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I. INTRODUCTION#*

1. The central theme

One of the crucial issues i1n the health field i1s how to assess options
for the development of health services. This assessment should ideally be
based on a thorough understanding of the implaications of such options within
a global system perspective. The review of literature shows that such an
objective and realistic assessment has rarely been made for developing countries
or for the development of mentel health services. One of the major omissions
is that of relevant demographic and economic factors which are of particular
concern in developing countries. This emphasis on demographic and economic
factors does not mean that other social factors - such as ethnic and cultural
factors, family and community structure, or psychosocial and somatic factors -
gre not equally relevant.

2. Demographic and economic perspective for assessing options for the
development of mental health services

The proposed frame (see page 5 ) presents one possible model of
assessing options for the development of mental health services, especially
as regards demographic and economic factors. Among relevant demographic
factors influencing the need and demand for mental health services are the
following: patterns of population growth and demsity, life expectancy, migration,
urbanization and crowding, and related sex-age structural shifts, occupational
and marital status. In addition, various demographic Markovian models of the
birth-life-death process can be used for planning and evaluation of health
gservice programmes. Such a model was recently developed to relate input decision
variables - such as specific mortality rates by age and group of diseasss and
specific fertility rates by age - to out~put criteria - such as l1life expectancy,
time dependent structure of mortality by age and cause of death, and other
time dependent demographic structures (Ortiz and Parker, 1971).

Mental 11ll-health 1s not only bad in itself but it mskes 1t more
difficult for countries to achieve their desired socio-economic development.
This burden does not only differ with the prevalence and incidence of mental
health problems. It differs-even more importantly - with the culturali,
demographic and economic context of each particular country. 3uch factors
determine also to what extent particular mental health services programmes
are able to improve mental health status, considering dy.amic need - demand-
coverage relationships.

The question is therefore particular to each country context, namely
how much 1s gained by a given change in the allocation and management of

* This draft working paper will be revised by the co-authors on the basis
of the discussions in the 3eminar., For this revision, assistance 1s also
expected from colleagues in WHO, DOrs Baasher, Hassler, Andreano and Kleczkowska.
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of mental health resources considering the health sector as a whole. How much
vould sach a chanfe contribute te daiminishing the burden of mental 111-health

on soclo-economic development (1.e. benefits) compared tc the charpe 1t makes

to socio-economic development (1.e. costs)?

II. CONTEXT OF PLANNING rCR MFNTAL HEALTH JTRVICES

3.

’riority setting wathan heslth programmes and budget
Cost of mental heslth services within the delivery system

2,1, Prioriiv setiing

Mental health 1s a priceless asset. Mental health services,
however, are by nc means priceless. they use resources for service
production and delivery that are scarce in soclety and especially
s0 1in developing countries. People want health services, but they
also want food, education, housing, clothing, fuel etc., which may
contribute to health and other social and economic needs,

It has to be emphasized that reduction of mental healtn service
costs 1n 1tsell would be a misteken objective lor the planners and
managers of mental health services. This i1s easily seen, since the
costs of mental health services can be reduced to zero by eliminating
all mental health services. The objective 1s instead to sirike a
balance between mental health services and all other health services
ana societzl productions. This necessitates the setting of development
priorities i1n the health services and within mental health services.
The question 1s not usually one of "all or nothing" hut one of "efficient
or inefficient mixes" of mental health services within the entire health
service delivery system.

Development planners have often pointed out that the sole
development of either industry, agriculture or education are Ialse
priorities. In the health field, either basic health services or
naternal and child health services, etc. are equally false priorities
1f health services are not considered in their totality. UNor can we
choose between economic development and health services development,
since many health services contribute to the productive potential
of 1ndividuals. Many health services and especially mentel health
services mitigate the often traumatic impact of development and change
on indivaduals. It should never be forgotten that man is the creator
and intended beneficiary of all development. Mental health services
should therefore be designed to satisfy national and individual patient
goals, 1.e. ultimately the daily and holistic welfare needs of the
individuals. Thais impetus cannot come from the medical establishment
alone but only Irom 1ts closes cooperation with other disciplines.

Planning can prevent us from putting z priority on heroic
efforts that disregard costs and lock only forwara to the "Ideal” result.
The question posec to decision-makers 1s not one of which mental health
service system 1s better than the present, nor which 1s the best ol
all systems. It 1s rather the question of which developments are
efficient within the health service delivery system and other systems
as a whole, 1.e. achieve satisfactory progress towards health and other
socio~-economic objectlives at reasonable cost to society.
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Costs, which are expectea to occur later, burden opportunities
at present less then more imrunmt costs (Prest and Turvey, 1965).
On the other hand, present mental health service programme.
commitments and developments imply often large expenditures in the
future, A training programme for additionel mental health service
manpower, e.g. implies [uture expenditures on facilities, complementary
manpower and drugs etc., so that this additional manpower can be
employed {or service delivery. The decision-maker will therefore
want to estimate explicitly the financial requirements for a mental
health service programme as s whole over several years, even i1f he
should receive budget allocations on a yearly basis (Abel-Smath, 1967).
Unpleasant surprises can be minimized in this way.

3.2. Cost

The use of resources for any particular purpose znvolves social
costs or opportunity costs in the sense of lost opportunities elsewhere
in society. These social costs are higher the scarcer such resources
are relative to the competitive demanas placed on them (Abel-Smaith,
1972).

Competitive opportunities for many resources are especially
high 1n developing countries while their availability is especially
scarce. Developing countries need mental health service developments
badly but they can afford only those with very low opportunity costs
unless society 1s prepared to forego other social demands. Resources
used to produce and deliver mental health services include staff,
building, ecuipnent, materials and supplies, information etc. Certain
"budgets" support or procure these resources, such as money or credit
funds and legal and political authority. These budgets are sharply
limited capescities or constraintsthat cannot be exceeded.

The social costs of employing resources de not have to be the
same as the money expenditures on them. Resource expenditures may,
for example, be nigh relative to social costs because of high taxes
or profits, or they may be relatively low because of subsidies and
grants (such as volunteer or draft labor).

Planners and managers of mental health services have therefore
to consider a) whether money expenditures on mental health services
production and delivery are within the budgetary constraints and b)
the social costs of the resources employed. Similarly, they have
to consider how tne resources used for certain mental health services
could have been used for other types of health services. This mesans
that mental health services have to be seen within the delivery of
all health services and indeed within the total demographic and socio-
economic system (WHO, 1973).

In countries with an exhaustive resource and service accounting
system 1t would be feasible to compute in detail such opportunity
costs of mental health services and other health services. In
developing countries, by contrast, relevant information would [irst
have to be collected 1n a laborious and costly way. Some method has
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therefore to be found to go beyond money expenditure estimates for
mental health services in developing countries. Such a method has
to be based on the economic rationale of sgcial opportunity costs
but should require only a minimum of additional information collection
and be easy to understand by decision-makers. One such method would
be to establish a list of crucial resources for mental health service
delivery and developments, to rank them by their rough magnitudes and
the importance of their other employment opportunities in society.
Modern psychiatrists may for instance turn out to be a luxury for
most rural populations in developing countries, while much lower
skilled mental health services manpower may be more efficient.

Bven an estimate of money expenditures alone is not an easy task.
Firstly, 1t involves often the pooling of accounts from a multitude
of agencies and the private sector. OSecondly, mental health services
are not only delivered by specislized mental health agents and
institutions but also within the general health services, not to speak
of folk and self provided rental health care. Experts in the United
States, for example, debate whether 107 or as much as 50% of health
services by general practitioners and specialists in internsl medicine
are mental health services (Fein, 1958). A sample survey based on
voluntary service accounting by diagnosis during a limited time could
establish at low cost which proportion of general health services
are in fact mental health cares.

The literature gives expenditures on mentel health services
only for few countries. For the United States, Fein (1958) calculated
expenditures on mental health care in 1954 of more than 1,700 million
dollars, whereas Rice (1967) calculated that little less than 11%
of all health service expenditures were on mental health care in 1963.

Impact of mental health services: Reduction in the burden of mental
ill-health on socio—economic development
I1l~health and therefore mental ill-~health impair human welfarse.

Mental health services are social intervenitions in order to prevent the risk
of mental 1ll-health, to cure mental ill-health or to keep such conditions
from worsening, or to relieve the mentally 111 in a symptomatic way.
Assessments ol mental health services have in the past been mainly in
terms of their procedural quality or impact on mental status. Even for this
limited evaluation, i1t cannot be neglected that services and developments
outside the health sector as well as other health services have an impact
on the prevalence and incidence of mental health problems (See III. 7 below).
It would therefore be wrong to measure mental health problems at different
peints 1n time and to ascribe the change in mental health status exclusively
or primarily to mental health services.
Mental ill-health is not only undesirable in i1tself but also because
it comstitutes a burden on national socio-eccnomic development by its mers
existence. The burden asrises inasfar as the mentally ill differ from the
mentally healthy in having a smaller chance to participate 1n a wide range of
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socio-economic roles and Lo achieve a satisfactory role preductivity. The
emphasis in this paper 1is on economic roles, 1.e. roles in the production
and distribution of economic goods and services. The mental requirements

of a man behind a plough are diflerent from those of a psychiatrist; the
impact of a given mental 1llness on the role performance of both will differ
correspond in:sly,

The assessment of the burden or mentsl ill-health is therefore the
comparison ol the actual situation with a hypothetical one, namely with
the situation that would prevail -~ other things unchanged « 1f the mentally
sichk were healthy. In that hypothetical situation one imputes to the mentally
sick the same labor force, employment and productivity opportunities which
the mentally healthy really have.

As an example, Fein (1958) calculated that the first admissions of mentally
i1l to anstaitutions 1n 1954 lose about 387 oi their productive work years in
the U. . ‘Simlarly, Rice (1967) calculated that mental 11l-health in 1963
was responsible in 1963 for almost one l1ith of the total economic burden due
to a2li 11l-health in the U.... lo such estimates appear to exist for developing
countries. Lt 1s however likely tunat tne economic burden ol mental ill-health
s lower Than in devecleoped countries, simply because the mentally healthy have
lower labor force, employment and productiv.ty opportunities.

This does not rean that 1o economic burden of mental 11l-health is
neglirible in deveioping countries. On the other hand, 1t would be quite
costly to caleulate such burden in detaill since this would require a lot of
nevr information. An alternative and less costly approacn 1s to nake calculations
only »y rough order cf magnitude and only for major economic development schemes
vhere there 13 sufficient reason to believe that mental 11l-health wi1ll be a
major limtation on their implementation. 4 high prevalence of toximania,

e.g. would be a major concern for schemes to promote trucking business. This
approach would first list which specific human functional abilities are recuired
by particular economic cdevelopment schemes and identily then existing or likely
mental health problems which would impair such functional abialities. These
burdens would then be ranked by rough order of magnitude. Finally service
opportunities would be identifized to deal with the priority mental health
sroblems.

It 1s now possible to define the benefits of mental heslth services in
terms of socio-economic development: mental health services benefits are
the smounts oy which mental health services lower the burden of mental ill-
health on socio-economic development. These benefits w1ll be hicher, the more
mental health problems can be prevented, the higher a percentage of mental
health risks can be covered with effective services and the speedier the
rehabilitetion of the mentally 111 1s proceedaing.

No such calculations appear to exast for any country. While exact
calculations of benefits would be too costly in developing countries, the
decision-makers could find pertinent information from cuestions such as the
Tollowins: ain which cirection will developments in other sectors influence
priorit,; rmental health problems? will the menlal health service programmes
sttack such priority problems® how extensively and adequately will 1t cover
sucn priority problems?
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5. Lesrning from the experiences in developing countries .
Lvaileble literature cn the experience in developing countries does

not appear to offer the relevani information which would be required to follow
the above approach. The context of planming for mental health services 1s
often well described (Baasher, 1973 - Kuwait: Diop, 1973 - Jenegal: WHO/EMRO,
19723 Carstairs, 1973 - Indonesia; Nigerian Report, 1972) but does not
specifically discuss the costs and benefits of mental health services delivery
and their development.

Although the demographic dynamics and the health situations present many
similarities in most of the developing countries, generalizations are only
possible 1f and when the wade range of socio-economic contexts is fully
considered (Bryant, 1971; Banerji, 1967).

If during the discussion at the Seminar account is taken of such varying
soclo-economic contexts, some general principles for developments of mental
health services programme based on the experience of the participants could
energe.

ITI. PLANNING THE DEVELOFMENT OF MENTAL HBEALTH SERVICES

6. Basic options for the development of mental health services
The term "opticns” for mental health services development i1s treated
here 1n a broad sense. It comprises for the developing countries a substantive
redirection of the present mental health services programmes and of the health
systems in general (Lambo, 1972) as well as a mere expansion or contraction
of certaxin mental health service types or a change in 1ts management and
supporting (such as drug inventory) systems.

The search for options will be different in each socio-economic context
but will in developing couniries be motivated by a desire to make rapid progress
toward the following general goals for mental health services and indeed health
services in general (WHC, 19733 Newell, 1973):

First, peripheral praimary mental health services which are accessible
to the total population.

Jecond, & referral system with efficient forward and backward channels
for those persons with special mental health service needs.

Third, an allocation of mental health service resources which is based
upon overall national and social priorities.

Fourth, & mental health service programme which 1s designed and administered
in a way that is consistent wath national values and acceptabie to the
population and responsive to 1ts expectations.

Fifth, a menagement system for mental health service resource use and
utilization which 1s able to promote efficiency.

5ixth, a standard national mental health servace technology that is
simple and appropriate for the priority mental health service problems.

Seventh, an improvement .n mental health status (including also development
and disability) not only through health service action but also through induced
change in other sectors.

Eighth, the ability of the mental health services to adapt flexably
to changes 1n needs, demands and resources.
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Il cannot be said a priori uliach mental health service development options
sre more efficient than others. This has to derive irom a comparison o: the
add.tional osenetits and costs which each option 1s expected 1o generate within
the country coentext. It i1s aesirable, e.f. to shorten the lensth o. impatient
stay for mentally :11l: 1t would however be countereffeclive when no complementary
cormunlty or home services exist for re~uired follow-up care. The prainciple
of graduated patient care requires therefore that the services of lower-grade
intensities of care are in fact exasting opportuniiies.

Prevention of mental health problems 1s often less costly and more
effective than letting mental health problems develop and then tryine to cure
or relie: tnem. Arain, 1t 15 not always true. llental health protlems increase
with tne conflicts and coniradictions inherent in rapid socigl change such as
urbanization and modernization (Dlop, {ollomb and Sankalé, 19??), but 1t would
be too costly to stop sccial change (3ee 111, 7). The burden of social change
on mental health has to be recornizea e.;. by associating mentsl health workers
with all major economic and socizl development projects. An effort has to be
made to cushion the harmful impact on mental health without Jeopardizine
soclo-economic development as a whole.

Some developments may cost laltle obut be guite effective, such as
introducing the notion ¢of menlal health hygiene 1nto schoel and manpower
tra.nins programmes, fosterins the establishment of mental health benevolent
societies and - most important - tapping the existing resources of local
populations. In the past, the imposition or hure institutions (suach as
psychiatric hospitals with hunoreds of beds) from the top down have rarely
been successful in aeveloping countries. They often cost toco much, monopclize
skilled heallh services manpowver, specialize 1n treatins "lancy" nmental health
problems of low priority, pose too high demands on litile developex management
capaclires, secparate the impatients Irom their normal socio-cultural environment
and cther health services opportunities, have difficulty in controlling impatient
therapy, have little or no referral system in the sense ol graduated or follow-
up patieat carey cover only an insienifzicanl proportion of the population =zt
rigk and can be altordered financially only by a small part of the population
because ol high travel expenaitures even where the services themselves are
"fr=ze of charge". ‘hile such psychiatric hospital system may be justified
in exceptional instances in developing countries, i1t 1s ecqually evident that
a menlal health services prograrme cannot be based upon them 1n any such couniry.

Given that population i1s rrowing fast in the almost zll regions of the
developing world, that highly skilled medical manpower in reneral is very
scarce, that the population expgctis satisfactory heallh services as a whole
at low cost, & more promising approach has to be found. Such an approach will
be based on a multiplication of sawall health services delivery points in the
difTerent rerions of each country. mall mental heslth services units can
be established and promoted 1n such a way that they are Iully part and parcel
of the local socio-economic fabric of life. Adoption of loeal architecture
saves construction costs and provides local employment opportuniiies., uca
units belong to the local communiiies end these wall be more motivated to
accept them, to participate constructively in their mznagement and to veolunteer



- 11 -

help in feeding, clothing and also socially and economically rehabilitating
the mentally 111. Within such community mental health services there 1s also
place for traditional methods of treatment end rehabilitation, which can
diminish necessary drug consumption. In this connexion, the experience of
"psychiatric villages" developed recently in S3enegal (Collomb, 1972) -
Psychlatries sans psychiatres - may prove to be one feasible option by
offering a new form of community-based therapy.

It may be sufficient i1n many cases to i1ncorporate mental health services
into the basic general health services. Mobile communicable disease teams
e.g. could - as soon as their task changes to "maintainance" - aid in the
prevention, detection and treatment of certain mental health problems. All
non-specialized agents in curative health services delivery could be taught
a few well-defined proecedures in order to be able to deal with simple mental
health cases. Where special mental health services are necessary they may
gain by being located within or close to health centers. They can in this
way jointly utilize laboratory, pharmacy, logistics, administration, and
general health service manpower.

The above discussion of "options" does not imply that the decision-maker
can conslder slternative interventions in different areas separately. The
assessment of options needs to consider intervenlion packages in the sense of
comprehensive plan proposals for the development of health services as a vhole.
Alternative proposals can, e.g. be compared when each proposal would
approxamately exhaust expected budget allocations.

7. Some dynamic demographic and economic factors influencing the need

and demand for mental health services

4 relatively limited literature on mentsl health services and related
demographic and socilo-economic aspects has developed in the United States
and other developed countries (Lin and Standley, 1962). However, information
concerning these aspects in developing countries 1s very rare (Lambo, 1969).
From available studies and reports three generalizations cen be drawn for
most developing countries: a) availability of health services in developing
countries tends to be sharply limited in terms of both facilities and manpower;
b) although the distribution of mental health services is often spotty, health
facilities and manpower are least available to the rural populations which
comprise the majority of most developing countries {Banerji, 1967); c¢) their
need for services 1is regularly high but numerous demographic, economic and
socio-cultural factors often act to inhibit the traditionalistic and rural
populations of developing countries from using those few available health
facilities - including mental health services (Collomb, 1972 - Le besoin et
la demande pour une assistance psychiatrique).

In the absence of specific studies on the use of mental health services
in the developing world, one has to refer to studies on the utilization of
health services in general. Thus from one study carried out in Tunisia
(WHO, 1972 and related pepers by Benyoussef and Wessen) 1t was demonstrated
that some of the determinants of utilization were demographic and economic
in nature and related both to the population and the services used.
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The analysis o. the Tunisian data (WHO, 1972) surgested that need and
availability are controlled by individual "predisposing" or "enabling"
factors. Thus 1t was demonstrated that the rates of utilization vary according
to such parameters as sex and rre, occupational status, urban/rural differences
and education. In addition tney vary zeccording 1o a number or culturally
determined attitudes towards per-onal health (e.g. doctor's treatment better
than ola recipes; preference given to old recipes; need for treatment) and
health services (e.g. health services sufficient; services well organized;
consultation hours convenient: werkings time nc longer than hoped for;
Adoctor-patient understanding satisfactory). These parameters reflect the
relative modernization of the population. This suggests a general hypothesis,
namely that the utilization of health services in developing countries 15 a
function of ithe relative modernization of the pepulation and the relative
auality of available health services.

The assessment of health problems cannot by itself indicate the need
for general and mental health care. Oocial change as regards migration
and urbanization has to be considered as uell (Benyoussef, 1972). Cne
collaborative study recently carried out ain _enegal 1llustrales some important
health effects of migration and urbanization (.HC/ORSTOM/University of Jeker,
1972 and related papers by Benyoussef, Tutler, Baylet, Diop, Collomb and
others).

The analysis snows that sex, are, marital and educational status lead
to important differences in the health problems of rural non-migrants and
rural immigrants inte the city oif Dakar. Many oi the mental healih problems
derive from daifficulties to adapt to urban life. Similarly, problems related
to diet, clothing, unemployment and housing are due to such difficulties
in acculturation to the urban style of life. Duration of residence, inter-
personal relationshins and leisure activities are aad.tional determinants of
urban adaplabilzty.

IV, JSILECTED I3ZUE3 TN THE MAJAGHMENT Ox MENTAL HEALTH SERVICTES

&. Better utilization of mental health service resources

Management means different things to different people. Iis minimum
functions are planning, supervising and controlling (Mlner, 1971). The
difference between supervising and controlling is similar to that between
prevention and treatment. This section deals with selected issues of supervising
and controlling mental health service resources, namely with management efforts
to decrease inefficiencies in resource utilization. O(nly some aspectg of
nanagement are economic, others are behavioural, technical and operational
and cannct really be separated from the economic ones (Kleczkowski, 1973:
Browm, 19733 HO/AFRC, 1970). The reasons why some selected economic aspects
are presented here is that menagement aonility appears to be one of the skills
whach 1s stzll 1n extremely limited supnly in most developing couniries.

The utilization of svailable resources 1s 1nefficient if resources are
not or not fully utilized i1n line with their skill and time capacity. One
reason may be that there 1s deficient demend for the health services of a
given provicer, provader team or facility because the type, quality (1ncluding
aspects of service in 1ts oririnal meaning of "servaing a client") or terms
of availability of health services are not accepiable to the population
(see III, 7). The manager has in this case to 1ind out what the population
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expects and how these expectations could best be met. Where such expectations
are 1llogical or unrealistic, the manager may consider the reorientation

of such expectations by community health education efforts or, where this

18 not feasible, he may consider to coopt them by advertising his health
services 1n line with those expectations. It may be objected th. t these old
and proven marketing principles are not applicable where mentally 111

are the clients, but the demand for mental health services 1s more laikely to
come from their families, friends, employers, in short the mentally heclthy
local community. It may also be objected that mental health services can often
be made compulsory - and sre indeed in some developing countries linked with
prisons (Nigeria Report, 1972} - but the population finds means and ways to
avoid compulsory services when it is not convinced of their usefulness, as

1s shown in the much less controversial area of tax collection.

A second reason for inefficient utilization of resources may be that
complementary resources are not avallable in the required proportlions. Fxarples
are mental health service facilities without staff, mobile staff without means
of mobility, more institutional beds that can be serviced by the staff, and
training of more staff than can be employed. This means either that realistac
resource planning was lacking or that the implementation of planning was not
sufficiently supervised and controlled. Concentrating on the latter, the root
ceuse lies often in an insufficient maintenance of resource inventories in
the required proportions. Each resource system (staff training, staff
employment, equipment, drugs, etc.) may be managed independently from each
other. ZEquipment and drug inventories may not be maintained properly but are
allowed to fall to crisis levels until proper action 1s taken. OItaff may not
be sufficiently motivated because 1t 1s insufficiently or not at all prepared
by training to deal with the on-job demands or i1s not properly guided by
supervision and in-team service itraiming or has few opportunities for professional
and salary advancement (HHO, 1970 -~ Bvaluation of Effectiveness ..g.

A third reason for inefficient utilizection of resources may be waste
due to carelessness or intention. These agpects are often discusgsed as moral
or criminal issues with the implication that the only policy option 1s to change
the moral attitudes of the staff and punish corruption. The economic aspect
1s more detached and consists in identifying root causes in the incentive system
facing the slaff: as long as viece "pays" more than virtue, people will tend
toward vice. There 1s, e.g. an incentive for mental health service staff to
sell on the black market drugs and equipment, which are intended for service
delivery, when this means doubling their regular income. The remedy i1s not
necessarily doubling staff income. There exist other options as well, such
as notivating staff for service delivery, inducing the community to finance such
drugs etc. and giving them therefore an incentive for controlling the staff,
making one of the staff directly responsible for such inventories and paying
him success bonuses, have an account of drug use made for each service encounter,
etc. Oimilar changes in the incentive structures have to be considered where
staff pocket patient charges or spend part of their contracted time on private
practice. The sart of incentives consists in bringing individual self-interest
into line with the sccial interest.
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A fourth reason for inefficient utilization of rescurces may be that
a continuous gearch for ingenious end more efficient technologics, organizational
arransenents etc. 1s lacking (*bel-’mith, 1972). Yel the magnitude o nealth
and other development needs 1s so greal i1n developins countries relative to
their resources that they cannot afford inefliciencies in the same way as
hirhly developed counirzes can THO/AFRC, 1970: Toris, 1972). “ome of the
innove . 3~ opticns ior the development oi mental health services were discussed
an III.6. 1if tunese principles are followed, one mental health specielist could
provaply provide satisfectory mental health services for half =z million people
with the aid of nurses and auxiliaries and not more than 20 beds for mental
health care. 4 cetailed calculation would of coursc have to itske account of
the degres of populatien dispersion. the accessibility of the population, the
available meazns ol mobility, the incidence of mental problems in the population
and so forth

L fifin reason .or inefficient utilization of resources may be that
differenc administrative levels and organizalions with the mental health service
delivery srater cre not sufficiently coorcinated and duplicate functions.
“eonoriie reasonin” wn the abstract woule levor an efficient divigsion of labor
writh clear lintages in the cense of a rerionalized system of healin service
delwvery. Yany alternative rodels ol apparently ellicient structures of
orranization coula be civen but all are vorthless i1n the real i1rorld s.tuation
:f they a1l to sccount ior polizics, pressure {roups anu personalities. ?
rational orgznization and administraZicon pattern csn pronably only result
from the interzcction of tiro countervailing pressures, namely pressures from
above (central rovernment) and below {(local cormunitles).

@, Implocat.ons Tor an information syster in mental health services
Infornation is recuired for plannins, including the cost ana benel:z

assessnent or uevelopment options for meatal health services, supervising
and controlling. The cuestion i1n each context is which and how much i1nformation
when and for whom 1s efficient. This decision is not purely scientific or
technical, nor merely political and administrative, but economic as well.
the collection, tabulation, analysis and retrieval of information uses scarce
social resources., On the benefit side, information has no value in 1tself
but only 1. it actually helps the client -~ a1n this case the decisicon-macer,
plamner and menager - to expand his range of policy opportunities, to aeiine
such obportunities sharply , 1o &ssess such opporiunities irom the relevant
angles, and to put hin therefore in a position io ma'te more informed, timely
and eff.cient decisions. Zach investment into intornation hes to be justified
by 1ts expected outcome and 1ts lov burden on social opportunities.

’n e.Zort has alreedy been mode 1n II.4 and 5. to show how the cost
and bene’it assessment of mental healin services develomment options can be
adapted vo the context of developing couniries, where requirerents Ior new
in“ormation have to be kept at a ninirmumm. Special purpose one-shot sarveys,
e.r. of the prevalence ana incidence of mental health problems are very costly.
hi1le they may be justiiied in certain circumstances, 1t would noct be feasible
to base an information system on them. ‘here such costly surveys have been
made, one can take aavaniace ol them. this "baseline" information can ve
continuously updated 1n a rourh way by considering relevant dynamic factors
(Jee III.7.) and potential service impaci. Information i1s least costly
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when 1t 1s an account of mental health service delivery and made simultaneously
with 1t. OSimilarly, surveys to ascertain how the population is satisiied

with their consumption of mental health services are very costly. It costs
1ittle to ask the consumers at the end of the service or at the beginning of
follow-up visits which service aspects they liked and which ones not for

what reasons.

A information system geared te decreasing inefficiencies 1n a particular
resource, e.g. drug, system at a facility level (jee IV,9) wvould have two
functions, namely to "flag'" inefficiencies which are not known and to trace
the root causes of those inefficiencies which are known. Suppose for instance
that the inventory of a particular type of drug appears always to be exhausted
before procurement day. The first check would be whether the problem could
be aue te service delivery or not. If yes, then the problen may be due eituer
to a larpe share of patients requiring high med:ication or over-medication of
patients. If not, then the problem may be either natural storage loss, e.g.
due to inadecuate temperature control or loss to the black market. If over-
medication, then the problem may be either patient pressure, deficiency of
stalf knewledge or staff intention to keep the patients from "making troubles",
ete.

There 1s therefore a whole "tree" of successive problem conditions and
therefore considerations which have to be 1nvestigated in a certain order
and with certain degrees of urgency. The corresponding information system
will have to follow the same groping or learning approsch until root causes
arenavle to managenent intervention are found. 3uch a process-specific and
outcome-oriented information system 1s obviously more economical than an
"1n-depth" zurvey of 2ll possible contingencies.

V. DGASIBLE PCINT™ ¥OR DISCUSSION

This paper raises a mmber of planning issues. Others will no doubt
be brourht up during the discussion. As an example, the following points
are offered for an exchange of views:

a) Which options as to the development of mental healin services have
recently been under discussion in the participants' countries®
What are the pros and cons for these various proposals especlally
taking 1nto aceount demographic and economic factors® UWhich recent
or letest developments in mental health services have been implemented®

b) Vas there anywhere a success of "coord.nation" or "integration" of
mental health services with the genersl health services®

c) VWere some of the selected i1ssues in the management of mental health
services given serious consideration and implementecd 1n the
participants’ countries”

d) How have local communities been able to participate in mental health
care development at the most peripheral level®

e) Is any official information -~ collected now — used for assessing optlons
for the development of mental health gervices®
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