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Informing mental health policies and services in the
EMR: cost-effective deployment of human resources
to deliver integrated community-based care
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ABSTRACT For EMR countries to deliver the expectations of the Global Mental Health Action Plan 2013-2020 & the
ongoing move towards universal health coverage, all health & social care providers need to innovate and transform their
services to provide evidence-based health care that is accessible, cost-effective & with the best patient outcomes. For the
primary and community workforce, this includes general medical practitioners, practice & community nurses, community
social workers, housing officers, lay health workers, nongovernmental organizations & civil society, including community
spiritual leaders/healers. This paper brings together the current best evidence to support transformation & discusses key
approaches to achieve this, including skill mix and/or task shifting and integrated care. The important factors that need
to be in place to support skill mix/task shifting and good integrated care are outlined with reference to EMR countries.

Orienter les politiques et les services santé mentale dans la Région de la Méditerranée orientale : déploiement de
ressources humaines d’un bon rapport colit-efficacité pour une prestation de soins communautaires intégrés

RESUME Pour que les pays de la Région de la Méditerranée orientale puissent répondre aux attentes créées par
le Plan d'action mondial sur la santé mentale 2013-2020 et pour faciliter le mouvement continu vers la couverture
sanitaire universelle, tous les acteurs de la prestation de soins socio-sanitaires doivent faire preuve d’innovation et
transformer leurs services afin de fournir des soins de santé fondés sur des bases factuelles qui soient accessibles,
d’unbonrapport cott-efficacité et procurentles meilleurs résultats pourles patients. Pour ce qui estdes personnels
aux niveaux primaires et communautaires, ceci concerne les médecins généralistes, les infirmieres praticiennes,
les infirmiéres communautaires, les travailleurs sociaux communautaires, les responsables des logements sociaux,
les travailleurs de la santé non professionnels, les membres des organisations non gouvernementales et de la
société civile, y compris les leaders et les guérisseurs spirituels communautaires. Le présent article rassemble les
meilleures bases factuelles actuellement disponibles a I'appui de cette transformation et examine les approches
principales a cet égard, y compris |'éventail des compétences et/ou la délégation des taches et les soins intégrés.
Les facteurs importants qui doivent étre en place a I'appui de I'éventail des compétences/la délégation des taches
et de bons soins intégrés sont présentés dans le contexte des pays de la Région de la Méditerranée orientale.
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Case for transforming

mental health
services in the EMR

The countries of the Eastern Mediter-
ranean Region (EMR) continue to un-
dergo rapid social and cultural changes,
which bring both advantages and
challenges. For countries in the Region
to meet the expectations of the World
Health Organization’s (WHO) Global
Mental Health Action Plan 2013-2020
(1) and to progress towards universal
health coverage (2), all those involved
in the provision and delivery of health
and social care need to innovate and
transform their services so that these
deliver evidence-based health care that is
accessible and cost-effective and has the
best patient outcomes.

The Mental Health Atlas 2011 de-
scribes resources for mental health in the
EMR and shows large variations in health-
care expenditure, manpower and health
systems delivery among the Member
States of the EMR (3). This is reflected
in differing life expectancies and literacy
rates and variations in the contribution of
neuropsychiatric disorders to the national
burdens of disease. There is also variability
in governance across the countries of the
Region in terms of mental health policy,
mental health plans, mental health legisla-
tion and mental health financing. There is
aneed to learn from current best practice
within the EMR and similar health econo-
mies to ensure that individual countries,
independent of the resources available to
them, can work towards achieving best
practice.

Challenges shared by all nations of
the Region, regardless of income, are a
shortage of medical manpower (including
ashortage of psychiatrists, general medical
practitioners, social workers, psycholo-
gists, occupational therapists and mental
health nurses); a lack of integrated pri-
mary care services; and variable access of
patients to psychotropic medication, due
to differences among countries in pre-
scribing rights of secondary and primary

care personnel.

With improving medical technology
many people are likely to live longer and
withincreasing age there will be increasing
morbidity and multi-morbidity. It needs
to be recognized that mental and physical
health co-morbidity will continue to be
the norm rather than the exception.

A recent review of projections for
global mortality and burden of disease
shows that noncommunicable diseases
and mental health will continue to be the
leading causes of mortality and morbidity
in low-, medium- and high-income coun-
tries. (4) There is increasing evidence that
noncommunicable diseases and mental
health co-morbidity have an additive ef-
fect (5-8) and this suggests that mental
health-care skills need to be embedded
throughout the primary care workforce. In
a review of 23 low- and medium-income
countries it has been estimated that if
nothing is done to address chronic dis-
eases in developing countries, US$ 84
billion of economic production could be
lost, in addition to the high costs of care
to the health systems (9). We need a new
primary care workforce that will work in
the community, utilizing all evidence of
best practice obtained from low, medium-
and high-income countries (9-11).

Global changes in patterns of morbid-
ity also provide opportunities for innova-
tion and new ways of working. In order
to achieve the benefits of universal health
coverage there is a need to develop a com-
prehensive approach to care, with clearer
pathways and with a defined role for the
state, for health commissioners, hospital
health providers, primary care provid-
ers, nongovernmental organizations, civil
society and other community health and
social care providers. There is a need to
recognize the role of the individual patient
and his/her carers in self-care and health
promotion.

Despite the shortage of specialists in
low- and medium-income countries of
the EMR, there are effective treatments
for common mental health problems
that can be applied in a primary care
setting. This also makes it possible to
address co-morbidity, to improve access

to mental and physical health care and
use a patient-centred approach, which
ultimately reduces the stigma of mental
illness (7,10,12). One of the key innova-
tions required is to develop and deliver
an appropriately skilled workforce within
the primary care system, through skill mix
(13-16) and/or task-shifting (17-19)
supported by an evidence-based sys-
tem of collaborative or integrated care
(20-22).

Workforce
transformation

The impact and financial cost of long-
term health problems in 23 low- and
medium-income countries similar to
those in the EMR has been estimated
at US$ 84 billion if nothing is done to
address problems such as heart disease,
stroke and diabetes (6-9). When men-
tal health co-morbidity is added into
the equation, this loss may be as much
as 70% greater. Research shows that
integration of mental health care into
primary care is effective, cost-effective
and safe, and this is true in high-, me-
dium- and low-income countries (20).
EMR Member States require a template
that can be applied to support integra-
tion in their specific health-care setting,
while recognizing that each country will
have a different starting point depending
on the resources and manpower that are
already available. Techniques that can
be applied to develop the workforce to
meet this challenge are skill mix and task
shifting,

Defining skill mix

and task shifting

The terms task shifting and skill mix
tend to be used interchangeably in the
literature, and it is therefore necessary to
clarify the terms.

Skill mix can be defined as a group of
professionals working together within
the same team, each contributing to the
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care of the same individual patient by fol-
lowing a single pathway in an integrated
fashion or in a collaborative way using
a stepped-care approach (14-16,20).
This technique is well-known and well-
tested in primary care globally and this
article will propose how this concept
can be applied to mental health-care
delivery in the EMR.

Task shifting is a methodology
through which activities previously pro-
vided by clinicians are transferred to
others within or outside the team. There
are over 50 years of evidence demon-
strating its safety and effectiveness in
low-, medium- and high-income coun-
tries (20). For example, a randomized
controlled trail in India showed that
interventions for depressive and anxi-
ety disorder led by lay health workers
decreased the prevalence of common
mental disorders and resulted in a re-
duction in suicide attempts (21).

The effectiveness of task shifting and
skill mix depends on the quality of the
people who are taking on the new roles
(19) and there is therefore a need to
train the new workforce appropriately.

Skill mix and task
shifting—key enablers

Key steps need to be in place to achieve
successful skill mix or task shifting.

These include:

o A dear philosophy and initiative which
defines the scope of the collaboration or
integration. This would include the
type of patients or clients who will be
managed, the funding arrangements,
the infrastructure required and which
patients or clients will be excluded
from the type of service provided.

o Leadership and clinical champions who
will provide the governance, the vision and
mission and advocate for a transformed
service. They will be responsible for
the monitoring and implementation
of clinical governance and quality im-
provements. One way to ensure the
engagement of leadership is to set up

a board of stakeholders who must in-
clude psychiatrists, general practition-
ers and other members of the primary
health-care workforce, patient organi-
zations, community links and other
organizations that have an interest in
supporting the success of the initiative.

Appropriate infrastructure and informa-
tion technology in placeto supportachange
in working This would include patient
records and data-sharing agreements
supported by alegal framework across
the patient pathway.

A well-defined clinical pathway which
aligns the different components of the
workforce necessary to deliver the path-
way. The workforce required can be
calculated using disease incidence
and prevalence data, the numbers of
patients who are already being man-
aged and an estimate of the numbers
that will need to be managed to better
meet the burden of disease. In order
to identify what will be needed from
the extended workforce the pathway
needs have definitions of the expected
parameters of self-care and the nature
of the evidence-based interventions
required to address the disease burden.

A supportive legislative or policy environ-
ment that supports integration and work-
force development. There may need to
be changes in legal requirements to
ensure that skill mix and task shifting
are properly applied and this would
include a clear definition of the role
enhancements within the workforce.
There needs to training in the com-
petencies required by the workforce
to perform their new roles, using the
principles of patient-centred care
and taking into account public health
needs and expectations (15).

A clear policy for the accreditation of a
new workforce and clarity of task. This
must include a framework for con-
tinuous professional development,
mentoring schemes, supervision and
career progression.

Expandingthe curriculum of medical and
nurse training to include collaborative
care, mental health and working within
systems. Current core and professional
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training needs to be transformed to
focus on integrated practice and joint
working in order to overcome barri-
ers across sectors.

Understanding the

new terminology

New roles and responsibilities brought
about through a transformation process
often require the introduction of new,
culturally appropriate terminology. The
terminology adopted to address the
issue of changing and evolving clinical
roles should make little difference as
long as the change is supported by col-
laborative stepped or integrated care.
There is sufficient evidence of the cost—
effectiveness of this approach in primary
and community settings (12,17,22,23).
What is important for successtul
transformation is that any process that
includes skill mix or task shifting and
integration is bidirectional. This means
that there should be parity between
mental and physical health-care delivery
to avoid the risk of marginalizing mental
health. An example is the need to train
midwives and health visitors in mental
health-care skills as well as maternity
and paediatric skills so that they can play
an active role in screening for mental ill-
ness and develop appropriate manage-
ment plans in collaboration with local
primary health-care networks to achieve
the best outcome for their patients and
families. General hospital staff require
mental health training and input from
local mental health services or from
primary care mental health services.
Similarly, specialist mental health ser-
vices require input from physical health
services in primary and secondary care.

What patients, their families and
carers require is an integrated, simplified
pathway supported by appropriate hu-
man resources and policies to support
this change in practice.

Well-defined skill mix and task shift-
ing also enhances the role of the family
doctor, as some of them will become
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general practitioners with a special in-
terest (GPwSI) in primary care mental
health (24). Countries of the EMR
will require support to transform their
primary health-care workforce and to
simplify access to such care. This can be
achieved by general medical practices
adopting a model of primary care net-
works supported by community and
hospital resources.

There are currently variations in pre-
scribing rights of health-care providers
and hence in patients” access to medica-
tion across the EMR and therefore there
will be a need to ensure better access in
primary care to psychological therapies
and to the range of psychopharmaco-
logical interventions. The is also a need
to focus on mental health promotion,
for example by developing the skills of
the general population in mental health
first aid, by improved management of
long-term physical health conditions
(many of which are co-morbid with
common mental health conditions)
and by improved access to substance
misuse treatment interventions (includ-
ing smoking cessation). This is what
is meant by “primary care transforma-
tion”.

Strategies for delivering
integrated care

Delivering mental health care in the
community and via the primary health-
care system is not achieved just by an
increase in number of workers. Primary
care transformation requires the exist-
ing workforce to work differently and
for new workforce roles to be developed
(20,21 )

An example of this from a high-
income country is the use of naviga-
tors. A navigator is a single, named
individual who can help people with
multiple morbidities and those who
are vulnerable, especially those with
long-term health conditions, to navi-
gate their way through complex systems
(e.g. across health, social care, housing,

employment and education) and who
can help to pull together integrated care
packages across sectors and services
(25727).

An analysis of integration in health
research, policy and practice noted that
system-wide collaboration must go
beyond the health sector. It suggested
that that the well-being of the most
vulnerable health-system users, whose
mental and physical symptoms lead to
disorders with persistent impairments,
may be a sensitive indicator of a soci-
ety's need for integrated care, and that
full social participation for vulnerable
groups requires sustained access to jobs,
schools and other services. This requires
cooperation among the education, so-
cial services, labour and justice sectors

(27-30).

Key factors supporting
good integrated care

Information-sharing systems

To support the effective day-to-day
provision of integrated care to people
with mental health problems it is es-
sential that information systems are
compatible within and across different
organizations. The system would estab-
lish individual electronic records of pa-
tients’ integrated health and social care
needs and interventions; would have
the facility to record information about
education, housing, welfare benefits and
employment status, identifying specific
occupational health needs; and would
require the ability to anonymize and
aggregate health and social care records
to inform a needs assessment of the
local population and hence local joint
and multi-agency commissioning plans.

Shared protocols

Shared protocols between two or
more organizations, or parts of an or-
ganization, are needed to set out the
responsibilities of each in delivering an
agreed service and/or outcome. Where
shared protocols have been established,

the evidence suggests they work well,
although it is important to ensure that
staff “buy-in” to the protocol. Shared
protocols should be developed within
and across the range of statutory, inde-
pendent and voluntary organizations
that support people with mental health
problems.

Improved access to primary
care psychological and
pharmacological therapy

The effectiveness of improving access
to primary care psychological and
pharmacological therapy has been
demonstrated in the United Kingdom,
Ireland, New Zealand and Saudi Arabia.
It is hoped that it will reduce some of
the intercountry variation across the
EMR that was highlighted in the Mental
Health Atlas 2011 (3).

Joint funding and commissioning

Separate funding streams hinder inte-
grated care, while pooled funding and
services commissioned across bounda-
ries increase the likelihood of patients
receive better care. Combining health,
social care and other budgets (e.g. for
education) at a local commissioning
level provides the opportunity to mir-
ror the service delivery requirements of
people who need a single, coordinated
approach to manage their mental health
condition. Commissioners need to be
aware that the support of people with
mental health needs extends beyond
traditional health and social care inter-
ventions, to help with issues related to
lifestyle choices such as exercise and
smoking,

Co-located services

The co-location of primary care and
specialist mental health staff is strongly
supported in the literature and could
bring significant benefits to patients in
terms of a better integrated response to
their needs, so long as the staff under-
stand their respective roles and respon-
sibilities and work collaboratively, and
willingly, together. There is no evidence
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that the merging of organizations in-
volved in providing different aspects of
care to people with mental health needs
would in itself improve that care.

Liaison services

There are significant benefits to es-
tablishing both psychiatric liaison ser-
vices in physical health-care settings and
physical care liaison services in mental
health-care settings. Commissioners
need to be more aware of the evidence
for the effectiveness of such services, the
improvements to integrated patient care
and the cost savings that can be made.

® Z
I c
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Q

Navigators or case managers

There is benefit in having a single,
named individual who can help people
navigate their way through complex sys-
tems across health, social care, housing,
employment and education (among
other services) and help to pull together
integrated care packages. This would
go a long way to ensuring that people
received effective, integrated care.

Reduction of stigma

A public and a health-care workforce who
are better informed about health and
mental health issues would help to create

Primary Care Network

Network
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an environment in which a truly integrat-
ed response to poor mental health could
be established. In addition to continuing
work in raising the public’s mental health
awareness, both primary and secondary
schools need to ensure that emotional and
mental health issues are fully integrated
into what children are taught about health
and healthy living in the widest sense. This
would mean that young adults intending
to move into careers in health and social
care already have a basic understanding
of the indivisibility of physical and mental
health, so that the formal professional
training on holistic and integrated care

Figure 1 A primary care network represents a geographical area served by general medical practices, community resources
and hospital. Each circle represents a general practice working collaboratively with other general practices as a primary care

network
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that they receive from day one will come
to them quite naturally. By itself, though,
this is not enough; there is a small, but
good, evidence base suggesting that
interpersonal contact involving people
with mental health problems can reduce
the risk of their suffering stigmatizing
attitudes and behaviour from other.

Aligning hospital care to
primary care

An essential component supporting pri-
mary care mental health transformation
are well-organized mental health hospi-
tal and secondary level health services
which align with and support the local
primary health-care networks (Figure 1)

Conclusion

To successtully transform mental
health services in the EMR it is es-
sential that successful models for

integrated services in local areas are
scaled up both nationally and region-
ally in order to provide health and
social care benefits to as many indi-
viduals in the population as possible.
This will contribute to the delivery
of the Global Mental Health Action
Plan 2013-2020 and universal health
coverage.

Leadership across all sectors is an
essential component in the delivery

of integrated or collaborative mental
health care. This requires high-level
commitment and collaborative rela-
tionships across all grades of health
service managers and clinicians.

Some practical steps need to be
taken by the EMR Member States,
supported by the WHO and other
important stakeholders such as the
World Organization of Family Doc-
tors (WONCA), World Federation
for Mental Health (WFMH) and
other academic and health policy in-
stitutions to transform primary-care
mental health. These are summarized

in Table 1.

Table 1 Scaling up primary-care based mental health services in the Eastern Mediterranean Region (EMR)

Step 1: Region-specific measures

e Establish a multisectoral regional committee across EMR to:

- articulate the vision across the region and summarize the case for change;

- provide technical expertise;
- share best practice across the Region;
- share resources to avoid duplication;

- coordinate lessons learnt;

- agree operational, governance, financial and performance frameworks.

e Agree an EMR matrix for monitoring performance.

e Agree for co-morbid physical and mental health conditions to be tackled, including diabetes, respiratory conditions and
musculoskeletal conditions that are common in primary care.

e Agree a structural framework for data collection that will be used across all sectors for benchmarking.

e Agree the minimum data set to be collated by countries across the whole Region.

e Agree that the population be covered by each primary-care network.

eldentify gaps in the workforce and propose the development of a new workforce.

Step 2: country-specific measures

e Establish a national accountability and joint decision-making group in each Member State to ensure that country-specific
issues are covered, including proposed national information technology solutions, the identification of national clinical
priorities and definition of population groups per unit.

e Establish a national clinical reference group.

* Agree a national formulary for prescribing.

e Agree pathways for access to psychological therapies.

e Agree geographical limits of each primary-care network.

e Confirm information sharing agreements and proposed incentives.

e Agree an accreditation process for new skills and a method of monitoring safety and clinical pathway fidelity.

e Agree a national matrix for monitoring performance.

e Design and implement incentive schemes to support change.

e Agree the scope of national scaling-up.

e Map all the local resources that can be deployed as part of skill mix.
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