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Rational planning and budgeting
can help build effective mental health
services. Methods are now available

to help determine physical and human
resource requirements necessary
to deliver high quality mental
health services.
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Preface
|

This module is part of the WHO Mental Health Policy and Service guidance package,
which provides practical information to assist countries to improve the mental health
of their populations.

What is the purpose of the guidance package?

The purpose of the guidance package is to assist policy-makers
and planners to:

- develop policies and comprehensive strategies for improving
the mental health of populations;

- use existing resources to achieve the greatest possible benefits;
- provide effective services to those in need;
- assist the reintegration of persons with mental disorders into all aspects

of community life, thus improving their overall quality of life.

What is in the package?

The package consists of a series of interrelated user-friendly modules that are designed
to address the wide variety of needs and priorities in policy development and service
planning. The topic of each module represents a core aspect of mental health. The starting
point is the module entitled The Mental Health Context, which outlines the global context
of mental health and summarizes the content of all the modules. This module should
give readers an understanding of the global context of mental health, and should enable
them to select specific modules that will be useful to them in their own situations.
Mental Health Policy, Plans and Programmes is a central module, providing detailed
information about the process of developing policy and implementing it through plans
and programmes. Following a reading of this module, countries may wish to focus on
specific aspects of mental health covered in other modules.

The guidance package includes the following modules:

> The Mental Health Context

> Mental Health Policy, Plans and Programmes

> Mental Health Financing

> Mental Health Legislation and Human Rights

> Advocacy for Mental Health

> Organization of Services for Mental Health

> Quality Improvement for Mental Health

> Planning and Budgeting to Deliver Services for Mental Health
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The following modules are not yet available but will be included in the final guidance
package:

> Improving Access and Use of Psychotropic Medicines

> Mental Health Information Systems

> Human Resources and Training for Mental Health

> Child and Adolescent Mental Health

> Research and Evaluation of Mental Health Policy and Services
> Workplace Mental Health Policies and Programmes

Who is the guidance package for?

The modules will be of interest to:

- policy-makers and health planners;

- government departments at federal, state/regional and local levels;

- mental health professionals;

- groups representing people with mental disorders;

- representatives or associations of families and carers
of people with mental disorders;

- advocacy organizations representing the interests of people with mental
disorders and their relatives and families;

= nongovernmental organizations involved or interested in the provision
of mental health services.

How to use the modules

- They can be used individually or as a package. They are cross-referenced with
each other for ease of use. Countries may wish to go through each of the modules
systematically or may use a specific module when the emphasis is on a particular area
of mental health. For example, countries wishing to address mental health legislation
may find the module entitled Mental Health Legislation and Human Rights useful for
this purpose.

- They can be used as a training package for mental health policy-makers, planners
and others involved in organizing, delivering and funding mental health services. They
can be used as educational materials in university or college courses. Professional
organizations may choose to use the package as an aid to training for persons working
in mental health.

- They can be used as a framework for technical consultancy by a wide range of
international and national organizations that provide support to countries wishing to
reform their mental health policy and/or services.

- They can be used as advocacy tools by consumer, family and advocacy organizations.
The modules contain useful information for public education and for increasing
awareness among politicians, opinion-makers, other health professionals and the
general public about mental disorders and mental health services.

Xii




Format of the modules

Each module clearly outlines its aims and the target audience for which it is intended.
The modules are set out in a step-by-step format in order to assist countries to use and
implement the guidance, which is not intended to be prescriptive or to be interpreted in
a rigid way. Instead, countries are encouraged to adapt the material according to their
own needs and circumstances. Practical examples from specific countries are used to
illustrate particular aspects throughout the modules.

There is extensive cross-referencing between the modules. Readers of one module may
need to consult another (as indicated in the text) should they wish further guidance.

All the modules should be read in the light of WHQO’s policy of providing most mental
health care through general health services and community settings. Mental health is
necessarily an intersectoral issue involving the fields of education, employment, housing,
social services and the criminal justice system. Serious consultation with consumer and
family organizations is essential in connection with the development of policy and the
delivery of services.

Dr Michelle Funk Dr Benedetto Saraceno
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Executive summary
1

Mental health service planners, managers and service providers are often faced with the
following questions. What physical and human resources are required to deliver a mental
health service? What facilities, staff and medication does a local mental health service
need to provide care that is effective, efficient and of acceptable quality? How can mental
health services be delivered when financial resources are limited, and how much money
is needed for a mental health service?

Unfortunately, answering these questions is not easy. There are significant differences
between countries in respect of the mental health resources available to them.
Moreover, demands for services vary between countries and there are unique cultural
expressions of need in some countries. The economic context of a country frequently
shapes the mental health resources that are available.

For these reasons it is impossible to recommend a minimum level of care or a global
norm, such as a minimum number of beds or staff. Apart from being inappropriate for
countries’ specific needs, recommending general figures is of limited value as these are
often taken out of context.

Consequently, countries are faced with having to provide their own answers to these
questions. This can be done through careful planning based on a thorough assessment
of local needs and existing services.

The purpose of this module is to set out, in a clear, rational manner, a model for assessing
a local population’s mental health care needs and for planning services accordingly. In
doing so the module aims to provide countries with a set of planning and budgeting
tools that can assist with the delivery of mental health services. A pragmatic approach
to service planning is presented, making use of the best available information. All relevant
stakeholders are taken into account.

The tools are set out in a series of four planning steps, and examples from specific
countries are given.

Step A: Situation analysis of current mental health services
and service funding.

Step B: Assessment of needs for mental health services.

Step C: Target-setting for mental health services.

Step D: Implementation of service targets through budget management,
monitoring and evaluation.

The planning and budgeting process is a cycle. As new information on service
developments, utilization and outcomes emerges, changes can be made to the situation
analysis, the needs assessment and the subsequent planning.

Step A. Situation analysis

Task 1. Identify the population to be served

> Mental health service planners or managers should begin by identifying
the population or catchment area to be served by the mental health system.

> Specific characteristics of the population, such as age distribution,
population density, level of social deprivation and presence of refugees
should be indicated so that special needs can be anticipated.




Task 2. Review the context of mental health care

> Mental health service managers or planners have to understand the local context
of mental health care.

> This may include a range of information, relating, for instance, to the history
of mental health services in the area concerned, the current policy on mental
health, the economic circumstances and the cultural background.
Much of this information may be qualitative in nature.

Task 3. Consult with all relevant stakeholders
> Consultation with all stakeholders in mental health is an essential part of planning.

> Planners should identify the key stakeholders and ensure that they are consulted
at the relevant stages of the planning process.

> Consultation over differing service priorities and cultural interpretations of mental
health problems is particularly important.

> Involving stakeholders in both the design and implementation of service plans
can lead to improved data quality, improved cooperation in the implementation
of service plans, decision-making informed by reliable data, and increased public
accountability.

Task 4. Identify responsibility for the mental health budget and plan

> Mental health service managers should ascertain the extent of their own
responsibility for the mental health budget and plan. This includes understanding
the extent and limits of the available budget, such as its integration with general
health and other sectors.

> Where possible, changes should be made which enable effective planning
and make the best use of available skills.

> Other key stakeholders who authorize the size and deployment of the mental health
budget should be identified.

> It is important to identify key forums and targets for negotiation over
the mental health budget with a view to future service development.

Task 5. Review current public sector service resources

> The next task is to review the services that exist and the service resources
that are currently available in the public sector.

> This requires the use of service indicators to summarize information on current
service resources, such as staff, beds, facilities and medications.

> The review should cover all aspects of the provision of mental health services
in the public sector, whether in specialist services or in services integrated
into general health care, e.g. primary care.




Task 6. Review other-sector service resources
> Mental health service managers should review the services that exist and the
service resources that are currently available in other sectors, including

nongovernmental organizations and private-for-profit providers.

> This requires the use of service indicators in order to summarize information
on current service resources in non-public sectors.

> This review requires consultation and collaboration with service providers in other
sectors.

> Criteria should be developed for the acceptability of mental health service
providers, including financial sustainability and quality of care.

Task 7. Review current service utilization (demand) in all sectors
> Mental health service managers should review the way in which all mental health
services are used in the local area concerned. This is a measure of the current

demand for services.

> This requires the use of service indicators in order to summarize information
on current service utilization.

> This review requires consultation and collaboration with service providers
in other sectors.

> The equity of current service utilization should be assessed.

Step B. Needs assessment

The next step is to establish the needs of the local population for mental health care.
Task 1. Establish prevalence/incidence/severity of priority conditions

> Broad priorities should be established as to which conditions a service hopes
to treat so that a needs assessment can be conducted.

> Epidemiological data may be used as a proxy for needs. Annual prevalence
data are particularly useful for calculating the service requirements of a local
population during an average year.

> Planners should choose the best available data that are appropriate. If local or
national epidemiological data are not available, epidemiological data from other
similar settings may have to be adapted and supplemented with local expert
opinion.

> Prevalence data can produce an overestimation of likely service utilization in some
settings. For this reason they should be interpreted with caution and supplemented
with information on local service needs, disability and the severity of conditions.

Task 2. Adjust prevalence data

> Prevalence data should be adjusted in accordance with local population variables,
such as age distribution, gender and social status.




Task 3. Identify the number of expected cases per year

> On the basis of consultation, priority-setting, prevalence figures and adjustment
according to local population variables, it becomes possible to specify the expected
number of cases per year for the target population.

Task 4. Estimate service resources for the identified needs

> The service items and components of care required for the identified cases during
the specified year should be described.

> The service items and facilities required include outpatient services, day services,
inpatient services, medications and staff. These provide a framework for essential
mental health service needs, around which support systems can be developed
in accordance with specific countries’ capacities.

> The indicators for these services include daily patients’ visits, day service places,
beds, medications and staff numbers. They can be calculated from the estimated
number of cases in the local area by means of the formulae provided.

> An outline of the likely resources required for mental health care in the local
area can then be provided.

Task 5. Cost resources for estimated services

> Mental health service managers and planners should cost the target service
resources they have identified in Task 4.

> This can be done by identifying the service activities and resources, translating
these resources into money terms, adding contingencies and adjusting for inflation.

> Certain considerations need to be kept in view when costing, including unit costs,
cost relationships and the apportionment of joint costs.

Step C. Target-setting

In this crucial step all the information from the previous steps is collated so that future
planning can take place.

Task 1. Set priorities - ldentify the unmet need of highest priority from gaps
between steps A and B

> On the basis of the information gathered from the situation analysis (step A) and
the needs assessment (step B), priorities can be set for the local mental health
service.

> The chief task of the planner at this stage is to reconcile the differences between
current service realities and the estimates of need. A comparison of the data
should highlight the most urgent service priorities.

> This task involves applying criteria for service priorities, including the magnitude of
mental health problems, the perceived importance of conditions, the severity of
conditions, susceptibility to management, and costs.




Task 2. Option appraisal

> Service planners and managers should appraise service options for the most
urgent priorities.

> Criteria for considering options for service development include:
technical, administrative and legal feasibility; financial and resource availability;
long-term sustainability; acceptability; knock-on effects; equity and distributional
effects; potential for transition from pilot project to service reality; and general
health department criteria for option appraisal.

> Options for commissioning or contracting services may need to be considered
by service managers at this stage.

Task 3. Set targets for service plans on a medium-term time scale of three
to five years

> On the basis of the option appraisal, targets can proceed to specific plans
for service delivery, with details of expected costs, activities and the time
frame for implementation.

> Targets should be set in accordance with a specific time frame and may include:
new service functions and necessary facilities; extending the capacity of current
services; disinvesting from services of lower priority; and proposing the collection
of new data necessary for the next planning cycle.

> A document outlining the plan for the mental health service should be produced,
covering background, objectives, the strategies and timetable for implementation,
and budget.

> Links should be made with national mental health plans and district general
health plans.

Step D. Implementation

Task 1. Budget management

> Mental health service managers should familiarize themselves with the budgeting
process and should clarify their own role in reviewing the previous budget.
The service targets developed in step C should be used for negotiating
the forthcoming budget.

> Financial management and accounting systems should be in place in order to allow
for the effective management and monitoring of the mental health budget and those
aspects of the general health budget which are pertinent to mental health.

> Monitoring systems should detect potential overspending or underspending
at an early stage so that remedial action can be taken.




Task 2. Monitoring

> Monitoring should take place on an ongoing basis, primarily through
the development of information systems and quality improvement mechanisms.

> Considerations in the ongoing management of mental health services include
the need to develop both visible and invisible inputs, the balance between
hospital and community services, and the balance between clinical services,
clinical support services and non-clinical support services.

Task 3. Evaluation

> The final step in planning and budgeting for mental health care is
to evaluate the service. This completes the cycle of planning and budgeting.
Evaluations should lead to a review of services and to planning for future
budgets and service delivery.

> The need for evaluation underlines a crucial conceptual cornerstone
of mental health service planning. The purpose of planning is not only to ensure
a set of service resources or inputs (such as a minimum budget or a minimum
number of beds) but also to promote effective outcomes for people
with mental disorders.

> Mental health service managers should understand not only which
mental health interventions are effective but also which are cost-effective.

> Conducting economic evaluations can provide managers and planners with very
relevant information on the likely costs and outcomes of service delivery.

> Economic evaluations may use cost-effectiveness, cost-utility or cost-benefit
analyses to appraise local mental health services. The results of these evaluations
should be set alongside other data when decisions are being taken.

> Economic evaluations complete the cycle of planning for mental health

and should lead to target-setting for future mental health budgets and plans.

Recommendations and conclusions

This module provides a systematic approach to planning and budgeting for local mental
health services. This can be done by assessing them (including resources and demand),
estimating the need for mental health care, setting targets (based on priorities identified
by a comparison of existing services and needs) and implementing them through ongoing
service management, budgeting and evaluation.

This approach can be applied comprehensively to all aspects of a mental health
service, including mental health promotion, the prevention of disorders, and treatment
and rehabilitation.

In order to make full use of this module, countries should adapt the planning tools to
their specific circumstances.

> For countries with minimal or no mental health services the module provides
guidance on assessing the local services that exist and the need for services.
Targets can then be set for initial service priorities within
existing budgetary constraints.




> For countries with some general health services but few mental health services
or none the module provides information on specific aspects of mental health
service planning which might not be known to general health planners. This can
facilitate the identification of mental health priorities within the general health
service infrastructure.

> For countries with the capacity to provide mental health services the module
enables a detailed assessment of current resources and needs. Specific target-
setting, budgeting and implementation should be possible on this basis.

Planning is not always a rational process and planners may encounter difficulties
associated with political differences, personal power struggles and the conflicting needs
of various stakeholders. The process of reforming a service may take time and may
require the mobilization of political will to bring about substantial improvements.
Notwithstanding these difficulties and the length of the process, the goal of improving
mental health care and the mental health of local populations is undoubtedly attainable.




Aims and target audience

The purpose of this module is to set out a clear and rational model for assessing the
needs of local populations for mental health care and for planning services accordingly.

The module aims to provide countries with a set of planning and budgeting tools that
can assist with the delivery of mental health services in local areas. It presents a
pragmatic approach to service planning, making use of the best available information
and taking account of the views of all relevant stakeholders.

The tools are set out in the following series of planning steps.

Step A: Situation analysis of current mental health services
and service funding.

Step B: Assessment of needs for mental health services.

Step C: Target-setting for mental health services.

Step D: Implementation of service targets through budget management,
monitoring and evaluation.

In order to demonstrate how the model works a detailed example is presented for each
step. This provides an illustration of how countries might calculate their own resources
and budgets by using their own data. The data presented are examples and should not
be interpreted as recommendations for the volume of services (e.g. quantities of beds,
staff and medications).

The planning and budgeting cycle

The planning and budgeting process is cyclic. As new information on service developments,
utilization and outcomes emerges, changes can be made to the assessment of needs
and subsequent planning. Figure 1, outlining the four-step planning model, illustrates the
cyclical nature of the planning process.

This module aims

to provide countries with
a set of planning and
budgeting tools that can
assist with the delivery
of mental health services
in local areas.

The planning tools

are set out in a series

of four steps with examples
from specific countries.



Figure 1 Steps in planning and budgeting for mental health services

Step A. Situation Analysis

Tasks:

1. Identify population to be
served

2. Review context of mental
health care

3. Consult with all relevant
stakeholders

4. Identify responsibility for MH
budget and plan

5. Review current public sector
service resources

6. Review other sector service
resources

7. Review current service
utilisation (demand) in all
sectors

Step B. Need Assessment

Step D. Implementation

Tasks:

1. Establish prevalence/
incidence/severity of priority
conditions

2. Adjust prevalence data

3. ldentify the number of
expected cases per year

4. Estimate service resources for
the identified need

5. Cost resources for estimated
services

Tasks:

1. Budget management
2. Monitoring

3. Evaluation

Step C. Target setting

t

10

Tasks:

1. Set priorities - Identify highest
priority unmet need from
«gaps» between A and B’
2. Option appraisal
3. Set Targets - medium-term
time scale for service plans
(8-5 years):
> new service functions and
necessary facilities

> extension of capacity of
current services

> disinvestment from lower
priority services

> collection of new data for
the next planning cycle.




How to use this planning module

Steps A to D are necessary for the systematic planning of an entire mental health
service. Once targets are established from steps A and B, steps C and D can be cycled
annually by using the rolling plan outlined below. In this way the overall objective is
maintained and services are reviewed and monitored annually and budget adjustments
are made in line with what is achieved. In order to update targets a more systematic
review of services and service needs, again incorporating steps A and B, may be
required at intervals of about five years.

In the top right-hand corner of each page the shading in a small diagram indicates
where the reader is in the planning cycle. For example:

mu

indicates that the reader is in step A.

These steps do not need to be followed rigidly, and countries can adapt them and
change the order in accordance with their own needs and priorities. It should be
emphasized that planning is an ongoing and lengthy process. Countries can begin
planning and reform without needing to complete every step in this module. The module
does not have to be followed exactly. It is intended to be a flexible tool that can be
adapted to countries’ specific needs and circumstances. For example, it may be desirable
for some countries to establish the need for services (step B) before they review current
resources and current demand (step A).

Time frame

Service needs are calculated for an average year in this planning model. This makes
use of one-year prevalence data, enabling planners to estimate the need for services
within a given one-year period and within an annual budget. Service utilization data
such as admission rates and outpatient attendances are calculated accordingly, e.g.
annual admission rates, annual outpatient attendances.

Planning for an average year needs to take place in the context of more long-term planning.
A rolling plan offers the opportunity to convert longer-term targets, set for a period of three
to five years, into annual budgets. Such a plan allows for changes according to needs,
resources and demands, but not for deviations from the broad strategy or momentum that
has been established. Every year the plan is rolled forward and more detailed planning is
provided for what were previously years two and three (Figure 2).

Three-year rolling plans set out service development goals in varying degrees of detalil,
depending on their closeness in time. Thus:

> Year 3 is described in broad outlines, e.g. which long-stay psychiatric institutions
will be reduced in size, and where funding will be redirected to community-based care.
> Year 2 provides more detailed information, e.g. the number of beds that are to be
removed from long-stay psychiatric institutions, and more precise indications
of the funds that are to be redirected to particular services.
> Year 1 is the most detailed, e.g. precise operational costs of deinstitutionalization,
precise reallocation of funds from hospital to community services, dual running costs
for institutions and community care, costs of training community staff,
and dates for closing wards and opening community services.

In this planning model,
service needs are calculated
for an average year.

A rolling plan offers

the opportunity to convert
longer-term targets,

set for a period of three

to five years, into

annual budgets.
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Figure 2 Three-year rolling plan cycles

Broad strategy (5-10 year perspective) —
Year 2002 2003 2004 2005 2006 2007
Year 1 Year 2 Year 3
(Detailed  (Moderate (Broad
annual detail) plans)
budget)

Year 1 Year 2 Year 3

Year 1 Year 2 Year 3

Source: Adapted from (Green, 1999)

Target audience

This module is written for mental health service managers and planners who are working
mainly in the public sector. It is essential that mental health managers be well informed
about the financial aspects of mental health service planning and delivery if they are to
develop mental health service capacity, particularly within integrated general health
services. This is why budgeting is included as an integral part of mental health service
planning. For mental health service managers and planners who have little experience
of budgeting the module therefore has an educational as well as a guidance function.
No previous expertise in health economics is necessary in order to assimilate the
contents of the module.

In this module, emphasis is placed on the provision of mental health services by a public
sector or state-organized health service. It may be the role of public sector managers
and planners to coordinate or regulate the mental health activities of other sectors,
including the private sector, nongovernmental organizations and the informal sector.
This role grows in importance as the boundaries between public and private become
increasingly blurred.

Emphasis is also placed on mental health planning and budgeting in an integrated
general health service, in which mental health care is only one component among a
range of other health care services. As mental health services are frequently integrated
into general health care there may be certain aspects of the mental health budget that
are subsumed under the general health budget. For example, mental health nurses at
the primary care level may be funded from the general health budget. However, it is
assumed that some protection of specific mental health funds is necessary within an
integrated service. (See Mental Health Financing for a more detailed discussion of the
advantages and disadvantages of separate and integrated budgets.)

This module concentrates on planning and budgeting for mental health services at
the local level. Some degree of decentralization of budgeting authority to this level is
assumed. (See Mental Health Financing for a more detailed discussion of centralized vs.
decentralized budgets.)

This module should be used in accordance with countries’ specific circumstances.

Within local services there may be a variety of scenarios, depending on the extent of
service development.

12

This module is written
for mental health service
managers and planners.

Emphasis is placed

on the responsibility
of the public sector for
the provision of mental
health services.

Emphasis is placed

on mental health planning
and budgeting within

an integrated general
health service.

The emphasis is on
the planning of services
at the local level.



> Scenario A

A district may have no capacity to plan for either general or mental health services.
For example, there are unlikely to be specific budgets for mental health or specific
coordinators responsible for mental health planning at the district level.

For scenario A this module provides guidance on how to assess the local services
that exist and the need for services. Among the questions that arise are the following.
What services (if any) are available? Is there provision by the informal sector, e.g. by
family members, religious organizations or traditional healers? Are any funds available
for service development? What are the needs for services?

Planners may have to examine national or central policies and plans for guidance on
the potential development of mental health services at the local level. The module
therefore provides tools for making proposals and developing initial services at this
level. It may not be feasible to pursue some details in some steps. This could be the
case, for example, if the information available for assessing service utilization
(demand) is limited.

> Scenario B

A district may have the capacity to plan for general health services but not for mental
health services. There may be general district health planners who have knowledge
of budgeting and local services but have no experience of planning for mental
health services.

For scenario B the module provides information on specific aspects of mental health
service planning which are not known to general health planners. The module fulfils
an educational function for general health planners who have no experience in the
field of mental health. Some of the aspects of budgeting may already be known to
planners and therefore may not be relevant.

> Scenario C

A district may have or may wish to develop the capacity for planning general health
services and mental health services. There are likely to be local planners with mental
health planning and budgeting skills, as well as a specific mental health budget, part
of which may be integrated with the general health budget.

For scenario C the module enables a detailed assessment of current resources and
needs. Specific target-setting, budgeting and implementation should be possible on
this basis.

Other contextual differences between countries may affect the ability to use this module.
For example, in countries where there is political conflict or instability, long-term
planning at the district level is much harder to cope with, irrespective of the degree of
decentralization or development. On the other hand, countries with higher economic
growth rates find planning for mental health care easier than is the case in countries
with very clear resource constraints.

Because of these variations, not every country can undertake every task in this module.
However, the steps give a general idea of what can be achieved and provide guidance
that countries can adapt to their specific situations.
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How long will it take to carry out the steps in this module?

It should take between six months and a year to carry out the first three steps (situation
analysis, needs assessment and target-setting). The time required depends on the
information that is available about existing services and on the extent of the consultation
process. The fourth step (implementing, monitoring and evaluating) may take longer.
Initial evaluation could be conducted after a year but substantial change is likely to take
three to five years.

What human resources are needed in order to carry out the steps?

In a local district at least one person, or preferably a team of two or three people, could
take primary responsibility for the planning and budgeting process. They need skills
in information-gathering, report-writing and consultation. For a regional or national
process a larger team is preferable, although some team members may take a less
active role, being consulted occasionally at specific key stages of the planning and
budgeting cycle.
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1. Introduction
==

Mental health service planners, managers and service providers are often faced with
the following questions. What physical and human resources are required to deliver a
local mental health service? What facilities, staff and medications does such a service
need in order to provide care that is effective, efficient and of acceptable quality? How
can mental health services be delivered when financial resources are limited? How
much money is needed for a mental health service?

Answering these questions is not easy. There are significant differences in the mental
health resources available to countries. Countries encounter varying demands for services
and unique cultural expressions of need. The economic context of a country frequently
shapes the mental health resources that are available.

For these reasons it is impossible to recommend a minimum level of care or a global
norm, such as a minimum number of beds or staff. Apart from being inappropriate for
countries’ specific needs, recommending general figures is of limited value as figures
are often taken out of context.

Countries should provide their own answers to these questions. This can be done
with careful planning, based on a thorough assessment of local needs and existing
services. In order to help with the planning process this module provides a set of planning
and budgeting tools that enable countries to plan their own mental health services in
the most effective and efficient manner. The tools are not prescriptive but provide
guidance that can assist countries to develop mental health services appropriate to
their specific circumstances.

What physical and human
resources are required

to deliver a local mental
health service?

Recommending a global
norm is impossible.

This module provides
countries with a set

of planning and budgeting
tools for mental health
service delivery.



2. Planning and budgeting for mental health services:
from situation analxsis to imEIementation

Services can be planned rationally on the basis of a careful assessment of needs and
available local resources. The following preliminary points about planning should be
noted.

1. The participation of all the relevant stakeholders in as many of the relevant planning
stages as possible is essential (Lesage, 1999). Mental health planning is not only a
technical exercise but also a political process (Green, 1999). Many well-intentioned
service plans experience setbacks because they do not have the necessary approval of
local communities, people with mental disorders, carers, politicians, service providers
and administrators. These groups frequently have diverging views on the need for mental
health services. The exchange of information between the participants in a process of
negotiation is essential. (See Advocacy for Mental Health.)

2. Planning should be conducted in a holistic fashion and should include mental health
promotion, the prevention of disorders, and treatment and rehabilitation. Although the
examples in this module tend to emphasize treatment and rehabilitation, the methodology
can be adapted to planning for promotional and preventive programmes.

3. Planning is not always a rational process. Readers may find that the rational step-
by-step approach that is set out here runs contrary to their experience of planning.
Throughout the planning process, planners encounter irrationality in the form of political
differences, personal power struggles and the conflicting needs of various stakeholders. In
this context a rational approach to planning is a powerful tool and ally. An approach
based on a rational appraisal of the current situation and the needs of the population
provides a useful guide for planners. This approach is intended to reform patterns of
past mental health service planning in which resources and budgets do not take
account of the needs of communities or of evidence for the most effective care.

4. For this reason, service plans should be adapted to countries’ specific circumstances
in accordance with the best available information and the available resources
(Thornicroft & Tansella, 1999). This requires information about local needs and the use
of evidence-based practices.

5. Evidence is accumulating on the most cost-effective forms of mental health promotion,
prevention of mental disorders, and treatment and rehabilitation. They are based on the
concept of community-based mental health care. This module should be interpreted
within the overall framework of community-based care, the integration of mental health
services into general health care and the downscaling of institutions as community
services are developed. It should therefore be read in conjunction with Organization of
Services for Mental Health.

6. Planning for mental health services should take into account the wider health and
social needs of the population concerned. This is particularly important for mental
health services, which frequently need to collaborate with a range of social and health
care agencies. Outcomes in mental health depend on wider factors, including the physical
health of patients, social circumstances, employment and family relations (Glover, 1996;
Thornicroft, De Salvia & Tansella, 1993).
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7. Planning efforts in many countries are hampered by limited information. For this reason,
planning should make use of simple indicators with an emphasis on ease of data
collection. Throughout the planning process it is essential to specify and be consistent
in the currency of service indicators used, e.g. adult acute psychiatric beds per unit of
population, and numbers of full time equivalent staff (see Glossary).

7. Effective planning requires iteration and flexibility in the setting and implementation
of service targets. Iteration means that targets may have to be recalculated and priorities
may have to be modified in the light of information that emerges later in the planning
process, e.g. information on available resources (beds, staff, medications).

The four-step model combines a population-based and service-based approach with
flexibility in accordance with the local data that are available and the services that exist.
It therefore allows for adaptation according to the structure of country or local services.
For example, if services are highly fragmented a population-based approach may be
preferable in order to establish a general picture of need. If, however, services are highly
centralized, data on service provision should be readily available and the gaps in services
should be more apparent.

The stages outlined in the planning model (Figure 1) are described in more detail here
after.
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Step A. Situation analysis

Step A: Situation analysis Step B: Needs Assessment

Step D: Implementation Step C: Target Setting

Task 1. Identify the population to be served

The first task is to identify the population or catchment area to be served by the mental
health system. The population identified may be at the country level or the local level
(Thornicroft & Tansella, 1999). The target population should preferably:

> fall within an authentic natural administrative area with definable geographical
boundaries;

> be large enough to promote economies of scale (hence improving cost-effectiveness)
while providing a range and variety of services;

> be small enough to be managed easily and to meet specific local needs;

> be such that services are easily accessible to the entire population, which should
have ready access to means of transport (World Health Organization, 1996).

In most countries the catchment area for mental health services is defined by existing
infrastructures, particularly the general health care system. In some countries, different
services may cover different areas. For example, primary care services may cover a
smaller catchment area than that covered by specialist mental health services. Other
sectors, e.g. social care, housing, education and criminal justice, may not be organized
around exactly the same catchment area.

During this task it is essential to specify the characteristics of the target population,
such as its size and age range. For example, a service may be planned for children and
adolescents (aged 0 to 17 years), adults (aged 18 to 64 years) or older adults (aged 65
years and older). Whether the catchment area is rural or urban should also be specified
and consideration should be given to the potential accessibility of services. It is important
to consider other specific characteristics of the population in question, such as whether
it is urban or rural, whether it includes refugees or migrants who may have specific mental
health needs (Watters, 2002), and whether there are high levels of social deprivation,
often associated with increased mental health needs (Glover, 1996; Hansson et al., 1998).

The detailed examples in this module focus on services at the local level. Because
there is wide global variability in the degree of decentralization of health services the
size of the local target population may vary considerably. See Table 1 for examples of
sizes of populations covered by local mental health services.

18

The first task is to identify
the population to be served
by the mental health system.



Table 1. Examples of populations covered by local services

City or country Population

Birmingham, United Kingdom 50 000 to 150 000 (Rosen, 1999)

Germany 150 000 (Rosen, 1999)

Ghana 130 000 to 200 000 (Orley, 2000)

Madison, Wisconsin, USA 100 000 to 150 000 (Rosen, 1999)

Oslo, Norway 30 000 (Rosen, 1999)

South Africa 100 000 to 180 000 (Rispel, Price & Cabral, 1996)
Sydney, Australia 110 000 to 230 000 (Rosen, 1999)

Verona, ltaly 75 000 (Rosen, 1999)

Task 1. Example: Identify the population to be served

To begin the detailed example of a local population of 100 000 is used, which falls
within the range of most countries and is easy to convert to exact local population numbers,
particularly in instances of less decentralization. This population is used in the detailed
examples throughout the four steps of the planning cycle.

Task 2. What is the context of mental health planning?

Before planning can begin it is important to understand the context of mental health
care in the local area. Planning and budgeting do not happen in a vacuum but in a specific
political, economic and cultural context.

In order to understand the context it is necessary to gather a range of information on the
history of mental health services (if there are any) and on who is responsible for providing
them. It is also important to understand the political and economic context of mental
health care. What are the current policies on mental health care, both centrally and
locally? Is the policy environment conducive or obstructive to the development of mental
health services? Do policies include the promotion of mental health, the prevention of
mental disorders, and treatment and rehabilitation?

The cultural context of mental health planning also has to be understood. How are mental
health services perceived by the local community? What are the cultural or religious
views of mental disorders? For example, if someone were diagnosed with schizophrenia
on the basis of International Classification of Diseases 10 (ICD-10), what would be the
local cultural explanation of the person’s behaviour? Furthermore, what is the extent of
local community involvement in the planning and delivery of mental health services?
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Qualitative information on current services or programmes is also important. For example,
what is the current mood of staff working in the field? Is the workforce motivated and
innovative, or is it burnt out by excessive demands and inadequate resources? What is
the quality of mental health care?

Much of this information is qualitative in nature and may be difficult to measure. Some
of it may be gathered directly, for example by enquiry, interviews or formal research.
Other information may be gathered indirectly, for example by listening closely to the way
in which staff describe their work during meetings, or by observing the responses of key
stakeholders when reform or service change is suggested.

Task 2. Example: Understanding the context of mental health care

In the hypothetical local population of 100 000 there are only minimal mental health
services. There may have been discussions at central government level on developing
a new mental health policy but the effects have not yet been noticed in the local area.
There is minimal mental health service provision in primary care. It largely involves the
monitoring and maintenance of people with severe mental disorders. The local general
hospital accepts psychiatric admissions but beds are in short supply and discharges
are often premature. There are no programmes for the promotion of mental health or the
prevention of mental disorders.

Cultural perceptions of mental disorder vary in the local community. Psychotic disorders
are frequently perceived as involving possession by spirits. People with mental disorders
are often stigmatized in the community and this appears to prevent their use of services.
Nevertheless, families of people with mental disorders have often proved resourceful
and cooperative. There are no quality improvement mechanisms in services, and staff
morale is low. Information systems are generally inadequate: some information on staff
activity and patient attendance in primary care is gathered alongside general health data,
and this makes it difficult to separate and analyse data that are specific to mental health.

Task 3. Consult all relevant stakeholders

Once some understanding of the context of mental health care has been gained the
next task is to identify all the relevant stakeholders in mental health in the local population.
Consultation is important throughout the planning cycle, and may happen at various
stages. Some health planners have argued that service planning is in large measure a
political process that has to take into account the needs and concerns of the full range
of stakeholders in mental health (Green, 1999). Table 2 outlines who may be involved
and the stages of the planning process at which this may occur.
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Table 2. Who should be involved in the service planning process?

Group Consultation Involvement Endorsement
on service in core of final
guidelines planning group service plan

Health service managers R R R

Mental health workers R R R

Administrators R

Service users and their representatives R R R

Contract managers D/S

Social services R R

Voluntary agencies D R D

General practitioners/PHC nurses R R R

Housing department staff R D

Politicians/local community leaders S S

Nongovernmental organizations R S D

External advisers/academics S S

R = required; D = desirable; S = invited in connection with specific issues;
PHC = primary health care. Source: Thornicroft & Tansella, 1999.

Several studies have shown that involving stakeholders in both the design and
implementation of service plans can lead to improved data quality, decision-making
based on reliable data, and increased public accountability (Rouse, Toprac & MacCabe,
1998). In the Marshall Islands, for example, the management committee of a suicide
prevention and mental health promotion programme included representatives of the
Ministry of Health and the Environment, the Department of Women’s Affairs and Youth
Services, the Ministry of Education and the Ministry of Justice, members of a non-
governmental organization (Youth to Youth in Health) and the President of the Council
of Pastors (representing the United Church of Christ and the Catholic Church) (World
Health Organization, 2000b). The involvement of people with mental disorders is
particularly important because many of their representatives state that mental health
services do not consider their needs (McCubbin & Cohen, 1996).

Consultation is especially important in culturally diverse settings and in cultural settings
where Western psychiatric constructions of mental health and mental illness may not be
seen as appropriate. Various strategies have been suggested for overcoming these
barriers. They include:

> changing the role of Western-trained clinicians to that of consultants to local
service providers who have a greater understanding of local cultures
(Barlow & Walkup, 1998);

> collaboration with traditional healers;

> acknowledging diversity in the way in which patients understand their conditions
(Lund & Swartz, 1998);

> avoiding polarization between the universalist view (i.e. mental disorders are
fundamentally the same everywhere) and the cultural relativist view (i.e. mental
disorders are so influenced by culture that common areas between cultures cannot
be identified), and developing a health systems approach that takes account of a
range of biological, cultural, social, political and economic factors in order to plan
services for local needs (Patel, 2000);
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> offering services only in respect of the more severe conditions for which assistance
has not been obtained from traditional or established health systems.
(Somasundaram et al., 1999);

> acknowledging that, in some instances, mental health interventions which were
developed elsewhere are inappropriate and that local interventions should be
developed.

Task 3. Example: Consultation with mental health stakeholders

In the Norms and Standards Project in South Africa, researchers under contract to the
national Department of Health consulted widely with some 300 stakeholders in mental
health care, including service providers, managers, service users, carers and academics,
by distributing questionnaires on service resources, visiting the nine provinces, conducting
consultations and running focus groups for the formulation of service norms and
standards. The process was completed in an eight-month period. The historical context
of inequitable fragmented services required the development of national norms and
standards to redress past injustices. These norms and standards formed a guide for
adaptation by provincial and local services (Flisher et al., 1998).

An example of consultation in settings where Western psychiatric constructions of mental
health may not be appropriate comes from Cambodia, where rural mental health services
have been developed in accordance with local cultural belief systems and local health
services. The mental health services offer treatment only for the more severe symptoms
or illnesses for which help has not been obtained from local services (whether traditional
or public sector health care). Where possible, culturally appropriate psychosocial
interventions were used for conditions that would be identified as anxiety and Post
Traumatic Stress Disorder (PTSD) by Western psychiatric nosologies. An attempt was
made to avoid the category fallacy (Kleinman, 1980) whereby indigenous diagnoses
are overlooked and replaced with Western categories that have no cultural validity
(Somasundaram et al., 1999).
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Task 4. Identify who is responsible for the mental health plan and budget

The next task is to identify who is responsible for planning and the mental health budget.
This is necessary for technical reasons, allowing the mental health service manager to
become aware of the appropriate channels and procedures when securing funding,
monitoring expenditure and ensuring accountability.

It is also important for political reasons. As mentioned earlier, planning is not only a
technical process but also a political one in which managers and planners have to mobilize
financial resources for the development of mental health services. An awareness of who is
responsible for budgeting and planning and of the extent of the mental health service
manager’s budgeting and planning responsibility is crucial in connection with subsequent
funding, target-setting and budgeting.

This module attributes the main planning responsibility to service planners and managers
working in the public sector. In this context it is important for planners and managers to
identify who has the principal responsibility for the planning of mental health services
and who all the stakeholders are in mental health service planning in the local area
in question. This requires an understanding of the decision-making authorities and
processes governing mental health service planning. In order for effective planning to
proceed it is essential to identify a planning group that can take responsibility for all
aspects of the planning cycle (steps A to D).

When identifying who is responsible for the mental health budget, mental health service
managers may encounter a variety of scenarios.

> In many instances the budget is the responsibility of an accounts section within
the general health budget. This may mean that there are incremental increases
(or cuts) based on expenditure levels rather than on mental health priorities.

> In some instances one individual, who may or may not be aware of mental health
issues, tightly controls the budget. This is not ideal: just as consultation and
participation are an essential part of planning, the involvement of key stakeholders
in the management of the mental health budget is essential in order to ensure
accountability and appropriateness.

> In other instances a budgeting committee may be so large as to be unwieldy
with the result that effective decision-making is inhibited.

Where possible, changes to the organization of responsibility for the mental health
budget should be made in a way that best facilitates effective planning and the use of
relevant expertise. As both financial and mental health expertise are essential to mental
health budgeting, some shared responsibility for budgeting among a number of parties
is preferable. For example, a financial management or budgeting committee may be
formed (Green, 1999). It could include:

> a mental health service manager;

> an accountant (or financial officer) who may have responsibility for other areas
of the general health sector budget;

> a general health service manager (who may have been trained as a clinician
or administrator and may not have received specialist training in mental health);

> a mental health professional or clinician (who may be one of the above).

23

mu

Identifying who is
responsible for the mental
health budget and plan

is important for technical
and political reasons.

The mental health service
planner or manager should
identify who is responsible
for planning mental health
care in the local area.

A variety of scenarios
may be encountered
when service managers
are identifying who is
responsible for the mental
health budget.



Once the person or persons chiefly responsible for the budget have been identified, the
next step is to establish the decision-making authority held by the individual or group
in question regarding the size of the mental health budget and the deployment of funds
to the various functions of the mental health service.

The decision-making authority for mental health budgeting varies between countries.
Countries have a variety of views on the boundaries of mental health services and
where they overlap with general health services and other sectors, such as social care,
education, housing and criminal justice. (See Organization of Services for Mental
Health.) Two factors that influence the extent of decision-making authority are:

> the extent of service decentralization;

> the extent to which the mental health budget is integrated into the general
health budget.

Decentralization means that local mental health services may have varying responsibility
for the size and management of their local budgets. It often happens that managers
tend to have more responsibility for the way a budget is managed than for the size of
the budget.

Equally important is the extent to which mental health services are integrated within the
general health budget and the extent to which mental health budgets are separated or
protected exclusively for mental health. For countries with little current investment in
mental health services, protected budgets may be useful for indicating the priority of
mental health and for kick-starting a mental health programme (World Health
Organization, 2001). There are several other advantages in assigning separate global
budgets to mental health care where line items are not specified (whether to specific
facilities or to purchasing agencies which then contract out services). These include
administrative simplicity; the facilitation of multiagency decision-making; budgeting
according to end use (outputs and outcomes) rather than inputs; the stability of mental
health resources over time; and the encouragement of innovation through financial
flexibility, e.g. incentives for primary care providers to collaborate with mental health
care providers and give care at the primary level.

Once mental health services and continued funding for those services are established,
a more integrated approach to budgeting may be advantageous in the long term. A
moderate degree of decentralization and some protection of mental health budgets are
assumed in this module. (See Mental Health Financing.)

Mental health service managers with responsibility for budgets at the local level should
therefore identify:

> the extent to which budgeting responsibility is decentralized to the local level;

> the extent to which mental health budgets are integrated within general health
budgets or protected for use in mental health care;

> who is chiefly responsible for authorizing the overall size of the local mental
health budget;

> any constraints on spending;

> to whom the mental health service manager is accountable for budget approval.
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In some countries there may be no specifically designated mental health budget. In
Tanzania, for example, authority and responsibility for planning is in the hands of district
councils with the support of their health management teams. These general health
management teams may have very little knowledge of mental health. In this circumstance,
health managers should identify how funding is made available for any form of mental
health care. Thus general health nurses may administer antipsychotic medications in
primary care clinics, funded by a primary care budget. In this instance, health managers
should ascertain which departments or individuals are responsible for authorizing the
funding for these services. In-service training of health managers in mental health
should be given if at all possible.

In all instances, key forums and targets for negotiation over budgets for mental health
care should be identified with a view to the future development of services.

Task 4. Example: Identifying who is responsible for the mental health budget and plan

Mrs X is the mental health coordinator for Y province in a developing country. She has
quarterly budget committee meetings with an accountant from the provincial Department
of Health, a general health service manager responsible for primary care, and the
superintendent of the local psychiatric hospital. A fixed budget is received annually from
central government for the general health service in the province, of which mental health
receives 0.8%. Some mental health functions, for example the monitoring of medications
for patients with chronic conditions, are carried out in primary care settings and funded
by the general primary care budget. The allocation to mental health is recommended at
national level and is distributed through the budgeting structures of provincial health
departments. The budget is developed incrementally on the basis of a review of the
previous year’s budget. Local mental health managers have a relative degree of autonomy
over how these funds are deployed and are accountable to the accounts section of the
provincial general health department for the use of funds.

This information is useful to Mrs X, because: (1) it assists her to identify where key
discussions are to be held on the mental health budget; (2) in subsequent planning
and target-setting she will be aware of the likely constraints on spending and of how
realistic her target proposals should be; (3) she knows that she has some autonomy
in the deployment of funds and that there are therefore potential opportunities for the
development or reform of certain aspects of the service.
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Task 5. Review current public sector service resources

The next task is to review the services that exist and the service resources that are
currently available in the public sector.

The goal of this review should be very specific: how many beds and staff and what
service facilities and medications are currently available? A review of existing services
should preferably use service indicators to summarize information on the services that
are available (Figure 3). For example, the number of beds available for mental health
care should be added and grouped in accordance with the kind of facility, e.g. acute
psychiatry, longer-term residential care. The Glossary provides a list of service indicators
and the formulae needed to calculate them.

The review should cover services dedicated to mental health care, whether at the primary,
secondary or tertiary level. It should also cover integrated primary care services where
possible, i.e. the mental health services (staff, facilities and medications) that are currently
available in the primary care service, even if they are measured as a proportion of the
working time of general health workers. If the focus of planning is on health promotion
or the prevention of disorders, the review should cover the services that already exist
for these activities.

This information may be available as a result of routine information-gathering if adequate
information systems are in place. If the information is not available routinely a survey
may have to be conducted in order to gather data on beds, staff, medications and facilities.
If these services do not exist, information on even minimal services is essential so that

an assessment can be made of the current situation.

Figure 3. Reviewing current service resources

Service facilities Resource indicators

Inpatient ward > Beds
PHC clinic \
Clubhouse or Rehab unit \ Staff
MH Promotion centre %
Dispensary > Medication
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Task 5. Example: Review of current public sector mental health service resources

A survey of local mental health services can be conducted. Even relatively simple
information can be extremely valuable. Local sources of information can be used to
gather data on beds (for acute and longer-term residential settings), staff (in respect of
professional categories and community or hospital settings) and the population of the
area served. This provides an overview of the resources available in the local mental
health service. On the basis of this information the formulae given in the Glossary can
be used to develop the following indicators of existing service resources:

> bed/population ratio;

> staff/population ratio (full-time equivalent staff);
> staff/bed ratio;

> staff/daily patient visits ratio;

> community/hospital ratio (staff).

Table 3 provides an example from a review of mental health services in South Africa
(Flisher et al., 1998).

Table 3. Example: Current public sector mental health service
resource indicators in South Africa

Indicator National means (provincial ranges)
Bed/population ratio Acute: 13 (6-18)
per 100 000 population Medium-stay to long-stay: 35 (0-83)
Staff/population ratio per Total nurses: 15.6 (4.4-28.4)
100 000 population Total staff: 19.5 (11.3-31.5)
(clinical staff only)
Staff/bed ratio (clinical staff only) Total nurses: 0.25 (0.17-0.69)

Total staff: 0.41 (0.3-1.15)
Staff/daily patient visits ratio Total nurses: 0.4 (0.1-2.4)
(clinical staff only) Total staff: 0.6 (0.1-4.0)
Community/hospital ratio (staff) 13% (2-52%)
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Task 6. Review other-sector service resources

The next task is to assess the services provided by a range of agencies outside the
public health sector (religious organizations, schools, international aid agencies, public
sector social services, private-for-profit services).

The goal of this step is to establish the extent to which other-sector services are meeting
the need for mental health care and whether they could continue or even expand this
role. The mental health service manager should contact all agencies providing mental
health services and arrange meetings to review their services with a view to coordinating
and regulating care in the local area. This step would also include the investigation of
the availability of non-health sector services for cross-referral, and ongoing support or
management of patients to absorb some of the service load.

Countries may need to develop specific criteria on the suitability of agencies as
providers. These would include the capacity of the organization in question for service
delivery, its stability over time, its future financial security and its willingness to liaise
with other providers in its work. Accreditation plays a crucial role in this regard. (See
Quality Improvement for Mental Health.) Conclusions from this assessment may lead to
public sector services assisting, coordinating and regulating existing services, rather
than to the development of new services that might duplicate or conflict with established
programmes outside the public sector.

Several studies have indicated the importance of drawing on traditional support systems
as an adjunct to formal psychiatric care. Where possible, countries should capitalize on
such systems in order to develop mental health care. In Jamaica, for example, the
deinstitutionalization process has had to rely on extended families acting as responsible
case managers and providing supervised community housing (Hickling, 1994). In a
study of 226 patients in a long-term care unit in Nigeria the discontinuation of visits from
members of extended families contributed to long or indefinite patient stays (Jegede,
Williams & Sijuwola, 1985). In the development of an integrated and comprehensive
public mental health programme in Guinea-Bissau from 1983 to 1994, 850 primary care
workers provided most of the services, and alliances were formed with local healers in
connection with the development of services (De Jong, 1996). In Cambodia, efforts
have been made to coordinate a community mental health programme with the activities
of local traditional healers (Somasundaram et al., 1999).
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Task 6. Example: Role of a local nongovernmental organization
in mental health service provision

The mental health services may be aware that a nongovernmental organization, with the
assistance of foreign funding, delivers care to people suffering from psychological trauma
as a result of exposure to violence or torture. In this circumstance, mental health planners
would have to meet with the nongovernmental organization in order to assess what its
capacity might be, including its current staffing resources and facilities, bearing in mind
the hypothetical local population of 100 000.

There may also be evidence of mental health promotion activities in local schools, e.g.
lifestyle and guidance classes. Teachers and planners responsible for these programmes
could be contacted with a view to examining areas of common interest and future
development.

Task 7. Review current service utilization in all sectors

The next task is to review the extent to which services are being used both within and
beyond the public sector. This is an important measure of the demand for local mental
health services, defined as the overall requirement that members of a population have
for mental health services, usually expressed as the utilization of services.

A local survey can be conducted in order to establish the extent of existing service
utilization (Figure 4). The emphasis is on simple data and ease of collection. This information
can be gathered at the same time as that for the review of public sector services
(task 5) and other sectors (task 6).

Useful indicators of service utilization include:

admissions;

bed occupancy;

average length of stay or admission;

outpatient attendances (annual and average daily patient visits);
patients or users on case registers;

filled day-service places;

numbers of people participating in programmes for the prevention
of mental disorders or the promotion of mental health.

VVVVVVY

If more sophisticated information systems are available, episodes of care and episodes
of illness may be added (Thornicroft & Tansella, 1999). See Annex 1 for a more detailed
discussion of indicators of service utilization and some of the factors associated with
increased utilization.

Checking for equity in service utilization is crucial. For example, low utilization of services
in certain areas may indicate problems of access (both financial and geographical) or
inadequate service provision.
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Figure 4. Reviewing current service utilization

Service facilities Utilization indicators

Annual admissions,
Bed occupancy, ALOS

Y

Inpatient ward

Annual outpatient attendances,
Daily patient visits (DPV)

PHC clinic

Y

Clubhouse or rehab unit Day Service places

Y

NGO providing trauma
counselling

Daily Patient Visits (DPV)

Y

Daily Patient Visits (DPV)

Y

Private practitioners
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Task 7. Example: Review current service utilization

Table 4 provides an example from a review of public sector mental health services in
South Africa (Flisher et al., 1998). Definitions and formulae for these indicators are
provided in the Glossary.

Table 4. Example: Indicators of current mental health service utilization
in the public sector in South Africa

Indicator National mean (provincial range)

Annual admission rate 150 (33-300)
per 100 000 population

Bed occupancy rate* 83% (63-109%)
Average length of admission (days) Psychiatric hospitals: 219 (60-3650)

(or average length of stay) Regional general hospitals: 11 (1.5-28)
District general hospitals: 7 (1.5-14)

Annual outpatient attendances 3427 (1215-5490)
per 100 000 population

Daily patient visits per 100 000 13 (56-21)
Community/hospital ratio 66% (44-93%)

(service utilization)
*Without separation of acute and long-stay facilities.

In addition, mental health planners and managers have to meet with the local non-
governmental organization providing trauma counselling in order to ascertain how many
people are currently receiving such counselling and to discuss possibilities for the
coordination of services. If possible, meetings with private-for-profit service providers
should also be arranged in order to assess the extent to which their services are utilized
by the local population.
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Step B. Needs assessment

Step A: Situation analysis Step B: Needs Assessment
Step D: Implementation Step C: Target Setting
The next step is to establish the needs of the local population for mental health care. The aim of this step
This can be done by identifying the subset (or group) in the local population who need is to establish the needs
services and estimating the services and resources they would require on the basis of the of the local population
best available information. Figure 5 provides an illustration of step B in which prevalence for mental health care.

data from the local population are used (tasks 1 to 3) to calculate the requirement for
service resources for the provision of a mental health service (task 4) and their costs (task 5).

Figure 5. Needs assessment: converting prevalence data into
requirements for service resources

Beds
Service needs
Population | Prevalence Inpatlgnt, — Medication
Outpatient,
Day service
Staff
Costs
As an alternative scenario to the example of prevalence, planners may wish to conduct Needs assessments
a needs assessment for mental health promotion or the prevention of mental disorders. can also be conducted in
The same methodology can be used in respect of a population subset that is the target respect of programmes for
group for such a programme. This is illustrated in Figure 6. mental health promotion.
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Figure 6. Needs assessment: converting mental health promotion
targets into requirements for service resources

Facilities
MH Service needs
Population | promotion Lifeskills in schools,| —— Equipment
target group Media campaign
Staff
Costs

Why is needs assessment necessary?

The purpose of a needs assessment is to identify the requirement for services in the
general population (the staff, beds and medications needed to care for the number of
people in the population estimated to have mental disorders). In mental health provision
the supply and demand for services (step A) is frequently insufficient to meet the needs
of the population because many mental health needs are hidden. For example, many
people who are depressed neither identify themselves as such nor attend mental health
services (Goldberg & Gater, 1996). They are frequently afraid to use such services
because of the stigma of doing so, or they may present to general health services with
somatic complaints or may engage in risk-taking or antisocial behaviour. All of these
things have costly social and financial consequences. In order to provide comprehensive
mental health cover, planning is required in accordance with need as well as demand
as measured in step A.

Setting broad priorities: which conditions?

In order to identify which conditions the service should care for it is necessary to
establish some initial broad priorities. They may be modified later in the light of service
and budgeting realities, but some preliminary decisions about service priorities should
be established for the purpose of generating an epidemiological profile. (See Mental
Health Policy, Plans and Programmes.)

At this stage it is essential for planners to have open discussions on the principles and
priorities of their service, whether at the local or country level. In short: who is in most
urgent need of care?

Various approaches have been adopted for determining service priorities.

> Several countries have decided to prioritize the most disabled group of patients,
referred to as having severe mental illness (Thornicroft & Tansella, 1999), severe
and enduring mental illness (Scottish Office, 1997) or severe psychiatric conditions
(Lund et al., 1998).

> Some countries prioritize mental health issues in general health, targeting, for
example, depression in adolescence in order to reduce risk behaviour and thus
preventing the spread of HIV/AIDS (Flisher et al., 2000).
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> Some countries consider that the prevention of mental disorders and the promotion
of mental health are of primary importance (World Health Organization, 2000b).
Prevention may be planned in accordance with universal interventions, i.e. targeting
entire populations, selected interventions, i.e. targeting individuals at risk, or indicated
interventions, i.e. targeting individuals at high risk or with the early features of
disorder (Thornicroft & Tansella, 1999).

> Another approach is to target particular segments of a population, e.g. women,
children and the elderly, rather than focusing on particular diagnostic groups
(Green, 1999).

Planners should neither assume that there is unspoken agreement nor avoid potential
disagreement about service priorities through fear of conflict or of wasting time.
This is usually a political issue, an integral and essential part of the planning process.
Differences that are not addressed early in the planning process invariably surface at
a later stage when value differences become noticed in operational aspects of the
service. Decisions about service priorities are frequently informed by the constraints of
available local resources and the need to balance the interests of the various
stakeholders involved in mental health (Hansson et al.,, 1998). Some information on
these matters may have emerged from the situation analysis (step A). The service
priorities may have already been set out nationally in policy. (See Mental Health Policy,
Plans and Programmes.)

While setting priorities is an essential starting point for the assessment of needs it should
not be interpreted as a neutral or objective process. It is inevitably influenced by the value
judgements of the various stakeholders. Needs assessment should involve a mix of
people with different backgrounds in the planning team, including, for example, people
with mental disorders. Each of the stakeholders is likely to interpret needs differently. One
of the challenges for planners is to arbitrate between the various views expressed.

In the later stages of the planning cycle, these priorities may have to be modified in the
light of epidemiological data and available budgets. In this sense, the planning process is
iterative, i.e. service targets may have to be recalculated and priorities may have to be
modified in response to information that emerges later in the planning process. For example,
epidemiological data may reveal a greater need for the management of psychosis than
current budgets can afford, and this may mean that priorities have to be reset.

Example: Setting broad priorities

If services only have capacity for severe mental iliness, other conditions have to be
excluded and definitions of what constitute severe cases should be specified. In Tanzania,
for example, following a review of mental health services in 1980 (involving the use of key
informants and case vignettes), a decision was taken to determine the most important
target conditions in the community and to train primary care workers in their detection and
management (Kilonzo & Simmons, 1998). The identified conditions were:

> acute and chronic psychosis;
> drug and alcohol abuse;

> depression;

> epilepsy.

After a three-year pilot programme in two regions the estimated numbers of people in
need gained access to services, the programme was cost-effective and a dramatic
reduction occurred in admissions to local psychiatric units as a result of effective man-
agement of the targeted patients in the community.

34

Priority-setting may require
considerable political
negotiation to balance

the interests of the varying
Stakeholders in mental
health.

Needs assessment is not

a neutral process. It reflects
he value judgements of

he people who conduct it.

The planning cycle

is iterative, i.e. priorities
set at this stage may have
to be modified in the light
of new information.



Note: This is an example, and not an endorsement of the selection of severe mental
illness by WHO. An alternative example might be to identify targets for preventive and
promotional work, such as schools, clinics and prisons.

Task 1. Establish prevalence or incidence of priority conditions

Prevalence may be defined as the number of people with a specific condition in a given
population at a particular time (Kaplan, Sadock & Grebb, 1994). The annual prevalence
is therefore the number with a specific condition in a given population during a year.
This is required in order to establish the need for mental health services in a given year.
For less severe conditions, incidence may be a more accurate measure. It can be
converted to the expected number of cases per year.

In order to establish the prevalence of targeted conditions, information on local annual
prevalence would preferably be used. Because this is not normally available, however,
other sources may be sought in order to make use of the best available information.
Table 5 outlines the decision-making process for identifying appropriate sources of data
on expected needs for care.

Table 5. Making practical choices about the most feasible source
of epidemiological data

First choice I. Actual local epidemiological data on psychiatric morbidity
and disability
if not available

:

Second choice Il. Country/regional epidemiological data adjusted for local
socio-demographic characteristics.

if not available

'

Third choice lll. International epidemiological data from “comparable”
countries or regions adjusted for local socio-demographic
characteristics: subject to expert opinion in the local area.

if first 3 choices are not available

v

Fourth choice IV. Best estimates based on other sources of local information
and expert opinions.

Expert synthesis and interpretation of the best available data from
I, 11, 1l and IV, adjusted for specific local factors (e.g. the extent of
non-health service provision, familiy support, local traditions,
migration, etc).

Source: adapted from (Thornicroft & Tansella, 1999)
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Choice 3 is used in the example below. In Annex 2, an example is provided from Chile,
in which a combination of choice 2 and choice 4 were used (emphasizing the opinions
of local experts and stakeholders).

The following epidemiological studies and disability screens may be used as a resource
for countries.

> American National Comorbidity Survey (Kessler et al., 1994)
> WMH 2000 Survey (Kessler, 1999)

> WHODAS Il (World Health Organization Disability Assessment Schedule)
(www.who.int/icidh/whodas)

> Epidemiological studies in Puerto Rico (Canino et al., 1997)
> Australian National Psychiatric Morbidity Survey (Henderson, Andrews & Hall, 2000)

> Australian National Mental Health and Well-being Survey for Alcohol Use Disorders
(Teesson et al., 2000)

> Prevalence of ICD-10 mental disorders in a catchment area of Sdo Paulo, Brazil
(Andrade et al., 2002)

> Child and adolescent component of the Australian National Mental Health
and Well-being Survey (Sawyer et al., 2000)

> National Health Interview Survey data on Disabling Mental Conditions in US Children
(Halfon & Newacheck, 1999)

> Prevalence of Disruptive Behaviour Disorder among 10-year-old children in Valencia,
Spain (Andres, Catala & Gomez-Beneyto, 1999)

> Camberwell Needs for Care Survey, which translates ICD-10 1-year prevalence
rates into estimates of need for services (Bebbington, Marsden & Brewin, 1997)

> MECA study of the prevalence of childhood psychiatric disorders in the USA
(Shaffer et al., 1996)

> WHO study of mental disorders in primary health care in 15 centres across the
world (Ustiin & Sartorius, 1995)

> WHO World Health Survey Programme, providing information to assist countries to
monitor health trends and plan accordingly
(http://www.who.int/health-systems-performance/current work/cw_surveyprog.htm)
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Task 1. Example: Establishing the prevalence of priority conditions

Table 6 provides an example of the adaptation of National Comorbidity Survey data
(Kessler et al., 1994) to estimate the number of severe mental illness cases in an adult
population of 100 000 (an example of “choice 3” from table 6). The definition of severe
cases can be made by identifying what percentage of specific conditions (for example
depression and anxiety), the service can realistically be expected to cover, as decided
in broad priority setting e.g. 20% of major depression and 5% of anxiety disorders. The
following formula can be used to calculate the number of severe cases for each identi-
fied condition in an average year:

No. of severe cases = one year pravalence (%) x population x expected percentage of
severe cases

Table 6. Example: Expected severe psychiatric conditions in an adult population
of 100000

Disorders One year Population Total number Expected Expected
prevalence expected in  percentage of number of
(%) population severe cases® severe cases

(%)

Non-affective

psychosis® 0.5 100000 500 100 500

Bipolar

affective

disorder® 1.3 100000 1300 100 1300

Major

depression” 10.3 100000 10300 20 2060

Anxiety

disorder® 17.2 100000 17200 5 860

Total 29.3 100000 29300 16 4720

Using this method yields 4 720 severe cases, approximately 4.7% of the adult population.
It needs to be stressed that this is not a global prevalence, but an example, using a
specific data set

* Although not all cases of non-affecive psychosis and bipolar affective disorder are
severe in the formal sense, if they warrant a diagnosis with associated impairment in
functioning, they are considered severe enough to require care from mental health
services.

® Nonaffective psychosis includes schizophrenia, schizophreniform disorder,
schizoaffective disorder, delusional disorder and atypical psychosis.

¢ The figure reported here indicates the prevalence of a manic episode.

" The figure reported indicates the prevalence of a major depressive episode.

& This includes panic disorder, agoraphobia without panic disorder, social phobia,
simple phobia and generalised anxiety disorder.
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Where possible, priorities for service provision should not be restricted in a simplistic
fashion by diagnostic classification (typically to psychoses and major depression)
(Rosen, 1999). Other indicators of severity may be used, such as degree, duration,
distress, disability, disorganization, danger, isolation and reduced social support.

Indeed, as there are limited diagnostic skills in the developing world (particularly in
primary care) and limitations on research methodologies (Parry, 1996), assessing severity
and the level of functioning may be more important than diagnosis for establishing
priorities. The Global Burden of Disease study has developed measures based on
disability-adjusted life-years (DALYs) (Murray & Lopez, 1996). DALYs can be defined as
the sum of years of life lost because of premature mortality, plus the years of life lived
with disability, adjusted for the severity of disability. More recently, WHO has developed
screens such as WHODAS Il (WHO Disability Assessment Schedule), which provides a
measure for assessing the level of disability attributable to illness in communities. Data
from the World Mental Health Survey 2000 should make it possible to map diagnosis to
functional level (i.e. disability) in order to provide more specific assessments of the need
for services in populations.

It is also important to note that there may be significant variability in local areas. As a
supplement to national data, local needs assessments can provide useful information
even if formal diagnostic classification is not available. This is particularly true if culturally
sensitive local services are to be developed (Evaneshko, 1999). For example, a mental
health needs assessment of off-reservation Native Americans in northern Arizona
revealed high levels of depression, alcohol and substance abuse, suicidality and physical
abuse together with low levels of service utilization (Chester, Mahalish & Davis, 1999).

In addition, the interpretation of epidemiological prevalence as an indication of the need
for mental health services should proceed with caution. In an analysis of the Baltimore
Epidemiological Catchment Area data, Regier et al. (1984) found that 84% of people
with mental disorders did not seek outpatient treatment during the six-month period of
the study. In a more recent survey of mental health and well-being in Australia, some
60% of those who met the criteria for an ICD-10 disorder did not obtain professional
help from either a general practitioner or a mental health specialist (Andrews, 2000).
In many instances, there is a poor correlation between diagnosed conditions and the
demand for services. The demand may be low because services are non-existent,
geographically inaccessible, of poor quality or unaffordable. Stigma may lead to
reluctance to use mental health services. Mental disorders may not be detected when
people present at general primary care services. Furthermore, some people who fulfil
the criteria for a psychiatric disorder may not experience disability of sufficient severity
for them to seek assistance from mental health services (Andrews, 2000). There is also
the issue of comorbidity, which is not accounted for by the prevalence rates of single
disorders.

More research is needed on unmet need (Andrews & Henderson, 2000) and the criteria
for allocating scarce mental health resources. See Annex 1 for a more detailed discussion
of some of the complex issues involved in the interpretation of epidemiological data,
including comorbidity.

Whether one uses the prevalence of psychiatric disorders, incidence, the level of
functioning, DALYs or estimates of the need for prevention or mental health promotion,
this step aims to establish the need for mental health services and thereby to allow
adaptation of the data to local population variables in task 2.

38

-

Estimates of need should
not be restricted to rates

of psychiatric disorders.
Other indicators, particularly
disability, are important
measures of need.

Prevalence may provide an
overestimate of need and may
have to be adjusted in the later
stages of the planning cycle.

More research is needed
unmet need and the criteria
for allocating scarce mental
health resources.



Task 2. Adjustments based on local population variables

The next task is to adjust the prevalence figures obtained in task 1 in accordance with
specific local census information, which may include data on gender and age distribution,
marital status, levels of unemployment, social conflict/trauma, ethnic minority status
and dependency ratio (% of people aged under 15 and 65 and over in relation to the
population aged 15 - 64) (Thornicroft, De Salvia & Tansella, 1993). Each of these variables
is likely to have an effect on the expected prevalence and severity of conditions.

In most countries, not all of this information is available. Countries or local services
should therefore make use of the best possible information, and, more specifically, that
which is most important for their specific service priorities. Where this information is
available to local services it should be included in an estimation of local needs.

Several population factors may be associated with increased mental health service
utilization, higher prevalence or negative outcome. See Annex 1 for such factors that
have been identified in recent research.

39

Prevalence figures from
task 1 have to be adjusted
in accordance with local
population variables.



Table 7. Example: Expected severe psychiatric conditions adjusted

in accordance with local population variables

Disorders One year Adult Total number Expected Expected
prevalence Population expected in percentage of number of
(%) population® severe cases  Severe cases

(%)

Non-affective

psychosis 0.5 63 650 318 100 318

Bipolar

affective

disorder 1.3 63 650 828 100 828

Major

depression 10.3 63650 6556 20 1311

Anxiety

disorder 17.2 63650 10948 5 547

PTSD 0.5 63650 318 100 318

Total 29.8 63650 18968 17.5 3322

The adjustment of the earlier prevalence data therefore yields a more accurate annual
prevalence of 3.3% or 3322 severe cases in the total population of 100 000

® Using census data from South Africa in this example, the age group of 15 years and
over comprised 63.65% of the population (Central Statistic Services (CSS), 1997). In a
population of 100 000, the target adult population would therefore be 63 650 people.
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Task 3. Identify the expected number of cases per year

Based on the consultation, priority-setting, prevalence figures and adjustment according to
local population variables it is now possible to specify the expected number of cases
per year for the target population.

Task 3. Example: Identify the expected number of cases per year

On the basis of the data in Table 7 the expected number of cases per year would
amount to 3.3% of the population of 100 000, i.e. 3322 cases. The numbers of specific
cases for the various diagnostic classifications are provided in Table 7.

Task 4. Estimate the services required for the identified need

The next task is to describe the service items and components of care required for the
identified cases during the specified year. Discussion of service items and facilities
should focus on outpatient visits, day services, beds, medications and staff. These
resources provide a framework for essential mental health service needs, around which
support systems can be developed in accordance with specific countries’ capacities.
Unfortunately, specifications for facilities such as rooms for outpatient consulting,
transport, administrative systems, laundry, maintenance, repairs and catering vary
significantly between countries. The present document therefore cannot provide the
required degree of detail. Some indications as to how this infrastructure may be costed
are given below (task 5).

1. Outpatient and community services

This planning model recommends that most people with mental disorders have the bulk
of their contact with mental health services in outpatient facilities, i.e. they live in the
community. The focus of outpatient services for this group is the management of clinical
symptoms, the monitoring of medication, family education and outreach. In the majority
of cases in developing countries, this means contact at the primary care level and at
least some integration of mental health services into primary care. However, because of
the diversity of service organization globally, the following calculations are formulated for
outpatient services provided in primary, secondary or tertiary care settings in clinics or
hospitals.

Two important figures are necessary as indicators of outpatient service needs for
identified cases:

> annual outpatient visits;
> daily patient visits.

Annual outpatient visits
Annual outpatient visits can be calculated by means of the following formula.

Annual visits = expected number of annual cases x average annual visits per person.
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Daily patient visits

The total annual attendances can be converted to the number of daily patient visits, i.e.
the average number of patients who make use of an outpatient service per day, by
means of the following formula.

total annual visits

Daily patient visits (DPV) = working days per year

Task 4. Example: Outpatient services

By using the estimated annual number of severe cases from task 3 and assuming that
there are 264 working days per year it is possible to calculate the daily patient visits
(Table 8).

Table 8. Example: Expected annual and daily patient visits to outpatient services

Disorders Number of  Minimum Total Working days Daily Patient
severe annual visits  annual per year Visits (DPV)
cases per person  visits

Non-affective

psychosis 318 12 3816 264 15
Bipolar

affective

disorder 828 12 9936 264 38
Major

depression 1311 6 7 866 264 30
Anxiety

disorder 547 6 3282 264 12
PTSD 318 6 1908 264 7
Total 3322 - 26 808 264 102

This implies that in the population of 100 000 people, an average of 102 people will use
outpatient mental health services in an average working day. The number of daily
patient visits will be used to calculate outpatient staff needs below.

° Rispel et al (1995) recommend monthly visits for “chronic psychiatry” patients in
South Africa., i.e., 12 visits per year. However, Andrews (2000) notes that 12-month
prevalence does not imply the need for services throughout the year and remission
is usually underestimated. For this reason, estimations of 6 visits are made for
depression, anxiety and PTSD, which may be less intractable.
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2. Day services

Day services provide rehabilitation for patients/users who, as a result of their conditions, find
it difficult to integrate into the community. Nevertheless, it is anticipated that these people
would live in the community, staying with their families or living in some form of supported
accommodation. Day services may include a range of interventions, some of which may be
relatively inexpensive (e.g. social contact for isolated individuals, self-help and user groups,
cooperative work schemes, respite for family carers, clubhouses) while others may be
relatively costly (e.g. psychosocial interventions, life skills programmes, sheltered
workshops, supervised work placements, advocacy services, training courses, transitional
employment schemes).

The following formula can be used to calculate the expected number of day-service places.

(expected number of annual cases x % requiring day care)

Day service places =
y P number of programmes during the year.

Task 4. Example: Day services

The resources required for these services vary substantially, depending on the existing
services and local needs. Using the above prevalence example it may be anticipated that
20% of non-affective psychosis cases, 10% of bipolar affective disorder cases and 5% of
major depression cases would benefit from some form of day service during the specified
year. Within these figures it might be anticipated that day services run three-month rolling
programmes (e.g. social skills / education programmes), working collaboratively with and
training families or other social agencies. After this the patients might be discharged into the
long-term care of the family/agency. This would imply that four such programmes could be
run during the year and therefore that each patient/user could be offered a quarter of a
placement during the year. On this basis the required places are set out in Table 9. (Note:
some people may require ongoing programmes rather than the time-limited rolling
programmes illustrated here.)

During the year the required number of places in day services would be as indicated below.

Table 9. Example: Expected places required in day services

Disorders Number of Percentage Programmes Places
severe requiring during required per
cases Day Care the year programme

Non-affective

psychosis 318 20 4 16

Bipolar

affective

disorder 828 10 4 21

Major

depression 1311 B 4 16

Total 2457 - 4 53
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Examples of best practice in day services such as the use of clubhouses in Pakistan
(Chaudhry, 1987) and the USA (Warner, Huxley & Berg, 1999), the use of nomads’ tents
in Mongolia (World Health Organization, 2000a), and the development of agricultural
rehabilitation villages in Tanzania (Kilonzo & Simmons, 1998), illustrate possibilities for
creative solutions in situations with minimal mental health resources. (See Organization of
Services for Mental Health.)

3. Inpatient facilities

The inpatient facilities that are required in order to provide these services are described. It is
assumed that most patients spend most of their time outside hospital. Nevertheless, some
hospital beds are necessary. WHO recommends that most hospital facilities be located in
general hospital or community settings. Beds are required for acute inpatient services (with
admissions lasting up to three months) and longer-term residential services (with admissions
for longer periods).

The following equation can be used to calculate bed numbers.

number of cases x (% needing hospitalization) x (average length of stay in days)

Beds =
365 x rotation factor ™

Acute inpatient services

Acute beds are designed for the short-term management of patients in a state of crisis or
relapse with a view to stabilizing them to a point where treatment can be continued on an
outpatient basis.

" The rotation factor allows for periods when beds are unoccupied between discharges and

new admissions. A previous study (World Health Organization, 1996) recommended a
rotation factor of 1.15 for acute beds, corresponding to an 85% bed occupancy rate.
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Task 4. Example: Acute inpatient beds

For the earlier prevalence example of 3 322 people with severe conditions in a population of
100000, of whom 3004 may require hospitalization during the year, the following bed
numbers can be calculated for acute care by means of the formula (see Table 10). Previous
WHO documentation (World Health Organization, 1996) indicates that the percentage of
patients who require hospitalization during a year can be adjusted according to local
findings. As with other variables, if valid and reliable data are reported in the country
concerned they should be substituted for the figures used here.

Table 10. Example: Beds needed for acute psychiatric care per 100 000 population

Condition Expected Percentage in ALOS Rotation Beds
number of need of acute (average factor
severe cases  hospitalisation length of
per year (%) stay in days)"

Non-affective

psychosis 318 50 21 1.15 11
Bipolar

affective

disorder 828 30 14 1.15 11
Major

depression 1311 5 30 1.15 6
Anxiety

disorder 547 5 2 1.15 0
Total 3004 - 17 - 28

2 The percentage of people with each condition who need hospitalisation in a year is
derived from the estimates in an earlier WHO study (WHO, 1996).

s ALOS = Average Length of Stay, calculated as the median days of admission. ALOS
estimates provided in Table 3.13 are derived from an earlier WHO study (WHO, 1996).
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Longer-term residential services

In keeping with the findings in the literature (Lelliot & Wing, 1994) it is assumed that a
limited number of longer-stay psychiatric beds is necessary for the care of severe and
enduring conditions. These beds may be located in a variety of settings, including hospitals,
group homes and supported and unsupported accommodation. Within this model,
community-based residential care is preferable but the precise facilities in which the beds
are located has to be specified by the country concerned in accordance with the level of
community service development.

It is important to distinguish the function of these services from that of mental hospitals.
Longer-term residential services give special attention to the importance of contact between
the patient/user and the community and of reintegration into the community wherever
possible. Opportunities for patients to reside with families should be sought if this is
possible and clinically appropriate.

Task 4. Example: Longer-term residential beds

In an earlier study (World Health Organization, 1996) it was assumed that 5% of patients
suffering from schizophrenia needed longer-term residential care beds with an average
length of stay of 180 days. An additional 0.5% of bipolar patients is inserted partly in order
to add such patients to the picture of longer-term residential care and partly to do so
within estimates in the literature of the percentage of chronic patients who require ongoing
long-term care. The rotation factor is taken to be lower, i.e. 5% (1.05), reflecting a higher bed
occupancy rate.

On the basis of the formula used for acute beds the following numbers of longer-term
residential care beds would be needed for non-affective psychosis and bipolar affective
disorder patients alone among severe psychiatric conditions (Table 11).

Table 11. Example: Beds needed for longer-term residential services
per 100 000 population

Condition Expected Percentage in ALOS Rotation Beds
number of need of acute (average factor
severe cases  hospitalisation length of
per year (%) stay in days)"
Non-affective
psychosis 318 5 180 1.05 8
Bipolar
affective
disorder 828 0.5 180 1.05 4
Total - - 180 - 12

2 The percentage of people with each condition who need hospitalisation in a year is
derived from the estimates in an earlier WHO study (WHO, 1996).
s ALOS = Average Length of Stay, calculated as the median days of admission. ALOS
estimates provided in Table 3.13 are derived from an earlier WHO study (WHO, 1996).
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4. Medication

WHO has provided an essential drugs list for use in psychiatry (World Health Organization,
1993). It can be used to plan the psychiatric medication needs of a local population. As the
demand for psychiatric medication varies significantly with local factors a global norm for
the volume of medications required for a local population cannot be provided. Countries
should therefore calculate their own requirements.

In attempting to assess the volume of medications likely to be required for psychiatric
treatment during an average year, countries may adopt either of the following two
approaches.

1. Information on existing drug use in the local area may be used to assess future drug
needs. If services are to be expanded, projections of future need can be based on the
volume of medications and on prescribing policies currently being used, with adjustments
reflecting anticipated changes.

2. A committee of experts and clinicians can be formed in order to estimate the required
volume of medications on the basis of information concerning the numbers of
patients/users to be treated and their likely requirements for medications.

In order to assist with either of these approaches the WHO essential drugs list provides
details of doses and pharmacological treatment guidelines for the major psychiatric
conditions. Volumes of medications can be estimated by means of the following formula.

Medication required (mg) (per year) = number of people to be treated
x number of days per year on which treatment
is required
x average dose (mg) per patient per day.

In order to calculate the number of tablets required for the population, the amount in mg
should be divided by the amount per tablet. The total cost is calculated by multiplying the
cost per tablet by the number of tablets required for the population. If available, data on the
cost-effectiveness of medications would be of value in connection with decision-making.

The following box contains examples of how these requirements for medications may be
calculated on the basis of earlier research (World Health Organization, 1996). In countries
that use psychiatric medications as a cost recovery tool to subsidize other aspects of the
service, care should be taken that financial considerations do not override clinical needs
when medication resources are being planned.
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Task 4. Example: Medication needs

The following calculations take into account the needs of the 3322 cases identified in the
local population of 100 000 people. Countries can substitute their own data if these are
suitable. A hypothetical currency, viz. the money unit (MU), is used. These examples serve
chiefly as illustrations of a method for calculating medication needs and are not WHO
recommendations.

Antidepressants

Of the 1311 annual cases of major depression, it can be assumed that:

10% are treated 365 days per year

20% are treated 180 days per year

20% are treated 90 days per year

50% are untreated

Using a standard dose of 150 mg tricyclics, the annual need for antidepressant medication
is:

1311 x ((0.1 x 365) + (0.2 x 180) + (0.2 x 90)) x 150 = 17 796 825 mg

in 25 mg tablets = 17796 825 + 25 = 711 873 tablets

Assuming that amitriptyline costs MU 6 per 1000 tablets of 25 mg, the cost of
antidepressants for the region can be estimated as:

711873 x 6
1000 = MU 4271 per year
Antipsychotic drugs

The following estimations can be made, assuming that 70% of the patient population would
use an oral preparation (average 10 mg haloperidol per day) and 30% a sustained release
preparation (25 mg per 3 weeks fluphenazine decanoate).

The total number of people suffering from psychosis is 1146. Assuming that 80% are on
antipsychotic drugs throughout the year, the number treated would be 917 for a full year.
Assuming that the cost of haloperidol is MU 7 per 1000 tablets of 5 mg and the cost of
25 mg vials of fluphenazine decanoate is MU 0.8, the following calculations can be made:

Number of 5 mg haloperidol tablets needed:
917 x 0.7 x 10 x 365 = 468 567 tablets

5
Estimated cost of haloperidol:
468587 x 7 =MU 3280

1000

Number of 25 mg vials of fluphenazine decanoate needed:
917 x 0.3 x 365 = 4 782 vials

21
Estimated cost of fluphenazine decanoate: 4782 x 0.8 = MU 3 826

Total estimated cost for antipsychotics = MU 7 106 per year
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Antiparkinsonian drugs (for use only in conjunction with antipsychotics)

Assuming that 50% of patients on antipsychotics would need antiparkinson medication,
that the average dose is 10 mg daily, and that the cost of biperiden is MU 5.30 per 1 000
tablets of 5 mg, the following calculations can be made:

Number of 5 mg tablets of biperiden needed per year:
917 x 0.5 x 10 x 365 = 334 705
&

Estimated cost of antiparkinsonian drugs:
334705x 5.3 =MU1774 per year
1000

Mood stabilising drugs

Assuming that 70% of the 828 people with bipolar affective disorder (i.e. 580) are on
lithium carbonate, that an average dose is 1200 mg per day, and that the cost of 60 tablets
of lithium carbonate at 300 mg per tablet is MU 4, the following calculations can be made:

Number of 300 mg tablets needed per year:
580 x 1200 x 365 = 846 800 tablets
300

Estimated cost of mood stabilising drugs:
846 800 x 4 = MU 56 453 per year

60
Given the relatively high cost (approximately MU 100 per patient per year) and the need to
monitor blood serum levels, careful consideration should be given to the use of lithium
carbonate when resources are scarce.

Total cost

The total annual cost of psychiatric medication for the local area of 100 000 people is:

Antidepressants MU 4271
Antipsychotics MU 7106
Antiparkinsonian MU 1774
Mood stabilisers MU 56 453
Total MU 69 604

This would mean a cost of MU 0.70 per person in the local population per year.
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5. Staff

The next step is to describe the staff or human resources needed to provide the services.
Human resources play a central role in the ongoing functioning of a mental health service.
Mental health services rely on human resources to a much greater degree than other
medical and health disciplines (Thornicroft & Tansella, 1999). In financial terms, by far the
largest cost in mental health care is that of payment of staff salaries. The importance of staff
for mental health care is often poorly understood by general health managers.

The nature of the contact with psychiatric patients/service users places great strain on
mental health staff and frequently leads to burnout. For this reason, a distinction may be
drawn between the primary goals of a mental health service (to treat, care for and assist
patients) and the secondary goals, i.e. meeting the needs of staff (Thornicroft & Tansella,
1999). The secondary goals should never override the primary goals but they are essential
both for ethical reasons and the long-term sustainability of the service.

Workloads for mental health staffing have been calculated by some researchers in
accordance with standard time estimates for specific treatment procedures (Faulkner &
Goldman, 1997). Because of limited information systems, however, this approach is not
feasible in developing countries. In the present document, calculation in accordance with
the volume of services, i.e., the numbers of beds covered and the numbers of patients seen
in outpatient services, is used instead (Rispel, Price & Cabral, 1996). Staff calculations are
made only for clinical mental health staff. Maintenance, kitchen, laundry, cleaning and
administrative staff should be added to the figures given in the example.

In the context of an integrated system of health care, general health workers frequently
deliver mental health services. For this reason, human resources are calculated in terms of
full-time equivalent staff. The number of such staff can be calculated by working out the
percentage of time each staff member spends on mental health care. For example, if a nurse
spends 20% of her/his time on mental health work (including time spent seeing patients,
making referrals, writing case notes and consulting colleagues), this represents 0.2 of a
full-time equivalent mental health nurse. It would take five such nurses to make up one such
mental health nurse.

5.1 Outpatient and community service staff

Staff numbers required in outpatient services can be calculated by means of the following
formula.

Daily patient visits x actual working

days per year

Current consultations per day x staff working
days per year.

Full-time equivalent (FTE) staff =
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Task 4. Example: Outpatient and community staff

On the basis of the estimate of 102 daily patient visits in outpatient services, calculated
earlier, an example of estimated outpatient full-time equivalent staff would be as follows.

(102 x 264)

=10.9
(11 x 225)

Full-time equivalent staff =

Data for these calculations are drawn from South African workload studies in primary care
(Rispel, Price & Cabral, 1996). Staff working days per year were calculated after allowing
for holidays and sick leave. Consultations per day were calculated on the assumption that
44.3% of staff time was spent in direct patient contact, based on observations of work
patterns. The remainder of the time is spent on administration, preparation, meetings,
continuing education, tea/lunch and unspecified activities. The figure of 11 consultations
per day refers to all outpatient staff, including those who are not in direct contact with
patients. Staff who are on duty may well see more than 11 patients during an average day.
Significant variations between countries can be expected. Countries should substitute
their own data, or look for appropriate alternatives, within the limits of appropriate mental
health care of satisfactory quality. Quality would be significantly compromised if sufficient
staff were not available for outpatient care.

These estimates of the number of staff required to care for outpatient services for
100000 people do not cover home visits, follow-ups of missed appointments or
outreach. This work is essential within the framework of community-based care where
there is an emphasis on the rehabilitation of patients with severe psychiatric conditions.
Although many staff members could be employed to fulfil this role, the establishment of
at least one post to develop outreach and possibly to coordinate the activities of
volunteer or carer organizations may be considered essential. The figures indicate that
12 outpatient and community clinical staff are required to cover outpatient care for
3322 people with severe conditions.

Outpatient and community service staff breakdown

The following breakdown of the 12 outpatient staff by professions is based on
recommendations made in connection with earlier research (World Health Organization,
1996):

> 2 psychiatric nurses;

> 5 general nurses;

> 0.5 occupational therapist;

> 1.5 occupational therapy assistants;

> 1 social worker;

> 1 psychologist;

> 0.25 psychiatrist;

> 0.75 registrar/medical officer/junior doctor.

This breakdown may not be appropriate for countries with minimal mental health
resources. An alternative scenario for a mental health service integrated into primary
care, serving a population of 100 000, might be as follows:

> 7 community health workers with some psychiatric training;
> 1 general nurse;

> 1 general nurse with some psychiatric training;

> 2 community rehabilitation workers;

> 1 medical doctor with some psychiatric training.
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5.2 Inpatient/residential care staff

The staff required to serve the estimated number of beds can be calculated by using
staff/bed ratios that are thought to be acceptable for local services. Total staff numbers
should also be calculated according to functioning units in order to ensure that the
required range of skills is available for the particular inpatient or residential setting.
Inpatient staff are normally expected to provide medical care, psychiatric assessment,
psychiatric treatment, maintenance of patient records, general support and care for
patients, rehabilitation and liaison with other services and families.

Task 4. Example: Acute inpatient staff

From the calculations of bed numbers it has been estimated that 28 acute beds are
needed (Table 10). This could be considered as a single 28-bed unit. With an earlier
study as a guide (World Health Organization, 1996) the following staff distribution may
be arranged to staff an acute 28-bed unit (with around 10 admissions per week and an
average stay of 17 days):

> 0.5 psychiatrist;
> 1 psychiatric registrar/medical officer;
> 0.5 social worker + 0.5 psychologist or
1 social worker if no psychologist is available;
> 14 nurses (nurse/bed ratio: 0.5).

Task 4. Example: Longer-term residential care staff

For the estimated 12 longer-term residential care beds it is estimated that 4.8 clinical
staff would be required on the basis of staff/patient ratios adapted from an earlier study
(World Health Organization, 1996). They could be allocated as follows:

> 0.1 psychiatrist;

> 0.2 registrar/medical officer;

> 0.2 psychologist;

> 0.2 social worker;

> 0.1 occupational therapist;

> 0.4 occupational therapy assistant;
> 3.6 nurses (nurse/bed ratio: 0.3).

5.3 Day service staff

The staff required to care for the 53 day places in the rolling programme can be calculated
on the basis of local services’ experience in staffing needs for day care. The figures
given below are illustrative and do not represent a recommendation for exact staffing
requirements.

5.4 Managerial requirements

In addition to staff who are directly responsible for the care of people with mental
disorders, managerial staff are required for the local catchment area.
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Task 4. Example: Managerial staff

The recommendations on managerial staff made in connection with an earlier study
relating to a population of 500 000 (World Health Organization, 1996) can be adapted
to a population of 100 000 as follows:

> 0.2 chief regional mental health professional (any relevant profession);
> 1 nurse manager;

> 0.2 quality improvement professional (any relevant profession);

> 0.5 coordinator of mental health information (any relevant profession).

Although there is a designated quality improvement professional this does not imply that
other personnel should not be involved in quality improvement. Quality improvement
remains the responsibility of all mental health personnel, including clinical, administrative
and maintenance personnel. The coordinator of mental health information could fulfil a
dual function by assisting both with data collection, service planning and monitoring
and with education and mental health promotion.

Task 4. Example: Total staff required for a local area serving 100 000 people

Combining the estimated staff required for outpatient, community, inpatient and
residential care settings provides the total estimate indicated in Table 12. These are not
WHO recommendations but examples of how staffing needs can be calculated.

Table 12. Total human resources needed for a local area of 100 000 people

Type of Residential Ambulatory Day Managerial Total
professional care Service

Acute Longer

Inpt Term
Nurses 14 3.6 7 8 1 33.6
Occupational
Therapists - 0.1 0.5 1 - 1.6
OTA - 0.4 1.5 2 - 3.9
Social workers 1 0.2 1 0.5 - 2.7
Clinical
Psychologists - 0.2 1 0.5 - 1.7
Psychiatrists 0.5 0.1 0.25 - 0.2 1.05
Registrars/MO/
Junior Doctors 1 0.2 0.75 - - 1.95
Education /info - - - - 0.5 0.5
Ombudsperson - - - - 0.2 0.2
Total 16.5 4.8 12 12 1.9 47.2
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Because of the variability in professional resources and skill levels across international
settings these staff categories may not be appropriate. In this event, countries could
substitute their own staff categories to cover the estimated need for care. Indeed, a
diverse range of professions can provide the necessary services. In developing
countries, community mental health workers and family welfare educators are well
positioned to assume roles of care in the community, e.g. in Argentina (Neugen
Province) Botswana, Cambodia, and Tanzania. (See Organization of Services for Mental
Health.) In the United Kingdom and several other developed countries, staff fulfil a range
of generic psychotherapy and rehabilitation roles, whether they are trained as
psychologists, social workers, nurses or occupational therapists. In the USA it is being
argued that clinical psychologists, clinical social workers and nurses are increasingly
fulfilling the role traditionally reserved for physicians because fewer of the latter are
choosing to specialize in psychiatry (Ivey, Scheffler & Zazzali, 1998).

In estimating staff numbers it is important to note that there is seldom a constant
throughput. There are peaks and troughs of staff activity and of staff availability for
recruitment.

In order to manage human resources it is essential to plan training requirements for
future service development. If, for example, there is an increased expectation that
primary care providers such as general practitioners and nurses are to play a future role
in mental health care, training curricula should take this into account (Cole et al., 1995).
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Task 5. Cost the resources for the estimated services

The next task is to cost the services that have been estimated as necessary for the
identified priority cases in the local population. The result can then be used in
determining the target funding required. Costing is an essential concluding task in this
step, enabling priority-setting, option appraisal and target-setting in the next step.

Costs represent the resources given up in a particular situation in order to carry out an
activity (Green, 1999). These are usually expressed in terms of money, although costs
are not the same as prices, which simply reflect a market exchange rate.

When costing any course of action it is necessary to identify all the costs that arise and
on whom they fall. This is particularly important for the public sector mental health
manager, who may have to assess the full range of costs to society which a service can
be expected to incur. For example, providing a community-based mental health
service for psychosis may incur costs for:

> the health service (drugs, personnel, transport);

> patients (charges, accommodation, transport, time, including lost working time);
> patients’ families (spending time caring for patients instead of working);

> other-sector services, such as social services, criminal justice and housing.

Planners should be aware of the potential dangers of double counting in connection
with these categories.

A basic approach to costing, adopted in many settings, is known as bottom-up costing
(Creese & Parker, 1994; Green, 1999) (Fig. 7).

Figure 7. Bottom-up costing

Identify the activity and the purpose of the costing

l

Identify all the resources to be used, and whether capital or recurrent by year

!

Translate the resources into money terms

l

Add contingency

l

Adjust for inflation
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1. Identify the activity

In the first stage it is important to specify the service activity to be conducted and the
purpose of costing it. For example, costing for the purpose of option appraisal would
yield a very different result to costing for the purpose of establishing a budget. Option
appraisal requires identification of the wider costs to the community, whereas budgeting
only requires identification of the specific costs of running a service.

Task 5. Example: Identify the activity

In this case the activity is assumed to be that of costing the budget for a local mental
health service. The purpose of the costing is to provide care for the mental health needs
of the local population, in particular those people with severe conditions as identified in
broad priority-setting (above).

2. Identify the resources

In the second stage the resources required to conduct the activity are identified. It is
important to distinguish between capital costs and recurrent costs. Capital costs are
one-off costs that usually occur when a particular activity or service is being
established. Recurrent costs continue to occur as a result of the continued operation of
the activity and are usually calculated annually. Unlike capital items, recurrent items
sometimes require replacement at intervals of less than a year. Distinguishing between
capital costs and recurrent costs is important because it enables increased accuracy in
the prediction of future costs. Usually the general health service within which mental
health care functions has its own rules and costing procedures for items and activities.

The resources identified in task 4 only included beds, staff and medications specific to
mental health care. The infrastructure needed to make these services available also has
to be identified for the purpose of costing. In addition, if option appraisal is required, the
costs to the community of the service have to be identified. The task of the local
mental health service manager or planner is to identify all resources of relevance to the
costing of the mental health service. A checklist is provided to assist in the costing of
the service as a whole (Table 13).
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Table 13. Checklist for costing items

ltem

Capital

Recurrent

—

Buildings

2. Equipment and
furnishings

3. Transport and travel

4.  Communications

5. Power

6. Water, sanitation,
waste disposal

7. Food equipment

Housekeeping

Construction costs,
land purchase

Purchase of large
new items

New vehicles

Radio, telephone
(including installation)

Generator, energy panels,
connection to electricity
grid

Installation,
building costs

Kitchen

Equipment and buildings

9. Medical and laboratory Laboratory equipment

supplies and equipment

(see 1, 2)

10. General administration Computers, typewriters,

11. Staff

12. Consultancy services

Source: adapted from Green, 1999.

office equipment

Training

Project preparation

Maintenance,
small buildings, rent, rates,
depreciation

Maintenance,
replacement, hire,
depreciation, small
equipment items

Maintenance,
replacement, fuel, hire

Maintenance,
operating costs

Solar fuels,
electricity, petrol, oil

Maintenance

Food costs
for staff/patients

Housekeeping supplies

Medications for
outpatients, inpatients,
clinics

Stationery, record system
software, maintenance

Salaries and on-costs
(pensions, statutory
payments) post-qualification
training

Specialist services

In order to cost, these items the required level or volume has to be specified, e.g. the
number of staff to cover outpatient clinics for severe psychiatric conditions in the area.
Methods for calculating the volume of the items specific to a mental health service have
been discussed in task 4 (above). Information on the level of infrastructure requirements
shared by the general health service should be available from the general health department
concerned (e.g. catering, transport, general administration, housekeeping, communications,

shared building facilities).

If an activity is completely new the resources required have to be estimated from a
description of the activity (e.g. the training of rehabilitation staff in community self-help

schemes).
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Example: Identify the resources required for mental health services
for the local population of 100 000 during the year

Table 14. Resources required for mental health services for the local population

of 100 000 during the year

ltem

Capital

Recurrent

1.  Buildings

2. Equipment and
furnishings

3. Transport and travel

4.  Communications

5. Power

6. Water, sanitation,
waste disposal

7. Food equipment

8. Housekeeping

9. Medical and laboratory
supplies and equipment

(see 1, 2)
10. General administration

11. Staff

12. Consultancy services

Conversion of long stay,
facilities to acute wards

No purchase of large
new items

One new vehicle for
community visits

Installation of new
telephone lines (2)

No expenses (connexion
already exists

Installation of new
sanitation facilities
Replacement of some
kitchen equipment

No additional housekeeping
equipment required

No new laboratory
equipment required

New Computers (2),
office equipment for
info system

Training of community
staff in rehabilitation

Project preparation for

planned deinstitutionalisation

Maintenance, rent, rates,
depreciation

Maintenance,
replacement,
depreciation, small
equipment items

Maintenance,
replacement, fuel,
(increase with new

vehicle and increased travel)

Maintenance,
operating costs

Electricity, petrol, oil
Maintenance

Food costs
for staff/patients

Housekeeping supplies

Medications for
outpatients, inpatients,
clinics

Stationery, record system
software, maintenance

Salaries and on-costs
(pensions, statutory
payments) post-qualification
training

Specialist services
consultation with
stakeholders re
deinstitutionalisation

Identified bed, staff resources and medication from Task 4, above, for the local population

of 100 000:
Indicator

Need (Task 4)

Beds per 100 000 population

Staff per 100 000 population

Acute: 28

Longer stay: 12

Nurses: 33.6

Total staff: 47.2

Medication:
Antidepressants 711873 x 25 mg amitriptyline tablets
Antipsychotics 468 587 x 5 mg haloperidol tablets

Antiparkinsonian
Mood stabiliser
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3. Translate into money terms

The next stage is to translate each of the identified resources into money terms (Table
15). There are various sources of information for this purpose. In health departments
where budgeting and accounting systems exist, much of the information should be
available. For example, wages offices have information on the cost of staffing, pharmacy
departments should have information on the cost of drugs, hospital budgets should
have information on running costs that can be converted to costs per bed per year, and
expenditure records kept in accounting systems may be useful in this connection.
Building costs may be provided by private contractors or by government departments.
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Example. Translate the resources required for mental health services
for the local population of 100 000 during the year into money terms

Table 15. Converting resources into money terms*

ltem Capital Money Unit (MU)
1.  Buildings Conversion of long stay facilities 440000
to acute wards
2.  Equipment and furnishings No purchase of large new items 0
3. Transport and travel One new vehicule for community visits 39000
4.  Communications Installation of new telephone lines (2) 150
5. Power No expenses (connexion already exists) 0
6. Water, sanitation, Installation of new sanitation facilities 36 000
waste disposal
7. Food equipment Replacement of some kitchen equipment 5000
8. Housekeeping No additional housekeeping 0
equipment required
9. Medical and laboratory No new laboratory equipment required 0
supplies and equipment
(see 1, 2)
10. General administration New Computers (2), office equipment for 5000
info system
11. Staff Training or community staff in rehabilitation 55000
12. Consultancy services Project preparation for 15000
planned deinstitutionalisation
Total 595150

Grand Total (Capital + Recurrent)

* Once again a fictitious currency of Money Units (MU) is used.
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Recurrent

Money Unit (MU)

Maintenance, rent, rates, depreciation 916 000
(Beds: 28 acute, 12 long stay)
Maintenance, replacement, depreciation, small 45000
equipment items
Maintenance, replacement, fuel, 8000
(increase with new vehicle and increased travel)
Maintenance, operating costs 600
Electricity, petrol, oil 1900
Maintenance 12000
Food costs for staff/patients 40000
Housekeeping supplies 800
Medications for outpatients, inpatients, 69604
clinics (see Meds example, task 4)
Stationery, record system software, maintenance 1500
Salaries and on-costs (pensions, statutory 1218000
payments) post-qualification training
(total staff: 47.2)
Specialist services consultation with 26 000
stakeholders re deinstitutionalisation

2339404

2934554




4. Add contingencies
Contingencies are added to cover for the unexpected, and usually vary between 5%

and 10% of the total sum, depending on the accuracy of the costing. Contingencies
should not be used simply to cover for lazy or inaccurate costing.

Example: Add contingencies

Grand total MU 2 934 554
Contingencies (7 %) MU 205 419
Grand total (including contingencies) MU 3 139 973
5. Inflation

Until this stage, costs have been calculated at current prices. If an activity is to continue
for a few years it is necessary to take possible price increases into account. Differential
inflation may have to be considered, i.e. inflation may vary between specific inputs into
a mental health system. For example, inflation may not be the same for drugs and staff
(Green, 1999).

Example: Add inflation

In this example, inflation is added for one year only on the assumption that the
estimated cost is for implementation in the following financial year. For the purpose of
illustration, differential inflation is not used and the inflation rate is estimated at 8%. In
reality, inflation varies markedly between countries, and these figures are used only for
illustrative purposes.

Grand total MU 3 139 973
Inflation (8%) MU 251 198
Grand total (including inflation) MU 3 391 171

Considerations in costing

1. Unit costs

In general it is useful to develop unit costs so as to avoid repeating earlier work (Green,
1999). Examples of unit costs include:

> cost of an outpatient attendance;
> cost of an inpatient day;
> cost per square metre of a building.

From the above figures, for example, the recurrent costs for all items involved in acute
inpatient care, e.g. acute inpatient buildings and equipment and furnishings in acute
inpatient facilities, can be totalled and divided by the number of acute inpatient beds in
order to obtain a unit cost per acute inpatient bed.
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Care should be taken when using unit costs, as the exact unit cost depends on a number
of variables, including the type and level of activity. For example, an outpatient attendance
at a specialist psychiatry clinic staffed by a psychiatrist does not cost the same as an
outpatient attendance at a primary care clinic. Similarly, a busy clinic has different unit
costs to one that is quiet.

2. Cost relationships

The total costs of any activity can be divided into fixed costs and variable costs (Green,
1999). Fixed costs remain constant within a range of activity levels. Variable costs
change according to the activity level. In an inpatient ward, for example, the costs of
the staff and buildings are fixed and do not change with the number of occupied beds,
but the costs of food and medications are variable and do change. As more patients are
admitted to the ward the total costs increase but the cost per patient (the average unit
cost) decreases. This means that the ward becomes more cost-effective if outcomes
remain the same. After a certain point, however, the ward becomes full and a new ward
has to be opened. This is accompanied by increases in the fixed costs and a reduction
in efficiency. Planners and managers should be aware of such costs and should determine
the most efficient level of activity.

Marginal costs refer to the cost, at a particular level of activity, of one further unit of
activity. If there were 20 patients in a ward, for example, the marginal cost would reflect
the cost implications of introducing a twenty-first patient into the ward. Marginal costs
represent a useful planning concept, because decisions often have to be made on
whether to increase the level of activity of a particular service. For example, if the
target for a local mental health service is to increase the capacity of a psychiatric ward
in a district general hospital, planners need to know what the cost would be of introducing
one extra patient into the ward. Marginal costs are also important for longer-term planning
in relation to assessing the consequences of increased or decreased activity levels. The
advantage of marginal costs is that they exclude fixed costs, which are usually included if
consideration is being given only to unit costs.

Unit costs and marginal costs are particularly useful when estimates are being made of
the cost of targets for the development of mental health services. For example, if it is
known that a primary care nurse with mental health training costs a certain amount per
day in the current mental health service, estimates of the cost of increasing the numbers
of such nurses can be made.

3. Apportionment of joint costs

Costs are frequently shared by more than one activity, and this raises the question of
how to apportion costs. For example, a community mental health team may use a primary
care clinic to see patients, and the costs of maintaining the building therefore have to
be shared with the general health budget. Clearly, how this is arranged depends on the
organization of budgeting in particular countries. For example, a mental health programme
may receive a distinct budget to fund staffing and medication on the understanding that
general health building facilities are to be used in certain settings, e.g. general hospital
outpatient clinics. Other countries may require mental health budgets to contribute to
maintenance and other shared costs. Still others may have no separate budget for mental
health.

Methods for the apportionment of joint costs have included: (1) apportioning costs
according to the proportion of the available time for which a facility is used; (2) sharing
costs proportionally according to budget, for example if mental health services at the
primary care level have a budget that is 5% of the total primary care budget, mental
health contributes 5% of the joint costs.
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Step C. Target-setting

Step A: Situation analysis Step B: Needs Assessment

Step D: Implementation Step C: Target Setting

Task 1. Set priorities

The next step is to gather information provided by the situation analysis (step A) and
needs assessment (step B) in order to set priorities for the service. This is chiefly done
by making comparisons between current service realities and estimates of need (Figure 8).
The gaps or unmet needs that emerge should focus planners on the most urgent priorities.
The goal of this task is to set priorities for the service so that they can be appraised (task 2)
and targets can be set (task 3).

At the country level these priorities may have been established in national policy
or guidelines for interpretation at the local level. Among the criteria suggested for
determining priorities in the planning of mental health services at the local level are:

> the magnitude of mental health problems;

> the perceived importance of the condition in question (according
to various stakeholders);

> the severity of the condition;

> its susceptibility to management;

> costs.

(See Mental Health Policy, Plans and Programmes.)
The information required for this purpose should be available from steps A and B, and

priorities can now be set (Figure 8).

Figure 8. Combining information to set priorities

Step A: Situation analysis Step B: Needs Assessment

Set priorities
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The information on current mental health services which should be available from step
A include data on the current context of mental health care (qualitative information),
current funding levels, current mental health resources (beds, staff, medications, facilities)
and current service utilization or demand (number of patients who currently attend
outpatient facilities per year, number of admissions per year).

Data on estimates of services required, arising from step B, cover the costing of
estimated service levels, estimates of mental health resources (beds, staff, medications,
facilities), and estimates of service utilization (number of patients attending outpatient
facilities per year, number of admissions per year). The exact indicators to be used
depend on the local information systems and the available data.

Step A is likely to have revealed some shortfalls in the current provision of mental health
services. Such shortfalls vary between countries, depending on the demand for services,
i.e. the extent of current service utilization. In high-income countries the demand for
mental health services is higher than in low-incomes ones. In Australia, for example, the
percentage of the population demanding mental health care was calculated to be 38%
(Commonwealth Department of Health and Family Services, 1998) and in Chile the
corresponding figure lies between 10% and 25% (Ministry of Health, Chile, 2000) (See
Mental Health Policy, Plans and Programmes.) These differences are at least partly
attributable to the unavailability of mental health services in developing countries and
to different cultural frameworks for understanding mental ilinesses.

It is likely that step B will have produced an estimate of required service resources.
Evidence from the literature on mental health service planning indicates that prevalence
usually provides an overestimate of the demand for mental health services, even in
countries where services are affordable and accessible (Andrews et al., 2000).

The chief task of the planner at this stage is to reconcile the differences between
current service realities and the estimates of need. In the process of doing so the data
should highlight areas of unmet need and should therefore allow planners to set priorities.
These can be used to draw conclusions about the mental health service and to
recommend some general goals for service development (see example below).
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Task 1. Example: Identifying the gaps in services through comparisons

of current service realities and needs

A comparison of current service realities (step A) with estimates of need (step B) can
now be made, using the earlier data sets taken from a review of mental health services

in South Africa (Table 16).

Table 16. Comparison of current service realities and needs estimates

Indicator

Current services (step A)

Needs (step B)

Bed/population ratio
per 100 000 population

Acute: 13
Longer-stay: 35

Acute: 28
Longer-stay: 12

Staff/population ratio
per 100 000 population

Nurses: 15.6
Total staff: 19.5

Nurses: 33.6
Total staff: 47.2

Staff/bed ratio

Total: 0.25 nurse*

Acute: 0.5 nurse*
Longer-term: 0.3 nurse

Community/hospital ratio  13% 33%
(staff)
Daily patient visits 13 + 12 Post Traumatic Stress 93
per 100 000 population Disorder cases seen by
nongovernmental organization
=25
Annual admission rate 150 223
per 100 000 population
Community/hospital ratio 8% 29%

(utilization)

* Data are missing because of inadequate information systems — an area for action (see
general goals and recommendations below).

This comparison can lead to the following conclusions about current mental health
services in the local population of 100 000.

1.

There is overprovision of longer-term beds and underprovision of acute beds relative
to needs. This may indicate overemphasis on long-term custodial care in institutions
and a need to develop more community-based mental health care with improved
short-term inpatient services.

. The global indicators of staff/population ratios suggest that there is a general shortage

of mental health staff relative to need.

. The community/hospital ratio for staff indicates that too many staff are still employed

in hospitals, while there is a need for them to deliver care in the community.

. The low rate of daily patient visits may reflect poor detection of mental health

problems in the outpatient services, lack of referral, staff shortages or stigma (within
general health settings or the community). This may indicate a need to train primary
care staff in the detection of mental health problems.

. In keeping with the bed/population ratios the low admission rate may indicate that

patients are admitted less frequently and for longer periods than is necessary.
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6. The community/hospital ratio for service utilization also indicates that patients tend
to make greater use of hospital services than community services relative to need.

The review of existing services may show a shortage of staff in both hospital and
community-based services. However, the service may choose to prioritize community-
based care in order to reduce the demand for beds and develop more appropriate,
cost-effective and humane care. Studies that have shown the cost-effectiveness of
community-based services (Knapp et al., 1994) may be used to support this decision.
A service development priority in this case would involve the allocation of resources to
training and developing community-based staff to deliver outpatient and day services.
The purpose of increasing community-based staff would be to manage patients more
appropriately in the community and thus to reduce admission rates and the demand for
hospital-based care. Countries may choose to reinvest hospital resources in primary-
level and secondary-level community care programmes, for example by retraining staff.
This decision may be influenced by the qualitative data gathered in step A in respect of
the local political, economic and cultural context.

On the basis of these conclusions the following general goals and recommendations
emerge in relation to setting priorities for service development

1. The numbers of long-stay hospital beds should be reduced over a five-year period,
and individual assessments should be made of long-stay patients who may be better
managed in the community.

2. Funds should be redirected from long-stay hospital services to community care. This
might involve investing in home visits for people with mental illness and in appropriate
training of staff. In addition there may be a requirement for training general primary
care staff in the detection and management of mental health problems in clinics and
for the development of secondary mental health staff to support primary care.

3. New funds should be established for community residential facilities where community
care can be provided.

4. The shortfall in general staffing relative to the identified need should be used to advocate
for an increase in funding for mental health services from the general health budget.

5. The mental health information system should be improved, given the gaps in current
information about the service (e.g. the lack of information on staff/bed ratios
disaggregated to acute and longer-term facilities).
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Task 2. Option appraisal

Having identified the gaps in the service and arrived at some general goals and
recommendations, mental health managers should appraise the options for the most
urgent service priorities. Some priorities have already been set. The task now is to refine
them in the light of feasibility and affordability.

When options for service development are being considered it is important to take the
following criteria into account (Green, 1999).

1. Technical, administrative and legal feasibility

An important first criterion for a service development or activity is whether it will operate
as expected. For example, do the staff have the necessary training to deliver the service?
If not, is it feasible to train the required staff? Is there sufficient administrative and
financial expertise within the ministry of health to carry out the plan? In addition, the
legal environment of the society in question should permit the planned activity to take
place. For example, there should be legislation on the risks of maintaining forensic
psychiatric patients in the community once they have been discharged from institutions.

1. Availability of funds and resources

A mental health programme or service development is only possible if the financial
resources are available to fund it. It is essential to consider the availability of funds and
mental health resources such as facilities, staff and medications when appraising
possible options for service development.

These options have to be costed. This can be done by using the methods described in
step B. If an economic evaluation of the service activity’s cost in comparison with its
outcomes is required, methods such as cost-effectiveness analysis may be used, as
described in step D, task 3.

3. Long-term sustainability

Activities may be cost-effective in the short term but not sustainable in the long term.
When planning a particular service development, mental health managers should therefore
assess whether it is sustainable. For exampile, if it relies on funding from a foreign donor,
will that funding be sustained in the long term?

4. Acceptability

In order to be implemented a programme must be acceptable to the community and
to the mental health workers who will implement it. Consultation with all relevant
stakeholders is therefore essential when appraising the options for service development.
For example, the shifting of staff roles from hospital care to community-based care
depends at least partly on the willingness of staff to change and to develop new skills.

5. Knock-on effects

Knock-on effects are the secondary or indirect consequences of a service plan. They
should be taken into consideration when options are being appraised. For example, if
family members are expected to care for patients with severe psychiatric conditions at
home, what are the implications for the family income?
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6. Distributional and equity effects

The effects of particular service developments on equity and the distribution of service
resources should be considered. For example, if user fees are to be increased in order
to fund a service adequately, will this make mental health services inaccessible to poorer
members of the community?

7. Expansion from pilot projects to service reality

Projects are frequently developed in pilot form before implementation in area-wide
services. This is a useful and necessary step but care should be taken when assessing
the outcomes of a pilot project. What is feasible, affordable, acceptable and cost-effective
at the pilot level may not be so on the larger scale. The factors that lead to the success
of a pilot project (such as staff motivation) should be carefully evaluated so that their
feasibility in area-wide service can be assessed.

8. General health department criteria for option appraisal

Managers of mental health services may wish to make use of any available criteria or
checklists that have been developed in the general department of health in order to
appraise an option for service development. Such criteria vary between countries,
depending on local procedures and circumstances.

9. Commissioning and contracting of services

Options for commissioning or contracting services may have to be considered by service
managers at this stage. Contracting may involve outside private-for-profit service
providers who take on a particular aspect of service delivery, e.g. the management of
an inpatient psychiatry unit. Or it may involve inside public sector units that take
responsibility for service delivery and manage their own budgets for that task. See
Mental Health Financing for more details on commissioning and contracting.
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Task 2. Example: Option appraisal

In Table 17 the conclusions from the example in task 1 are listed and assessed according
to whether they fulfil each of the option appraisal criteria. A tick (0) indicates that a
criterion is met, a cross (X) that it is not, and a question mark (?) that further investigation
is needed.

Table 17. Option appraisal

Options

Feasibility

Financial Long term
availability sustainability

Acceptability

. Reduce long stay

beds, discharge
patients

[]

[] []

. Redirect funds from

long-stay to
community
(including training)

. New funds for

cummunity care

. Motivate for funding

from general health

. Improve information

system

[]

[] []

The conclusions from the table indicate a strong case for options 2 and 5, with some
unresolved questions regarding options 1 and 3, and some definite obstacles to
option 4. Whether option 2 can be taken, will depend at least partially on option 1. In
the next task (Target setting), the practical details of the timing of these options is
addressed.
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Task 3. Target-setting

Targets for service delivery can be set on the basis of the option appraisal in the previous
task. They should be mapped out with specific time frames:

> short-term objectives;
> long-term objectives.

Some of these targets may include:

(1) new service functions and necessary facilities;

(2) extending the capacity of current services;

(3) disinvesting from services of lower priority;

(4) proposing the collection of new data necessary for the next planning cycle.
(Thornicroft & Tansella, 1999.)

Targets should set out specific plans for service delivery, with details of expected
costs, activities and the time frame for implementation. The level of detail depends on
the proximity in time of the proposed service as illustrated in the rolling plan (see
Introduction). For example, longer-term service targets are described in less detail than
short-term targets.

Planning document

A formal planning document for the mental health service is, along with the mental
health budget, an essential output of the planning process. Now that targets are
identified a plan can be set out. It may include:

> Background (conclusions from the situation analysis (step A)
and needs assessment (step B));

> objectives of the service;

> strategies and timetable for implementation;

> budget.

This plan should link with national mental health service planning documents. (See
Mental Health Policy, Plans and Programmes.) It should also have links with district-level
or local-level plans in general health. For example, the mental health plan may form a
chapter in the planning document produced by the district general health service.
Similarly, consistency between the aims of the local and national mental health plans
can be pointed out in order to add weight to proposals.

Fuller details of implementation are discussed in step D.
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Task 3. Example: Target-setting

On the basis of the appraisal of the five options, specific targets should be set for
the preferred ones. Although the best one seems to be option 2 (redirecting funds
from long-stay hospital services to community care), its commencement is contingent
on option 1 (reducing long-stay beds over a five-year period, and deinstitutionalizing
patients). Careful planning is needed as the funds derived from reducing long-stay beds
may be minimal because these beds are associated with low staff-intensiveness.

Specific targets for options 1 and 2 might include the following.

1. Short-term targets (years 1 and 2)

> Budget approval for option 1 (including possible dual running costs for hospital
and community services; this means that new funding is needed in order
to establish community services (option 3)).

> Individual assessments of long-stay patients for discharge to community settings.

> Commencement of training of community staff to manage rehabilitation and

programmes of care in the community.

> Commencement of education and training of families for care of people with
mental disorders.

2. Medium-term targets (years 3 to 5)

> Funds released from long-stay beds to be used to develop acute care
(i.e. commencement of option 2).

> Further development of community-based rehabilitation and support staff.

> Strengthening ties with family and community support organizations and
traditional healers for the development of low-cost community resources.

As work progresses towards the targets for options 1 and 2 there may be a need
for iteration, i.e. a recalculation of costs and reviewing of plans in the light of further
developments, obstacles and successes. The setting and modification of targets is
seldom a straightforward process, usually requiring flexibility and adaptability by
managers and service providers.

Step D. Implementation

Step A: Situation analysis Step B: Needs Assessment

Step D: Implementation Step C: Target Setting
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Task 1. Budget management

The next task is to implement the longer-term targets in the form of annual budgets.
It focuses on budgeting in the public sector. A discussion of the commissioning and
contracting of services can be found in Mental Health Financing.

The budgeting process

The following stages in the annual budgeting process refer to the management of a
protected mental health budget. Some elements of mental health funding are integrated
into general health funding. A possible timetable for the stages in the annual budget is
given in Table 18, in which a deconcentrated model is used as an example. Each country
should create its own budget cycle in accordance with its financial structures and
service organization.

Table 18. Example: Annual budget cycle

Month Activity

1 Financial year begins.

5 Health ministry receives provisional allocation for following year from
central government, together with any special constraints or conditions.

6 Health ministry issues broad resource allocation guidance to regionsa on the
basis of the provisional allocation.

7 Regions issue broad allocations to districts on a similar basis.

8> Budget holders (e.g. mental health service managers) develop and return
proposals showing:
review of service targets in line with plan;
estimated expenditure for previous year;
estimated expenditure out-turn for current year;
reasons for underspending or overspending;
budget proposals for following year, costed and showing how they will meet
planned service targets;
8 Budgets are totalled and reconciled at regional level and then in the health
ministry.
9 Adjustments are made:
> to reflect national policy;
> to reconcile with other budget proposals;
> to reflect constraints;
> to reconcile with central government? allocations.
9> Discussions with central government

VVVVvVy

10 Adjustments agreed with service managers (including mental health service
managers).

11 Informal approval.

12 Government approves budget.

13 Budgets issued to budget-holders.

a  Organization and designation of regions and districts may vary between countries.
b Or the next level up in the administrative organization where applicable.

> Points where local mental health service managers are required to take specific action.
Source: adapted from Green (1999)
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1. Review of previous year’s budget

The first stage in the annual budgeting process involves reviewing the previous year’s
budget. The review normally takes place before the end of the financial year. This
monitoring role is an integral part of financial planning. The review should consider the
levels of expenditure of all the different aspects of the mental health service and should
examine how they relate to the service delivery targets that were previously set.

It therefore offers the opportunity to assess the forthcoming year in the light of the
previous budget’s achievement of target indicators. The extent to which this is possible
depends on a number of factors, including (1) the explicitness of the previous target
indicators, (2) whether there have been changes in the budgeting system, and (3) the
accuracy of the available information. Key questions are indicated below.

> Is the current year’s expenditure likely to exceed or fall short
of what was budgeted? If so, why?

> Are the objectives of the mental health service currently being met? If not, is this
attributable to budget, external constraints or poor management? (Green, 1999.)

2. Review of service objectives and targets

The service objectives and targets (as developed in step C) have to be reviewed and
adopted as part of the budgeting plan for the year ahead. This involves arrangements
for the detailed implementation of annual budget plans that had previously been
broadly defined in the rolling plan.

3. Guidance from central government on resources

At a relatively early stage in the budgeting process, central government ministries
should provide guidelines on the likely level of the budget for the health department as
a whole and for the mental health service in particular (in those instances where
budgets are separate). If this is not provided an estimate of the likely ceiling should be
made at local level. This should provide financial regulations and ceilings on certain
areas of expenditure, e.g. a limit on anticipated spending on human resources. It is also
desirable that central ministries provide an indication of likely inflation rates and of how
these should be included in budgeting.

On the basis of likely resource levels the central health ministry determines regional and
district allocations. A combination of allocation formulae and assessment of local needs
should guide this process. (See Mental Health Financing.)

4. Discussions and negotiations between different levels

The next stage involves negotiation between managers of various aspects of the service
over the amounts of individual budgets. In order to be able to negotiate effectively,
mental health service managers should have a clear understanding of their requirements
for mental health service development. Negotiations on the balance between hospital
services and community-based care are particularly important. Negotiations between
various fund-holders are also important because, for instance, primary care may have
no dedicated mental health budget but may have a significant role in caring for patients
in the community. Budgets for the training of primary care workers in mental health
skills are essential.

Proposals should be in line with service targets, and, as far as possible, should allow

for their attainment. In this way the budgeting process is tied closely to the planning
process. Four key elements of these proposals are listed here after (Green, 1999).
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> A description of service changes (e.g. the development of community-based
mental health workers) and their expected effects on targets in the service plan.

> Any human resource implications (e.g. the need to employ extra nurses).

> Implications for recurrent budgets (e.g. the employment of extra nurses means
an increase in the recurrent budget for human resources).

> Implications for capital or development budgets (e.g. the closure of a mental
hospital ward and the opening of a staffed residential home in the community
has a bearing on the capital budget).

It is important to emphasize that significant changes can occur not only through the
increase in available resources but also through the redeployment of current resources.
The budgeting process allows these considerations to be made explicit.

5. Setting of draft budget

After discussion with service managers, provisional agreement on the budget proposals
becomes possible. This should allow for the drafting of a budget closely in accord
with central government guidelines. Flexibility over this negotiation process varies
significantly between countries.

6. Setting of final budget by central government

The last stage involves the approval of the budget by central government (or the next

level up) and the political level of government. This approval provides the authority for
budget-holders to commit expenditure in accordance with the agreed budget.

Task 1. Example: The budgeting process

The earlier short-term targets have to be costed and presented for budget approval.

Budget implications of option 1 (year 1):

> recurrent costs of dual running of hospital and community services (obtainable
from previous budget and from costing of service needs in step B, task 5);

> capital costs of opening a staffed residential care home in the community;

> costs of clinical duties required for individual assessment of long-stay patients
for discharge to community settings;

> costs of training community staff;

> costs of training trainers.

These costs should be drawn up and presented for budget negotiations in keeping
with central government guidance on resources. Information gathered earlier in the
planning cycle, e.g. on who is responsible for mental health budgeting and who carries
decision-making authority, is crucial at this stage. Ultimately the draft budget that is
approved by government for the following financial year is a compromise between the
interests of the varying parties involved in negotiation and the realities of budgetary
constraints.
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Financial management and accounting

Once budgets are established, monitoring systems are required so that mental
health managers can be kept informed throughout the financial year (Green, 1999).
Information should be made available on the current situation and the likely end-of-year
position or out-turn. This information is essential for the planning and management of
the mental health service. The accuracy of this monitoring depends on the following
factors.

> An understanding of the budget profile, or how the budget is expected
to be spent over the financial year.

> The accounting system, which provides information on the amount spent
or committed to expenditure. There are three main accounting systems:
cash accounting, accrual accounting and commitment accounting.
The distinction between these systems depends on the point at which
a decision to spend is reflected in the accounts (Green, 1999).

Regular budget management statements, such as that presented in Table 19, are one
way of monitoring expenditure. They allow comparison of real or committed expenditure
with expected expenditure at the end of each month. In their simplest form such statements
assume that spending is equally spread over the 12 months of the year. For example,
they assume that 25% of the budget will have been spent at the end of the third month.
In reality this is unlikely for the following reasons: there may be above-average spending
at the beginning of the year; there may be delays in recruitment that cause underspending
on human resources; items of equipment are often not divisible and can only be
purchased by the expenditure of a large lump sum (Green, 1999). If patterns of spending
are predictable a more sophisticated and accurate profile of spending can be built into
the monitoring system.

Table 19. Example: Monthly budget management statement

The table below shows a monthly management statement after 3 months of the year.
The budget-to-date column shows what might be expected to have been spent one
quarter of the way through the year. It is assumed here that spending will be equal each
month (which is unlikely); more sophisticated estimates could be made. The variance
columns show the relative (not actual) over or under spending. Once again, the fictitious
currency of Money Unit (MU) is used.

Item Budget Expenditure @ Budget Variance Projected Variance
todate todate (+ under-over) year-end
Expenditure
MU 000 MU 000 MU 000 MU 000 % MU 000 %
Personnel 120 10° 30 +20 + 66 40 + 66
Drugs 80 40° 20 -20 -100 160 -100
Transport 40 20° 10 -10 -100 80 -100
Utilities 12 1¢ 3 +2 +66 4 + 66
252 71 63 -8 -13 284 -13

Possible reasons for variance:

2 Recruitment slow with new posts at beginning of year.

® Early stock-taking.

¢ Qverspend due to petrol price increase.

¢ Water company strike: no bill received. Source: (Green, 1999)
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The value of monitoring systems is that deviation from the budget can be detected early
enough to allow remedial action to be taken. This is essential in order to ensure that the
budget is not exceeded and that remedial action is consistent with the service plan and
does not compromise the objectives of the service.

There are two possible variations from the set budget, viz. overspending and under-
spending, which may be caused by:

> poor initial estimation;
> initial misallocation between budget items;
> unplanned change in the volume of activity;
> unexpected change in prices;
> change in efficiency levels.

(Green, 1999.)

Actions that can be taken in situations of overspending or underspending depend on
the cause. It is therefore essential that mental health service managers understand the
cause of any deviation from the set budget. It is desirable that managers discourage
inefficiency and unplanned changes in activity levels. End-of-year spending up, i.e. the
rapid spending of budget residues that cannot be carried forward to the following year’s
budget, and budgets that are based on the previous year’s expenditure, should also be
discouraged because of their inefficiency.

The following corrective financial actions can be taken in cases of overspending or
underspending (Green, 1999):

(1) line item control involves the control of spending within existing line budgets;
(2) virement involves transferring funds from one budget line to another;
(3) requests can be made for supplementary funds from the next level up
in the health department;
(4) efficiency can be improved so that the same level of activity can be provided
with the same quality and outcomes for fewer resources;
(5) activity levels can be reduced.

The advantages and disadvantages of each of these actions are detailed in Green (1999).
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Task 2. Monitoring

Just as monitoring of the budget is essential for financial planning, monitoring of
the service as a whole is essential for ensuring the implementation of service plans.
Monitoring also facilitates the reviewing of service targets and the identification of
further areas of development for the next planning cycle.

Monitoring should take place on an ongoing basis, primarily through the development
of information systems that provide mental health service managers with data on the
functioning of the service. More detail on this subject will be provided in Mental Health
Information Systems (to be developed by WHO). The resources required for monitoring
and reviewing services via information systems should be built into budgeting and
planning.

Monitoring should also involve careful assessment of the quality of mental health
care. It is essential that a service be monitored, not only in the interest of curtailing
expenditure but also to ensure satisfactory standards. (See Quality Improvement for
Mental Health.)

Considerations in the ongoing monitoring and management of mental health
services

Apart from the monitoring of mental health services through information systems,
several considerations should be kept in mind in relation to the ongoing management
of these services.

Broadly, three areas warrant special consideration: the need to develop both visible and
invisible inputs; the balance between hospital and community services; and the balance
between clinical services, clinical support services and non-clinical support services.

1. Visible and invisible inputs

In the management of resources (inputs) it is important to consider the distinction
between visible and invisible inputs (Thornicroft & Tansella, 1999). Visible inputs are
mainly staff and facilities. Invisible inputs provide the potential for the effective working
of the service and are often neglected in service planning. They include: good working
relationships between specialist health services and general health services and
between health services and social services; the experience, qualifications and training
of staff; the legal and policy framework within which the service is authorized to function;
and the organizational arrangement whereby the process of care takes place (Table 20).

Historically, many evaluations of mental health service provision have been reduced
to counting the numbers of available beds. This is inadequate. It is important that the
functioning of a mental health system be evaluated and developed by taking into
account all visible and invisible inputs.
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Table 20. Visible and invisible inputs: maintaining the balance

Visible inputs Invisible inputs

Budget Good working relationships
(absolute allocation for mental health) > Mental and general health
Staff > Health and social services
> Number Staff

> Distribution > Experience

> Discipline mix > Qualifications

Buildings and facilities > Training

Transport Legal and policy framework
Medications Organizational arrangement
Supplies Treatment protocols and guidelines
Equipment Support of family carers
Investigations Costs to family carers

Source: adapted from Thornicroft & Tansella, 1999.
2. Hospital and community services

At the local level, a balance between hospital and community services is essential. In
economically developed countries, during the last 25 years there has been a general
trend of reallocating budgets from hospital to community services. In these instances,
it is important to allow for transitional double running costs while community services
are being established and before savings accrue from bed reductions. In these countries,
health service planners have to ensure that funds follow patients in order to prevent
inadequate care in the community and the overloading of diminished hospital services
by patients in crisis with no community support. There is also the danger that finances
leak from mental health budgets into other areas of medical care. One solution is to
raise the awareness of primary care staff and train them in the importance of mental
health issues.

The balance between hospital and community services is important in the management
of resources. A reduction in the number of available beds is likely to lead to a reduction
in the length of admission (Nielsen & Aagaard, 1998). In turn this may lead to an
increased admission rate and bed occupancy rate, i.e. a revolving-door pattern of care
(Geller, 1992), if adequate community services are not in place to support patients out
of hospital.

3. Clinical services, clinical support services and non-clinical support services

The balance between clinical services, clinical support services and non-clinical support
services is also important (Table 21) (Thornicroft & Tansella 1999). The infrastructure for
mental health services, e.g. clinical and non-clinical support, is often provided within
the general health service.

During the era of asylums all these services were located on one site (Thornicroft &
Tansella, 1999). Now, in the era of community services, these functions have to be
coordinated in the community so as to ensure the continuity and comprehensiveness
of care. This important logistical task has to be taken into account in planning.
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Table 21. Maintaining the balance between clinical services,

clinical support services and non-clinical support services

Direct clinical

Clinical support

Non-clinical support

services services services
Inpatient Pharmacy Information technology
services Providing medications, and computing
advice and related supplies Providing routine service
Outpatient to the direct clinical services activity data and support for
services computers and software
Pathology
Day care and laboratory sciences Medical records
services Providing analysis of physical ~ Usually centralized archives
investigations for mental of patients’ clinical case notes
Community health services
mental Transport and portering
health and Radiology,
home treatment electroencephalography Catering
services and neurophysiology
Patient advocacy Cleaning
Residential and legal advice
services in Providing legal services to Works and building

the community

patients, relatives and staff
on involuntary treatment,
informed consent, etc.

Residential placement services
Arranging accommodation
to facilitate discharge

Supplies

Quality and clinical audit
Continuing education
Planning

Staffing

Source: Thornicroft & Tansella, 1999.
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Task 2. Example: Monitoring

A local mental health service has to monitor its activities. Some examples of indicators
that can be used for this purpose are given in Table 22.

Table 22. Example: Indicators for monitoring local service activities

Indicator

Quality improvement measures in place

Hospital meeting quality improvement standards

Primary care clinics meeting quality improvement standards
Day care centres meeting quality improvement standards
Daily patient visits per 100 000 population

Annual admissions per 100 000 population 180

$<<><<

V indicates that an indicator is being met.
X indicates that an indicator is not being met.

In addition, qualitative measures may indicate high levels of staff burnout and some
dissatisfaction over recent changes in service organization. High staff burnout is inefficient,
leading to high turnover rates, constant training and increased long-term costs. This
may indicate a need for consultation with dissatisfied staff, the training of existing staff
and new staff in community-based mental health care, and the introduction of formal
supervision and continuing professional development. It may also be necessary to hold
formal meetings with representatives of family carers in order to develop mutually
beneficial and supportive relationships.

85



Task 3. Evaluation

The final step in planning and budgeting for mental health care is to evaluate the
service. This step completes the cycle of planning and budgeting. Evaluations should
lead to a review of services and planning for future budgets and service delivery.

Many aspects of the service can be evaluated at this stage. For the purposes of this
module, two aspects are particularly important:

(1) outcomes;
(2) economic evaluation (mainly cost-effectiveness analysis).

1. Outcomes

The purpose of planning is not only to ensure a set of service resources or inputs (such
as a budget or a specified number of beds) but also to promote effective outcomes for
people with mental disorders. An increase in an allocated budget for mental health does
not necessarily lead to an improvement in the mental health of a local population. It is
the translation of this budget into effective interventions which leads to benefits for the
population. For this reason, the evaluation of the effectiveness (outcomes) of mental
health services is a crucial aspect of service planning.

Outcomes are the changes in functioning, morbidity and mortality in the patient or user
population which result from a service intervention. Outcomes can be measured in a
variety of ways. This module does not provide details of outcome evaluations. More
information on this matter is given in Quality Improvement for Mental Health and Mental
Health Information Systems (the latter module to be developed by WHO).

2. Economic evaluation

Outcomes also have to be evaluated in the light of the cost of delivering the service.
This is the chief purpose of economic evaluation. Current evidence indicates that many
mental health service interventions are cost-effective (World Health Organization, 2001).
In order to develop the evidence base for mental health interventions further it is useful
for countries to conduct economic evaluations of their own mental health services. In
part this arises because the cost-effectiveness of mental health services has to be
demonstrated in countries’ specific situations. However, economic evaluations are also
useful as a planning tool for evaluating mental health services and assessing options
for future service development.

For example, there is evidence that community-based mental health care is not as costly
and is more effective than institutionally based custodial care in particular settings and
particular conditions (Knapp et al., 1994). This information is crucial for the allocation of
scarce resources in mental health care. Decisions about the use of local mental health
services should be based on information about the least costly and most effective
interventions available.

Clearly, an economic evaluation cannot be performed every time a policy decision
has to be taken or a service development plan has to be approved. It is strongly
recommended, however, that information relating to economic evaluation be sought in
the interest of service planning. This could mean using the results from a cost-effectiveness
evaluation carried out in another country, updating a previous study or carrying out a
modest but nevertheless informative new analysis for the particular context under
consideration. Learning to read and interpret economic evaluations that have been
conducted in other settings is an important skill that should be developed by mental
health service managers and planners.
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Generalized cost-effectiveness analysis: tools for planning

In order to assist planners, WHO is developing generalized cost-effectiveness analysis
through the Choosing Interventions that are Cost-Effective (WHO CHOICE) project.
This project aims to generate regional databases of cost-effective mental health
interventions so as to allow planners to choose the most effective and least costly
interventions for their specific settings. Generalized cost-effectiveness analysis compares
a range of mental health interventions and their associated costs with the null hypothesis
(no intervention or the natural course of a disorder) (Murray et al., 2000). The WHO
CHOICE method offers the opportunity for planners to select a set of interventions
that maximize the health benefits of a population within a given set of resource constraints.
Further information is available from the WHO CHOICE website
(www.who.int/evidence/cea).

If local resources do not permit a full economic evaluation to be conducted the following
general considerations should be kept in view when assessing the cost-effectiveness
of a planned or existing mental health service.

> Have all relevant costs been taken into account? There are many and various
inputs to a mental health system and it is important that the cost of each be included
in the analysis or its discussion. Social costs should be included if they are relevant.

> Are all the dimensions of effectiveness or outcomes taken into account?
Good mental health care is not just about tackling the symptoms of illness but
also about improving the ability of individuals to function (e.g. to return to work)
and promoting quality of life.

> Are sensible comparisons made between service or treatment options?
For example, is the right measure chosen when seeking to establish whether
a new service arrangement is cost-effective?
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Task 3. Example: Evaluation

A local mental health service has to evaluate the outcomes of its care. Some examples
of indicators that could be used to measure outcomes are provided in Table 23.

Table 23. Examples of outcome indicators

Indicator

Annual suicide rate per 100 000 population*

Satisfaction with services

% of patients who have contact with services and report a reduction in symptoms
Quality of life (WHO quality of life assessment instrument)

Global functioning (global assessment of functioning scale)

Cost-effectiveness ratios

*For example, the suicide rate in England was reported to be 11 per 100 000 in 1990.
A target was set to reduce this by at least 15%, i.e. to no more than 9.4 by 2000
(Department of Health, UK, 1993).
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3. Recommendations and conclusions
=

This module provides a systematic approach to planning and budgeting for local mental
health services. Planning and budgeting can be performed by assessing local mental
health services (including resources and demand), estimating the need for mental health
care, setting targets (based on priorities identified by a comparison between existing
services and needs) and implementing them through ongoing service management,
budgeting and evaluation.

This approach can be applied comprehensively to all aspects of a mental health
service, including mental health promotion, the prevention of disorders, and treatment
and rehabilitation.

In order to make full use of this module, countries should adapt the planning tools to
their specific circumstances.

1. For countries with minimal or no mental health services this module provides guidance
on how to assess the local services that exist and the need for services. Targets can
then be set for initial service priorities within existing budget constraints. It may not be
possible to achieve all the details in all the steps but the module offers a framework for
situation analysis, needs assessment and initial target-setting.

2. For countries with some general health services but few or no mental health services
the module provides information on specific aspects of mental health service planning
which may not be known to general health planners. For example, guidance is provided
on how to conduct a needs assessment for mental health. This enables planners to
identify mental health priorities within the general health service infrastructure.

3. For countries with a capacity for mental health services the module enables a
detailed assessment of current resources and needs. Specific target-setting, budgeting
and implementation should be possible on this basis.

Planning is not always a rational process and planners may encounter difficulties in the
form of political differences, personal power struggles and the conflicting needs of various
stakeholders. The process of reforming a service may take time and may require the
mobilization of political will if substantial improvements are to be achieved.

In spite of these difficulties and the length of the process, the goal of providing better
mental health care and improving the mental health of local populations can be
achieved. Mental health service planners are uniquely positioned to influence the way
in which care is delivered and its impact on people with mental disorders and the wider
population.
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4. Barriers and solutions
1

Barriers Solutions

1. Planning is irrational - It is one of the tasks of planners to bring a rational

The module sets out
a rational process for

planning and budgeting.

However, things do not
always proceed in this
rational way. Power
struggles occur,
people do not listen to
proposals, and there

is a continual struggle
with bureaucracy.

2. There is no

mental health budget
Mental health services
are provided in an area
but there is no separate
budget for mental
health.

approach to something that is disorganized and irrational.
It is therefore essential that planners focus on what they
are trying to achieve at any particular stage of the planning
process. The step-by-step approach in this module
provides a useful framework for the process.

In dealing with power struggles and political processes

it may take time to bring about desired reforms.

It is necessary to develop strategic alliances, build
evidence in support of one’s case, and mobilize political
will. For example, alliances with advocacy organizations
may help to create a groundswell of community demand
for improved mental health care. The support of key
individuals in influential positions within health

ministries can be extremely valuable.

In dealing with bureaucracy, one of the ongoing functions
of planners is to reform procedures so that tasks can

be undertaken with the fewest possible complications,
the greatest possible effectiveness and minimal cost.
Where possible, planners should seek ways of changing
bureaucratic procedures so as to improve efficiency

and effectiveness.

Even if there is no specific mental health budget it is

still possible to plan mental health services under a general
health budget. As set out in step A, task 4, it is important
to identify who is responsible for those items in the general
health budget which have a bearing on mental health.

How are decisions made? On what basis is any

funding allocated to mental health?

It is then important to use evidence from the needs
assessment (step B) to demonstrate to fund-holders

why mental health is important and what cost-effective
interventions are available. This may assist in the allocation
of more appropriate funds to mental health services

(within the general health budget).

Where possible it may be useful to build mental health
services into general health activities, e.g. counselling
skills training for HIV/AIDS.

If it is possible to advocate for change in the way

in which budgets are structured, it may be of value to
propose the establishment of a separate mental health
budget for at least some activities. This is particularly
useful for kick-starting a mental health programme.

It can also provide useful information when a programme
is being evaluated, as it will be easier to identify more
precisely the costs of the mental health component

and therefore to develop a cost-effectiveness
analysis.




3. There are not
enough resources
for mental health
There are no financial
resources with which
to expand mental
health services.

4. Poor information
systems

There are no computers
with which to conduct

a sophisticated analysis
of mental health services.
Furthermore, information
is only collected as part
of general health care.
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Even in situations of minimal resources it is extremely
valuable to conduct a review of existing services (step A).
This often highlights areas where existing resources
can be used more efficiently (producing more services
for the same cost).

A needs assessment (step B) also highlights ways

in which the service could develop even if the budget
remains static. This allows priorities to be set so that
less efficient or outdated forms of treatment can

be replaced with more appropriate care.

If there is no new funding a review of the allocation

of current resources can help to make more efficient
and effective use of what is available.

It is possible to gather very valuable information without
the aid of computers. It is important to decide which
information is most useful for planning purposes

and whether it can be gathered practically under the
current system. A few items of information gathered
consistently and accurately are far more valuable than
large amounts of information which are of poor quality
and have no clear purpose. For example, it is extremely
useful to determine the numbers of: staff working in mental
health; available beds; people with mental disorders
attending outpatient clinics per year; and admissions

per year. Such information provides a foundation for
planning. It can be compared with information generated
by the needs assessment for target-setting. If information
is gathered regularly the possibility arises of analysing
trends in service use by local populations and of

adjusting services accordingly.

It may be useful to meet the people responsible for
gathering information for general health in order to discuss
(1) ways in which current general health information might
be useful for mental health planning and (2) ways in which
new items of information (specific to mental health) might
be included in routine general health information systems.
For example, it may be possible for nurses in primary care
to record the numbers of people with mental disorders
who attend clinics during an average day.




Annex 1. Additional notes for selected planning steps

1. Issues in measuring service utilization (step A)

Thornicroft & Tansella (1999) described four categories of data on service utilization:

(1) event-based information for a given service component (e.g. annual number or
rate of admissions);
(2) individual-based information for a given service component (e.g. annual number or
rate of different patients who receive outpatient services);
(3) individual-based information on episodes of illness from onset to recovery
(e.g. annual number or rate of episodes of depression treated by a particular service);
(4) individual-based information on episodes of care (e.g. annual number or rate
of episodes of treatment for anorexia).

Useful aggregations of service utilization data include visits or admissions by source
or setting of the service, or by type of care provided, or by episodes. It is useful to
distinguish between an episode of illness (including the number of events during the
time between onset/relapse and recovery/remission) and an episode of care (including
the number of events in a specified period), as the former is based on the mental health
status of the individual whereas the latter is based on patterns of service use over a certain
period (Thornicroft & Tansella, 1999).

Data types 1, 2 and 3 (above) can be collected in many routine information systems
but type 4 requires more sophisticated data management, e.g. a case register. A WHO
working group defined a psychiatric case register as a patient-centred longitudinal
record of contacts with a defined set of psychiatric services, originating from a defined
population (World Health Organization, 1983). Thornicroft & Tansella (1999) advocated
the use of case registers where possible. However, case registers have limitations: they
should not be used to extrapolate service use over time; they cannot always account
for the geographical mobility of a population of patients; and they may not include less
severe conditions (Thornicroft & Tansella, 1999).

Several studies show that the factors affecting service utilization are complex. In
Canada, for example, factors associated with the use of services by people with alcohol-
related disorders and other substance-related disorders include the severity of illness,
disability, attitudes and predisposing or enabling variables (Ross, Lin & Cunningham, 1999).

Some studies have provided crude rates of service utilization:

> in a follow-up to the Baltimore Epidemiological Catchment Area study a crude
service utilization rate of 11.7% in general medical and specialist mental health
settings was reported among African-Americans and Whites
(Cooper-Patrick et al., 1999);

> in Ontario, Canada, lower rates of service utilization relative to need
(identified as mental disorders, reported disability and self-rated mental health)
were reported for males, adolescents and people living in less urbanized
areas (Lin, Chan & Goering, 1998).

2. Issues in interpreting epidemiological data (step B)

It is important for countries to anticipate changes in psychiatric morbidity. For example,
in developed countries it is anticipated that the prevalence of dementia will almost double
by 2016 (Bland, 1998). Changes in the age distributions of populations are a major factor
in the increase in prevalence of certain conditions (Hafner, 1985). This is not restricted
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to Western countries: China’s elderly population is increasing rapidly and prevalence
rates of dementia are approaching those in the West (Ineichen, 1998). It is anticipated
that, by 2020, unipolar depression will be the second most prevalent medical condition
globally after ischaemic heart disease (Murray & Lopez., 1996). Increased prevalence of
depression, particularly among the elderly, has been reported both in developed countries
such as the United Kingdom and the USA and in developing countries such as Mexico
(Wagner, Gallo & Delva, 1999).

Comorbidity complicates the interpretation of prevalence data for estimating service
needs. For example, in a WHO study of primary care clinics in 15 countries, 62% of
depressive cases also suffered from at least one other current mental disorder, and the
primary reason for patients’ visits was seldom of a psychological nature: the majority of
attenders complained of somatic symptoms (41%), pains (37%) and fatigue and sleep
problems (12%) (Wittchen et al., 1999). In addition, comorbidity of certain conditions is
likely to lead to increased service utilization. Thus people with comorbid psychiatric and
alcohol-related disorders in the American National Comorbidity Survey showed higher
levels of service utilization than people with exclusively psychiatric or alcohol-related
conditions (Wu, Kouzis & Leaf, 1999). A further complication is that service utilization
varies between specific diagnostic conditions (Bijl & Ravelli, 2000). For example, people
with alcohol-use disorders (Teesson et al., 2000) and agoraphobia are less likely to use
mental health services than people with panic disorder. Elderly patients with bipolar
disorder used almost four times the volume of service and had four times as many
admissions during a six-month period than unipolar depressed elderly patients (Bartels
et al., 2000). Low-prevalence psychotic disorders that may have a one-month prevalence
as low as 4 per 1000 present a complex public health problem with a range of social,
residential and treatment needs requiring multisectorial management (Jablensky et
al., 2000).

3. Population factors associated with increased service utilization, higher
prevalence, higher incidence, need for services or negative outcome (step B)

Population factors Source

Material poverty is a risk factor for negative

outcome among mentally ill people. Saraceno & Barbui, 1997
In England and Wales, factors correlating with

increased service utilization include: unemployment;

no car; single, widowed or divorced; registered

as permanently disabled; household not

self-contained; non-permanent accommodation. Glover, 1996
Deprived urban areas in Nordic countries show
higher prevalence of functional psychosis. Hansson et al., 1998

In London, unemployment and Jarman-8 scores

indicated the need for increased service resources

in deprived inner-city areas. Harvey et al., 1996
Among homeless people in Los Angeles, high

prevalence of chronic mental health problems and

substance abuse have been reported although

utilization rates appear to remain low. Koegel et al., 1999
People receiving social welfare benefits in France

had an elevated prevalence of psychiatric disorders

but a reduced rate of mental health service utilization,

often attributable to poor detection. Kovess et al., 1999
Among children in the USA the prevalence of

disabling mental conditions has been associated

with older children, males, children from
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low-income, single parent families, and children

with a comparatively low educational level. Halfon & Newacheck, 1999
In France, increased consultation by adolescents

with mental health professionals has been associated

with multiple problems, functional physical disorders,

separated parents, increased consultation

with other doctors, and confiding in teachers

and youth group advisers. Gasquet et al., 1999
In the USA there is a high incidence of psycho-
pathology among children in out-of-home care. Schneiderman et al., 1998

Low socioeconomic status of children
and adolescents was strongly associated

with poor service utilization and unmet need. Cunningham & Freiman, 1996
The presence of refugee communities may
increase the need for services. Chow, Jaffee & Choi, 1999

War veterans have been shown to have higher

prevalences of depression, PTSD and mental

health service utilization than similar patients

in primary care in the private sector. Hankin et al., 1999a
Trauma victims, specifically sexual assault victims,

have an increased likelihood of experiencing

depression and misusing alcohol. Hankin et al., 1999b
Ethnicity was a factor affecting service utilization

(specifically, access to care) in communities

in London, where mental health symptoms

in Black patients were frequently unrecognized

by primary care general practitioners. Commander et al., 1997
Native Americans were at higher risk for mental health
problems than other ethnic groups in the USA. King, 1999

Somatization can frequently lead to misdiagnosis or

failure to recognize serious psychiatric symptomatology

among minority Asian communities in North

America by Western-trained clinicians. Hsu, 1999

The research findings reported in this table should be interpreted with caution for the
following reasons.

> There is not a linear relationship between social deprivation and the need for services
(Croudace et al., 2000). Indeed, in developing countries with greater levels of social
deprivation, outcomes for schizophrenia have been better than in developed countries
(Sartorius et al., 1996). For this reason, local assessment of service needs should proceed
cautiously and should take into account a variety of factors, including unmet need.
There is always a danger that gaps in knowledge about the requirements for mental
health care can lead to a belief in uniform needs across populations. This can result in
the needs of the people with the most severe conditions being neglected (Mechanic &
McAlpine, 1999).

> In countries with a recent history of war or with continuing military conflict the
development of mental health trauma services may be necessary. However, it is advisable
to proceed with caution in this matter because there is evidence that interventions such
as debriefing may be inappropriate and may cause further trauma in survivors who have
developed their own methods for coping with trauma (Bracken, Giller & Kabaganda, 1992).
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Annex 2. Country example

Applying the step-by-step method to data from Chile

In Chile a new Mental Health Plan was formulated in 1999 and implemented in 2000
(Minoletti, personal communication, 2002). Although these data apply to a country,
rather than to a local area, they provide an illustration of the application of the step-
by-step method. In particular, they illustrate the way in which expert opinion can be
used to supplement epidemiological measures of need and to plan services accordingly.

Step A. Situation analysis

> The people to be served comprise the 62% of the population affiliated to the public
health insurance system (compulsory contributions through 7% of salary and taxes)
who are in the lower socioeconomic category (about 9 000 000 people).

> Responsibility for the mental health plan and budget rests with the professionals
in charge of mental health in the Ministry of Health and the 28 health districts,
who consult with the main stakeholders.

> However, only 30% of the mental health budget is effectively under the control
of these professionals. The other 70% is integrated into the general health budget

and is mainly for general and mental hospitals.

> Some indicators of mental health resources for 1999 are presented in Box 1.

Box 1. Mental health resources and needs, Chile, 1999

Indicators Current services Needs
(per 10 000 population)  (per 10 000 population)

1. Primary care

psychologists 0.13 1.50
2. Psychiatrists 0.46 0.60
3. Day hospital places 0.13 0.7 -1

4. Acute psychiatric beds
in general hospitals 0.37 14-2

5. Acute beds
in psychiatric hospitals 0.62 0

6. Medium-stay

psychiatric beds 0 0.4
7. Long-stay

psychiatric beds 1.88 0
8. Community

rehabilitation places 0.81 4.21
9. Sheltered home places 0.22 4.8
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Qualitative features

> There are more than 8 000 psychologists in the country who are willing
to work in primary care in all regions.

> Psychiatrists tend to be concentrated in the 12 largest cities and it is difficult
to recruit psychiatrists to the public sector in small remote cities.

> The length of stay in hospital is prolonged in many cases because of a lack
of sheltered accommodation and intensive community care.

> People who cannot be discharged from acute wards in psychiatric hospitals
are moved to long-stay wards with minimal staff and care.

> The Government is not sensitized to mental health as such but is motivated
to invest in the rehabilitation of people with drug addiction and in forensic
psychiatry whereby people in jails can be acquitted because of mental iliness.

Step B. Needs assessment

> Box 2 shows estimates of the prevalence of the mental health problems
that have been set as priorities. These estimates were made on the basis
of epidemiological information derived from studies conducted in certain
cities on the general population and students in the last 10 years.

> Box 2 also shows estimates of need in relation to these problems with respect
to both primary care and specialized treatment. These estimates were based on
a local study of service utilization, international studies and the opinions of experts.

> On the basis of the estimates of need in Box 2, calculations of mental
health resources were made and are presented as needs for some indicators
in the third column of Box 1.

> The total cost of treating the needs in Box 2 during one year was calculated
as approximately US$ 100 000 000. The total mental health budget for 1999,
including hospitals, amounted to only $25 000 000.

Box 2. Mental health priorities in Chile: estimates of prevalence and need based
on expert opinion, 1999

Programme priorities Prevalence Primary care need Specialist need
(x 1000) (x 1000) (x 1000)

Promotion

and prevention 100 10

Child abuse 500 50 10

Battered women 336 60 12

Victims of political

repression 58] 0 5

Attention deficit

and hyperactivity 62 12 2

Depression 75 30 6

Schizophrenia ) 1 2

Alcohol and drug abuse 150 15 5

Dementia 100 50 6
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Step C. Target-setting

The information in Box 1 allowed planners to identify the main gaps and set the following
targets.

1.

To initiate treatment of depression in primary care by improving the supply
of medications, training staff and incorporating psychologists.

. To increase the number of places in day hospitals, community rehabilitation

programmes (day centres and social clubs) and sheltered homes, to decrease
the number of people in long-stay wards and to decrease the length
of stay in acute wards.

. To open medium-stay beds for the intensive treatment of people with mental

disorders or with severe disability who cannot be treated on an outpatient basis.

Step D. Implementation

>
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The budget for mental health increased by 7% in both 2000 and 2001,
allowing for investment in respect of the first two targets.

The evaluation of the first two years of implementation of the plan is presented

in Box 3. The depression programme reached 71 primary care centres and 16 000
people. Twenty-eight day hospitals and many sheltered homes and social

clubs were opened throughout the country.

The skills of primary care staff in treating depression were greater than expected.
Only 7% of the people treated were referred to specialists, whereas it had
been hypothesized that 20% would be referred.

The evaluation of sheltered homes showed that people living in them had
a higher quality of life and greater social roles than people in long-stay
wards in psychiatric hospitals.




Box 3. Evaluation of the national plan for mental health and psychiatry,

Chile, December 2001

Indicators Services in 1999 Services in 2001
(per 10 000) (per 10 000)
1. Primary care
psychologists 0.13 0.27
2. Psychiatrists 0.46 0.48
3. Day hospital places 0.13 0.60

4. Acute psychiatric beds
in general hospitals 0.37 0.38

5. Acute beds in psychiatric
hospitals 0.62 0.55

6. Medium-stay
psychiatric beds 0 0.08

7. Long-stay psychiatric
beds 1.88 1.30

8. Community rehabilitation
places 0.81 1.76

9. Sheltered home places 0.22 0.50

Qualitative features

> Psychologists were incorporated into primary care to support physicians
and general health teams in the treatment of people with depression.

> The length of stay in hospital was reduced with the help of day hospitals
and community rehabilitation programmes.

> Psychiatric hospitals reassigned some time for psychiatrists and other
professionals to form community mental health teams and to visit primary care
facilities regularly (at least once a month) in order to see or discuss cases
with general health teams.

> Two medium-stay units (with a total of 74 beds) were opened in one of the mental
hospitals with intensive pharmacological and psychosocial treatment
(using the regular budget of the hospital).

> The Government invested only in drug addiction and forensic psychiatry
but was convinced that both problems required the development of wider
mental health services.
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Definitions
R

Definitions of Terms

Demand / The overall requirement that members of a population have for mental health
services, usually expressed through their utilization of services.

Economy of scale / A proportionate saving in costs, achieved through increased
production.

Epidemiology / The study of the distribution, incidence, prevalence and duration of
disease (Kaplan et al., 1994).

Full-time equivalent staff / The equivalent of a full-time mental health staff member.
For example, if a general health worker spends 20% of her/his time in mental health
work (including time spent seeing patients, making referrals, writing case notes, consulting
with colleagues), for the purposes of mental health care she or he is 0.2 of a full-time
equivalent mental health worker. It would take five such general health workers to make
up one full-time equivalent mental health worker.

Input / The resources that are put in to the mental health care system. The terms “inputs”
and “resources” are used interchangeably in this document.

Integrated general health service / A general health service in which mental health
care is only one component within a comprehensive range of other health care services.

In this sense, mental health care is integrated into the general health care infrastructure.

Needs / A population’s requirements for mental health care, as identified by epidemio-
logical measures, e.g. the prevalence and incidence of mental disorders in the community.

Outcomes / The changes in functioning, morbidity and mortality in the patient/user
population as a result of service intervention.

Process / The way in which mental health services are delivered, i.e. the activities that
deliver mental health services (Thornicroft & Tansella, 1999), including the way in which
inputs are used.

Resource allocation / The distribution and provision of resources.

Resources / Elements that are put into the mental health service, e.g. beds, facilities,
staff (often called human resources), medications and vehicles.

Utilization / The use of treatment and services by individuals in a population.
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Definitions of Service Indicators

Definitions

Indicators Definitions Formulae
Bed/population Number of beds per unit (Beds + population) x 100 000
ratio of population, e.g. beds
per 100 000 population.
Staff/population Number of staff per unit (Staff + population) x 1700 000
ratio of population, e.g. staff
per 100 000 population.
Staff/patient Number of staff per patient. Staff + patients
ratio
Staff/bed Number of staff per Staff + available beds
ratio available bed.

Staff/daily patient Number of staff per daily

visit ratio

patient visits.

Annual admission
rate

Number of admissions per
year per unit of population,
e.g. annual admissions
per 100 000 population.

Bed occupancy
rate

Percentage of beds occupied
during a given time,
e.g. per day.

Average length
of admission
or average
length of stay

Average number of days that
a patient spends in inpatient
hospital care.

Annual outpatient
attendance
rate

Number of attendances per
year per unit of population,
e.g. annual attendances
per 100 000 population.

Daily patient
visits

Number of visits by patients
to outpatient services
per day.

Community/
hospital ratio

(staff)

Number of community staff
per total staff, expressed
as a percentage.

Community/
hospital ratio
(service utilization)
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Outpatient attendances
per total service contacts
(attendances plus hospital
admissions), expressed
as a percentage.

Staff + daily patient visits

(Annual admissions
+ population) x 100 000

(Daily occupied beds
+ daily available beds) x 100

Mean days of admission

(Annual attendances +
population) x 100 000

Total annual visits + working days
per year or mean number of visits
by patients (per working day)

(Community staff + (community
+ hospital staff)) x 100

(Annual attendances
+ (annual attendances
+ annual admissions)) x 100
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