usage of program as a
demonstration model of a community mental health service.

Semi-structure questionnaires for health post staff were used to assess attitude in
community mental health. Individual interviews were carried out to evaluate attitudes of
both the community and the health post staff. Patient records and reports were evaluated
to assess the community service from patient perspectives.

Result of the study showed more female patients (56%) were treated than male. 16% of
patients were children and majority belonged to age range of 16-25 vears {32%). Epilepsy
(30%) and depression (33%) were major mental health problems as 63% of cases
comprised of these two disorders in health post. There are sex ratio differences in the case
of depression. as more female were found to have depression than male. It could be due
to increased awareness and competency of health workers to pick up of the condition.
More than fifty percent patients had been ill for more than one year. A similar amount of
patients had traveled more than one hour to attend health post. Majority of the patients
(63%) sought out traditional healer treatment before they attended the health post. 68%
patient records showed that health workers gave follow up advice. Majority of the staff
were satisfied with the mental health service in the health post even though it had
increased workload.

Health staff and community people both suggested regular mental health services with
regular supply of medicine, training to all health staff, supervision from specialist.
counseling training, integration of mental health services with general health services and
inclusion of mental health contents in all health courses and high school courses.



Supervision input differed on the distance of the healthpost from available supervisors:
More supervision occurred in the closer health posts to the regional office and where the
mental health supervisors were based. Community people could recognize epilepsy ang
mental retardation more frequently than other conditions. They attributed causative
factors for mental illness to inadequate diet, mental weakness or brokenness, physical
causes. worries and witchcrafts etc. There was a low level of awareness in the community
particularly in relation to depression.

In her recommendation Wright mentioned that health post staff were capable to provide
mental health service. She further highlighted the need for training to all health staff)
regular supply of drugs and for supervision to occur, as these factors are highly
mandatory for the sustainability of the program. Some of the difficulties she found whilg
in health post were poor record keeping, referral rate to specialist too low, low dosz of
medicine prescription (epilepsy and psychosis). She also recommended that community
mental health service provided in CDHP Lalitpur offered a workable model of
Community Mental Health Services that can be replicated. with modification, to other
areas of the country.

The information within this study was primarily obtained from health staff of health post,
village health committee members. traditional healers and traditional birth attendants!
with a small sample of population. There is no control group in the sample to compare
the findings with in an area where no service provided. Similarly. the effect of the
community mental health services were not evaluated from patient. patient relatives and
the community perspectives which could indicate an accurate impact of the awareness
program and mental health services.

In another study, (Jackson et al, 1993) evaluated the effect of “New Community Mental
Health Based in Primary Care” in South Manchester. A team of mental health
professionals were invoived in the identification and intervention at different levels. The
involvement of such a team approach in mental health services have been designed to
bring the change to the in-patient treatment of mental patients. There was a control group
to compare the findings of the index groups within the study. Index group had a larger
population than the control group. The population selected for the study had wide range
of age distribution (17-64 vears). The data was analysed with the use of SPSS with the
confidence interval analysis.

Findings revealed that admission rate of mental patient into the in-patient service
decreased when the new community mental health team started serving in a coordinated
way. In the beginning. both the index group and the control group, experienced a lack of
cooperation among the different level of manpower such as GP doctors, and the other
mental health teams (Psychiatrist, Psychologist, Psychiatric Nurses. Social workers,
Occupational Therapists). It also evaluated the prevalence and inception rates and the
effectiveness of the services provided by the new mental health team. Findings of the
study had been compared with the previous study, which were matched positively:
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Adhikari et al. (2000a,b)

Adhikari et al. (2000a) Conducted a community survey study to evaluate nonpsychotic
mental distress in one of the villages of Tarai district (Rupendehi) of western region. The
study population was selected following census method among the total population of
three wards of a VDC chosen purposively. SRQ was the main instrument used for
prevalence study. 414 adults above 16 years were interviewed. The total point prevalence
rate was 13.1% in total. Female had a higher prevalence rate than male.

This study also collected attitudes of community people regarding mental health. Results
revealed that community people defined mental health as free from disease. Community
people had expeniences with memtally ill patients having psychosis, epilepsy and
depression. Family problems, alcohol, husband second marriage and economic problems
were the causes of mental illness. mentioned by the community people in focus group
discussions. Regarding the recommendation to health post services, supervision and
improved management of administration were suggested.

In addition. this study aimed to increase available information regarding the prevalence
of mental health problems in the country. However. there was confusion in the analysis of
the data. particularly in selecting the analytical tools of the data because Chie square test
is not generally used to prove whether a difference in two groups is significant or not.
Similarly, there is no comparative group to compare the attitude related information.
Confusion regarding the sampling technique was also seen as the author refuted census
method as the most scientific method of data collection. Random sampling techniques are
often used in research because it is difficult to cover a whole population. It is more time
and economically viable than any other sampling method.

Adhikari (2000b) has done another study in Myagdi on mental health awareness using
focus group approach. Data were collected mainly through focus group discussions. The
details of the focus group discussion sample population were not explained in this study.
However. the discussion had been camried out among female community health
volunteers. traditional healers, fathers groups., hospital support commitiees. mothers
eroups, student of secondary level and school teachers as a target population of an
awareness raising program in menial health. Nine different focus group discussions were
carried out. Discussion were concentrated on the area of concept of health, mental health.
experience with mentally ill patients. causes of mental illness, behavior towards mental
illness, treatment of mental iliness and role and responsibilities of family towards mental
patients,

Majority of the groups knew about how to be healthy and the definition of health.
Educated people such as the students, teachers and hospital support committees knew
about the definition of health. Majority of the participants had less awareness on mental
health. Traditional healer's explanations regarding the causation of mental illness
involved physical, psychosocial and traditional beliefs eg. dissatisfaction with life.
family problems. heredity. high blood pressure, sin or ghost. Traditional healers were in
favor of using modern health services in the health post or hospital, as they had referred
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patients after they completed thejr healing rituals. Mothers and FCHV groups highlighted
psycho-social factors ©.&. worry, sexual harassment, physical illness, poverty, alcoholism
as causes of mental illness with fespect 1o women. Cultural restriction and patriarch
society imposed large amounts of Stress upon the females and have demanded women
take many different roles within the society at the same time. It was significant issue
regarding the causation of menta] iliness among the female groups. Participants of the
focus group discussion could identify psychosis (bowlaha), epilepsy and menal
retardation.

It is helpful to have information on mental health from different perspective before
mental health activities are planned, thus we can understand the needs of the community
and develop programs accordingly. The study was carried our 1o get feasibility
information and publje attitude about the reception of a mental health service. The
sampling framework and methodology was ambiguous. There is no information provided
from the community who were using mental heath services so that information could be
compared in both situations. Similarly the qualitative analysis is mainly involved tg
describe the response obtained from various participants. It has not followed  strigt
scientific methods in conceptualization of qualitative information.

Isaac, MK, & Sinha, R.N, (1996)

In their evaluation report of western region community mental health services, the impact
of the community mental health program in two districts (Kask] and Syangja) found
effective from varioys aspects such as knowledge of trained health staff in menta) health,
community and patient attitude towards mental health services. They had taken
references of the Pre-post training questionnaire scores from the participants of one group
of training. Post test score exceeded very high with the Pretest score. The interview
information from the participants of the mental health block training also revealed good
interest for the training and were aware about the usefulness and need of the mental
health services in the community where they were providing service. Almost al the
participants were enthusiastic 10 start mental health service in their respective health
Institutions. Similarly, community interview and mental patient interview information
also emphasized on the peed and importance of menta] health services in thejr
community. Community mental health service found 1o pe effective and suggested to
extend to other district as wel] in western region of Nepal,

lhe methodology used had limitation due to the lack of scientific tools to collegt
informations. Observation of the activities, interview and study of earlier report of the
Program were major tools used for the study. It has no comparative group to compare the
effectiveness of the community mental health services gt the same time. The study mainly
aimed to evaluate the effectiveness of the program, so, the methodology might be
adequate to answer the chosen objectives of the study.,




Braganza, D & Nap T. H. (1999)

In the short evaluation, completed by Braganza and Nap (1999) of the Mental Health
Program. United Mission to Nepal, the western region community mental health program
was also evaluated. Open interview, group discussion and studies of documents were the
key methodologies followed for the study. The evaluation focused on training, service
delivery and the functioning of the Pokhara Office. They found training component
highly effective as their interview with health workers showed that they were able 10
identify and treat majority of mental cases in the health post. Some of them were also
serving mental health patients at the clinics. Though they attempted to interview the
traditional healers. they were unable to. Their brief interview with FCHV's, revealed that
women were also encouraged to have input in mental health so that they can refer such
cases to health post.

In the evaluation of service delivery, they commented it was poor. as there was no
increase in patient flow in health post even though mental health service started five years
ago in the health post they visited. On the basis of their observation of service delivery. in
few areas of the western region. they concluded that it was not effective and
recommended not to expand it. Their suggestion was critical and based on either bias or
they lost motivation to observe many health facilities where mental health services were
available. Obviously. any program could not run at a desired level of success in all parts.
Difficulty in service delivery meant that some centers could not represent the service of
all the service delivery points, which was not appreciated while giving recommendations.

Some of the key concerns raised by the evaluators were for better implementation of the
community mental health program. In particular, the issue raised included supervision.
coordination with HMG at district. regional and central level. and recording of cases and
defaulier cases.

Ihis evaluation report obviously lacks information from the grass roots such as
traditional healers. teachers, female community health volunteers and others. The
evaluators also acknowledged this limitation. It can not be considered as a scientific study
due to methodological limitation.

Nakarmi. B. (2004)

Nakarmi (2004). completed an assessment study on the quaiity of mental health service
provided by the CDHP supporied healthpost in Chapagaon. The information used to
assess the quality of mental health services obtaining from trained health staff. their
knowledge. attitudes and practices in mental health. Information was also collected from
traditional healers trained in mental health in the area of knowledge and attitudes in
mental health and finally information was taken from the health post records of mentally
ill patients. A cross sectional study design was used for the study and followed both
quantitative and qualitative approaches to analyze the information.

Ten health staff, three focus group discussions of traditional healers and 15 case records
of mentally ill patients from health post were the sample population of this study. Semi




structured questionnaire were used for health staff and traditional healers. Patient records
were analyzed separately to see the qualitv of recording of mental patients. Findings
revealed that the health workers (HA, CMA) were able to identify and treat epilepsy.
depression and psychosis effectively from health post. ANMs were also able to identify
and give needful health education and referral imformation to such patients and the
community. In the study of impact of mental health services, healthworkers replied that
mental health training to health staff, regular mental health clinic, improved skills in
record keeping and improved community participation were major achievements.

The health staff were aware regarding the benefits of a recording system in mental health.
Records of fifteen mentally ill patients were analyzed in three different areas such as drug
intake, follow up details and drug dispensary. Information on these three areas were
further categorized into sections -recorded, partial recorded and not recorded. Findings
revealed that more than 80% cases of mental patient's information was recorded
adequately in all three conditions. Similarly, focus group discussions of traditional
healers reflected that they were aware on concepts, causes. and their role in the mental
patient.

This study obviously included small sample from only two health posts of Lalitpur
District. Furthermore. patient records were limited as only from one health post were
included in the study. The other limitation of the study involves the methodology. the
study attempted to seek mformation from only three different categories of mental
patients (Epilepsy, Depression and Psychosis) but not other mental illnesses. Similarly,
there is no control group to compare the findings so that it can reflect the impact of the
mental health program clearly. Limitations also exist in the selection tools and their use
observed from the main text of findings.

Considering the available literature current study attempted to have information from
poth experimental and control groups of sample, and attempied to reduce the bias and
other possible limitations as discussed in the hterature review. The information available
from the lwo groups was also compared.




4.0 Methodology of the study

4.1 Statement of the problems

¢  Whether mental health service can be delivered from the existing health care system
(i.e. is it possible to integrate mental health service)?

¢  Whether mental health service provided from primary health care system is effective?

¢  Whether there is any change in public attitudes to mental health in western region of
Nepal where community mental health service is available?

e Whether there is change in perception towards mental health services in mental
patients and their relatives in western region where community mental health service
is available?

4.2 Design of the study

It is a qualitative study to explore the impact of community mental health program
through the use of standard techniques. Experimental-control design was used to compare
the impact of the community mental health program.

4.3  Sampling technique and sample size

Two groups of the sample, experimental and control were selected from seven districts of
western region of Nepal. The experimental sample populations were taken from five
districts of the western region where community mental health programs were running.
Two districts comprised the control group. which was selected purposively.
Consideration was given to the distance when selecting the district for control population.
It was assumed that the control group had no effect on the mental health services where it
was available. Samples were tlaken from three clusters such as health post staff.
community people and patient who were receiving treatment from the health post. The
details of the sample population were provided below in the flow chart.

4.3.1 Health staff

Twentv-seven health post staff. which were trained and providing mental health services
were interviewed from five districts (Kaski. Svangja, Tanahu. Nawalparasi and
Rupendehi) in the study group. Eleven trained health staft were taken from each Kaski
and Syangja district purposively, because of the full coverage of the program. Three
health staff from Tanahu (Damauli hospital), one from Nawalparasi (Dumkouli PHC) and
one from Rupendehi (Lumbini PHC) were interviewed respectively. This included all
trained staff of these three districts. Similarly, for the control group three health post staf?
from another health post of Tanahu district were taken as a control for Damauli hospital.
one health-staff from other than mental health service provided health post each
Nawalparasi and Rupendehi district had been interviewed as control group for Dumkouli
and Lumbini PHC respectively. Eleven health staff from Palpa and ten health staff from
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Kapilbastu were interviewed as control group sample for health staff of Syangja and
Kaski districts respectively.

4.3.2 Community people

Ten-community focus groups comprising five groups from the control areas and five
croups from the experimental areas were interviewed. In each group there were ten
participants, five male and female selected purposively. They were local people who
often visited the health post or health center for their various health problems. They were
the community of the area served by the health post or health center. The community
focus groups did not include any teachers, female community health volunteers (FCHV),
traditional healers or local leaders because they were directly benefiting from the
WRCMHP, as they were the key target group in mental health orientation training to
disseminate mental health awareness among the public. This study intends to evaluate the
level of awareness in mental health among the local people who received mental health
information from local resources whom WRCMP oriented in mental health.

4.3.3 Patient sample :

Twenty-three mentally ill patients were selected for interview from the areas where
mental health service were available to the public. The selection process followed simple
random techniques from the health post records of mental health clinic. Every third
number in the registration was included in the study. The number three was used when
patient were less than 15-20 in the day of data collection but it was not applied for Kaski
district where insufficient patient were available at the time of the study. The research
proposal stated an intention to interview five mentally ill patients who received treatment
from the health post in the selected five districts so that the total number interviewed
woulld be 25 (mentally ill patients). Unfortunately, only three patients were available
from Kaski district. There were expected numbers of patient in other health post from
four districts (i.e. five from each health post of the districts selected randomly)

There were no patient samples in the control group because there were no mental health
services available. Hence they did not treat the mental ill patients but may have referred
to other centers where mental health service were available.
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4.3.4 Sample flow chart

Sample population

A_ Health workers B. Community focus group C. Mental patients

1. kaski 11 1. Palpa 11 l. Palpa 10 1. Kaski 10 1. Kaski 3
2. Svangja 11 2. Kapilbastu 10 2. Kapilbastu 10 2. Syangja 10 2. Syangja b
3. Tanahun 3 3. Tanahun 3 3. Tanahun 10 5. Tanahun {1] 3. Tanahun 5
4. Nawalparasi | 4 Nawalparasi | 4. Nawalparasi 10 4. Nawalparasi 10 4. Nawalparasi 3
5. Rupandehi i 5. Rupandechi 1 5. Rupandehi 10 5. Rupandehi 10 5. Rupandehi 5
Total 27  Total 26 Total 23

Total 5 focus group Total 5 focus group

discussion discussion

4.3.5 Sample selection criteria

Inclusion criteria
Healthworkers
1. Health Assistance (HA). Senior Auxiliary Health Worker (S.AHW) and Auxiliary
Health Workers (AHW) were selected for this study from PHC and HP where
WRCMHP implements mental health activities.

2. Health workers who had received 10 days block training in mental health were
selected for the study.
3. Health workers involved directly in providing mental health services after training

for at least one year were selected in the study.

Patient sample
1. Menually ill patients diagnosed and treated from PHC or HP of westen region
where community mental health service was available.
2. Patients receiving regular treatment for mental illness from PHC or HP where
community mental health service was available at the time of study.

Community people sample
1. Local community members and relatives of mentally ill patients.
2. Community people who use community health services regularly.
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Exclusion criteria
Healthworkers
1. Healthworkers who had not received training in mental health.
2. Healthworkers serving less than one year after receiving training in mental health
during the selected project time period (1996-2001AD) in WRCMHP area.
Healthworkers other than in program defined areas for experimental group
4. Health workers who did not provide mental health services after receiving
training in mental health.

Lea

Patient
1. Other than mentally ill patients were excluded from the study.
2. Patients suffering any co-morbid conditions (both physical and mental) werg
excluded from the study.
Patient who finished treatment or defaulter cases from PHC or HP from
WRCMHP area.
4. Mentally ill patients receiving treatment from other than the community
health program through WRCMHP.

Lad

Community Sample
1. Local leaders, FCHV, TBA, traditional healers, schoolteachers and children ¥
excluded from the study.

4.4  Instrument of the study

1. Identification information sheet for healthworkers:
It seeks socio-demographic information such as name, age, sex, caste, education,
marital status. religion, and work experiences etc. It was used both the control 3
expenimental group population.

2. Mental health training evaluation questionnaire:
It has been used for health staff in both the experimental and control group,
assess their level of knowledge in basic mental health. The community mental
health program has used this form for pre test and post test evaluation in all
mental health training conducted. It was developed by the Mental Health
Program, UMN and Mental Health Project, IOM by a group expert in ments
health. It has been extensively used in mental health, as the items of the
questionnaire are easy to understand and can assess the basic knowledge of the
participant. The questionnaire includes forty different statements in mental health;
they can be rated either yes or no in the given box on the right side of each
guestion.
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3.

Case report evaluation form:

The case report evaluation form is also used to test the health worker’s knowledge
in mental health. Six different types of mental illness case descriptions are
provided and nine different questions are asked that are related to each case. It
seeks information on diagnosis. information to support the chosen diagnosis.
treatment, side-effects of the prescribed drugs, advice on the duration of
treatment, advice for the family members of the mentally ill patient and possible
prognosis. This form has been used in all mental health training delivered to
health staff by the western region community program and all other mental health
training conducted. This form is useful to evaluate the level of knowledge gained
by the trainees from the training. It is also used and tested widely among the
health staff of South Lalitpur, Morang. Banke, and western region of the country.
This form was used for both the study and conirol samples 1o make comparisons
of the results between two groups.

Health staff attitude questionnaire:

Health staff attitude questionnaire secks information regarding the attitudes of
trained and untrained health staff towards mental health and mentally ill people.
The questions are related to the mental health training. effectiveness of the
training in their daily work. effect of mental health service 1o the local community
when such service was provided from the health post, community attitudes to
mental health services and difficulties they may encounter while delivering
mental health services in the health post. This questionnaire also includes
questions related to the need of supervision and ways of enhancing skills in
mental health, the process of integration of mental health into existing health care
svstem. record keeping and the need of mental health service in health post. The
questionnaire supplied is different for the control and study group. The former has
only nine questions while the later has 11 guestions because these questions were
included to draw on working experiences in mental health.

Questionnaire for focus group study of community people:

Research has developed this questionnaire. It is based on the course content of
awareness raising programs completed by the western region community mental
health program for local community people such as FCHV, traditional healers and
schoolteachers. There are ten questions regarding knowledge in mental health
including concepts of health, mental health. causes of mental illness, behavior
towards mentally ill people by the community, ways to improve support of
mentally ill and their family etc. Some questions were taken from an earlier study
carried out by mental health program. The questions were asked in a group of
selected local people and their knowledge and attitudes discussed.

Patient and relative interview form:

This is also a self-developed assessment form to interview mentally ill patients
treated at primary health care centers and health posts. It has two parts, form A
and form B. Form A vields information from mentally ill patients regarding their
experiences about the mental health services provided from the health post and



primary health care centers. Form B yields information regarding the experiences
and impressions from relatives of mentally ill patients about mental health
services provided from health posts and primary health care centers. There were
nineteen questions for mentally ill patient and five questions for the relatives of
mentally ill patients.

Patient examination record form:

The patient examination record form was developed for use by the psychiatrist
who evaluates the selected mentally ill patients receiving treatment from the
health posts or primary health centers. This evaluation tool focuses on four areas
such as the reason for consulting the mental health clinic, diagnosis made from
the treatment center (i.e. health post or primary health center), treatment given
from the health post and the remarks of the psychiatrist regarding the diagnosis
and treatment provided by the health post.

4.5  Procedure of the study

Confidentiality and permission for the study was obtained from the relevant authorities
and the participants of the studyv for ethical respect. Individual interviews were performed
with the selected health staff following completion of the structured research
questionnaire to assess the level of knowledge and skills in mental health practice. Four
different sets ol questionnaires were given to complete. They were the identification
information sheet, the mental health training evaluation questionnaire, the case report
evaluation form and the health staff attitude questionnaire. The research team explained
every question. if they were not clear. The case report evaluation form took the longest
for health staff to complete. It was particularly difficult for the control group because
they were not wained in the content. However, the trained group also felt it to be difficult,
as they had to remember their training knowledge and relate it to their experiences.

Information from the community participants was obtained through focus group
discussions. The discussions were moderated by the research team focusing on the area of
awareness on mental health as an impact of the mental health services made available in
the community. Attitudes to health post services and mental health services (particularly
il provided by the health post). All the participants were given equal chance to express
their view. In some places where language became difficult (particularly in Tarai district)
help was taken from the health post staft working in administration (i.e. no health
background) or community people who could translate correctly for both parties. The
information was recorded in tape for later detailed analysis.

Selected mentally ill patients were interviewed by the research team. Interview with the
mentally ill patient were carried out individually focusing on their perception of mental
health services in the community such as service accessibility and availability, time they
have to spend to meet and consult with health staff, precision and clarity of the
information provided by the health staff about their problems, advice and
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recommendations such as how to take medicines, their possible side effects, approximate
duration of medication, need of regular follow up, family role in the treatment and
rehabilitation and how much information and queries about mental illness of the relatives
of such patient were handled satisfactorily by the health post staff. Information was
written in the questionnaires at the same time. Treatment information and record keeping
of the treatment were also observed by the research team to obtain detailed information
about the treatment such as name of the drug, dose, advice given etes.

The psychiatrist evaluated the selected mentally ill patents and made remarks regarding
diagnosis and treatment provided by the health post. The information were documented
in the patient evaluation form separately for each patient.

4.6 Data Analysis

Attitude and knowledge related questionnaires were analyzed following qualitative
techniques. Information from health staff, patients and their relatives were coded.
categorized, read overview, read line-by —line, marked word and sentences for
condensation of information. The condensed information was then re-contextualized
{developed description and concepts) and comparisons were made between the
description and the raw data. Finally the concepts were compared between the two
groups. Information from community focus group discussions were transcribed from
cassette records, read and translated into Lnglish. The translated materials were
transcribed from the cassette records, read and translated into English. The translated
materials were then processed following the techniques as menuoned above. Such
information were also compared and correlated with the information provided by health
staft and community. Information obtained from the psychiatrist consultants were
compared with the health staff information and significance analvzed. Computer software
SPSS (Statistical packages for social science) was used for significance analysis.
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5. Results of the Study
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5.0  Socio-demographic variables of health workers:

Information regarding sex. age, education, caste, religion, location of health centers,
training, work experience and duration of training were presented in tabular form or
graphs to make them understandable.

Table 1
Experimental /s, Control
Control greup | Study group | Total

Sex Male 22 24 45

% 41.5% 45 3% 86 8%

Female M 4 3 7

o 7.5% 5.7% 13.2%

Total N 25 27 B3

% 49 1% S0.9% 100.0%

Gender distribution of the selected health workers showed male predominance in the
result as 86.8% male and only 13.2% female. In total 53 samples of health workers were

taken including control and study group.

Table 2

Experimental Vs. Control * Education Crosstabulation

Educauq_n
Ezlow Higher

SLC SLC Education | Total
Experimental  Contral M 1 g | 16 | 96
Ws. Control group 19% | 17.0% 30.2% | 49.1%
“Study group N 12 15 27
% 226% | 28.3% 50.9%
| Total M+l 2 .1" 21 | Ky 53“
% 1.9% | 396% | 58.5% 100.0%

Tables 2 showed majority of the participants (58.5%) were belonged to higher education.
In control group they were more than the study group. Table 3 below depicts the different
level of higher education.
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Table 3

Experimental Vs. Control * Higher Education Crosstabulation

_Higher Education .
Intermediate | Bachelor Master Total
Experimental  Control group N 8 § 2 15
Vs. Centrol % 267% 16.7% 6.7% 50.0%
Studygroup N g | 5| 1] 15
% 30.0% 167% |  33% 50.0%
Total N 17 10 [ 3 0]
% 56.7% | 33.3% | 10.0% | 100.0%

Only 30 participants had higher education out of total sample (53). Intermediate level
the highest distribution. Equal percentages of cases were seen in both conditions i.e.
control and study.

Table 4 Professional education
| Expenmenial Vs. Control

Control group | Study group Total
Professional  AHW M 17 | 14 31
Education % 32.1% | 26.4% 58.5%
HA N 8 | 13 21
% 15.1% | 24.5% 39.6%
Pubhc Health Supervisor N 1| | 1
% 1.9% | 15%
Total N 26 27 | 33
% 48.1% ‘ 50.9% 100.0%

AHW has the highest distribution (58.5%) among three major categories.

Table 5 Religion
Experimental Vs. Control |
Control group | Study group Total
Refigion Hindu N 26 27 53
% 49.1% 50.8% 100.0%
Tatal N 26 27 53
% 49.1% 50.9% 100.0%

All the health worker participants were belonged to Hindu religion.
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Table &

Caste ™ Experimental Vs, Control Crosstabulation

Exparimental Vs, Conirol
Control group | Study group Total

Caste Brahmin  Count 14 17 3
% of Taotal 26 4% A2 1% 58.5%

Chhetri Caount 4 5| 9

3% of Total 7.5% 94% | 17.0%
Thanru Count 1 | 1

% aof Total 1.9% 1.89%

Magar Count =T 1 2

% of Total 1.5% 1.8% 3.8%

Mewar Count 4 3 7

%% of Total 7.5% 5. 7% 13.2%

Thakur Count 1 1

% of Total 1.8% 1.9%

Others Count 2 2

% of Total 3.5% | 3.8%
S S | s =
% of Tatal 48.1% | E0.9% 100.0%

Caste distribution of health workers showed that Brahmin has the highest distribution followed by Chhetr
and Newar respectively.

Tahle 7

Experimental Vs, Control ™ Type of mental health training Crosstabulation

Type of mental
heaith training
Black training Tatal
Experimental Vs, Control  Study group N 27 27
W 100.0% 100.0%
Tolal M 27 27
U 100.0%, 100.0%:

This table revealed all the participants of study group received mental health block
training. Control group did have not received this training, so they were not included in
the result above. L



Figure 1

Training in mental health
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Training in mental health

The figure shows that 49% health workers were not trained in mental health w
comprised control group for this study.

Tahle §

VDC/Municipality * Experimental Vs. Control Crosstabulation

Experimental Vs, Control

= < Caontrol group | Study group Total
VDCMunicipality Municipality Count 4 17 | 21
% of Total B.7% \ I7.0% 45.7%
VDC Count 16 <] 25
% of Total 34 B% 19.6% i 54.3%

 Total Count 20 | 26 | 45
% of Total 43.5% ' 56.5% | 100.0%

Location of health facilities showed that 54% were located in VDC in total. However,
more health centers (37%) were located in municipality for study group than control
aroup. 24
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Table &

Means
Total
SCOrES
Wark Duration of Case Total of
Experimental Experarience | of training study prepost test
V5. Control Age in month in days farm guastionnaire
Control group  Mean 33.42 i 104 29 17.35 24 27
M 24 24 | 26 26
Std. Deviation 8.52 101.82 | 993 4 g
Study group  Mean L ages 199.55 | 11.96 PR 33,04
N 27 27 27 | 27 | 27
Std, Deviation a.57 85.06 5.42 17.72 4.2?_
[Total Mean 36.49 154.73 11.95 4474 28.74
M 51 81 27 A3 53
Sid. Deviation 8.95 I 104.01 h42 3067 6.05

Means of the age. work experience, duration of training, total scores of pre test, post test
and total scores of case study have been shown in both control and study group. Control
group did not have mental health training, so the figure is lacking in the respective box.
There is obvious difference in the means of age, work experience, total scores of pre test,
post test and case scores. The significance of the difference has been shown below

another table.

Table 10
ANOVA Table
Sum of Mean |
Squares df Square F Sig.

Age ” Between Groups  (Gomoined) 428.245 | 1 | 428.245 | 5.867 014
Experimental Within Groups
vs. Contral | = 3576.500 | 49 | 72.900 |

Total 4004745 | 50
Work Betweasan Groups  (Combinea) 115308.5 1 115308 [ 13,274 2001
Expererience ™ \within Groups
Experimantal 4256416 49 | B8685.56
Ws. Control _ '

Total 540950.2 50
Duration of Between Groups  (Combined) ooo /2 | 000 000 [ 1.000
training * . Within Groups
- i I P 7649683 | 25 | 30.599
Total scres of Between Groups  (Combined} | 38287 75 1 | 382878 | 1838 | .000
Case study * Within Groups |
Experimental bk 10626.55 | 51| 208384 |
¥s. Control Total 4801430 | 52
Tolal of prepest Between Groups  (Comzined) 1018.224 1 1018.22 | 68738 palaly
test Within Groups '
questionnaire * B 884078 51 17.335
Saperrenial - pai) 1902302 | 52 |

ed

L




Above result indicates the significant differences of mean in two conditions. Totals |
pre test post test scores and case scores differed significantly, which indicates the effe
of mental health training to study group. The low mean scores in control group is becau
they did not get mental health training. The difference is strongly significant (P=.000).

Table 11
name of district * Experimental Vs, Control Crosstabulation
Exparimental Vs, Contral
Contrel group | Study group Total

narms Kapilbastu M 10 10
of % 18.9% 18.9%
district. gk N 11 fH
Y 20.8% 20.8%

Nawalparasi N 1 1 e

% 1.9% 1.9% | 3.8%

“Palpa N 11 | D

% 20.8% | | 208%

Rupandehi N - (] 1] 2

% 1.8% | 1.9% | 3.8%

Syangja N § 10| 10

S 18.9% 18.9%

Tanahu N g 4 W=esy

% 5.7% 7.5% 13.2%

[ Total N 26 BT 53
5% 49 1% 80.9% 100.0%

Table 11 revealed simply district wise distribution of samples both

aroup.
=1

Tahle 12

Descriptive Statistics

Patient sample descriptive result

I+ Mean Std. Deviation
Curation of illness
befare treating from HF 23 a2 46.30
in manth
Duration of treatment Lkl L et
from HP in month o 26.13
Time to travel from 7
hame ta HF in minutes 23 64.35 96.30
Dwration of waiting in
HF in First visil in 23 1,55 1.25
hours
Patient age 23 30.09 | 16,87

in control and stug



This table revealed means of duration of illness when patient first time visit to health
post. means of duration of taking treatment from health center or health post, distance of
home to health centers and duration of waiting to meet health staff in first visit. The mean
age of the patient also provided in the table.
Majority of the patient were married
(65%) as shown in the table.

Table 13

Table 16
Patient Sex Patient Occupation
Freguency Percent '

o . Frequency | Percent
V.. Eenls 14 609 Valid  Farmer 3 130
Male ¥ 391 House wife 11 47.3

Total 23 100.0 Service 2 8.7

The gender of patient and their e, & A5
frequency and percentages are presented Cnarmpioyed il P2
i thie bl Total 23 | 100.0

Patient occupation ranged from farmer

Table 14 o
. to unemployed. Housewife has the
Patient Education highest frequency.
Fraquency Percent Table 17
Valid 4] 10 43.5
, » a3 Health post adress
2 4 17.4
f ﬁ : Frequency Fercent
o 3 138 Valid  Damaul 5 217
i' 3 i Deurali 3 130
o ‘ 4.3 Durmkauli g 1.7
e . L _
gy ik Lumbini 5 | 21.7
Al 23 1000 Walling 5 217
Table showing distribution of patient Totsl 23 1 1000

education. Education ranged from

i Table showing distribution of patient
tlliterate to 7 class.

according to health facilities from
different district. In Deurali health post it

Table 15
is not possible to get 5 cases of mental
Patient marriage patients.
Freguency Fearcent
Valid M 15 652
UM a 4.8
Total 23 100.0 -




5.2

Table: T A
Cnmpwmun of diagnosis made by health workers and psychiatrist

Result on qualitative information from patient

[ C.No. | Diagnosis from health workers | Diagnosis from psuhldlnsl T
| 5! .-"-.nxict;-r'T\FI:Lu'usi:; s Anxiety Newrosis
| 52 Acute psychasis Alcohol induced psychotic disorder e |
B Recurrent Depression Depression with prominent anxiely symploms
54 Epilepsy Epilepsy wowesd
=5 Epilepsy Epilepsy . et
50 Epilepsy with Mental Retardation | Post Encephalitic Sequele |
57 Depression Depression i
s8¢ Depression Depression
s49 Epilepsy = Epilepsy
510 | Epilepsy Post Encephalitic Sequele
| 811 Depressive disorder Depressive disorder
| 512 Epilepsy Down's Syndrome, Mental Retardation, Epilepsy
| 513 Diepression ‘Disorder Moderator | Depressive disorder-recurrent- Moderator
514 Chronic Psychosis | Schizophrenia (Paranoidy |
515 Epilepsy o : Epilepsy —generalized T'C I
Sl Epilepsy Seizure disorder, generalized T/C
517 Depressive disorder . Depressive disorder severe with psychotic symptoms v
518 | Depression Depression
519 Psychosis Psychosis rh
520 Epilepsy Generalized Anxiety Disorder
I - | DVD Seizure Disorder e
[ 821 | Mixed Depressive disorder Diepression-improving & : oradually o
| 522 | Depression : Drepression with prominent anxiety symploms
523 | Bipolar Affective Disorder Functicnal psychoesis i
Table1 B

Agreement in diagnosis between
health workers and psychiatrist

| Evaluation | N Percentage
Asreed 16 | 69.56 il
Fartial | & 26.09
Agreed
NotAgreed |1 | 435
Total | 23 100,00

Almost 70 % diagnosis were agreed between the trained health workers and psychiatrist.
Partial agreement refers to agreement of symptomatic diagnosis or differential diagnosis.
The detail of diagnosis pattern in two categories is given in table 1A,

"




Table1 C

_ Diagnostic Comparison

Health worker Psvchiatrist
Diagnosis | N Percent | Diagnaosis N | Percent
Epilepsy |9 | 3%.13 Epilepsy : 5 2174
Depression | 9 39.13 Depression s g | 39.12
Anxiety 1 4.35 Anxiety neurosis l 433
MNeurasis -
Psvechosis | 4 17.39 Fsychosis 3 13,04
s Aleohol Ind. Psyvehosis I 4.35
Post encephalitic sequele 2 8.70
- Down's syndrome/ MR/ Epilepsy I 4.35
e GAD, VD -Seizure disorder 1 4.35
Total 23 10000 | 23 | 100.00

The agreement in the diagnosis of depression, psychosis and anxiety neurosis between
health workers and psychiatrist is almost cent percent. In epilepsy, four cases were partial
agreed with psychiatrist diagnosis. In epilepsy the presenting complain were agreed in
both groups, however, psychiatrist provided differential diagnosis as well.

Table2 A
Comparison of treatment made by health workers and psychiatrist
| Code | Health workers Psychiatrist
| Nomber | i
B ' | Amitriptyline 25 mg daily
52 | CPZ 150 mg /day, Benzhexol 4 mg/day | Gradually reduce and stap CPZ
53 | A _p:»lme S0mg ‘day Amitriptyline =
54 Phencbarbitone 60mg fday Same continue A
§5 Phenobarbitone | Same 5 i
56 Sod. Valporate Glﬁlﬂmg ‘day, CPZ 100mg/ day | Increased dose of Sod. Walporate up to 800mz
daily, CPZ 7T3mg daily
| 87 . *n*wtrlﬂulm | Amitriptvling 100me daily e S
o8 —‘ulnlrlp“rllnu. 7imgiday, Inderal Same continue
= Phenobarbitone 60mg daily Same continue 35
{ 510 Phencbarbitone 90me daily Phennbvhnon& 120mg daily
S Amitriptyline 7amg / day A[T]Llnptvsim. [ 30mg daily, Prap1t1uiul 20mg
daily
512 Phencharbitone 30mg/day, Phenyvioin Change medicine to Sod.Valporate 400me /day, |
100mz/day if fit is not controlled add Clobazam Smg dailv.
S13 Amitriptyline 25mg/ day Amitriptyline 150mg daily &
| 514 CPZ 1 50mg /day. Benzhexol dmg/daily CPZ 150mg daily
| 515 Phenobarbitone 60me daily, Phenyvioin Stop Phenytoin, Increased Phenobarbitone up
| 100mg daily . to 180my daily
= Phencbarbitone 50 mg daily Same continue
517 Amitriptyline 73mg daily, Trazine Sc. 2.3mg Anulan:m 150mg daily, Stop Trazine Sc.
3 daily
S8 | Amitriptyline 23mg daily Same continue
519 CRZ £l e Same continue ik
=20 | Phenobarbitone 60mg daily Continue same
=21 | Imipramine 25mg daily, Inderal 30mg daily, | Continue Imipramine, Propanolol 40mg daily
Cynocal 16mg daily
5322 | Imipramine $0mg daily Continue same. Tricvelic antidepressant
23 | CPZ 100mg daily, Pacitane 2mg daily Continue same P
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Table 2 B Agreement in treatment
between health workers and psychiatrist

Evaluation | N | Percentage
Agreed [ 10 | 43.48
| Partial Agreed | 10 | 43.48
[ Mot Agreed | 2 5.69
| Not clear | 1 4.35
| Total 3 ,J 23 100.00
Table 3

Accompaniment in first visit

| Accompaniment | N Percent
| With Family 19 | 82.60
| Self 2 | 870
| With Neighbor | 4.35
| With relatives | | | 4.35
Total 23 | 100
Table 4
Referral source to mental health service
in HP / PHC -
| Source ™ Percentage
i Relatives 3 13.04
| Neizhbors | 7 an.43
| HP siaff 5 21.74
| FCHY 2 8.70
| Self 1 i 4.35
| Polio field 1 4.35
workers |
From HP | 3 13.04
information
board
| Hospital 11 | 435
ool =—=1108 100
Table 5

Perception of Mental health service of

HP from relatives

| Evaluation ™ Percentage |
 Notmuch |1 4.35

Good 4 17.39
_Very good 9 39.13 '
| Absent of 9 | 39.13
| relatives
| Total 14% | 100

Table &

Patient's satisfaction from health post

service (Relatives

| Evaluation N | Percentage
| Not satisfactory 0 | 0 :
| Some what 3 13.04 |
| satisfactory | . 3
Satisfactory 114 | 60.87 |
Very much & | 26.09 :
| satisfactory | .
Total |23 | 100.00
Table 7

Reluctance of patient to come HP/ PHC
for treatment in the beginning (Relative)

_Evaluation N | Percentage
Yes e .
No g b 14 | 60.86
Absent of 0 39.14

| relatives

| Total {23 | 100.00

Table 8

Understanding of problems by health

workers (Patients)

| Evaluation | N Percentage |
rh'm understood |0 0
Lnderstood well 22 Q365 |
Very much 1 4.35 !
understood
| Total ] 23 100.00
Table 9

Prescribing medicine from health post

| Evaluation | N Percentage |
| Yes | 23 100
No 0 0 i
Total | 23 100
Table 10
Regular intake of medicine (patient)
| Evaluation | N Percentage
| Yes 20 87.96
| Missing 3 13.04 i
| Total 23 | 100.00




Table 11

Health education on drugs from

health workers (Patient)
| Evaluation | N | Percentage |
Yes 23 100
No 0 0
Total | 23 100
Contents of information

«  Take medicine at bed time
I_- Take regular medicine

Table 12
Information on S /E of drugs {Patient)
| Evaluation | N Percentage
Yes | 19 826
No [ 4 17.4
Total | 23 LA
Contents

e  Dryness of mouth and sedation
J e  Drinks lots of liquids

Table 13
Information about F/'L {Patient)
| Evaluati | N Percentage
an | }
(Yoo [ 133 L)
No od 935,65
Tatal 23 | 1000
Contents
s Monthly follow up.
Table 14
Information on duration of drug wse {Panent)
| Evaluation | N | Percentage |
Yes | 15 | 6522 !
No 3 34,78 |
Total 23 100,00 |
Table 15

Progress information (Patient)

L!’_r_qgrus | N | perrmtzgt_-

| 40-60 %o 9 3913

| 60-80% |7 3044

| 80-100% | 7 | 3034 l
Total 23 100.00 |

Progress is measured on the area of
presenting complain, work
efficiency, family life, and social

| life.
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Table 16

ress report from relatives

| Progress N | Percentage I
| 40-60 3 21.7
60-80 3 217
S0-100 13 | 56.6
Total 23 | 100.00
Table 17
Discussion of problems with family by HW
(Patient) —
| Evaluation | N | Percentage |
Yes |17 73.9 '
No 6 26.1 |
Total | 23 100 |

Table 18 A: Information from HW about role of

familv (Relative)

Evaluation | N | Percentage |
[ Yes S Loiasdg "
! No - 174 |
Absent of [ 11 | 478
relatives
Total | 23 | 100 |

Table 18 B: Family role in treatment (Relatives)
*  Supportive in taking care of medicine,
regular follow up and in other areas.
Family has an important role

Show love. affection and no criticism

Provide help on time.

& 8 & &

Nine patients did not have relatives

during the time of interview.

Table 19
Suggestion given to mental health service
{Patient and relatives)
| *  Free supply of medicine §|
Adequate drug support
Less waiting time to consult health workers
Regular support :
Better to have all the service at HP
Regular supervision
Availability of mental health specialist
MNo sugaestions ( | | participants) |

|
1




There is significant level of agreement of treatment protocol between healthworkers and
psvchiatrist as revealed by table-2b where 44% treatment is agreed fully and similar
percentages is agreed partially. The choice of treatment is same even in partial agreement
protocol, though they were given in low dose. Table 3 revealed that almost 83% patient
were visiting health facilities with family members. Most of the patient received
information on mental health (Table 4) from neighbors (30%). followed by health post
staff (22%) and relatives (13%) respectively. Only 61% patients were accompanied by
their relatives at the time of evaluation for this study in health post (Table 5) out of
which, 58.5% replied that mental health service at health post is satisfactory. When the
same information is compared with patient receiving treatment (Table —6), 87% replied
that service was satisfactory.

Regarding the reluctancy shown by patient to go to health post for treatment (Table 7) all
the patient party (61%) replied that patients were not reluctant for it. All except one
patient (Table 8) accepted that healthworkers were efficient to understand their problems
and give treatment. Like wise all patients received drug treatment (Table 9). Regarding
the compliance of medicine prescription from health post, 88%(Table 10} told that they
were taking medicine regularly. However, 13% patients were missing the dose due 1o
various reasons (usually they forget). Almost all patient received health education (Table
11) on time about the need of compliance of treatment. They were mainly told to take
medicine at be time. and take it regularly. Similarly, table 12 showed that 83% patient ,
received information regarding the side effect of medicine given to them by
hezlthworkers. Dryness of mouth and sedative effects of the drugs were told by the health
workers. Drinking of plenty of liquids was suggested as remedy to reduce these effects.

Regarding the information on the need of follow up. 96% patient replied that they were
told to visit monthly for follow up (Table 13). 65% patients were told that they were
informed regarding the duration of treatment (Table 14) while remaining told that they
did not know about it. 61% patient compliance (Table 15) that they felt better almost 60-
100 % from the health post treatment. Progress was measured on the area of presenting
complaints, working efficiency, family life and social life of the patient. The same
informations when compared with patient relatives showed that even better out come
such as 77% (Table 16) replied about 60 -100 % improvement.

Majority of healthworkers discussed the problem of mental patient with their family
members available at the time of consultation (74%, Table 17). Table 18a and b presents
the information regarding family role in treatment. Family support were measured in the
area of regular medicine in take, follow up and taking care in food and hygiene. The
need of emotional support is also explained to patient relatives. Regarding the suggestion
given 1o the mental health service (Table 19) by the mental patients and their relatives,
majority of them spelled out the need of supply of free mental health drugs from health
post as like other general health problems and less of waiting time to meet the concerning
healthworkers.



5.3 Differences of paper case diagnosis profile between two groups

Table 20
Report
Diagnosis score
Experimental Vs. Control Mean N | Sid. Deviation |  Sum
Control group 188 | 26 | 1.21 | 43
Study group 5.52 27 | = 145
Total 374 53 2.12 | 188

This table revealed total scores of six cases diagnosed by health workers. Control group
could get in total 49 scores with mean and standard deviation 1.88 and 1.21 respectively
while experimental (study) group achieved 149 scores from six diagnosis cases provided
with case story. The mean and standard deviation are 5.52 and .94 respectively. There is a
difference between two means. The significance is analyzed and report is presented
below. It indicates that trained health workers are significantly different in capacity of
diagnosing the cases than the untrained one.

Table 21
ANOVA Table

Sum of | Mean |

Squares | df | Square | F Sig.
Diagnosis score = Between {Combined) | Vi | i
Experimental Vs et 174907 1| 174.907 | 1502 000
Control Within Groups 59395 31 1.165 I

Total 234302 | 52 |
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5.4 Individual case diagnosis profile in two groups

Figure 2
Epilepsy Case
00— 1% Experimental Vs, Control
PR [ Control group
a _ B Study group
%=
5 Bars show percents
€ 0%~
@
]
L
@
o

10%=

=5 ,

i
Wrong Diagnosis Correct Diagnosis D't know

Epilepsy

Epilepsy * Experimental Vs. Control

Experimental Vs. Control
|l a Control group | Study group |
Epilepsy  Wrong Diagnosis ] 1|
% 1.9%
Correct Diagnosis N 23 27
% 43.4% 50.9%
Don't know M 2
G5 3.8%
Total M 26 27
% 49.1% 50.9%

In first case. experimental group could diagnose all cases (51 %) correctly while conirol -
group also could diagnose 43 %. There are no evidences of wrong diagnosis or not able
to make diagnosis in the experimental group but it is seen in control group.
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Figure 3

Hysterical Neurosis Case

5 Experimental Vs. Control
B Control group
i B Study group
Bars show percents
— o .
=
@
e 23%
[
B sone-
13%
: &
Wrong Chagnosis Comest Diagnogs Dont know
Hysterical Neurosis
Hysterical Neurosis * Experimental Vs. Control
Experimental Vs. Control
=] Conirol group | Study group
Hystenical Wrong Diagnosis N 7 2
Meurosis % 13.2% r 3.8%
Correct Diagnosis N 12 ] 25
% 22 6% 47 2%
Don't know N 7
% 13.2% [
Total N 26 ] 27
% 49 1% 50.9%

Above table shows the distribution of diagnosis pattern of case of hysterical neurosis.
High percentage of diagnostic accuracy is seen in study group than the control group. The
wrong diagnosis or not able to make diagnosis pattern also increased in control group
than the experimental group as shown in figure.
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Figure 4

Anxiety Neurosis Case

_ 47

A0% =

=

23%

Percent

20— g%

0% -

I I T
¥irong Diagnosia Correst Diagnesis Don't know

Anxiety Neurosis

Anxiety Neurosis * Experimental Vs. Control

Experimental Vs. Contrgl |
Control group | Stuey aroup
Arnxialy Wreng Diagnosis . ™ 10 2
Neurosis % 18.9% | 3.8%
Correct Diagnosis N 4 | 25
o 7.5% 47.2%
Don't know M 12
k! 22.6%
Total M 26 27
% 49, 1% | 50.9%

Experimental Vs, Cont
B Contral group

B Study araup

Bars show percants

Table shows that the accuracy of diagnosis is decreased very much in control group than

the experimental groy p- Other categories such as not able
diagnosis has high percentages of distribution in contral garoup.
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Figure 5

Psychosis (Manic) Case

45% Experimental Vs, Control
B Control group
A0%%= ER Stwdy group
Bars show percents
| 30%=
| E
o et
| 7 e
=
| [
: O 20%—
_ 13%
105
] 6%
I : 1 I
Wirang Diagriosis Corredt Danosis Con't ko
Manic Psychosis
Manic Psychosis * Experimental Vs. Control
Experimental V's. Conirgl
Control group | Study group
Manic Wrong Diagnosis ] 5 3
P % 11.3% 5.7%
Correct Diagnosis N 7 24
% 13.2% 45.3%
Don't know M 13
% 24 5%
Total N 26 27
Y% 49.1% 50.9%

The diagnosis pattern of case of manic psychosis revealed almost same observation as
like above cases where the highest accuracy in making diagnosis is seen in trained health
workers group than untrained healthworkers. Only 13 percent health workers could
diagnose this case accurately while 45 percents trained health workers out of 51% could
diagnose the case.
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Figure 6

Depression Case

E 477 Experimental Vs. Contro
EH Control group
e B8 Study group
Bars show percants
- J0%=
=
@
2
@
O son- 19%
10%=
4t
Wreng Diagnesi Carrect Dizonosis Con't know
Depression
Depression * Experimental Vs, Control
Experimental Vs, Control
Control group | Study group
Deprassion  Wrong Diagnosi M 10 2
Y 18.9% 3.8%
Correct Diagnosis N & 25
% 11.3% 47 2%
Dan't know M 10
% 18.8%
Total N 26 27
L 49.1% 50.9%

Diagnosis pattern of Depression case showed 47 percents health workers from trained
group could diagnose the case correctly while much less in untrained group (11 percents).

High percentages of healthworkers in control group were either made wrong diagnosis or
not able to make diagnosis.
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Figure 7

A=

Psychosis Case

43%

Psychosis * Experimental Vs. Control

Experimental Vs, Control
[ Contral group

I Swdy group

Bars show parcents

Experimental Vs, Control
. . B Control group Study group
Psychosis  Wrong Diagnosis N 16 3
% 30.2% 5.7%
Correct Diagnosis N 1 23
% 1.9% 43 4%
Don't know N 9 1
% 17.0% 1.9%
Totai N 26 27
% 49.1% 50.9%

Diagnostic pattern of psychosis case describes that 43 percent trained health workers out
ol 51% were able to make correct diagnosis while only 2 percent from untrained group
could make correct diagnosis. So it revealed significant differences in diagnosis skills in

two groups.
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5.5 Result of Qualitative information from healthworkers
Information from trained health staff

_Table 1 i

Changes occur due to mental health service at health post

I | Mental health training helps very much in making dmmosm l[rdf:nllﬁc’llmn‘.l treatment including
| | counseling and brings general changes in the skill and capacity in mental health.
2 | =« Mental health program is essential due to increased number of mentally ill patients.
‘ #  There is increased awareness in mental health in the community as more mentally ill patients
i were attending to health post for treatment. It helps in diluting the stigma against the mental
1
1

illness in the community,

e [ncreased trust of community people to health post and alse help in changing attitudes of
community people towards mental 1llness.

. !nu:r-sw:d confidence n'“ health staffin rmkinz di'!g‘msis 'md treatment as mental health

13 (_mmm,'_-. pe:-:}p.‘e were positive to health post service. They were 5utling mental health service
in their own community, which reduces unnecessary expenditure such as travelling to remote

‘ | places for same treatment. Community drug programs some time affect negatively as some people

|| blame it health post staff while we sold the drug,

Table 2

I Knowledge in treatment other than drug

| = Health education and awareness raising in mental health.

s Counseling to solve problems,

+  Talk, listen, explain the problems, and encourage to make mentally ill patient more independent,
s Advice and suggestion

¢ Family education, support and love

¢  Help to understand the problems and guide o get solution,

«  Support mentally

«  Love, affection

¢« Helpful antitude towards mental patients

+  Psvchological support

= Ask patients to seek traditional healers treatment.

«  Problem solving skills such as yoga, meditation,

| *  Psychotherapy —indigenous form such as Jyotishi, Ddhami, lama

Table 3

Perceprmn of mental health service provided from health post

»  People were aware that mental illness is not communicable dlsea'_-.i. cured well if there is
treatment on time,

| People felt that treatment is easy, curable and cheap.

| »  People were happy that treatment is available at local health post, need not 1o visit big hospital
Mentally i1l patient could cure equally even from health post treatment though the duration can
be varied.

= This service increased trust of community people towards health post.

¢ Easy drug availability to poor patient is necessary to make mental health service effective and
| accessible Lo poor people.

30




DD

Result of Qualitative information from healthworkers

Information from trained health staff

Table 1

Changes occur due to mental health service at health post s

Mental health training helps very much in making d]"lgnO&lb (identification), freatment including

counseling and brings general changes in the skill and capacity in mental health.

_\i;nn] health program is essential due to increased number of mentally ill patients.

e There is increased awareness in mental health in the community as more mentally ill patients
were attending to health post for treatment. It helps in diluting the stigma against the mental |
illness in the community, I

e Increased trust of community people to health post and also help in changing attitudes of ‘

community people towards mental 1llness.
e Increased confidence of health staff in making diagnesis and treatment as mental health
training helps to understand problems from various perspectives,
Community people were positive to health post service. They were getting mental health service
in their own community, which reduces unnecessary expenditure such as travelling to remote

| places for same treatment. Community drug programs some time affect negatively as some people

blame it health post s1aff while we sold the drug,

Table 2

Knﬂﬂlcdvr_‘ in treatment other than drug

-

Fealth education and awareness raising in mental health.
Counseling to solve problems,

Talk, listen, explain the problems, and encourage to make mentally ill patient more independent,
Advice and suggestion

Family education, support and love

Help to understand the problems and guide to get solution.
Support mentally

Love, affection

Helpful attitude towards mental patients

Psychological support

Ask patients to seek traditional healers treatment.

Problem solving skills such as yoga, meditation,

Psychotherapy —indigenous form such as Jyotishi, Ddhami, lama

Table 3

Perception of mental health service provided from health post

People were aware that mental illness is not communicable disease . cured well if there is
treatment on time,

People felt that treatment is easy, curable and cheap.

People were happy that treatment is available at local health post, need not to visit big hospital
Mentally i1l patient could cure equally even from health post treatment though the duration can
be varied.

This service increased trust of community people towards health post.

Easy drug availability to poor patient is necessary to make mental health service effective and
accessible Lo poor people.




Table 4  Difficulties faced while providing mental health services

Lack of regular supply of mental health drugs at health post. They were even not supplied in local |
medical shop.

There is shortaze of trained manpower to provide this service from health post. .
People often blamed that health post staff were selling drugs instead of giving freely as '
government has provided it.

Meed regular supervision and follow up.

Difficulty in time management

Poor patient could not buy medicine, so have difficulty to treat.

There is difficult 10 follow defaulter cases.

Patient flow decreased when we asked them @ buy medicine.

Some time it is difficulty to make diagnosis.

Drugs were not available at cheaper rate in the market.

Mental health training is neaded to all the health staff to continue this service.

Lack of trust among the public to health post.

Regular seminar, workshop. and refresher training is necessary in mental health.

Patient visits often to traditional healers than health post

Lack of awareness in mental health as there is stigma against mental illness in the society.

Table 3 Information on supervision in mental health
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To know detail condition of the patient. make necessary change in treatment and 10 make the service
maore effective. It also helps 1o know about the effectiveness of treatment. .
Supervision helps to refresh the knowledge and skills of trained staffs. |
Supervision brings change in performance and 1o make aware on problems.

It helps to know the problem faced by health post and helping them to find the solution.

Due 1o lack of supply of drug supervision is not necessary as no patients were visiting.

Supervision is necessary to provide counseling and increase awareness.

Supervision helps to observe any misuse of drugs.

Supervision is necessary for the sarisfaction of patient as experts were visiting 10 health post

Public believes more on supervision team. I
To review any difficult case in diagnosing. reatment, prognosis and provide necessary instruction.
Supervision id necessary to know any shoricoming of the program and improve it accordingly.
Frequent supervision increased trust of patients towards mental health service and also increased
patient flow.

It provides opportunity to be familiar with patient and increased confidence about diagnosis and
treatment,

Supervision helps in arranging training. discussing difficult cases with consultant, taking class in
training etcs. It helps to sysiematize the reporting system.

It would be effective if we have one mental health supervisor at district level and conduct supervision |
regularly. |
Supervision should not just provide direction. It has to be effective.

Supervision provide chance 10 leam more from the experience. |
Supervision has to be done while health workers were examining the cases and he’she must be
competent and skillful and dedicated to work.

The components of supervision such as motivation, training and suggestion are helpful to cxp]nre
solution of the difficulties experienced while working and helps 1o evaluate the effectiveness of
program and give necessary direction.

Supervision facilitates in the rehabilitation of patient in his or her own community so that patient will I
become more productive and can lead effective life. |
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Table 6 Information on integration of mental health service

*  [Integration is necessary (all except one participants agreed). Integration could be done as like TR,
Leprosy and Malaria but needs regular support from mental health specialist.

*  Integration could be done through coordinating with HMG and b developing regular wok plan.

*  Mental health service 1o be integrated, provide mental health training to all the health post staff
make availability of free drug as far as possible, provide regular service for mental patient rather
than fixing certain clinic day in health post.

e Mental health problem is also a public health prablem, if we left it from mainsiream, wee could
not fulfill the objectives of HMG to make available of basic health service at 2rass root. Basic
training. refresher training and regular supervision is necessary.

*  Mental health service at health post level increases the trust of community people towards health
post service because it reduces economic burden of the patient,

*  Mental health service at health post facilitates that patient could get service on time. But HMG has
given less priority to this service.

®  Health post can provide this service using the same facility and manpower so it is cost effective as
well for government.

*  There were many mentally ill patients in the community and it is a public health problem as well,
50 it has to be integrated with the existing service and government has to provide mental health
drugs at health post,

*  Needs cooperation from each other and right use of manpower.

*  Mental health activities are also major activities for the SOty

*  All kinds of patient visit to health post.

*  Integration can be done through coordination between public health departrent and training center
or hospital, =

*  Forthe continuity of current mental health services in future integration is necessary,

*  More number of mental patient attend health post or hospital as shown by the research that there
were increased number of mental problems as a whole, Integration can be done giving mental
health service also equal importance as like other health services b the government. But we need
trained manpower, supply of drugs and system of recording and reporting in mental health,

*  Mental health is also a part of health. Integration can be done through mobilization of health post
staff.

* It can be done through adding the mental health component in primary health service sysiem.

]
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Table 7 Information on recording and reporting svstem

Usefulness of current recording and reporting system in mental health

Current recording system is helpful (all except three agreed).

It helps to know the total number of patient, provide treatment and make diagnosis.

Recording helps in supervision and gather of mental patients.

Recording svstem makes easy in work such as knowing types and number of patients, progress of
patient and treatment.

Current recording format has 1o be changed. Patient card is larger, print register book alphabetically
from center and supply to health post and patient vellow card has to be covered with plastic.

It also helps in reporting.

Facilitates supervision whether patients were getting better or not,

To get service easily and quickly.

To know the type of illness from the card and number of such patient in the health post area..
Recording can be done throuch the use of cards, supervision and traiming.

It provides information on stock of drugs and type of mental illness. Current HMIS form column 32 is
insufficient 1o provide all these information,

Recording helps to know the nature, tvpe of illness, delaulter case, recovered, treatments completed,
follow up date, supervision and flow of patient. It is easier to call the patient and follow up.

It helps to evaluate the progress of patient such as to know the effectiveness of treatment, duration of
treatment provided, any modification to be done in the dose of drug etc.

Improvement is neaded such as there are unnecessary columns and headings in the forms. All the
recording materials have 1o be reached health post on time.

Recording system has to be integrated by district health office as like other health service. Mental
health service has not yet integrated in to the general health system. So it did not help much.
Reporting has been done including in to HMIS form to district health office from where it zoes to
health service department.

Recording of mental health service has been reported to mental health project, Pokhara.

Reporting to district health office and western region community mental health program.
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3.6

Information from health staff control group

Table 8
Providing mental health service from health post

| Yes we are providing mental health services from health | No,we are not providing mental health

__post {13 participants)

| services from health post (12 participants)

|

|

*  As like other OPD services F - We don’t have training in mentz! health
»  Mentally ill patients were also coming to health post and refer to other center whers service is
in addition of other patients. But we don’t know how available.
1o treat. . Lack of training and proper supply of

I
*  Simple supportive help can be provided | medicine.
* We do treat mentally ill patients with Phenobarbitone |
or alprazolam. |
To provide cheap service for mentally ill patients. |
Many mentally ill patients could not visit to big
hospital due to poverty. |
* |t is our responsibility to encourage such patients. |
*  Simple treatment and reassurance can treat many .
mental illnesses. -
s  Because of the need of patients, simple service is '
provided and referred if nesded. (

Table 9
Difficulties faced while providing mental health service from health posts.

| Challenges and difficulties

s  Patient may not visit to health post.
| * Problems in compliance of medicine and controlling of their destructive behavior.
l. e Health staff are not trained in mental health so have difficulty in diagnosis, counseling and treatment.
| & Management of drug supply as mental health drug is not available at health post.
| = Difficulty 10 treat psychosis and status epilepsy because of lack of resources.
1 *  Regular supervision from mental health experts.

e  Health staff were not experienced in treating the mental patient.
| *  Problems of availability of bed if need to be hospitalized in PHC.
| * Itis not integrated in to basic health care system in the government.

*  Public trust towards health post may decrease due to inability treat effectively.
Table 10

How mental health services can be provided from health post

!
|
|

Providing basic mental health training to health workers of health post.

Make arrangement of basic mental health drugs at health post.

Provision of refresher training and supervision from mental health specialist,

Regular follow up is essential to mental patient to see the effect of drug.

Family role has to be explained to the family off such patient.

Awareness raising activities in mental health at local level is necessary so that such patient will be
referred to heath post.

Mental health clinic can be run either monthly or weekly from health post if staff receives training.



Table 11
Information on integration of mental health service at health post

*  Mental health is also health-related program. Trained manpower and availability of drug is necessary
to start mental health service. It would be effective if we can establish a separate mental health section
in the district health office from where this program can be run to health post and sub-health post.
Awareness raising activities in mental health is equally necessary.

* To provide easy and cheap service, it can be integrated,

| »  Community would be more aware in mental health as social and environmental factors were
considered main cause for mental illness.

» Integration helps to achieve the goal of health service. Integration can be done by running mental
health clinic once a week and provide awareness raising activity at local level. |
Integration is necessary to make mental health service effective.

Many mental patients were visiting 1o health post. 11 is necessary to include within health post service
50 that many poor patients could benefit as they are having financial problems.

»  Mental health problems are also public health issues. Integration can be done through providing
training to health workers and start mental health activities in an integrated manner with other
activities. |

*  Patient would be benefited from all aspect if it can be imegrated

* Integration helps in recording and reporting system and includes in toe HMIS form column 32.

*  To make available of mental health service throughout the country like other health service, ‘

Provide training and use strategy of active case findings.
There is increased stress in daily life that can cause many people 10 suffer from mental illness_ So
mental health service is essential and has 1o continue regularly such as one or two davs in a week, {
| »  From the same physical facility and staff of health post, this service can be provided as like other ]
| health service, |
+  Hecording and reporting will be on time and properly. J

Table 12
Information on the need of supervision in mental health

Follow up is essential to know how much work has been done and to know the outcome as well.

It helps to know overall progress of patient and number of patient treated from health post.

Mental patient takes longer time 1o recover.

Supervision enhances the quality of mental health services.

To analyze the activities such as knowing prevalence of the mental health problems.

We can do follow up of the patient even for defaulter case using our own staff or local resources such
as female health volunteers. It would be betier to have supervision from higher authority in every 6
months on how the service is running.

For the achievement of program activities and improvement.

To maintain records such as number of visit, improved case, cases under treatment, number of new
patient added ete.

To evaluate the effectiveness of working skill of staff and provide feedback.

To identify any weakness or probiem in the service and correct them on time_

To ensure the compliance of treatment due to poor level of awareness.

To provide quality and reliable service in mental health,

Supervision helps in solving the clinical problems such as diagnostic confusion, to bring uniformity in |
treatment, to know and update the relevant technique and use them in practice.
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Table 13

Information regarding the need of recording system

-

All the participants agreed the need of recording and reporting system

-

Recording can be done making separate register.

Recording is necessary 1o know to know information about patient on socio demography, prognosis
and need of drug.

Recording can be done making separate filing system and register for metal health service. Following
heading can be created in the register-name, sex, age, address, marital status, occupation, tvpe of
mental illness, new or old case, treatment, any advice given to family and follow up notes. Separate
columns can be made on each heading 1o recerd information,

Recerding helps to know about the number of health workers involved to provide service,

To evaluate the effectiveness of activity and knowing the situation of mental health problems in the
country and develop strategy on treatment.

Recording is necessary to provide information to the concerning authority if asked.

Recording helps to know how many mentally ill patients were receiving treatment in mental health,
Recording is necessary to know the number of patients visited, treatment provided, effectiveness of
service, and make future plan, Recording can be done in daily treatment register, keeping monthly
record and a separate form can be developed.

We can maintain record adding a separate section in monthly progress report for mental health.
Recording is necessary to get information on the nature of problems and their remedies taken,

" Recording can be done following HMIS form.

All mental illness could not be specified only in mental disorder or epilepsy column. A separate HMIS
form for mental health has to be developed.

Recording is necessary for reporting and maintaining data.

Recording can be done making a separate code in OPD in the morbidity form.

Recording is necessary for reporting and monitoring.

It would be better if Ministry of Health can develop separate space for mental health in HMIS, so that
it can be implemented in all part of the country uniformly. If it is not possible, one separate page can
be developed from district health office, which consists information such as name, address etc.

5
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5.7 Information from Community focus group discussion

Table 1
Information on definition of Health

Community where mental health service
is available

Community

==
where mental health |

service is not available

*  Free from disease, dirt and disability e Free from illness / disease
¢ Being tit and sound from all aspect e  Being healthy and physically fitness
s Physically and mentally healthy *  Being right from all aspect
¢  Maintained personal and environmental hygiene | »  Maintain hygiene and environment
* |5 capable 1o work. s Have good diet
» (Capable o fulfill all the neads. *  Being more mental awareness.
| » (Capable to work physicallv and mentally.
Table 2

Information on definition of Mental Health

Community where mental health service | Community where mental health service

is available

|15 not available

» Being free from mental tension, anxiety and | » Keep mind peace
worries ‘s Ability to remember well
«  Able to think properly o [Free from worry, tension, sorrow  and
| »  Person who can bear mental tension, unnecessary thinking
| » Being healthy from all aspects. * Have proper memal fitness.
#  Have good relationship in family and others. *  Proper working of brain
| » Adequate functioning of sensation or no | *  Ability 1o control activities by self
disorder in brain. | * Free from disease. ;
= Able to tackle if there is any problems. » Have good environment and free from alcohol. |
| =  Don’t know (3 participants) » Can think and response appropriately to the |
situation and analyze what is right or wrong.
s  Don't know (2) |
Table 3

Information on causes of mental illness

Community where mental health service is available

- a —
Community where mental health service is |

| not available i
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Frustration due 1o unfulfilled desires or wishes
Poor frustration toleration abiliny

Increased demand and limitaton

Increased tension, anvictics. woeries and stress
Relationship problems

Heredity
Negative
study
Dizease in brain

Lack of love and offection

Chronie phvaical illness

Too much study

Family conflicts

Thinking excessively or increase heat in the brain
Lack of food and awarcness

Lack of adequaie pressure insade the brain

D to influence of witchorafi

major life ecvents such as  failore

in

Poverty

Accident-brain injury

Stressiul incidents loss of propenty, death
Excessive anxictics or woimics

Lack of familv and social support
Decreased frustration toleration power |
Lack of opportunity

Fainting attack

Heredity

Hot blood incrensed aggressive behavior ‘

Dirinking of excessive alcohal / drug abuse
Shading tears excessively
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Table 4
Information on treatment availability

Community where mental health service is
available

Community where mental health service is not
available

= Basic treatment is available at health post.

Have to take to Palpa, Pokhara, Naranyanghat,
kathmandu or even [ndia if not getting better
from health post treatment.

*  Take such patient to traditional healers,

¢ Treatment is not available at Damauli Hospital

*»  Don't know (2 participants)

+  Treatment is available at Damauli Hospital

*  Treatment is not available at health p-:;nt and
has to tzke to Tansen hospital, Butawal,
Kathmandu or [ndia.

*  Treatment is available at Dhulikhel

*  Has to take to traditional healers for treatment

* Mot available in Nepal {Tanahu)

«  Don't know (4 participants)

Table 3

Information on signs and symptoms of mental illness

| Community where mental health service is
| available

Community where mental health service is not
available

«  Abpnormal behavior such as being naked,

| withdrawal behavior, wandering aimlessly,
neglect in personal hygiene, suicidal attempt,
drinking alcohal excessively, have put in
restrain often due 1o difficult 1o control, talking
excessively and irrelevantly.

e They were called ‘bowfaha’

=  Fainting attack with frothing in mouth, sudden
felt down,

«  Have no insight and orientation.

*  They did whatever they like without
considering social realities.

¢ Smokes cannabis or cigarettes

[ =  Shaking of body when eating specific food

+  Talking to the self

e Mental retardation as they are slow in

understanding things.

¢ Fainting attack i

*  Selftalking, talking excessively or irrelevantly,
not talking with others, forzetfulness, suicide

e Wander aimlessly, plaving with excreta called
‘Borlaha’

*  Scolding or abusive to others

*  Social withdrawal

*  Headache due 1o too much thinking or worries,

*  Showing odd behavior such as getting easily
angry, not talking, eating carelessly, talking too
much, poor persenal hvgiene.

¢ Children could not study

| » Have ne insight and judament power,
= Nosmilein face while talking

Don't know (participanis)
+  Mental retardation = slow to think and act.

Table 6

Information on improvement to be done in mental health service at health post

Community where mental health service is
available

Community where mental health service is not
availahle

*  Lack of trained manpower in heai:gﬁrm‘t.

« A separate section in health post is needed to
treat mental patients.

e Awareness program in school area 1o make
aware teachers and students in mental health,

¢  Continue available of mental health service in

future as well.

Availability of mental health drugs frecly at

health post.

Visit by mental health expert at least once a

month.

Avvailable of mental health service from health
post as well.

Training in mental health for health post staff
so that service is available at community at low
cost and quickly.

#  Mental health specialist visit at health post
Avvareness activities at health post
Government has to provide mental health
service freely,

*  Survey of blood to find out the risky group of
peaple,

L1
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Table 7
Information on behavior shown towards mental patients

_[ Community where mental health service is
available

Community where mental health service is not
available

Cur behavior towards mental illness is not
appropriate and has to help them in treatment
and provide love.

Should be supportive

Mentally ill were ignored, not accepted and
taken care by family and society.

try to understand the worries and problems of
such patient and help accordingly.

Due to stigma family people were not behaving
well with such patients so, we have 1o help to
minimize it and increase support. 5
Need patience while dealing with such patients.
Often such patients were beaten or restrained at
home which is not human treatment.

Family has to provide food, medicine and care. |
We were taking them 1o traditional healers for |
treatment earlier but now we were taking them
to health post for treatment,

-

Family have to provide medicine regularly
Provide emotional support and safety to such
patient.

Provide proper food

Do not show provocating behavior

We afraid a5 we don’t know how 1o behave with
mental patient (mad case). So we ofien avoid
them.

Table 8
Information on the role of family in treatment

Community where mental health service is
aviilable

Community where mental health service is not
available

Family needs to have understanding of mental
patient's problems.

Take responsibilities in treating, feeding, and
helping them to maintain personal hvgiene.
Good family relationship helps in quick

recovery. They should not be ignored, | =

discriminate or punish.

Meeds treatment of any physical problems on
time,

Help in treatment such as provide medicine on
time. regular follow up at health post.

Family has to be supportive and be resourceful
to minimize the symptoms or distress.

Ask with doctor or health post s1aff how family |
has 10 behave with such patient,

We have to listen carefully worries and

anxieties of such patient,

Family has to behave properly in food, personal
hygiene, and emotional support.

Help in reatment, tzke 1o Health post for
regular treatment, provide medicine on lime.
Take to waditional healers for treatment.
Family has 10 be suppontive, provide
reassurance, talk well and do not get angry.

Do not leave patient alone

|
l
|




Table 9

Information from the Observation of Mental health Clinic

| Activities Name of Run by Remarks
! HP /PHC
' Mental Dumkouli WRCMHP | «  WRCMHP team was mainly running mental health |
health | PHC, 1eam clinic. '
Mawalparasi » Mo participation from trained health workers to run

| Clinic

cliniec.

Lumbimi FHC, |

lointly with |

Trained staff from PHC also involved with WRCMHP

Rupendehi PHC staff to run the clinic

Walling PHC, | Jointly | Trained staff from PHC lead the clinic with WRCMHP
Svangja tea

Deurali  HP, | WRCMHP | W RC’.\]HP teamn runs the elinic. Trained staff absent
Kaski team

Damouli Jointly Both trained staff from hospital and WRCMHP eam
Haospital, were involved to run mental health clinic.

Tanahun

Remarks detail information

| =  Mental health clinics run once a month as a satellite clinic.

| *  Mental patients if visit other than mental health clinic day, were not seen and told to come only the |

clinic day though the same health person 15 looking them even in the climic day. Rarely they were seen
in general clinic if rained health worker is wise and enough responsible towards patient. It definitely
increased workload to them and also were not appreciated or valued for their hard working from the
management.
s Incident of cancellation of clinic were also noted when staff from WRCMHP could not visit. So, the
satellite clinics were heavily reliant on WRCMHP. which can threaten the sustainability of mental
health service if WRCMHP phased out.

=



6.0 Discussion of the findings

6.1 Sociodemographic variables of health workers

Two groups of healthworkers were selected for the study. Twenty seven health workers
that were trained in mental health made up the experimental group. Similarly, twenty six
health workers were selected for the control group from the health facilities where mental
health service were not available. The control group had no training in mental health.
Table 1 depicts the detailed distribution of the health workers sample. Equal proportions
of health workers were assigned into two groups i.e. experimenial and control. 58.5
percent of health workers have higher education (table 2). which comprised 30.2% of the
control group and 28.3% expenimental group. Second higher education (table 3) 39.6%
had SLC (School Leaving Certificate). Further analysis about higher education (table 3)
showed that the majority (56.7%) had a intermediate educational degree, followed by
33.5% bachelor and 10% master degree in educational qualification.

Regarding professional categories (table 4) 58.5% were auxiliary health workers, while
39.6% were health assistant in both groups. Only one participant in control group was a
public health supervisor. All the health workers in the experimental were of Hindu
religion (table 3). This result was expected as majority of the population of the country
follow the Hindu religion. Caste distribution (table 6) of the health workers showed that
Brahmin was the most common caste (58.5%) the distribution followed by Chhetri and
Newar as second and third greatest distribution. It is difficult to remark on this finding
because of small sample of health workers were taken in this study,

Experimental health workers received 10 days mental health block training (table 7) from
Western Region Community Mental Health Program to incorporate mental health
services in to existing health care system. It is further displayed in figure 1. More than
54% health facilities selected for the study (table 8) were located in villages. It is
commonly known fact that such facilities were established considering population
distribution ratio and political and geographical region of the country (CBS. 2001).
However, the experimental group population belonged to health facilities from
municipalities (37%). WRCMHP implemented community mental health services in
health facilities located in municipality area because of high patient flow rate. They were
usually located close to the center of the district, which often tends to be municipality
because of development.

The average age of health workers (table 9) in the control group was 33 years with the
standard deviation of 8.5 and is followed by 39 years with standard deviation of 8.57 for
the experimental group. The difference of mean age in the two categories is significant
(p> .03, table 10). Similarly, the mean of work experience in two groups are 104.29 in
control and 199.56 in experimental respectively., The difference of mean between two
groups is strongly significant (P = .001). Therefore, health workers in the experimental
group were had more experience in their profession than control group. The pre-post test
questionnaire scores revealed means of 2427 and 33.04 in control and experimental
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group respectively. The subsequent ANOVA table depicts that the difference is strongly
significant (P = .000). Similarly the means of total scores of case description are 24.27
and 35.04 in control and experimental group. Again the differences of mean between two
groups showed high significant (P = .000) in the same statistical analysis. This finding
indicates a very encouraging result of mental health training, as trained health workers
were still equally capable to retain significant amounts of mental health knowledge and
skills. This positive result also supports the usefulness and effectiveness of mental health
training curriculum designed as block training, supervision and refresher training in
mental health for health staff in primary health care workers. Nakarmi (2004), in her
recent study also found a similar result. Health workers (HA, CMA and ANMSs) were
cqually capable to retain mental health knowledge and skills in the CDHP health post.
Braganza et al. (1999) also valued the mental health training course for health workers.
Participants of their evaluation report of WRCMHP expressed positive feedback ahout
the contents of the training. The consistency in skill is due to the enforcement of regular
supervision in the community mental health program.

6.2  Discussion of Findings of Patient Sample Descriptive Result

Patient sample information revealed the average duration of mental illness before visit to
health post was 30 months (Table 12) and the average duration of receiving mental health
treatment from health post is 24 months. Mental patient had to travel an average 64
minutes to reach the to health facilities from their home. The average waiting time for
consultation with health workers, in health facilities, on the first visit was nearly 2 hours.
Mental patients who were selected for the study have an average age of 30 vears. There
was wide range of variation for the distribution of individual age. So the mean value of
these descriptive data cannot be considered as a real representative value of the sample
population under this study. Though the selection procedure of sample is fairly strong
(random selection) there were only a small number of patients selected for the study,
which may not be representative of the entire cohort.

Higher percentages (61%) patients were female. This finding is similar with the earlier
evaluation study in Lalitpur district (Wright, 1991) where more number of female were
attended health post to seek service than male. Educational status of mental patient varied
from illiterate to 7" grades. Over representation of female patient might be due to chance
factor during selection process or more number of female patients registered in health
facilities as well. Less number of male patients in the sample does not mean that mental
illness is less prevalent to this gender. Males were often visiting city or different area for
work. They might seek treatment where they worked if they had any mental health
problems. Females usually were not having other options except seeking health service
from health post near by their community. Annual report of western region also showed

similar pattern as more female patients were getting mental health treatment from health
post {Annual report of WRCMHP 2000-2001, 2001-2002).

Nearly two third majorities (65%) patient were married while looking marital status of
patient (Table 15). Occupational distribution also affected by the gender representation in




the sample. As explained above, more females were in the study. Hence, housewife is the
main occupation for female and is followed by student and farmer. Student as a second
major occupation found in this study is due to having children cases of epilepsy of school
age. Community mental health service earlier research also showed that epilepsy is the
highest number of patient attended in health post where mental health service is available.
Psychiatrist in addition of neurologist in this part of world looks after this disease. Other
explanation to have mental problems in early age or student age might be because of the
factors such as academic, socio-political or age related changes. Mahat (1999) in his
study also claimed similar reasons for having mental health problems between child and
voung adolescent.

6.3 Discussion of Qualitative Information from Patient

The comparison of diagnosis of mental patient made by trained health workers and
mental health specialist (psychiatrist) showed 70% complete agreements followed by
26% partial agreement. Psychiatrists were evaluated independently same patients seen by
healthworkers in health post. It showed that the trained health workers were also efficient
to retain and practice of mental health skills in health post level. This finding could be the -
result of supervision from WRCMHP and keen interest of healthworkers to learn and
practice the skills better. In the partial agreement category, both healthworkers and
psvchiatrist retained symptomatic diagnosis. The symptomatic diagnosis is made on the
basis of presenting complain by healthworkers such as fainting attack in epilepsy.
However. psychiatrists also provided possible differential diagnosis.

Treatment agreement comparison (table 2a, b) revealed that 43.5% patient treated by
healthworker is fully agreed with psychiatrist treatment evaluation. The same amount of
patient treatment is agreed partially between health workers and psychiatrists. Partial
agreement category comprised either drug choice was agreed but the dose was not
sufficient or some modification or addition of drug were suggested by psychiatrist. The
detail pattern of information is provided in result table 2a. A similar finding was seen in
earlier study (Wright. 1991) where treatment of epilepsy and psychosis involved low
dose prescription of psychotropic drug. This is an important finding that healthworkers
were also efficient both in identifyving and treating mental patient in HP/ PHC as well if
they were trained in mental health and provided supervision. So inclusion of mental
health service into existing health care system is possible with respect to the efficiency of
health workers if provision of mental health training, availability of psychotropic drugs at
HP / PHC, and supervision from mental health specialist is ensured. This finding is
equally supported the earlier findings from Isaac et al (1996).

Depression and epilepsy were over all the commonest diagnosis given to mental health
patients attending the health post accounting for (78.3%) of all mental health diagnosis.
The diagnosis pattern varies considerably from health post to health post. As we know
that approximately 23% of patients presenting to PHC has identifiable psychological
disorder and that majority of these will be suffering from depression and epilepsy.
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Anxiety is under represented, may be due to small sample. Political conflicts in
country can be responsible for increasing incidence of depression.

'he impact of awareness raising activities showed that mental patients (table 3 and ¢
received information about the availability of mental health service at HP /PHC from
neighbors, health stafl visit to village for their work, and relatives respectively. So
showed that the mental health information has reached up to the grass root level that
increased the flow of mental patient in HP / PHC. Familv members were the maif
accompaniment with mental patient when they attended to HP / PHC for treatment. i’
obvious fact that family member has first responsibility to look, in this culture. According
to Jackson et al (1993) the greatest increase in referral rate was of patients with relatively
mild psychiatric disorders. Result of the current study also supported it, as there werg
more mental patient of mild to moderate severity, attended more for the community
services in Western Region. Chronic cases, in fact, were taken to mental hospital fop
treatment,

Similarly, result also presented the descriptive statistics regarding duration of illnes
before treating from healthpost mental health service, duration of treaiment

healthpost and waiting time 1o get consultation from healthworkers in HP at their firs
visit. Patients were suffering in an average of 30 months of illness from mental illness
and were on treatment in an average of 24 months from health posts. There is greaf
dispersion in the range of duration of illness as shown in the result. Patients were
traveling in an average of one-hour duration from home to health post to get mental
health service and were waiting for an average of 1.55 hour to get consultation from

with the range of 30-45 minutes in their first visit, which is decreased very much'is
follow up from 5-10 minutes. The longer consultation time in mental health is due to the
nature of consultation where trained healthworkers has 1o gather information sufficient
amount to reach in the diagnosis. For general health problems the average time of
consultation is only 2.7 minutes (Kafle, et al, 1996) which is different in mental health,

The effectiveness of community mental health service also assessed from the perspectivg
of patient relatives. Findings (table 5) showed positive attitudes to the service as the)
were getting mental health services in their own community easily in cheaper price. They
don’t need to visit for consultation in big city even for minor problems. On the other hand
health workers were residing in health post or in the village so they can meet and discuss
any difficulty easily with health workers. The finding is similar with the study of Jackson
et al. (1993) and earlier evaluation report of the WRCMHP (lsaac et al, 1996). It i§
reporting the effect of extending outpatient services into community or primary —carg
settings have shown increased inception rates and prevalence rates of treated disords
Findings of the current study indicated increased referral rate of mental patient into healt§
post service due to awareness program in community conducted by WRCMHP.

Patient information further supported it, as 96% of them expressed that (table §)
healthworkers were able to understand their problems. In the treatment, psychotropie
drugs were prescribed for almost all patients, which was taken regularly by more than



88% patient. The information about the drug was provided to all patient as shown by the
result. The content of such education showed that patient were told mainly about the
regular use of drugs, possible duration of intake of drug. possible side effects and ways to
minimize them. Again this finding is very much similar with the result of Wright (1991)
study of Lalitpur District, CDHP community mental health program evaluation report
where she wrote that community people would use Community Mental Health Service if
it is made available at a community level.

Prognosis analysis revealed that more than 61% patients reported that they were feeling
better almost 60-100 percent (Table 15). The prognosis was evaluated on the area of
presenting complains, work efficiency. family life and social life. The report from patient
relatives showed even more improvement of their patient condition from the treatment
provided from health facilities. The impact of treatment seems to be effective from
service consumer perspectives.

Health workers attempt of providing information regarding patient illness and role of
family on it seems to be improved as result (table 18a) showed that only 35% mental
patient reported that they got this information. It could be due to various reasons that why
health workers were not able to deliver the information. Increased patient flow, few
healthworkers trained in mental health. increased responsibility in health post as same
person has to be responsible to do many other jobs despite of patient service such as
administrative or dispensary etc. could be some of the reasons. Almost all the patents and
their relatives demanded the regular availability of mental health service and supply of
psychotropic drugs in health post. It was also similar in the finding of Nakarmi (2004)
and Wright (1991).

6.4 Discussion of information on paper case profile between
experimental and control group

Individual analysis performed for six different psychiatric cases provided in paper with
brief clinical description to health workers to both groups of healthworkers. There is
significance difference in the total scores obtained from two group from the diagnosis as
control health workers (n = 26) scored only 49 as total score with the mean of 1.88 and
standard deviation 1.21 while experimental group (n = 27) scored 149 total score with the
mean 5.52 and standard deviation 0.94. ANOVA result proved the difference is highly
significant (F = 150.2, P = .000). So it showed the effectiveness and strength of trained
healthworker in identifving mental patients. The finding patterns of six different mental
cases were presented in figure 2-7 in the result. However, the finding need to be
supported by the future study even in the same area once the community mental health
program phased out and handed over to the government.

Case one was identified by more healthworkers of control group as well. It might be
because of the case it self as epilepsy case was presented. Healthworkers have studied
about epilepsy in their curriculum when they were trained. However. other mental illness
were not included in their curriculum, so false diagnosis or don’t know category has
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fallen more responses in other cases in the control group which was not seen in trained
healthworkers. The clinical picture provided for other five cases were not unfamiliar for
control group healthworkers, They include anxiety neurosis, depression, conversion
disorder, psychosis manic and psychosis. The scores on these five cases grouped to either
wrong diagnosis or not able to identify in control group while scores were grouped
mostly in correct diagnosis in trained healthworkers.

6.5 Discussion of qualitative information from healthworkers

Trained health workers were asked question about the changes occur due to mental health
service al health post. The reply showed that mental health service at health post
increased capacities of healthworker, as they were efficient in identifving and treating
mental cases. The increased flow of mental patient at health post indicates that the service
is getting popular and increased trust towards it in the community people. It was also
supported from community focus group interview information. The awareness in mental
health helps to change attitude of community people as they were positive to such
services and encouraged affected people to go to health post. Furthermore awareness
helps in diluting the prevailing stigma against mental illness in society. Nakarmi (2004)
study also supported this result as capacity of health staff, trust of community to health
post service and community awareness were equally reported in her study as well.

The recovery cases of mental patient from health post treatment also helped to increase
trust in mental health service. It also facilitated to change the attitude that mental illness
is treatable from healthpost. Relatives of mental patient also felt less discrimination in
society once they started treatment and decreased the symptoms of illness. Economically
it was great relief for the family of mental patient, as they need not to travel to big
hospital. However. health workers have raised some demand to mental health service as
patient has to take medicine for long period of time which is beyond their capacity due to
poverty as such patient already lost their productivity and were unable to earn money for
it. Free and regular supply of mental health drugs as like other essential drug would make
mental health service beneficial really for poor patient. It is a cornerstone for the
integration of mental health services in to existing health care systems.

Control group healthworkers also replied that they were providing mental health service
which is mainly information giving for treatment (referrai). They agreed that mental
health service is needed in health post because mental patient often visits there for
treatment. However, healthworkers were not equipped with the skills in mental health, so
they are referring to cities where such service is available. Poor patient could not travel
far place to get treatment. They mostly wander around the village. So. mental health
service at health post is essential for such patient. Healthworkers from this group also
demanded mental health training, ensuring the provision of psychotropic drugs, regular
supervision from specialist and awareness raising activities in mental health, if we run
mental health service from health post.



All the healthworkers in experimental group were mainly equipped with drug treatment
knowledge through mental health training. Mostly they were providing education to
patient on how to use drugs regularly and minimizing its side effects, Only few
healthwarkers were aware about importance of psychological treatment for mental
patient. Otherwise supportive component has been used frequently. This is obvious that
they were not trained in psychological way of treating mental patient. Even some
healthworker has perceived traditional healing system as psychotherapy, which is partly
true but not all because the reassurance and emotional support are the most frequently
used component in traditional healing system. It was found strong psychological device
to enhance confidence of mental patient for some period of time but may not persist
longer period if problem is chronic (Mahat, P. 1997)

Healthworkers also faced difficulties while providing mental health service in healthpost.
The most difficulty arised due to lack of regular supply of mental health drug, as they
were even not available in local market as like other health drugs. The system of selling
drug from health post also is not very much helpful for the poor mental patient, as they
were not able to buy it. So they had to rely either on traditional healers available at
village.

Lack of trained manpower in health post was another difficulty replied by healthworkers.
WRCMHP has full coverage of it's program only in two districts of western region 1.e.
Kaski and Syangja. In other district it has served from only one point of district where not
vet all health workers were trained. Those who were trained, due to any reason, if could
not run the clinic, might affect the service. The other major difficulty of the existing
health care system is frequent transfer of healthworkers. It almost strikes to mental health
service if the trained person is transferred to other health post. The lack of adequate
awareness in mental health has still created challenge on the sustainability of mental
health service. The untrained healthworkers (control group) were also raised similar issue
such as lack of supply of psychotropic medicine, lack of training and supervision in
mental health, which affects in the success of program.

6.5 Information on Supervision in mental health

According to trained healthworkers, supervision is necessary to make mental health
service regular and effective. It helps in strengthening the skills of healthworkers.
Management supervision helps to make health post service including mental health more
systematic and regular. Any difficulties such as recording, reporting, drug supply or any
other difficulties can be discussed and facilitate to search the options. Clinical
supervision strengthens the skills of healthworkers in mental health so that more quality
service can be provided.

Healthworkers from control group also emphasized the need of supervision both
management and clinical in mental health for systematic service of good quality.
Regarding the sustainability of supervision, few trained healthworker replied that district
level supervisor need to be developed who can do the work effective in the district.



However, clinical supervision seems to be enforced by the psychiatrist 1o strengthen the
clinical skills of health workers in mental health.

6.6  Information on integration of mental health service

According to trained healthworkers. integration helps in changing attitude of community
people towards mental health and illness, as they need not to rely only on traditional
healers for treatment. Similarly, many of them expressed that mental health is also a
public health problem. Therefore, it is necessary to integrate mental health services into
existing health care system. Patients could get this service on time at a very low price in
their own community. The numbers of mental patients may increase because of political
conflict, poverty. social injustice and discrimination. The availability of mental health
service at the health post is helpful in reducing the stigma against mental illness because
awareness can be increased in the society.

Health workers provided integration options like seen in other health services i.e. TB,
MCH ete, coordinating with HMG and developing regular plans. It is necessary to
provide mental health training to all the health workers, make affordable availability of
mental health drugs in health facilities, provide regular service for mental patients rather
than fixing certain clinic days in health post and increasing mental health awareness.
Similarly, regular supervision is necessary to strengthen the integration and capacity of
health workers in mental health.

The major problem in integration is that HMG has given low priority to mental health
services. But the mental health situation of the country is equallv as problematic as other
health problems. Increased number of mental health problems in the country obviously
demand greater amount of services from the nation. which otherwise is not possible
because of limited availability of mental health experts in the country. Conseguently,
integration of mental health service in the existing health service system is the only viable
option, which has been proved and at present seems to be feasible system in the form of
the community mental health service in the western region of the country.

Untrained health workers also suggested establishing a separate mental health section in
the district health office to coordinate and run mental health services in the district
smoothly. The benefit, while providing mental health services from the health post seems
to be much more valuable than the risk. Vast majority of the people from rural and urban
area will get this service at a cheaper price in their own community, It helps in reducing
stigma against mental illness. The current health manpower and physical structure of the
health post can be utilized for this service as well, so it will be cost effective for
government as well. In addition, this structure facilitates mentally ill people to be treated
in their own community and helps in rehabilitation of mental patients in their own family
and community.

The integration of mental health care into general health services, particularly at the
primary care level, has many advantages. These includes: less stigmatization of patients




and staff, as mental and behavioral disorders are being seen and managed alongside
physical health problems: improved screening and treatment, in particular improved
detection rates for patient presenting with vague somatic complains which are related 10
mental and behavioral disorders; the potential for improved treatment of the physical
problems of those suffering from mental illness, and vice versa; and better treatment of
mental aspects associated with “physical” problems. For the administrator. advantages
include a shared infrastructure leading to cost-efficiency savings, the potential to provide
universal coverage of mental health care, and the use of community resources which can
partly offset the limited availability of mental health personnel (WHO, 2001).

Integration requires a careful analysis of what is and what is not possible for treatment
and care of mental problems at different levels of care. For example, earlv intervention
strategies for alcohol are more effectively implemented at the primary care level. but
acute psychosis might be better managed at a higher level to benefit from the availability
of greater expertise, investigatory facilities and specialized drugs. Patient should then be
referred back to the primary level for ongoing management. as primary health care
workers are best placed to provide continuous support to patients and their families.

The specific ways in which mental health should be integrated into general health care
svstem will to a great extent depend on the current function and status of primary,
secondary and tertiary care levels within a countries™ health system. According to WHO,
to make integration success the following recommendations were given to a policy
makers {(WHO, 2001 ):

e General health status must have knowledge, skills and motivation to treat and
manage patients suffering from mental disorders.

e There need to be sufficient numbers of staff with the knowledge and authority to
prescribe psvchotropic drugs at primary and secondary levels.

e Basic psychotropic drugs must be available at primary and secondary care levels.
Mental health specialists are required to provide support to and monitor general
health care personnel.

o [Effective referral links between primary, secondary and tertiary levels of care need
to be in place.

e Funds must be redistributed from tertiary to secondary and primarv levels of care
or new funds must be made available.

e Recording systems need 1o be set up to allow for continuous monitoring,
evaluation and updating of integrated activities.

Findings from the current study also support the suggestions of WHO. Health workers,
patients and community people equally raised voices regarding the basic requirement to
integrate mental health service into existing health care system. The integration of mental
health services is essential because of increasing rates of mental health problems, which
substantially increases the burden of life to the individual, family and nation as a whole.
Mental illness limils the productivity and creativity of an individual in various ways. It
directly affects the socioeconomic status of such patient and their families.



The lack of awareness and high stigma against mental illness strongly affects individual,
social and economical life of the sufferers. Because of social stigma, the sufferers or
families do not tell many about their mental illnesses otherwise they may be neglected or
excluded from social activities. Modernization process or social change equally
contributes to increased mental health problems as people who do not have adequate
coping abilities with strain and stress of daily life situation can become victims of
anxiety. The rapid disintegration of the existing social structure in Nepal directly affected
by the current internal political conflicts in the country threats to individual security,
Hence there are evidences of increased anxieties, depression and other emotional and
behavioral problems in a large number of people in the country. So it further highlights
the need for mental health services in the grass root level,

6.7 Information on recording and reporting system

Majority of the trained health workers accepted the current recording and reporting
systems in mental health, however there were suggestions to modify the existing
recording system. Some health workers have to complete many forms which was often
not possible because of large numbers of patient presenting to the OPD. It would be
better to develop a register book printed alphabetically with all the required headings
from central level and distribute to all health posts, a good recording system would aid
the integration of mental health services.

Health workers were equally aware about the benefits of recording and reporting systems
in mental health. The obvious benefit of recording and reporting system is in evaluating
the service and for supervision purposes so that patient gets added benefits. Control group
health workers were also aware in same way as the experimental group regarding the
benefit of recording and reporting system in mental health, Similar suggestions were
provided by the control group health workers such as development of separate register
book for mental health because. there is no enough space to record mental health
information in the existing HMIS (Health Management Information System) form. They
also suggested that more headings could be created in HMIS form to facilitate recording
of mental health information.

6.8 Information from community focus group discussion

Community people from both group i.e. community where mental health service is
available and where not were involved in the discussion on various aspects of mental
health. It was designed to assess the impact of awareness raising activities in mental
health. Both groups retained almost same concept in the definition of health (table 1).
They equally emphasized that being free from any kind of illness and maintained hygiene
is health. The difference has been found in defining mental health. Community people
who were using mental health service defined mental health from broader perspective of
adjustment to daily life such as personal, family and social. People from the area where
mental health service was not available, defined mental health (table 2) more in an
isolated function of daily life adjustment such free from tension, anxiety, peace mind etc.
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Some of the participants in both groups were not able to define mental health properly
reflecting further need of awareness raising activities in mental health in the community.

Regarding the cause of mental illness both group (table 3) during discussion raised
biological, psychological and social factors to be responsible for it. They explained it
with their experiences in daily life, what they had heard from others or read in
newspaper, radio etc. They did not attempt to create relationships with cause and effect
because they were not known about it. Some of them explained the cause of mental
illness in a more colloquial term. Similarly. some people do believe on supernatural
power as a strong cause of mental illness. Hence treatment approach to mental illness
also determined by such believes such as seeking traditional healers help to nullify the
influences of deities. This is much more because of the existing fatalistic attitude to
mental illness as supernatural forces may influence only to those person who had bad fate
or luck turns against (*dindasha- la"geko”). Women were much more prone to explain the
phenomena using fatalistic attribute than men were (Bennet, 1983). It is equally true in
mental health as well.

Treatment availability information on mental health showed clear gap of information
between two groups. None of participants from control group could tell the near places of
service availability while participants in other group (experimental) told that basic
treatment is available at health post. It is also supported by the earlier findings (Adhikari
et al. 2000 a) of south Lalitpur, Rupendehi and Myagdi districts. The real need of
awareness raising has not yet reached to vast majority of people living in the community
even in the area where mental health service is implemented. Various reasons can be
postulated such as population coverage issue of awareness activities, duration since when
such activities run, what methods were used to disseminate such information etc.

Information on signs and symptoms of mental illness, participants from experimental
group were rightly able to list various types of mental illness such as psychosis
(*boulaha’), epilepsy, hysteria (dissociative disorder), mental retardation, and alcohol or
substance abuse disorder. Participants from control group explained only psychosis
(“boulaha’), epilepsy, mental retardation and scholastic difficulties in children. Both
group participants were rich with vocabulary to explain psychosis and epilepsy than other
mental illness. Some of the participants have used indigenous word or name of illness in
local language in some part of western region of Nepal. The better knowledge on the
signs and symptoms than any other area of mental health in both group participants could
be because of their experiences with mentally ill patient in their community. This finding
is similar with earlier findings (Adhikari et. al, 2000 a, b) where community people of
Rupendehi and Myagdi districts were interviewed. They agreed about their experiences
with mentally ill patient. Community people had experiences with mentally ill patient
such as psychosis, epilepsy and depression. Family problems, alcohol. husband second
marriage and economic problems were the causes of mental illness, mentioned by the
community people in focus group discussion. It indicated that mental health problem are
common.
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Community people, made the following suggestions to mental health: need of trained
manpower in mental health, free supply of mental heath drugs, availability of mental
health service from health post (control community) or continuity of current
health service (experimental group), supervision from mental health specialist, awa
in mental health and improve healthpost management. Community people raised the valid
concern regarding the suggestion, which indicates their keen interest on this service. It 1S
similarly reflected in the earlier research (Adhikari et al, 2000 a, b). It is good strength if
can be utilized for sustaining mental health service through local participation as like
other nonhealth program in development such as forestry,

Community people from the place where mental health service is available were aware
regarding the inappropriateness of behavior shown towards mental patient by soc 21y,
They suggested further awareness activities needed to diminish the prevailed negativ
attitude, social and family discrimination. Similarly, people in control group were only
mentioned about the responsibility 1o be taken by family on basic care such as food.
medicine, and timely follow up. They did not raised much voice regarding the existing

encouragement to be shown to mental patient. Control community harbors the attitude of
taking help from traditional healers and follows their instruction regarding how to deal
with mental patient. This is not reflected in other group, which might be due 1o increased
level of understanding in mental illness. But it is too premature to take side of this
justification, as it has to be supported by further research in large sample.

7.0 Summery of the findings

e The aim of the current study is to find out the impact of the community mental
health service in Western Region of Nepal. It is implemented by Mental Health
Project. IOM in partnership with UMN Mental Health program.

* Community mental health program in western region aims to develop a model i
integrate mental health service in existing health care system. It has mainly 3
components such as capacity building in mental health of health workers working

in government health system, awareness raising activities and research in men
health.

» Comparative experimental design has been adopted in this study. Both descriptive:
(quantitative) and qualitative information were collected from health workers,
mental patients and their relative and community people. Experimental group is
considered who has received input in mental health from WRCMHP. It comprised
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all three clusters of samples such as health workers, patients and community
people however control group comprised only health workers and community
people who has not received any input from WRCMHP.

The sample proportion of health workers between experimental and control group
was 51: 49 percentages. Male gender has the highest distribution (87.16) in total.
AHW have majority in the sample including both group (54%) working mainly in
health post and primary health center.

The difference in work experience, total pre-post test scores and total scores of
case study form is statistically highly significant (P = .001 and .000) which proves
the effectiveness of mental health training on health workers.

The patient sample has small number of participants (n = 23). There is a wide
dispersion (range) in duration of illness before attending health post, duration of
treatment taken from health post, time taken to travel to the health post from home
and waiting time in health post to consult health workers on the first visit. Hence,
the means in these variables could not be considered as a representative value,

Sixty-one percent of patients were female. Educational level ranged from illiterate
to class seven. Majority of mental patients (65%) were married. Housewife, as an
occupation, had the highest distribution followed by student.

Qualitative information from patients were analyzed and compared with relevant
variables. Diagnosis and treatment of mental patient given by health workers were
compared. Results showed significant correlation (agreement) in the diagnosis and
treatment of mental patients between health workers (trained) and the supervising
psychiatrist.  This further proved the efficacy of the training which provided
acquisition of necessary skills in trained health workers.

The impact of awareness activities in mental health were assessed from patient
perspectives including finding out how they knew about mental health service in
the health post and what their perception was of mental health service provided
from health post. Results in those areas were very encouraging. Information from
patient relatives {available at the tume of interview) is also supportive of patient
perspectives,

Effectiveness of mental health services is proved by the increased demand of the
service from the community.

Patients were suggesting quicker service, (less waiting time Lo consult) and free
and easy supply of mental health drugs from HP/PHC.

Health workers answered on six different mental case stories. This assessment
revealed significant differences between experimental and control group




knowledge. Individual case profiles revealed that epilepsy was diagnosed by both
groups of health workers while the remaining five cases were diagnosed more
accurately by health workers in the experimental group.

Qualitative information revealed that mental health services are effective in
strengthening capacity of health workers, and making mental health service
available in the community which helped in reducing the stigma in mental illness.

Community people perceived mental health services positively as they were
getting service in their community, which reduces economic burden and increases
awareness and trust in mental health services within the community.

Trained health workers were facing problems such as lack of regular supply of
drugs, lack of adequate trained man power in mental health, poor patients were
unable to buy medicine for their treatment and lack of awareness in mental health.

Health workers from the control group raised the issue of mental health training to
health workers, supervision, supply of mental health drugs and need of awareness
raising activities in the community.

Integration of current mental health program into existing health care system is
crucial because most of the health facilities where mental health service is
available is still heavily dependent up on the WRCMHP staff to run mental health
clinics rather than health workers of health facilities.

Some participants also suggest establishment of a separate section in the district
health office to coordinate mental health service. This integration process has to be
initiated by the government. Health workers expressed their cooperation to run
mental health services if they received training, clinical supervision, reliable
supply of drugs and awareness raising programs.

Trained health workers, though accepted current recording system, suggested for
modification. The suggested insisted it has to be simplified and made easier. The
inclusion of more headings in the mental health section of the current HMIS form
was also suggested for umiformity of the program. It also facilitates in the
integration of mental health service within the current framework.

Findings from community focus group discussions showed that community people
were aware regarding the need of mental health services in the health post.
However, the belief and attribution systems were still heavily influenced by
traditional beliefs, which creates barrier in accepting a modern health service. So
the need of awareness is still valid.
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8.0  Conclusion of the studv

Community Mental Health Program in Western Region was run by Mental Health
Project, IOM in partnership with Mental Health Program, UMN. The program was
implemented in different phases, it started from a single district to most of the districts
of the western region by the time of the final phase. Training in mental health for
primary health workers, supervision for trained health workers from psychiatrist, and
awareness raising activities in mental health programs were the main strategic
approach to integrate mental health programs into the existing health care system. It
was the aim of MHP, IOM and UMN to develop a model program to integrate mental
health service in to existing health care service.

Health workers, both trained and untrained in mental health, community people and
mental patients receiving treatment from health post were included in study.
Participants who benefited from community mental health programs were categorized
as experimental group while other groups who do not have access to such services.
were categorized as control group.

Findings of the study proved mental health services in the primary health care system
were possible it mental health training to health workers and supervision were
provided. Health workers were skillful in identifying and treating mental patients.
Awareness in mental health is equally as essential to increase health service seeking
and utilizing attitude among public. Though the community mental health program is
effective, the long-term sustainability could not be assured due to challenge regarding
integration. Health workers, community people and mental patients unequivocally
raised the need of mental health service in HP / PHC. Health workers were suggested
that the national level priorities in health should focus on mental health needs and
services. Further research can be directed to explore these issues.

9.0 Recommendation of the study

The finding of this impact study directs following recommendations to ensure the

continuity of mental health program at the grass root level.

» Mental health service can be provided from the existing health care system. Basic
mental health training, clinical supervision, awareness raising and provision of
supply ol mental health drugs are essential components to make the service
effective and sustainable.

* Awareness raising activities has to be continued to increase health service seeking
behavior in mental health.

¢ Mental health problems are equally prevalent in the village and patients were
attending primary health care centers and health post for service. So, it is essential
to include mental health service in the primary health care system.
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¢ Mental health programs at the grass roots level would be better to implement by
HMG following the model provided by MHP, I[OM and UMN, MHP.

10.0 Limitation of the study

e The limitations of this study were related to small sample size of health workers,
mental patients and the relatives interviewed. So the findings are limited from
generalization. Patient reports card from health post have not been analyzed
properly which could provide more information about the recording and reporting
systems in mental health service.

e Assessment of sustainability part evaluated only from the perspective of
integration issue.

e Informational bias from the participant may have affected the results. If the
participants were not interested or less sincere to the study purpose, the
information may not represent the real scenario. However, an attempt to reduce
bias was made through direct field observation and ensuring the cooperation from
all participants. The objectives and instructions were explained clearly in Nepali as
many times as it was needed until the participants understood.
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Appendix 1

IDENTIFICATION INFORMATION FOR HEALTH WORKER
FTEEHT)

(T I

o

99

. W=reamal 0w fadr

qTA -

=T=a SR AT
—
q7
-':; EIELL
3 EE
R
¥, HWIT
Y. TFHi
% THE
3 T
s TE
EE i

T

1

FIEF EERED

TEEF WA e EET A 5E Wy

a4 e IAE
T T 2T

79



Appendix 2

A:

|/=

™

=% AAT57 ®17H (Pre-post Test Questionnaire)

=

9= 5

Prey Tty i ofews Fow B Y @ i X)) e wmeaE

9

o

TSV SETATE 7 W WET 9w STEiEE e 6 S9N e wiEeg |

THETH TEA FEEA AW T T £

e TSR TH 7 AARSE AT TEINY ) TH SHEEA |

- aTEEEET TETE AN TATE] THE S A
Fey WA WO JESIERE] TATEE WA ATgE {HE FH TE |

T=1 TEE B9 59|

HiMrTd B 9 TAAIE SIS T STH 3 9A T TG

v o =1 o o uEiieE e = 5

80

e O T R B



i
A

41

1
i |

L)

&

STE=E ST e e Sl e dfEe amdr
FIEAF THIE |

T 5 § AEREA] T A g W=y 55 e 8 e v

EH¢W1OWW?WWW1

ZTANE 7 I5 TEET A AT AT SATE ST fE=v= | TAT32= |

xoomm—mvﬁmml

TEETEE T AT 2 fTEe 5= TEe e aw o oEE

=T SrerEe e fEerdes e e Fﬁﬂf“rmmmm——rq—l

F =1eE e
=1

T =TT ETATE S

HHEAER T R W T

& J_‘Hm"ﬂ_ﬁ"""ﬁ_rwmdn g iF s -:,ﬂ'-"@'l

g STERSE] T 87 FAT AR TSR F e

TAF TEAE7A] [He FAESFH] ATST (HeT a2 |
= 'r'zu"?'r. Fm aﬁr TTFT T TR
IEEETE A TEEeEAEE 2

ol ﬂ-. !1-. e I

=3 m“

F=1 Twfag (smEmrs At mes
i TEFITES T wrea=m

= e T2rEa TETY =i

T Wzﬁﬁ'ﬁﬁﬂ;ﬁrnﬂj 7a, [T 95

81

Gl LEET Ll 30

EREERNIGAE

T2 AT



B

- Case Evaluation Form

(FTAT A1 97 el 1 g
rﬂ?ﬂﬂlnfmeﬂmm ":IH--'I-hT_'?T_"_'_"TT[I

Taardr 1. 9

§. TERSAT 9Y AU FAT STHTET WA |

3. ¥ HiEETEE A9uEs AU

i ¢ Wil Zf@ T § TEEAE UGRET T qUET 7 UF UgE TA9T BAT 4 T 4 A dEhT &
T |

< -awwﬁﬁmﬁﬁﬁw—méfﬂz—mw|

y. T AU FINrE T fEee aredt g@e AT niEe |

% HA EA GEE FEMT £91 T fAel ?,'IT.'E.‘?[ farg 1

8. FAFT EE—TF FL19T TR AH TAFE AFUH 7 FeATH 4T 0

Faerdt 5 3

3 g faare wE A9 379 99T O aver dTaEE B 9O |

3 UF 9 I AT A UI-° EF TEEl, FHElT WUR 7 @ FHl TRUE TATE T |

v

fmwﬁﬁ.ﬁﬁﬂﬁﬁﬂﬁﬁﬁﬁﬂﬁmm——anm AiAwEes TAeTE I7 Al
AT A

#Tal ife ST A—HTATRT O7AT SieaA 7 ST ATAEET 59 SEEET e | 3T S— AT 9E
THATE AIAE WECEE 3@ 1394 |

faerdt 71 3

o A ) =

2=

&

24 FHEr FTETATA] FIH T AR |

ﬂma"m*mw—q:m:gﬁrmvf, FFETATH 3427 Fal T |

FiTaEEaE TR A Ui TUFT G 9 A TR TR |

Wmmﬁmﬁr-{m FHA WEH] T AOTET A T 77 3A 9 HEAT wE
T S Al S |

FEE1 g gfEvE, HEal 929 9 agdl T A wHar oW a0 F TR 0 i IreTe S
M1 TR AT WA | F AT FETE] SICA] WE-EE fEeA T | TRET EE T AR

faerdr 4. %

o o gp =0

£

3% FUE] WATITATR] FTH A A AT

g wiE waEtE F 8 w5 o Ave | 3 v (E R @iRRr f 7 UweR 9 A 0

F EH A T @A NEE e 7 oAd Wi gieE wEwd T A" s

HISTETTR SR ToeT SeTed ST B, SEW TeE A i@ 9% "NAadrs el T | T oA

T fEadTan A O SFIE U 9 T

TN AETE 9E 9T T AT STRIAATE T T8, a7 9% ATAEEs deed gad TEIUEl @i Uwed W
srarelt TEArd wHrET Fer O wEe

3 o e TS TR BRTR A AT fad ¢ v ufe feE ol we i s

'i%m'ﬂl*rﬁi

:J:?

aanf

£y TR TS |

T &9 #@fg SAE HATET

i 3 79 wfrzfe Tar ifee wnen == fadien, We e, e e, e =, gE T e
WA AR | 39T UE UF STIAT g FEiaie |



o

LS

57 wE 5 S TEmAA T 9A e giege | gears e s o¥w 7 mmr o w0 A
TH-% TAT FATSTE T BTEsd WATE 5ol Wad wiegd, 7 3% Ageoals IEF ATATAE UHen =T
THA W R 4TE E

el =1, ¢

Dol oA 4] O

P

93 FUHT T FATHT 9EE T fanmdt

ATET FEATHT AT GEAT A5 A7 TG G TEEn 4 =T e qnee |
ATAATT TAT Tt 599 B TTSTSA %6 a9 SSH a9 SEEa |

ST ATA 4F WAREE AU FA VA, TR T FLSA, A FvArg O a7 arevawr o6 #w
T I TS FEe WA I AR UST E e 7 Fife

R ETRE e

i

A

i

S

[ <3

<5 g

SRR

o1 OIS ST BT BR Y BT ETEM 1 WTET HA
AUGH TI4E TANES TEuTE FA IOH EIHT AUFT 1R Gra AT G

&
A o o e ettt arssendn b e I o v e e s s e s s
7T O7 faeTEEE AT A 3O O A e A EECH

.................................... 3

F9HT TH &5 7

@ AiFEATR A=EE A1 TR SRE FE A E

1 M HA FE g

T TR ¥ s g 91 BT |

TR HEUTHT ST ST |
FATED wEET A AU




¢ i wE T S w7 ome T afed ) S T R 939 7 @ o e Ave
{  TA-T9 TH TSR 7 A0EEA RATE B oA S A7 97 UISETs SATER MTHIAIE UHEH W
T W= T 9T E )

e g i

$2 T T FATA 9R2 W Bt

T FETT AT SEE w34 97 =9 9igw TuEea €1F 3 9= 9aned |

ATHATTE T UF I 0 Wisied 47 I8 TSH 35 giEA )

TAFT FTA ¥F WIAHATE AU T TGA, TAFT T FIEGA W @AY MER A7 TR T4 6
& FwW fary e wE I ah R e e 7 A

T =
§ MaEEE I EEc O EEE 1w 6

I ANEHE WiGF AANEF TIAR £ T0E @ SO a1 e v G

P I

SR E R EEE PRI R B e e e s b AR RN B R P B Ea e b s BB R BB

;
-
]
3
4
i
%
E
-

mmmﬁrﬂnmfﬁnﬁmwmm 4]l e |
afr AT 7 g9 T FF AT FA AT S T R

oo

S B R e e s BETE, sy st 0 o B e ol
meﬁr&qm—maﬁuﬁﬁ!mﬁmwwﬂmrrru‘rwmwmm

B
=
T T TE ¢
) e e e e e e e e e
g L S = b i i LA .

B WIFATRI AU A IR GiH D A EE

FOFN IR EA A IETE

= frrEr ¥ Wi ASVEEE SiE 0

T FE S

o ITE W AT WTe

3 TITE] ¥EEE WS A4 &

=

4T B0 gz



Appendix 3

Attitude Questionnaire for Health Staff Trained in Mental Health
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Appendix 4

Attitude Questionnaire for Health Staff Control Group
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Appendix 5

Patient examination Record

Identification Information: Patient Number:
Date:
Patient Name (Full Name):
Age: SEX:
Education: Marital Status:
Address:
Name of the Health Post:
Occupation:
A. Reason for consultation in health center in the past:
B. Diagnosis made in health center in earlier visit:
C. Treatment suggested from health center in earlier visit:
Medicine:
Counseling:

Side effect of the medicine, if anv........c........
. Remarks (current evaluation).

Diagnosis:

Treatment:

Signature of the consultant
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Appendix 7

Questions for Community People
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Diazepam and other similar anti: anxiety drugs
may lead o dependence (true or false).

- Tricyelic antidepressants may cause all except:

{a) Dry mouth  (b) Blurring of vision {c) Drowsiness

(d) Giddiness  (e) Rigidity of muscles.

- Which of the following is true about suicide

(a or b):

a} It is necessary to ask depressed patients about suicidal ideas.

b} The majority of suicidal patients do not talk about their
suicidal thoughts before they try to commit suicide.

- The following are always reasons for referring a patients

from the health post to a hospital
(True or False)

Psychosis
Suicidal attempt

Status Epilepticus

. At a health post level a new patient with psvchosis

should be started on chlorpromazine 400 mg.
1 day (True or False)

. Amitriptyline may cause retention of urine in the

elderly (True or False).
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Appendix 9

TUTORS TRAINING COURSE, TRAING ASSESSMENT -
CLINICAL QUESTIONNAIRE

Please read the clinical description 1o each history given below, and answer the following
questions for each case on the separate sheets provided.

{Do not write anvthing on this question sheet).

CLINICAL HISTORY NO. B1

15 vears old girl, comes with mother.

Duration of symptoms - 4 vears.

Since 4 months had 7 attacks of suddenly becoming unconscious for 1/4 hour or so.
While she was standing. on two such attacks, she had fallen and sustained injuries.
Afier getting up from the attack, she complains of headache for a day.

During a few attacks. she had bitten her tongue.

All the 4 limbs are reported to shake jerkingly during the attacks.

LA R e

CLINICAL HISTORY NO. B2

1. 20 vear old girl.

2. 1 vear back. got married to a boy whom she did not like.

3. Since | year, often she is getting headache and always complains of weakness.

4. 4 months back, when her husband scolded her she fell unconscious and was said to be

possessed by a spirit and since then she has had many such attacks.
5. Now she is in her parent's house and refuses to go to the husband's house. There she
is symptom free.

CLINICAL HISTORY NO. B3

l. 25 year old farmer.

2. One vear back, he got episode of palpitation, chest pain, while working and
immediately went to the health post.

3. Afier examination, health assistant said 'nothing wrong’ and gave him some tablets.

4. Being not convinced. he consulted a private doctor who also told him that his heart
was in "good’ condition.

5. But he continues to have episode of chest pain, palpitation, sweating and weakness.
He thinks that doctor failed to detect the nature of illness. He always worries about
his health.

6. His father had died due to heart attack one year back.




CLINICAL HISTORY NO. B4

2 2

L s

=]
v

36-year-old villager, works as an agriculture laborer.

From 3 months he talks too much. He says that he is a landlord and claims to have
lots of money.

He does not do anv work. wanders in the village, talks to evervbody unnecessarily.
Of late he is very irritable, scolds people for not 1aking his advice. A week ago he
picked up a quarrel with his neighbor for no good reasons.

He abuses his wife with the reason that the food she serves is not tasty, though others
say that she cooks well.

His sleep is disturbed.

He had a similar episode 2 years back and recovered totally within 4 months.

CLINICAL HISTORY NO. BS

I

Lad
f

45 year old lady.

She attained menopause 2 years ago before which she had irregular menstruation for
one vear.

Since 2 1/2 years she is dull, showing less and less interest in daily activities. She
complains of body-ache and weakness and prefers to sit alone in one place.

Often she weeps and says that it is better w die.

Al times she loses her temper and accuses her sons that they are neglecting her. But
other knows that her children like her very much.

CLINICAL HISTORY NO. B6

load e

17 vears old girl. 5.L.C. student.
She got first class in 8th standard but later she is getting lower marks in the
examinations.

3. Now a days she does not mix with others and prefers 1o be alone.

4. She believes that others talk il! of her, but everybody knows that it is not so.

5. Attimes, she talks and laughs to self for no known reasons.

6. At times she behaves in such a way that others cannot understand her.

CASE HISTORY NO:

2. Is the patient mentally ill ? Yes/MNo/Cannot say
2. What is the diagnosis 7

5. Which are the points in favor of this diagnosis ?

53



i i)

i) 211 i)
v) i e S 2
4, Can you manage this case in your center ? YesMNo
5. [f ves, what drugs you will prescribe and in what dose ?
dose
dose
f. What side effects do you expect and how would manage them ?
i : ol
i)
i)
iv)
i How long do you advise medication ?

8. What specific advice will you give to the patient or to the family members ?

1)

1)

iii)

9. What is the prognosis of this case at the end of 6 months ?

a) Totally symptom free b) A few residual symptoms present
¢) Moderate improvement d) Status-quo no change
e) Condition become worse £ Cannot say

W
v



Appendix 10
Attitude Questionnaire for Health Staff Trained in Mental Health
1. What kind of changes brought by the mental health training in vour work ?

2. In vour opinion how mental health training can facilitate in your work at health
center ?

fad

In your opinion what impact can occur to community when we provide mental health
services through health center

4. In vour opinion what other treatment methods except drug treatment are available ?
list .

L

In your opinion how people perceive community mental health program and mental
health services provided by this health center 7

6. In your experience, what are the barriers vou experienced when we provide mental
health service through health center

=)

What is vour opinion about the supervision system in mental health ?
8. Do you think supervision is mental health enhance vour working skills ? how ?

9. In your opinion. do vou think mental health service need 1o integrate in the current
health system of the community 7

Why ?
If ves how integration can be done ?
0. Do vou think the current recording system in mental health service is useful in your
work 7
Yes No
If yves how ?

If no why ?

11. Do you report mental health activity record to related authority?
Yes No

96



Appendix 11

Attitude Questionnaire for Health Staff Control Group

L

Lnd

o

Do you provide mental health service also 7
Yes

No

Why ?

If ves, how frequent mentally ill patient visits to your center ?

if you are treating mentally ill patient what are the difficulties you have experienced
while providing services to such patient ?

If not. what are the possible difficulties / challenges we need to face while running
mental health service ?

In vour opinion, how mental health service can render through the health-post level 7

(o you think mental health service is necessary in your working area ?
Yes

No

Why 7

Do you think mental health service like other services such as MCH, TB Program,
needs to be integrated with the existing health system ?

Yes

No

Why ?

[f yes, how integration can be done ?

[n your opinion, LFmenul health service is started from lhe health post, do you think
supervision is necessary ?

‘Y'-...l‘)

No

Why ?

o you think recording system is necessary if mental health service is provided by
health post ?

Yes

No

Why ?

If ves, how we can keep the recording of such program ?

o7



Appendix 12
Questionnaire for Community Focus Group Discussion

I. What do vou know about health?

[
i

What do vou know about mental health?

Tad

Could vou tell vour experiences with mental patients?

4. Could vou explain about any mental patient that you have seen?

5. Could vou tell some causes of mental illness ?

6. What might be good ways that we have to behave with mental patients?

7. Do you think current practice of behavior shown to mental patiet is satisfactory?
Why?

8. Could tell the name of near by places where treatment for mental illness is
available?

9. What are the improvements to be done for the betterment of mental patients?

10. What role might be necessary from the family towards mental patients?

Appendix 13

Patient Interview Form A’

Date:

Name: Age: Sex:
Address:

Name of PHC /HP:

Name of interviewer:

Please answer all the question reading carefully. Your information will be valuable to
improve further mental health service. So vou are requested to answer all the questions
below,

. How long vou have been treating from this PHC / HP?

. What was the duration of your illness when you visited first time to PHC / HP?

How did you know that mental health service is available at PHC / HP?

Did you come to PHC / HP alone or with relatives at first visit?

How long you have to wait 1o get consultation in your first visit to PHC / HP?

Lh da W b =
B ' '

98



6. From PHC /HP consultation. how much vou were satisfied?
a) Very much b) Unsatisfactory
¢) Somewhat satisfactory d) Verv much satisfactory
Why?

7. How long time takes to reach to PHC / HP from your home?

8. How much healthworkers could understand vour problems?

9. Did you get any medicine after check up? Yes No
If ves. what was given (Write the names of medicine consulting patient follow up
card).

10. Have you taken medicines regularly? Yes No
If not why?

I 1. Did healthworker ever explain about the method of taking medicine?

12. Did healthworker tell vou about possible side effects of the prescribed medicines and
it's remedy?

13. Have you been told te possible duration of treatment?

14. Did vou inform about the need of regular follow up once treatment started?

15. Did healthworkers provide any information to your family about your treatment?

16. Do vou think there was improvement in your condition (in percentage)?

17. What are the areas vou felt improvement if vou compare before starting treatment
and now? Improvement can be explained in terms of symptoms, occupation, family
life and social life.

8. What can be done to improve current mental health services of PHC / HP?

Form B:

Please ask these questions to relatives of mental patients if they are available.

1. 1.Did your patient ever refuse to come to PHC / HP?  Yes No
If yves why?

2. In your experience, what is the status of mental health service provided this PHC
{HP?

3. Have vou seen any change in your patient after initiation of this treatment?
If ves. please specify the areas of improvement such as personal care, work
efficiency. family relation and social life.

4. What can be the role family in the reatment of mental patient?

5. Did vou receive any advice / suggestion from healthworkers about the role of
family in the treatment of mental patient?
Yes No
If yes specify...... -



Appendix 14

Comparative information of community focus group discussion

Kaski vs. Palpa community focus group information

- Information | Study group (Kaski) ‘ Control group (Palpa) ]
on . o
| Definition of | e Good physical structure or body, good | ¢ Health means increased cleanliness of |
| health appetite | home, toilet, do not take unhealthy |
* Being free from sickness, maintained 'l food and water. |
personal hygiene. e Have sleep on time. fresh air in the
»  Clean condition of health H moming, healthy body. !
= Capable to work, free from discases.
s Srprowed hyiicne. drink bodled waser. |
| Mind must be clean and free from |
impure thinking. P
Definition  of i e Being free from mental lension, mental | » It is a way to keep mind peace and |
| Mental health i torture, be practical with the situation, free prevent from being madness. 1
! from anxicty. be cooperative with others = It is ability to remember properly from '|
{ 1 * Could feel relax and comfortable, be able to the brain.
' think with patience. s [t is a free of tension as it ¢an occur |
»  Being free from worries and anxieties. disorder of mind. |
: ! o Person who can bear mental tension easily | « Free from worry and unnecessary |
j ‘ is mentally healthy and those who could not thinking. |
i are not mentally healthy. s Way of satisfving one seif. |
| Symptoms of | ¢ Showing abnormal behavior such as | e Children could not see, walks in own l
mental illness becoming naked, social withdrtwal.runningI idea. In fainting amack people pw
| what Ihe}" away from home, wandering around the | shoes in mouth. There is increased
| know village aimlesslv. nezlect in personal i frequency of fit. ]
hvgicne, eating, rejected from family and | ¢ Self-talking  talking  excessivelv, l
| village, suicidal antempt, drinking excessive | forgets ofien as such people keeps
alcohol etcs. ' things in other places and could not |
s Do not obey social rules, is often restrained remember easily. |
| at home, they are called ‘bowlaka’ or | ¢ Memally ill people some commits |
. madness. I suicide also. |
+ Fainting attack, frothing from mouth, which | |J
| occurred frequently. There is no pmpcr‘ |
treatment.
| Causes of | « Due to not fulfill desires, thinss. | « Poveriy |
mental lliness l s  Lack of ability tolerate frustration, tension | s  Burn accident |'
| ! » Increased demand and limitation as well. ! *  Brain injury
| H ¢  Have more tension {* Due to hearing bad evems or |
» Problems in love affairs | information such as loss of property, |I
| s  Excessive worries and anxieties - death or failure in exam etc. '
| «  Some are due 1o not 10 have marriage | ® Taking excessive anxiety |
¢ Fainting and some are due 1o too much ! * Lack of proper support and peaceful |
| | study ] environment in the family. i
! e Marital problems (problems in the l + Not able to study or not able to control :
| relationship betwesn the couple). - frustration. |
Behaviors * Help in fulfiling besic needs such & food. wawer, | @ Provide medicine regularly as advised
; mamian personal mgiene
| ::f;::l ::;:::’ o Trytoundersund thew anvietes and help accordingly. | _ from health post.

Help according 1o the rvpe of mental iliness and sounce

We should behave well with m:mully_]'




of cuuse |
Help in treanng such patent

—

! = o Provide love and sffection, behave
« Find out the canse o it &5 related 20 f2midy Sciors and g s |
et Froi Bieaidy workers | according io mood of patient. |
| = We should rot provocate o such patient . Some of them suffered due to |
|«  Our behavior © them is not appropriste. We should excessive love, if so. they should be
o ol eded ¢ wel I sggrsie
e mb:-;m e should put restrain for his and other
| helping i treatment. supporting them emotionalty and safety.
not behaving equally | * We should take care such providing |
B Behavior shown toreards soch PRient 6 fot 2004 mher ! food, cloth, provide medicine on time,
| Z:’:p:;';;' MpRORIRE, Jack GF o AR v e i I and behave without discrimination.
h & Government ks ¥ help in cresling awareness this how | = We should be careful if they hold
L | to care menttl panenis 3ad thewr Sl woapon. —IE
| Treatment » Basic treatment is available at health post. | «  Treatmemt is not available here. We |
| center We have to take to Pokhara if patient are | have to take to Tansen Hospital or |
not getting better. { Butawal (3 participants).
| «  Treatment is available at Pokhara or = We used 1o take Gorakhpur earlier.
' Karthmandu. » We have to ask with other people
» [t is available at health post . where the mental health service is 'I
e  We have to ke them to traditional healers | availabie. !
| for treatment. = India such as Ranchi or Gerakhpur.
s Some cases were taken to Valor, India for | «  Will visit health post and we will take
5 further treatment if they were not getting wherever they advised.
betier from health post treatment.
| Improvement | e  Lack of trained manpower in health post as | Eﬁ-.f:;??:::: r:;: mrd_c j;hl;_if:;:'{dh_j:
to be done in | health post people ofien see such cases asa | i it ke 'm:b-_r_ e |
treatment  of

mental iliness

trial. It would be beter 1o have specialist in |
health post

Role of family |

| in treatment

Famiiy need help 10 have understanding of | =

such mental health problems. Family has to |
take responsibility in providing medicine,
take for regular follow up.

Family has to help in finding out the cause |
of mental illness and ha 10 take |
psychiatrist some time for better diagnosis
and treatment.

Good family relationship always helping |
quick recovery. |

Fom our hezkh post

Trzming 15 needed for the health stafT m health ]
post It can make gervice available guickh here
m our own village and mmonty peopic will be l.
benefied from thig service

Family has to behave properly while
dealing with such case. They must be
helpful 10 menmally ill patient in
providing food, maintaining personal |
hygiene, supporting emotionally.
Family member has to take for regular
treatment. '

Svangja vs. Kapilbastu community focus group

' Information = Study group (Syangja) Control group (Kapilbastu) :
on | |
Definition of | o Being free from disease is healthy person | & Free from illness
' health | » Being free from discase and disability | Be healthy and physically fitness
i | e Person who is fit and sound from all aspect |
' | «  Physically and memally healthy 1 |
' Definition of | » Appropriate functioning by the brain and | »  Mental fitness. |
mentally healthy. | «  Free from tension and somrow |

| Mental health

Free from mental tension |
Balance in mental funclionini !

L

Not 1o think too much or shade tears ‘
Free from problems
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Free from anxiety and worries. | o
Being healthy from all aspect. | .

Have no mental weakness.,
Have recular food and free from
mental tension.

Symptoms of |« Easily felt being hurt even from minor | « They ofien found o be anxious
| mental  illness | things. excessively,
what they | » Fainting arrack lasts 1-2 hrs. 1o 1-2 days or | o ‘Boulaha' or madness
| knmow | 1-2 months. { = Scolding and abusive 10 others
| e Talking excessively, withdrawal, | » Do not talk with others
le W andering aimlessly and doing as they like |
, | without considering social restrictions. !
| « Losing insight. orientation
i | = Abnormal behavior such as being naked, |
talking irrelevantly. | }
| Causes of | « Heredity » Tension and too much thinking as 100
mental Iliness | « Excessive wormies | much thinking can lead to insane
| * Negative major life events, having poor | * Lack of opportunity
| ' mechanism and poor feeling s  Lack of proper sanitation
= [hsease in brain . Anxiety
| | s Some time due to chronic physical illness »  Lack of appropriate diet
= Failure in SLC s Shading tears can cause damaze W
' | =  Failure in love affairs . brain
| » Being faint or unconsciousness
| Behaviors | = We have to help 1o find out the cause and {® Give medicine
shown towards | it's solution and treats the cause. ! »  Provide proper diet
| mental illness | «»  We have to take for reatment. We have 1o | » Do not criticize, 1ease, scold or abuse

behave properly with patient as like others.

We should not mind even if they get angry,

show love and affection. Family

relationship must good and has 1o talk well |
with patient. {
Treat if the condition is severe in hospital. |
Some time while they become ageressive,
we have o put them in restrain though it is
not a selution. i
Do not lex them feel inferiority. We should |
not reject such patient, search the cause and

take to hospital for treatment. '
More than 50% people in family were not |
behaving properly with mental patient
though they knew it is not good. Treatment
is possible only when family member were
ready to help. If there is good behavior in
family, society will also behave properly.
Society has to help 10 understand the |
situation. So family has major role in |
rehabilitation of such patient. |

to mentally ill

J

| Treatment | * Treatment is available here in health center. | »  We have to take to India (Lucknow) |
| available | If not cured we have to take to Kathmandu. | as treatment is not available here.
Treatment is zlso available a1 Palpa, | « We don't know
i Pokhara, |
. # Health post ofien could not treat major |
| cases for we need 10 go other center,
Improvement | » There must be 2 separate section in health | »  Arrange for adequate food and drinks.

to be done m_l

post 10 treai mental patient. -

We were behaving as we know such
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| treatment  of
| mental illness

» Increase level of awareness in mental |

health, as patients were getting better from

health post treatment.

«  Awareness program in  school

in metal health.

+ Develop metal health facility regularly in

health post in future as weil.

arsa
helpful to aware school student and teacher

as taking them to traditional healers.

Role of family in |

treatment

*  To make bemer i3 the responsibiliny o family. Family

member should behave properly.

. We have w zke sech patient w hospital to find the |
cause, should provide medicine regularly, take care in |

personal hygiens and should 1ake for regular follow up

at health post
* Treat for any physical
= Take such pan

lmess such as fever.,

nt o health pos: for regular treatments,

better care in food. personal hygiene. provide love and |

affection

Ll

We did nod know very much that how 1o behave
with ‘pagal”

We were wying to treat locally with wraditional
healers. We have to look after in food, dnnk,
sleep and should support to make them feel
calm and relaxed

Nawalparasi community focus group information

Informat
| ion on

Study group (Dumkouli)

| Control group (Chore Mara)

| Definition of | &

It is zood health and life for own self

B Health is being free from discas; and dirt. . : It
[ «  Make body clean (personal hvgiene), take good and family member as well. health is |
food, use clean things, put surrounding clean. nacessary for good life. |
*  Health will be good if we could get proper air | *  Healthy means being right from every |
{ and water. aspects. |
| s Health is keeping clean all body including | » Maintain hygiene and environment
i surroundings hvgiene. We should not take rotten | »  Free from disease.
i or dirty foods. | ¢ No pain and distress
[ *=  Health means one should be healthy mentally | ¢ Clean and tidy.
and socially. | « Face and brain cease to function.
| + It is capable o work, sick person could not |
! work. |
' *  Could work well, feel sarisfied and be quier
! +  Healthy bodv and free from diseases.
| Definition of | & [fbrain is well, it works properly. +  Healthy from mental imbalance.
HICRIA] Realth It is [ree from anxieties. Whatever activities done by brain are
| | =  Healthy brain. mental health.
i »  Have good relationship in family and others. i *  Brain should work properly (healthy).
= Mentally ill person could not behave | ¢ Ability to control all the activities
satisfactorily. within one-self.

*  Many diseases can attack, but we must
be free from them. Have goods home
and neighborhood environment.

- & Don’t know (2 participants).
[ | * Brain cease to function properly in
i : mental illness,
| | =  There must be optimal supply of food
. . and nutrients to brain such vitamin. Tt
| is free from anxiety sources.
Symptoms of | «  Sych patients talk too much. getting angry. | Shouting  while  walking,  talks
. T:::i' '”:";:: E fights and aggressive with other. irrelevantly.
| know " | »  Could not aware about own body, surroundings. | =  Fainting attack while looking bright




They have sick brain.
Such patiemt walks

! become
] asgressive with others.

1

|

aimlessly,

s There was weeping spell, influenced with bad

red color cloth. Would become we
if we irritate and release quickly ifwe
do not pay much altention.
Could not move limbs. unzble to wall

spirit. ] o Wander aimlessly (as seen in ~....
s  Talks unnecessarilv, walks in his/' her thinking, 5 ‘pagal).
not aware about what own-self is doing. = Forgetfulness. noi sociable.
®  Such patient shows disorganized behavior, talks | = Headache and thinking too much.
irrelevantly. | = In between behave odd and
: | | way, gets casily angryv. not talking. &
| i | food careless, talks too much, ng
l maintained personal hyvgiene.
| Causes  of - Due 1o excessive worries and thinking. | » Self dissatisfaction
| mental liness | o Can occur due 1o internal disease. | »  Thinking too much unnecessarily.
i l ¢  Due 100 much source of stress and anxieties. | = Heredity
' | * Dueto lack of love and affection. s  Lack of better home environment
- | = Conflict in family can also cause mental illness. L People having hot blood.
i ;':::;m 1 * We have 1o be patience towards mentally ill | ®  We were behaving as we know.
| wnarss ;| | potient. They will not behave badly f we could | v Mowly we afraid becawse we
meatal illncss | sit quietly. | know how to behave with
e We have 1o 1alk well, provide food, clothes. ! patient,
| # Help them to have proper follow up in health
| posL |
| e We have to give love and talk well with the |
| patient. We should not beat such patient. [
| Yreatment | s Simple treatment is available here. Kathmandu | o Maranvanghat, Kathmandu and
| S | and Pokhara are better place because drugs are | (Gorakhpur, Ranchi)
available there. [
! ¢  Health post service 15 good, however we have o
| buv medicine. Treatment is available at ‘
Dumkouli PHC. Naranvanghat.
| * Some time we were taking such patient 1o India l
[ such as Ranchi. '
= Take to traditional healers.
Improvement | o Would be better to have visit by mental health | «  Survey of blood is needed to find oo
::ﬂb:m':::' ::; % expert at least once in a month. the risky group of health and also run’
mental illness ] o  Would be better if we can arrange mental drugs ;wan;nm miiing activities in mental
and doctor regularly. ealth. Mental health specialist has ig
;i * Health post management system should be \:sil at 1-:a:slhonlc: a n'ﬁnth to supervise!
i.lTI.PfO\Ed. the tramned health stall.
| » Drug should be available frecly and mental ‘ * Governmem has 1o provide mental
| doctor has 1o visit twice a month. | health service free of cost,
Role of family | o Family has grate role in recovery however, | o Familvy member has 1o take
in treatment ! doctor is the main person 10 treat. { responsibility 1o take to health post for
| s  Provide medicine and take patient for treatment, treatment.
| = Provide love and affection and other care as | * Family hafs role :n as;ming about 51_::
well. intake of regular drugs by
' patient. They often need reassurance,
.l talks well and support from family
l members. :
| *  Family has to provide help to reduce

pain and other distresses.




Rupendehi community focus group information

Informat | Study group (Lankapur VDC. Lumbini)

Control group (Motipur VDC) |

Hefp in providmg food. wearing cloth and oifer ake 10
hospatal

Talk and acnivate patent and take to hospreal

1on on
Defisition of | ¢« Health is being free from disease (7|« Being free from discases, which is |
i | penicipants). | great luck. have all the immunization |
| » Being healthy means free from harm inhealth. | since pregnancy. |
i s  Mainmin personal hygiene, have good |
. | diet. IE
' = [t is memal and physical health, have |
; | good diet. 1
*  Have more mental awareness. :
» Capable 10 work physically and |
mentally. |
Definition of | «  Mental health is adequate Functioning of | *  Menully unhealthy is not able 1o thik 2nd [
Wik knsih sensation or no disorder in brain. :E‘::j:f;;ﬂ:;::i; Fm pervont ex brum |
e Could tell what is right and wrong. 0 il ek i I'-L: opposite of health |
=  Don’t know. They can thank in any matter f
' Inmental health brain is in good condition. - :e;:‘wi:‘;mﬁ:s“:z? r;TT-;l;
= Free from disease in brain. wiong |
& Could think well, have no load in the brain. »  Pronestfroe eebeuithy factons
{ = Have appropriate brain. ¥ Whhﬂﬁ‘&iﬂmmwﬂfm
s To be happy. sadness can cause illness. = “""h “'“'w”‘:_-"_ ‘mm ‘m""
= & They are bair o difforentiaste from wrone and
{ nght and fofiow accordinghy
Symproms of | o  Syuch patient walks unnecessarily, talk toomuch, | «+  Wandering around being aimlessly
:':::"' “':::: ; irrelevant talk. | (like insane or "Pagal’).
know " | = Could not speak. listen | « There is loss of mental balance
=  Frothing and fell down | @  Children were not bale to study.
*  Wandering in street or walking without wearing | +  Don't know (2 participants).
shoes or walking holding useless things or stick | »  Loss of smile while talking.
in hand. * Mental retardation Loss of awareness
! about  own-self (insight and |
, Jjudgment). i
| | = Could not work properly. |
Camses of | »  Duew mcrease heat i bram or thinkng extesiely. | » Due to quarrel or conflict in to home_ |
mental llses - g::mu-:a?a ) e Mental - !
- B and |
R e | Ercesiveaohol ladstomadocs. |
! =  Toomoch thinking wornss and beng fadl m exam
| = Duewlack of adeguate precsone ingide the bram
#  Duc o wormes 3nd unexpecied major life events
Behaviors *  We have to take such panent 1o hospital s  We were showing behaviors as we
:::::d- " -;z P:’;::;‘i:m::;;’:ﬂ’::ﬂﬁﬂﬁ" know such as avoiding such patient
mental iliness | . To :I'nfml:d::‘m\: because lhf.‘}’ can harm to others as
»  Help to take hospial well.
-
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Treatmest | o Lankapur hospital (Lumbini PHC) by 6 =+ Dentknow
| avaitable | g |- in Butawal. mental health specialist visns fom
participants. a .
. India such Ranchi
. Kathmandu-in  Kathmandu medical  College
hospital
*  Treatment i1s af Dhalikbel
| | * Traditional healers such as Lama and JShankris
JI 1
; t
Improvement | o  Repular availability of mental health service. * Appropriate behavior
:':'mﬁ'tt : Well trained doctors | health post. s Find out the way to solve problem.
| mental illness = Provide love. no anxielies or worTies.
Role of famsth | & Tmmww“fm“‘ - Pronade appropraste behaveor 1o soch patsent
mireatmeat | o Ask with doctor how family can help. = i‘jmu;mm B
e Take patient wherever doctors told or g0 10 | . pg ot pur patient alone.
doctor, *  Family has to treat, as neighbor could not do

thas job.
Help 10 be cooperative at famaly

No repecnon and haie in home bot proaade liove.

Tanahu community focus group information

‘ Informat | Study group (Damauli community) Control group (Tharpu
ion on Community)
| Definition of | « Health means have good, clean and sound | *  Good health
|htﬂh health. | = hsmﬁfﬁﬁwmmh'
- | * A healthy person is capable to work physically r - m.&mdm body is healtiry
‘ and mentally. ¢«  Healthy body, take fruits, vegerzbles and mest
»  Health person is capable to fulfill all the needs. i food. Have better hygiene i
‘ ‘ e It is ability 10 maintain hygiene such as taking | * :mmn:ig;ﬁrmng hand. fect. Clean uring
. good food, fruits. moming exercise, free from | T e R ot M s il
| : mental tension and satisfaction. ' products. il
| | ®*  Health is 1o be clean and put clean environment. |
Definition of | &  Mental health means to have good muscles and Cleanliness of own body.
SRS Renit physics, free from anxieties. Self protect of own body. Do not drink
_ {* To be menally healthy we should not think alcohol.
- i seriously. There is relation between thinkingand | «  Eat properly, wear properly and have
| | feeling good weight.
: | = [don’t know (two participants) *  Free from anxiety and worry as it can
| = Memal health is being capable to solve when cause disease.
there is any problems. » No disease inside mind. No drinking
=  To be free from worry and anxiety. of alcohal, '
« To be free from worry, anxiety and take

initiation in dailv activities as like others.
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Symptoms of

mental illness
what they
haaw

We were not behaving well with mentally 1 Trestment | »

would be bemer

I have feeling w0 help mentaily 1l people

Some mentally ol povenr miks wo much and could not
remember it

It cam occur for every body. Feching of dusatsiarrion can
occur for every body. Wie kave to help not ondy own s2if bat
also for others

Il peopie could be recosmined from ther Baxce

We can help providing money for reatment

Feel pey, would be bemer of every fanmuly member love
them

Such patent did whatever they like which s fearfil

Have mentally il panent in urban ares

Some patents were mliong seif and were withdrawal from
saciety.

Other people might spoil to such patients.

Mentally il patsent smokes cannabis and demands cigarette.
One Christian pauent had kept without treatment. had kept
without treatment and recovered later. They ofien walked
naked, behave abnormally

Madness, epulepsy are mental iliness

One child 15-16 yrs 5 not working properiy, ears cannabes
Some people crv, shoul. shaking body f they eat soat meat

1

After fever, could not speak and is
mentally retarded.

Mad people walk holding the dint and
us2iess things.

Do mot want 10 take medicine, always
follows own idea and do not follow
what other says.

Epilepsy cases are seen in villaze.
Some mentally ill patients were scen
walking around.

Could not die also, visits every where,
Did not speak in epilepsy.

Faint while walking, more than 10-12
times a day.

They showed ssammenng 2iks
. Eats wiatever they g2t
=  Broodimg w0 moch, seif =ik
| - E = " kabhure rog”
| Camses of | = Heredsty a3 ot 15 thers with parent When there is too much anxiety.
[ evE | = | Lad tbvsTRpiTi cosn When drinks too much alcohol
=  Duoe o wacherafi i : s
»  Docors o wilhm Due 10 worry. anxiety and economic
*  When family members become ill, bad ez can come duc to status.
witcheralt Due 1o the condition of house, use of
¢  Due 1o not able 1o think properly thinking negatrnvely and not drues or substance
tulfill the desire I.p g S. 2
o Pailorein e desies work When there is no good environment
= Due to barriers to reach to the ohjectives or if other's take at home, or have more number of
over in the work, 100 much wornes or thinking children.
* Mot proper food (rotten foads) Lack of zood support in the family.
; Behasiors . Provide more love and zffection. flfill the desires. and ke “'c haﬂ.‘e 'been ad"ising s_u_ch &’nﬂl. o
| shown hospetal for teatment. tak ealiv ill . i Z
| towards . Provide love and affecton a3 much or posshiz ke wo b _}I.le:m.m _H.aI.
| mental Mness hospetal | Do not allow taking unsuitable thinos.

Fulfill the desee. o= properh, otherwise, paness m=yv Jie
It = betzer to et on nne of iliness  severe

Provide love- affechon. cmobions] support, find oo the
cause, taker 1w mental hospital or 1o bemer hospaal

it 15 not good, we shounid not behave badhy, shooid gne
opportunity 1o work or talk properiv

Earher, we used to t2ke them o tradibonal healers Now a
day we are kg to Damaul Hospital

Some people behave well, some not. We should not beat
restrain but good behavior help in recover. It is sansfactory
1o look after i home than restrain,

Would be better if treated

Provide reassurance.

One should no 1ake worry, amdery.
Encourage them to take medicine by
themsefves.

Find out and ask them 1o go w0 health
center.

Reassure family member that it will be
benter after taking treatment.
Behave properly  discuss
politely, 1alk in family,

speak

107




Treatment
availalile

Mot in Damauli but available at Kathmandu.

We ask with villagers may be at kant hospial bur don’t
know It 15 nodt available
Available a1 Kathrmandu
It is available here, can be dimgrosed properdy. 7 not g
better we advised such patient 1o go 1o \.Llhm._n._u Pokhara
ur [ndia

Kathmandu, Pekhara. Bharaipur

T came o know that memal health service 15 available here i
Pramault Hospital from hoarding board in the hospital i selfl
I didn ™ getinformation from ather part

Don’t know:

Take health post ar Hé‘-_spilal

L provement
to be done in
treatment  of
mental illness

[mprovements in drug supply,
Because mental patient often could not treat by
themselves due lack of money.

We need to have more efficient doctors to treat
in hospital.

We need easy facility to treat mentally ill,

Role of Tamily i

in treatment

We have to provide care and affection. Do not
discriminate, behave properly.

We have to help to take hospital, show love.
Ask patient what happen. Do not disturb if they
were nol making noise.

Do not
better if we can take to hospital for treatment,

L
at Pokhara but may be al Bharatpur. il Ih not avatlable at Damauli.

¢ India —Ranchi (tree participants),

+  Not available in Nepal,

+  Don't Know.

free treatment. | » Do not gl angry

= Ask them 1o take medicine. Disc
situation. Try to put happy and quiet.

¢ Treat in better place.

*  Bewer if it is available here.

=  Mental illness will be betier as quickl
as we start treatment.

+  Family should be cooperative,

e Treat and take to hospital
treatment on time.

*  Be supportive with memal iliness
Encourage and  provide medicing

feeling of such patient, would be Such patient has to have good

relationship.

+  Talk well and reassure them that i

will be recoverad,




Appendix 15
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Comparative information among trained and untrained health workers
in the issue of integration, supervision and reporting

Information regarding the integration of mental health in health post

Study group health workers

|| Control group health workers

Integration is necessary and could be done as
like other health services, Regular support from
mental health specialist is needed.

Integration could be done through coordinating |
with HMG and developing regular work plan.
To integrate mental health services training for
all health post staff and supply of free drug are |
needed

Since mental health problem is a public health
problem, to fulfill objectives of government to
provide basic health service at grassroots,
integration is necessary. Basic and refresher
training 1o all the health siaff and regular
Supervision i$ necessary.

Mental health service at health post level |
increases the trust of community people
towards health post service because it reduces
the economic burden of patient.

Patients could get service on time in their own
community

Health post can provide this service with same
facility and manpower, so would be cost |
effective,

Increased flow of mental patient at health post.
Integration can be done making coordination
between public health department and training
center or hospital.

Integration is necessary to continue the current |
mental health service.
Integration could be done giving equal |
importance to mental health service also from
government, However, training to health post
staff, supply of drugs, and system of recording |
and reporting in mental health is necessary.

It can be done through adding the mental health
component in to primary health service system. |

Mental health is also health-related program,
Trained manpower and availability of drug is
necessary to start mental health service. It
would be effective if we can establish a |’
separate memtal health section in the district
heaith office from where this program can be
run to health post and sub-health post
Awareness raising activities in mental health in
the community s equally necessary.

To provide easy and cheap service,

To achieve the goal of health service,
integration can be done by running mental
health clinic once a week. _
Many mental patients were visiting to health |
post. Poor patients could benefit

Integration can be done through providing |
training 1o health workers and start menial

health activities in an integrated manner with |
other activities. |
To make available of mental health service

throughout the country like other health service.

From the same physical facility and staff of

health pos, this service can be provided.
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Supervision information

[ Study group Control group Sl o
«  Toknow effectiveness of treatment e Toevaluate the effectiveness of service,.
s Torefresh the knowledze and skill of trained *  Toreview the progress of the patient
man power «  Enhances the guality of service
| *  Toknow health post difficulties and helpingto | «  To know prevalence of mental health service
solve them. «  To follow the defaulier cases
#  Toincrease awareness and provide counseling | *  Supervision twice a year from higher authority
«  For the satisfaction of the patient | »  Maintain record of the service
*  Helps to treat new patient I *#  Increase treatment compliance from patient
*  Public trust «  Tosolve the clinical problems
»  Heporting of mental health activities s To bring uniformity in the treatment.
Heview difficulty in case management
*  Encourage health staff
e District level supervisor to run supervision
regularly,
s  Ewvaluate the effectivensss of the program
| PRehabilitate patient in the community - ek W]
Reporting and recording system s
Study group Control group
| = Helps to know details of patient such as ¢«  Recording can be done making separate register
i diagnosis and treatment *  Recording provides detail information of
| »  Helps in supervision and increase flow of patient demography, prognosis and drug.
patient. ¢« Recording provides information about the
Provides progress information of patient health manpower involved in the service
*  Helps in reporting «  Recording is helpful in future plan
e Tozet service easily and gquickly | « Toinformation to higher authority or others
»  To know prevalence of patient. .

o Toknow information on drug stock

*  To make easy in follow up of patient

s Has to be integrated with the general health
recording system of district,

e Helps in reporting to higher authority,

*  Change in current recording system

Separate HMIS form for mental illness is
suggesied.
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