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Abstract

This research explored the history, effectiveness and feasibility of primary-level health
workers (PHWs) in delivering care for mental, neurological and substance use (MNS)
disorders in India, to better inform the organisation and delivery of mental health

services at primary care and community levels.

This thesis examined evidence for the effectiveness of PHWs in mental healthcare in
low- and middle-income countries (LMICs) (Cochrane review — 38 included studies),
and then focused on India. Seventeen oral history interviews described the
experiences of integrating mental healthcare into primary care and 72 case-studies
explored government and non-governmental models of PHW-delivered mental

healthcare initiatives and their human resources.

PHWs can be effective in delivering care for MNS disorders in LMICs. The case studies
identified heterogeneous collaborative care models in India, most of which were
delivered through community- rather than government- primary care. Other models
(training and referral) which have less evidence for effectiveness were more
widespread, and included the government model which was perceived as having
‘failed’. A new model was identified: community outreach services which were

specialist-led but PHW-delivered.

LHWSs and care managers seemed more feasible and appropriate care managers than
PHC doctors across models and provided more holistic psychosocial support.
Specialists were valuable for PHWs’ and care managers’ training and ongoing support.

Barriers to mental health care integration are discussed.

Future research priorities are to assess whether variations of collaborative models are
similarly effective to those described in HICs and whether these are feasible and
effective if implemented at scale. Priorities for improving the DMHP would be to
consider deploying care managers and LHWSs and reorient as well as incentivise
specialists to support them. Better inter-sectoral collaborations, health system
strengthening and technical support at central- and state-government levels may
improve leadership, implementation and evaluation of mental healthcare integration

into primary care across India.
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Chapter 1

General introduction: Why the use of primary-level

health workers?
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The introduction starts with describing the burden of mental, neurological and
substance use disorders worldwide (1.1). It follows with a description of health and
mental health models and human resources and their effectiveness in low-and middle-
income countries (LMICs) (1.2 and 1.3). Finally it situates the burden of mental
neurological and substance use (MNS) disorders and health system and human

resource issues within India (1.4).

1.1 The current burden of mental ililness worldwide

1.1.1 Defining mental, neurological and substance-abuse disorders

Mental neurological and substance use (MNS) disorders (Box 1.1) are sometimes
dealt with together because they can co-exist (such as neurological consequences
of alcohol or drug abuse). In the context of limited health service resources in

LMICs, they are often addressed by the same health sector.

Box 1.1: MNS disorders covered in this research (ICD10 categories) (based on ICD-

10 criteria (WHO, 2007a; Patel, 2003))

1. Common mental disorders

Mild to moderate mood/ affective disorders (F32-38)

Neurotic, stress-related and somatoform disorders (F40-49)

Behavioural syndromes associated with physiological disturbances and physical factors
(F50-59)

2. Severe mental disorders

Schizophrenia, schizotypal and delusional disorders (F20-F29)
Bipolar affective disorder (F31)
Severe depressive episode with or without psychosis (F32.2, F32.3)

3. Neuropsychiatric disorders

Organic, including symptomatic, mental disorders (F1-9)
Mental retardation (F70-79)
Epilepsy (G40)

4. Disorders caused by substance abuse

Mental and behavioural disorders due to psychoactive substance use (F10-19)
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Mental disorders are characterised by a combination of abnormal thoughts,
emotions, behaviour and relationships with others. These disorders, if left
untreated, lead to disability and social exclusion (WHO, 2008a). Though the
concept of mental disorder is universal, its expression can differ individually and
culturally. Treatment choices for mental disorders also vary according to medical

and cultural paradigms (Kleinman et al., 2006).

1.1.2 The burden of MNS disorders

The global burden of MNS disorders is high. The latest global burden of disease
estimates have shown that mental, behavioural and neuropsychiatric disorders all
feature in the top 30 causes of all years lived with disability, the highest contributors
being major depression (ranked second), anxiety (ranked seventh) and substance-use
disorders (ranked twelfth) (Vos et al., 2012). The worldwide contribution of major
depressive disorders to the loss of disability-adjusted life years (DALYs) has increased
by 37% from 1990 to 2010 and is predicted to rise further (Murray et al., 2012; Prince
et al., 2007). Furthermore, self inflicted injuries and alcohol-related disorders are likely
to increase in the ranking of disease burden due to the decline in communicable
diseases and because of a predicted increase in war and violence. The disease burden
due to Alzheimer's disease is also increasing, linked to the demographic transition
towards an ageing population (Vos et al., 2012). The lifetime risk of a severe mental
disorder or epilepsy remains stable between 1 and 4% (Patel et al., 2007c; Saha et al.,
2005). The impact of mental disorders spans beyond the affected individual’s mental
health. For example maternal mental disorders impact on child mortality, morbidity,

growth and development (Rahman et al., 2013).

The economic effect of MNS illnesses on individuals, families, health services and social
costs is substantial (WHO, 2003a). MNS disorders affect productivity and quality of life
(Bloom et al., 2011). Data remain sparse on the macro-economic costs for LMIC
settings (Hu, 2006). However, high direct costs are incurred in countries such as India
where health spending is met largely through private, as opposed to public, spending
and where health insurance and employer-met health payments are insubstantial

(Patel et al., 2007b). High indirect costs are also incurred due to informal care-giving
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and lost work opportunities, as well as due to untreated disorders and their associated

disability (Chisholm et al., 2000; WHO, 2003a).

1.2 Barriers and strategies to reduce the treatment gap

The gap between those who could benefit from MNS health interventions and those
who receive such care is very large (WHO, 2008a; WHO, 2010); in LMICs up to 90% of
people needing care do not receive it (Demyttenaere et al., 2004; Saxena et al., 2007).
This is despite the existence of a range of cost-effective interventions in mental health

care (Patel et al., 2007a; WHO, 2010).

Major barriers to closing the treatment gap are the huge scarcity of skilled human
resources, as well as large inequities and inefficiencies in resource allocation and the
significant stigma associated with psychiatric illness (Saxena et al., 2007). This thesis
focuses on the specific issue of human resources and their use in rural areas. The first
research paper (chapter 2) presents the worldwide mental health human resource
shortage figures, and changes to these over a 10 year period (2001 to 2011). The
prevalence of psychiatrists and psychiatric nurses is much lower in LMICs (the median
number of psychiatrists is 172 times lower in low-income countries than in high-
income countries (HICs)). The article also reviews strategies for increasing human
resources which involves sharing tasks with primary level health workers (PHWs) and
educating mental health service providers. To remove shortages in human resources
for mental health, overarching issues need to be addressed: scaling-up costs,

recruitment, management of attrition and leadership (Kakuma et al., 2011).

To help overcome these barriers, the World Health Organisation (WHO) have initiated
a Mental Health Gap Action Programme which sets clear comprehensive activities and
programmes for scaling-up care for mental, neurological and substance use disorders
(WHO, 2008a). Within this are firm recommendations and guidelines to integrate the
use of PHWs, as well as a manual to help build their skills in mental healthcare (WHO,

2010).
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1.3 Delivering mental healthcare in LMICs

1.3.1 Health systems in LMICs

Many health systems in LMICs have difficulties providing a successful wide-scale
accessible and affordable delivery of health services. Common barriers to this are
one or several of the following: good leadership, effective management, realistic
financing arrangements, national ownership and technical innovation; by contrast
the presence of these characteristics are common attributes of successful
programmes (Medlin et al., 2006). As a consequence, health professionals trained
in these countries tend to favour working in the private sector which is more

lucrative and less bureaucratic.

Government health services have widely adopted the model of decentralisation
in an attempt to proved better services. Decentralisation is a health reform
strategy promoted worldwide in the 1980s following the Alma Ata declaration
and the desire for better and locally-adapted healthcare services (Mills, 1994).
Decentralisation involves the transfer of workload, management and political
decision-making powers from central to peripheral levels (Munga et al., 2009;
Rondinelli et al., 1983). Curative and preventive services are provided in line with
national health policy and local needs through a tiered system of care: (i) primary
care: the first level of contact with formal health services;? (ii) secondary care
(referral general hospitals), (iii) tertiary level care (specialist centres) (Gorgen et

al., 2004).

In addition, the health system may be composed of horizontal or integrated care
(general health services which bring together inputs, delivery, management and

organisation of health care), and vertical programmes (disease-specific packages
of care which may be delivered within or parallel to primary care often executed
directed or supervised wholly or to a great extent by a specialist service using

dedicated health workers) (Gorgen et al., 2004; Atun et al., 2008).

! Services provided at community level or at PHC clinics (on their own or attached to hospital settings,
provided they have no specialist input, apart from supervision)
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Most health services are also constantly changing and becoming more complex,
partly because of an ongoing desire to make more healthcare accessible. Scaling
up interventions or services is the process of increasing coverage of health
interventions that have been shown to be successful on a small scale,
accompanied by an increase in resources (WHO, 2001) (see figure 1.1). It may
involve creating broader access to general services (horizontal programmes),
broadening access to specific innovations or services (vertical programmes) or
integrating specific interventions into existing services (a combination of vertical
and horizontal integration sometimes called diagonal integration). However,
scaling-up can be hampered by the same weaknesses that affect health systems:
weak policy, poor health service infrastructure, lack of community utilisation and
the shortage of healthcare workers (Travis et al., 2004; WHO, 2006; Hanson et al.,
2003). In addition, not only do models first have to be shown to be effective on a
small scale, but also it is difficult to evaluate what impact scaling up interventions
has on health outcomes (Mangham and Hanson, 2010). In spite of this
complexity, a limited number of scaled-up health and financing initiatives have
been shown to be successful (Levine et al., 2004). It is therefore relevant to think

about scaling up in the context of mental health services.

Figure 1.1: The elements of scaling up based on (Simmons and Shiffman, 2007)

ENVIRONMENT
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economic environment)
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The next section discusses what place mental healthcare has within the health

system in LMICs.

1.3.2 The scope of mental health services

A balance of community- and hospital-based services and better organisation and
cooperation of services between general and mental health sectors have been
advocated as part of the task-shifting (also called task-sharing, defined in more detail
below) strategy and to achieve effective comprehensive mental healthcare
(Thornicroft and Tansella, 2004; WHO, 1975). Mental healthcare is delivered at each
tiered level of the decentralised health system and may be more or less integrated or
vertically provided at primary care level. A visual representation of these tiers as
applied to mental healthcare is represented by the WHO pyramid (figure 1.2) (WHO,
2008a).

Figure 1.2: WHO service organisation pyramid for an optimal mix of services for mental

health (WHO-WONCA, 2008)
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The top of the pyramid corresponds to tertiary specialist care, the second level down
includes secondary care delivered in hospitals (psychiatric care in general hospitals)
and in the community (community mental health services). The bottom sections of the
pyramid are where non-specialist providers/PHWs usually are involved: primary care
and community care. They often are the levels which identify mental illness, and may
provide preliminary treatment or care and/or follow up. They also encourage self care
of patients and carers. Informal care may also include other types of health care
accessed often by a large proportion of people, such as indigenous medicines, religious

healing and other types of healing.

1.3.3 Primary mental healthcare

The integration of mental health services into general health services is a key strategy
worldwide and has been shown to reduce stigma, address personnel shortages, and
encourage early identification of mental disorders (WHO, 2003b). Comprehensive and

integrated service delivery is a core value of primary healthcare (PHC) (WHO, 2008b).

The use of formal government-run primary care is an obvious model for implementing
PHW-delivered mental health care as it uses existing nationwide resources which are
cheaper than highly skilled specialist resources. The WHO defines primary mental
healthcare as “mental health services that are integrated into formal general health
care at a primary care level [...] provided by primary care workers who are skilled, able
and supported to provide mental healthcare services” including “first-line
interventions that are provided as an integral part of general healthcare” (WHO-

WONCA, 2008).

However few LMICs have adequate mental health policies or implementation
strategies to collaborate with general healthcare delivery. Also many LMICs’ primary
care systems function poorly: they have high rates of staff attrition, those who are
there are overburdened, and often there are poor mechanisms for monitoring,
evaluation and support. Funding shortages, inadequate infrastructure and poor
training compound the issue of inadequate care. Several LMICs also implement what is
known as selective primary care: a minimal package of certain interventions only (such

as maternal and child health and some crucial vertical programmes like tuberculosis
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and polio eradication). When faced with these limitations, it is then inappropriate to
expect such a system to take on mental healthcare without profound changes to and
strengthening of the system itself (Atun et al., 2008). Indeed many programmes bypass

primary care and have direct links with communities.

Within LMICs, other platforms of healthcare delivery outside formal primary care are
present which have developed as a consequence of a poor government healthcare
structure, such as NGO-delivered community healthcare, private for-profit care, or
health interventions delivered in non-health settings (such as schools, or within
development projects). This study therefore adopted the broader Alma Ata definition
of primary healthcare which “is the first level of contact of individuals, the family and
community with the national health system [...]. It involves, in addition to the health
sector, all related sectors and aspects of national and community development, and
demands the coordinated efforts of all those sectors” (WHO/UNICEF, 1978). This,
according to figure 1.2, encompasses not just formal primary care but also community

and self care.

1.3.4 Models of mental healthcare delivery

In practice the levels of mental health care delivery described in the WHO pyramid
(figure 1.2) do not necessarily function simply as a referral system or as a stepped care
model from the bottom to the top of the pyramid. Certain services may function
independently and just get referred to from other sectors, such as long stay
facilities/residential care, or acute psychiatric treatment facilities in specialist or
general hospitals. However many of these levels may interact with each other under
various guises and with different levels of intensity. They may simply be co-located but
not involve primary care, such as having ambulatory psychiatric care (outreach clinics
by a psychiatric team) (Thornicroft and Tansella, 2004). They may on the other hand
engage primary care or community level providers: for example psychiatric services
may train and supervise primary care delivery of mental healthcare, or some
community mental health services may bypass primary care and deliver interventions

at community level through locally trained lay health workers (LHWs).
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The latter forms of collaboration have been described particularly in the
literature in HICs. Several models have been developed to think about
collaborative care. Within this thesis we refer to two, which were most relevant
to our material: the Bower model and the Milbank report model. Both these
models provide different frameworks for exploring collaborations between
specialist and non-specialist care. The Bower framework is an established
framework for analysing the level of engagement, collaboration and integration
between mental health specialists and primary care workers (Bower, 2011;

Bower and Gilbody, 2005) (figure 1.3).

Figure 1.3: Models of mental health care in primary care based on (Bower and

Gilbody, 2005)

Education Consultation- Collaborative Replacement
and training liaison care / referral
Pri linici s
rimary c.are clinician Mental health specialist
more involved more involved

This framework describes four levels of integration of depression care within
primary care in HICs, ranging from relatively more PHW responsibility to relatively

more specialist responsibility for mental healthcare:

1. Training and education: Aims to make primary care practitioners
independent in managing basic mental health conditions through training
provision only.

2. Consultation liaison: As above but also involves an ongoing educational
relationship with a specialist (for example through joint case discussions)
to make the primary practitioner more independent and confident in
providing mental health care and reduce the frequency of referrals to
specialist care.

3. Collaborative care: Also known as the chronic care model, this has an

additional workforce member (a “care manager”) with mental healthcare
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responsibilities and who acts as a ‘link’ between the patient, the primary
care practitioner and the specialist.

4. Replacement and referral: Health workers are trained to identify and refer
suspected cases to the mental health professional, who retains the main

responsibility of care.

Another way of describing collaboration is according to how integrated the PHW and
specialist services are in terms of service delivery, as described in the Milbank report
(figure 1.4). This framework explains how at one end of the spectrum, specialist and
PHW structures work in completely separate facilities and communicate sporadically
(minimal collaboration), whereas at the other end of the spectrum there may be a
completely integrated system where specialists and PHWSs are part of the same
service, i.e. mental healthcare is part of regular primary care (fully integrated). In
between are lesser or greater degrees of integration: basic collaboration (where
specialists and primary care services are either collaborating at a distance or are
collocated), and close collaboration, which implies some shared systems of care where
specialist and primary care services are either partially integrated or fully integrated.
They further explain that different degrees of integration are needed depending on the
patient’s physical and mental needs: a patient with low requirements of mental care
would be best served in primary care setting, whereas those with high mental care
requirements would need both primary and specialist care settings. Integrated care

would be valuable for this group of patients (Collins et al., 2010).

Figure 1.4: Five levels of integration of specialist and primary care based on (Collins et

al., 2010)
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These frameworks have been formulated to describe models of collaboration in HICs.

How much this applies to LMIC models remains to be determined.
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1.3.5 Human resources

As this study covers both primary and community-level healthcare, we sought an
appropriate term to encompass all non-specialists with mental healthcare duties.
At the beginning of the study, we called these health workers non-specialist
health workers (NSHWs). However several interviewees and programme
founders within our study found the negative term ‘non-specialist’ demeaning.
We therefore chose a new term which we have referred to already above:
primary-level health workers (PHWs). Both these terms will appear in different

publications in this thesis but both include the following health workers:

- professionals (those without specialist mental health training) (doctors,

nursing staff, social workers and other allied health professionals)

- non-professional cadres (such as LHWs) who do not have tertiary
paraprofessional or professional training, but perform a broad range of
paid or voluntary healthcare delivery and often work at community level
(Lewin et al., 2010). This category does not include caregivers who care
only for one person (or a select group of people) with mental iliness and

who are not used in a broader healthcare context.

PHWSs have been part of WHO'’s global primary healthcare strategy since 1975 as
an attempt to overcome specialised human resource shortages and to improve
access to services (Lewin et al., 2008; WHO/UNICEF, 1978). The task-shifting
model mentioned above, aims to delegate appropriate tasks to less specialised
workers, requiring many new resources (WHO, 2007b). Task-shifting extends
existing cadres’ roles or creates new competency-based cadres (Celletti et al.,
2010). Task-sharing is the preferred term in this thesis as it implies the need for
teams of specialists and non-specialists, whereby roles are shared across the
team and where specialists support PHWs to deliver shifted roles. Task-shifting
has a connotation that specialists are only substituted by non-specialists (Dawson

et al,, 2014).
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It has been suggested that PHWs can deliver equally effective and acceptable
general healthcare (Lewin et al., 2008; Babigumira et al., 2009; Bellanger and Or,
2008; Evans et al., 2009; Loubiere et al., 2009; Lewin et al., 2010), though there
are doubts about their sustainability (Walt and Gilson, 1990; Bhutta et al., 2010).
Task-sharing seems to be more successful within systems that have sufficient
checks and balances at work and appropriate work legislation (WHO, 2007b). It
also necessitates adequate support for PHWs which is why this study also
explores the roles of specialists, coordinators, managers and programme
founders. Specialists include psychiatrists, psychologists, psychiatric social

workers, psychiatric nurses and other mental health professionals.

1.3.6 Evidence for PHWs in mental healthcare

1.3.6.1 Evidence of effectiveness

The evidence from randomised and non-randomised trials for clinical outcomes is
published in the second paper: the Cochrane review (chapter 4). PHWs and other
professionals such as teachers, have some promising benefits in improving outcomes
for general and perinatal depression, PTSD, alcohol-use disorders, and patient- and

carer-outcomes for dementia.

Other evidence measures processes, not outcomes. Post-training questionnaires
suggest knowledge acquisition improved attitudes and referral rates amongst
multipurpose workers (MPWs - a type of CHW in India) - (Nagarajaiah et al., 1987)
and initiation of screening/educational activities by PHC doctors (Narayana Reddy
et al., 1987; Sriram et al., 1990b; Nagarajaiah et al., 1994b; Isaac et al., 1982;
Nagarajaiah et al., 1994a; Sriram et al., 1990a). However conflicting research
shows PHWs have been ineffective at delivering mental healthcare: low
recognition rates of depression/ anxiety by PHC doctors (Patel, 1996), inadequate
use of antidepressants (Patel and Andrade, 2003), and the frequent use of

ineffective medications such as vitamin injections (Linden et al., 1999).
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1.3.6.2 Evidence of acceptability and feasibility of task-sharing

A recent systematic review found that despite task-sharing being widely adopted
following evidence of effectiveness, task-sharing could overcome human resources
shortages in LMICs without several factors being addressed. PHWs experienced
distress and were demoralised; they were uncertain about their levels of competence;
they were poorly accepted by other healthcare professionals, and were unsatisfied
with their remuneration or incentives. Despite some limitations (included studies had
small sample sizes and acceptability and feasibility were secondary outcomes), the
review argues that increased investment in mental health, particularly regarding
improving training and supervision, remuneration, management and accountability, is
essential to overcome these barriers (Padmanathan and De Silva, 2013). A further
study in five countries (Ethiopia, India, Nepal, South Africa and Uganda) published
since this review has argued for similar changes to improve acceptability and feasibility
of task-sharing, however also emphasises increasing the numbers of human resources

and better access to medications (Mendenhall et al., 2014).

1.4 Statement of the problem in India
1.4.1 Epidemiology of MNS disorders in India

Though prevalence rates of mental disorders are lower in India than the USA or Africa,
they are substantially higher when compared with other Asian countries (Ganguli,
2000; Math et al., 2007). The lower rates in the Indian population may be due to
underreporting due to stigma and under-diagnosis of two common mental disorders
and substance abuse, two major contributors to mental disease burden in India and
worldwide (Math et al., 2007; Math and Srinivasaraju, 2010). It has been postulated
this may also reflect better coping skills, lifestyle factors, social support, cultural
factors or genetic reasons though none of these have been subjected to rigorous
examination (Math and Srinivasaraju, 2010). Mental health however contributes very
substantially to the public health burden in India. Recent census data revealed that
suicide accounts for 3% of all deaths over the age of 15 years, which occur

predominantly in women 15 to 29 years old, which means suicide has now overtaken
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maternal mortality as a cause of death in women of child-bearing age in India (Patel et

al., 2012). Substance-abuse is also a widespread problem in India.

1.4.2 Health and mental healthcare systems in India

1.4.2.1 The primary healthcare system

Much effort has been put into developing a vast health infrastructure to promote
social development through improving health status (Khandelwal et al., 2004)
particularly since 1946, when the Government of India appointed a Health Survey and
Development Committee, headed by Sir Joseph Bhore. Their report (Bhore, 1946)
which was never fully implemented (Bhatia, 1993), suggested preventative and

curative services as well as social and infrastructure development to improve health.

India’s current health strategy is based on the decentralised primary care approach
proposed in India’s 1983 National Health Plan which focused solely on medical
treatment rather than addressing the wider remits of healthcare. In fact, until recently
the Indian primary health system could be described as selective primary care, that is a
minimal package of cost-effective medical interventions which are brought together as
a cluster: the focus of primary care has been to address primarily maternal and child
health, as well as TB and other infection treatment and control programmes. The
number of national health programmes implemented at primary care level has now

expanded to 13, and mental healthcare is one of them.

There are various challenges to the primary care system. Firstly, in spite of its large
network throughout India there has been poor commitment to developing it to make it
a fully functional structure. Secondly, throughout the years, various initiatives to train

rural lay health workforce emerged:

- village health workers and auxiliary nurse midwives (ANMs) (mid 1960s)

- multipurpose workers (MPWs) (1970s) retrained disease control programme
staff

- community health volunteers, health guides and dais (traditional birth

attendants) in the 1970-80s.

Nadja van Ginneken Thesis Page 35



Poor commitment and funding to these programmes lead to their demise. Further Five

Year Plans (1980-90s) also failed to improve infrastructure of health services and

sanitary conditions.

The current Indian health system now faces several ongoing challenges:

Continuing poor financial and implementation commitments to the entire
Indian health strategy. Only 5.2% of India’s total annual government spending
budget is spent on healthcare, over 70% of which is out of pocket (Khandelwal
et al., 2004).

Primary care services remain poor and inequitable with only 20-30% of the
population having access to these services (Sibbald, 2008). In terms of
infrastructure, there are currently about 23,000 primary health centres,
130,000 sub-centres and 150,000 health-care institutions. However these are
often far from communities (for example more than 10 km away). There are
also problems of drug supply availability (1IPS, 2006).

There are persistent gaps in manpower and infrastructure at PHC level and
absenteeism of health staff at PHC level (GOI, 2009a). 18% of primary health
centres are without a doctor. The number of allopathic doctors, nurses, and
midwifes (11-9 per 10 000 people) is about half the WHO benchmark of 25-4
workers per 10 000 population, and is about a quarter if one takes those with
valid qualifications (Rao et al., 2009).

The absenteeism and the multiple requirements of the national health
programmes (both of clinical and administrative report-writing duties) have led
to overburdening primary care staff.

Insufficient transparency and community ownership is present (GOI, 2009b).
There are few inter-sectoral linkages of primary care with vertical health
programmes (such as the mental health programme) and costs are escalating
due to the expansion of the primary care network and inflation (Khandelwal et

al., 2004).

The above issues have lead to poor quality of care in many areas, with subsequent

underutilisation of primary health centres (Gupte, 1993; Nair et al., 2004). In fact

Nadja van Ginneken Thesis Page 36



private and informal sectors of healthcare in India have remained primary providers.
70% of health workers are employed by the private sector (80% of allopathic doctors
and 50% of nurses and midwives) (Rao et al., 2009). Given the weaknesses of the
public sector the private sector has continued to grow significantly (Bhatia, 1993).
Private inpatient and outpatient care was utilised by 40% of rural and urban
populations in 1986, whereas 25 years later, in 2012, it had increased to nearly 70%
(IMS, 2013). Unfortunately the private sector remains unmonitored and unaudited

despite some glaring malpractices (Antia, 1993; Bhat, 1993).

In response to a dysfunctional and selective primary care system, a nation-wide
ambitious National Rural Health Mission (NRHM) strategy was implemented in 2005
advocating for integrated community care and ensuring action on a range of social
determinants of health (such as sanitation, education, nutrition, gender equality etc)

(GOlI, 2005) (Figure 1.5).

Figure 1.5: NRHM structure, based on (GOI, 2009b)

BLOCK LEVEL HOSPITAL

obstetric/surgical
emergencies (24/7)

(100000 population/100
villages)

CLUSTER OF GPS - PHC LEVEL

Medical officer, 3 nurses, 1 lay
health volunteer (24/7 clinics)

(30-40 villages)

GRAM PANCHAYAT - SUB HEALTH CENTRE LEVEL

3 Auxiliary Nurse Midwives (ANMs), 1
multipurpose worker (some states have a rural
medical practitioner) (clinics and outreach)

(5-6 villages)

VILLAGE LEVEL

1 Accredited Social Health Activist (ASHA) (outreach), 1 anganwadi.
(facility-based and outreach)

Nadja van Ginneken Thesis Page 37



The NRHM is the largest public health programme India has ever had. Since its
inception, improvements have been noticed: from increased usage of primary health
centres, to capacity building, with much greater numbers of community based
workers, partly achieved through public-private partnerships (GOI, 2008; Rao et al.,
2011; GOI, 2009b). In addition to improving the training for existing health assistants, a
new community-based human resource, the ‘Accredited Social Health Activist’ (ASHA)
was created to improve rural access to services with 690,000 trained so far.
Furthermore, though currently still controversial and not widespread, the NRHM are
experimenting with medical education programmes to train rural medical practitioners
(a new cadre currently only utilised in two states). The NRHM has been successful in
increasing the number of community resources: the auxiliary nurse midwives (ANMs)
who are lay graduate women with 1 year training, and ASHAs (not necessarily literate,
with 1 month training). However the NRHM evaluation after its first 5 years revealed
their targets had not been met. The rates of immunisations, antenatal and postnatal
checks and institutional deliveries slightly improved but were still low (less than 50%),
and the distance to facilities has hardly changed particularly in some of the most

deprived states in the North and North-East of India (GOI, 2011a).

In addition, since 2011, in the 12t Five-Year Plan (5 yearly strategy plan for spending
the national budget) India committed to attain universal health coverage by 2022 so
that the aim for health for all (pledged 60 years ago) is met: that all Indian citizens will
have access to “affordable, accountable, appropriate health services of assured quality
as well as public health services addressing the wider determinants of health, with the
government as a guarantor and enabler, although not necessarily the only provider of
health and related services” (GOI, 2011b). The 12" Five Year Plan aims to capitalise
existing schemes, such as the NRHM and several other programmes such as 1/ the
Janani Suraksha Yojana, launched in 2005 to promote institutional deliveries through
providing financial incentives to expectant mothers; 2/ the Rashtriya Swasthya Bima
Yojna scheme (2007) to provide insurance coverage in hospitals to families below the
poverty line; and 3/ the Jan Aushadhi programme (2008): a public-private partnership
scheme to provide generic affordable medicines and surgical equipment through

pharmacies in every district (Reddy et al., 2011).
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Though they remain controversial because of the concern that government sector will
start to rely on private healthcare, private public partnerships are developing at
different input levels: some help with health system functioning (offering health
system strengthening mechanisms), and others are geared towards healthcare
provision (offering specialist services brought to primary care). Many of these currently

remain unevaluated.

1.4.2.2 Mental services, policies and financial resources in India

1.4.2.2.1 History, development and distribution of mental health services

India has been ahead of most LMICs in setting up mental health services (Weiss et al.,
2001). In 1982 a National Mental Health Programme (NMHP) was initiated, to promote
community mental healthcare through an inter-sectoral approach (Murthy, 2005). Part
of the strategy was to integrate mental healthcare into the existing primary care
structure, training existing primary health centre staff to diagnose and treat mental
disorders, supervised by district level mental health specialists, through task-shifting.
In 1996 the district model for mental healthcare, the District Mental Health
Programme (DMHP), was initiated (Agarwal, 2005) and was modelled on a community
programme set up in Bellary district in Northern Karnataka. This programme — which is
no longer functional - is still upheld as a model for the DMHP (Kapur, 2005). The
history of primary mental health services’ development and policy is detailed in the

third research paper (chapter 5).

Evaluations have shown that India is far off track for DMHP coverage (123 out of 664
districts) (GOI, 2014; WHO, 2011). In addition, despite the NMHP having structured
recommendations within each five-year plan for increasing the accessibility,
affordability, adaptability and acceptability of its mental health services, India still does

not have a mental health policy. A current policy is however currently being created.

As with general healthcare, a majority of India’s mental healthcare is provided by the
private for profit sector. This sector has grown in the post-independence era, also to
fill a vacuum of mental health services due to the dearth of government mental

services. This sector remains still relatively inaccessible to a rural population: 33% work
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in large state capitals. However 67% of private psychiatrists work in towns (though
only 7% of these practice in district towns in rural areas) (Kala, 2005). Some private
psychiatrists, particularly those linked to NGOs or academic institutions, may visit rural
areas to provide outreach care. Unfortunately this sector, as other private health
sectors is financially and clinically unregulated and expenditure on private
consultations leads to catastrophic expenditure for many families in the absence of

insurance systems (Khandelwal et al., 2004).

1.4.2.2.2 A shortage of specialist human resources: a major barrier to mental
healthcare

In India, the treatment gap is large: no more than 10% of those who need mental
healthcare receive it (Murthy, 2005). Several factors have been elicited: insufficient,
inaccessible and unaffordable services and structures, the stigma attached to mental
disorders preventing people from seeking care, and a lack of political support.
Amongst one of the most important barriers to mental healthcare delivery however is
the shortage of specialist human resources (Khandelwal et al., 2004). There are barely
4000 psychiatrists for a population of 1.2 billion. Most are located in the private sector
and in major cities. There is also a 40-60 fold deficit in the number of clinical
psychologists, social workers, and nurses (WHO, 2011). This shows a shortfall of a

factor of 200 compared to the coverage of mental health specialists expected in a HIC.

1.4.2.2.3 A mix of models of mental healthcare delivery

There are several private and public institutions and facilities for the delivery of
psychiatric care. Government-run mental healthcare provision is focused on secondary
and tertiary care hospital settings, and involved in primary care (the DMHP
programme) through training PHC doctors and more recently the community-level

health workers, the ANM and ASHA.

Active and innovative models of mental healthcare have grown from the voluntary
sector which may have potential for scaling up (Patel and Thara, 2003). These include
half-way homes (most of which are run by NGOs), and also many models of
community-delivered mental healthcare which bypass primary care. These include

programmes where psychiatric services have direct links to community-level workers
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and also a range of groups set up by users or carers to provide self-help and support

(Thara et al., 2004).

In addition, patients often seek folk-healing, religious treatments in places of worship
(Hindu, Muslim and Christian), and indigenous medicine (Ayurveda, Unani and Siddha)
are widely utilised as is yoga for mental disorders (Thara et al., 2004). These have little
evidence as yet in Western medical scientific thought partly because these have not
been interrogated comprehensively, though some evidence suggest they may have
some benefits (Raghuram et al., 2002; Murthy, 1998). However policy makers have not
encouraged its integration. More details of these models will be found in the fourth

research paper (chapter 6).

1.4.2.2.4 The integration of mental healthcare into primary care

The barriers to the integration of mental healthcare into primary care in LMICs (see
above) also apply to India. There are several health system issues which are
particularly problematic in India: poor access to medications in some areas, little
acceptability and utilisation of health services due to people’s mistrust and bad
experiences of these services and inadequate funding. In addition, primary care human
resources are expected to deliver mental healthcare: too few primary care workers,
inadequate training and support to take on mental health roles, and poor
remuneration. These issues are at the core of the problems also associated with trying
to achieve universal health coverage in India (Sengupta, 2013). These barriers hinder
using the primary care structure as a reliable and effective method of delivering

mental healthcare (GOI, 2009b).

Not only does primary care need strengthening but so do the mental health support
structures. The DMHP has not built sufficient capacity to fulfil its objective of
integrating mental health into primary care. Their strategy has been to retain a cheap
(but unfortunately not evidence-based) intervention to provide training to PHC doctors
in mental healthcare with no support system in place for them apart from a referral
system. Inter-sectoral linkages are also poorly developed. The DMHP operates in
relative isolation from the NRHM despite primary mental healthcare being a core

feature.
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Because universal health coverage is one of the main health delivery priorities in India,
the delivery of mental healthcare should be thought with this in mind.
Recommendations will need to focus on the feasibility of integrating mental healthcare
in a way which is feasible and sustainable for universal coverage. This study will
therefore explore some of the questions regarding the integration of mental
healthcare within a universal healthcare delivery mechanism. For example should
mental healthcare be fully integrated into primary care, ie using only existing human
resources, or should it feature as a partial integration, perhaps with a new cadre either
solely for mental health or a chronic disease/non-communicable disease worker

(Beaglehole et al., 2008).

Chapter 2 is the first research paper that provides further background information to
complement this introduction: a situational analysis of human resources for mental
health worldwide. We then describe the rationale for this research, as well as its aims,
objectives and a justification of a mixed methods approach (chapter 3). The following
three chapters are results papers from this thesis. Chapter 4 is a systematic review of
the effectiveness of PHWs in delivering care for MNS disorders in LMICs. Chapter 5
describes the development of mental health services in India using an oral history
approach. Chapter 6 explores and compares the models of mental healthcare delivery
and their human resources in 72 programmes across India using a case-study
approach. Chapter 7 summarises and triangulates these findings and provides

implications for research and practice.
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Global Mental Health 5

Human resources for mental health care: current situation

and strategies for action

Ritsuko Kakuma, Harry Minas, Nadja van Ginneken, Mario R Dal Poz, Keshav Desiraju, Jodi E Morris, Shekhar Saxena®, Richard M Scheffler*

A challenge faced by many countries is to provide adequate human resources for delivery of essential mental health
interventions. The overwhelming worldwide shortage of human resources for mental health, particularly in
low-income and middle-income countries, is well established. Here, we review the current state of human resources
for mental health, needs, and strategies for action. At present, human resources for mental health in countries of low
and middle income show a serious shortfall that is likely to grow unless effective steps are taken. Evidence suggests
that mental health care can be delivered effectively in primary health-care settings, through community-based
programmes and task-shifting approaches. Non-specialist health professionals, lay workers, affected individuals, and
caregivers with brief training and appropriate supervision by mental health specialists are able to detect, diagnose,
treat, and monitor individuals with mental disorders and reduce caregiver burden. We also discuss scale-up costs,
human resources management, and leadership for mental health, particularly within the context of low-income and

middle-income countries.

Introduction

“At the heart of each and every health system, the
workforce is central to advancing health™

The World Health Report 2006' focused global attention
on the shortage of health workers. Many countries of
low and middle income face a health workforce crisis,
and the scarcity of human resources and training is
similarly overwhelming for mental health.”* Practical
guidelines to assist policy makers, health planners, and
educators to address shortfalls in human resources for
mental health are available;** efforts are increasing to
focus on this issue; and evidence from countries of
low and middle income is emerging that will have
many implications for policy on human resources for
mental health.

The mental health workforce described in this report
includes three groups of individuals. The first is composed
of specialist workers, such as psychiatrists, neurologists,
psychiatric nurses, psychologists, mental health social
workers, and occupational therapists. The second group is
formed of non-specialist health workers, such as doctors,
nurses and lay health workers, affected individuals, and
caregivers. In the third group, other professionals are
included, such as teachers and community-level workers.

Here, we discuss the current status and needs of
human resources for mental health. We also review
available evidence about actions and strategies to
strengthen human resources for mental health in low-
income and middle-income countries, with the objective
to inform development of policies in this area.

Identification of data sources

Evidence of the current status of human resources
for mental health was obtained from WHQO’s 2011
Mental Health Atlas.” WHO has been gathering data on

mental health resources approximately every 5 years
since 2000 from almost all countries of the world.**
The latest data were published in 2011 and were
obtained with a questionnaire containing standard
definitions for all variables, from 183 countries covering
99-3% of the world’s population. Median change scores
were calculated to assess the alteration in the number
of psychiatrists per 100 000 population from Atlas 2005°
to Atlas 2011° Information on estimated need and
shortages of psychiatrists, psychosocial care providers,

Key messages

+ Human resources for mental health are inadequate in
most countries of low and middle income and are likely to
worsen unless substantial investments are made and
effective strategies are implemented

+ Mental health care can be delivered effectively in primary
care settings, through community-based programmes
and task shifting approaches that engage and support
skilled non-specialist health professionals, lay workers,
affected individuals, and caregivers in mental health
service delivery

+ Mental health specialists should, and will, continue to
have essential roles in delivery of services and in training,
supervision, and mentoring of non-specialist workers

+ The specific composition of the mental health workforce
should be expected to vary across countries, according to
differing population needs, mental health service delivery
systems, and resources

« Effective leadership and management of human resources
for mental health will be essential to address key
challenges such as mobilisation of financial resources,
recruitment, and retention, and equitable distribution of
the workforce
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and nurses in mental health settings in 58 low-income
and middle-income countries was obtained from a large
study published by WHO." The computations were
based on 2005 data available from the 2005 WHO
Assessment Instrument for Health Systems (WHO-
AIMS) and the 2004 WHO Global Burden of Disease
Report for the 58 countries. We are not aware of any
other data sources that are comparable to these in scope
and coverage.

We searched Medline and PubMed to identify peer-
reviewed publications from 1990 to December, 2010, on
effectiveness of mental health care and training for
various service providers. Our search methodology
incorporated three validated strategies to capture
publications related to “health services and policy” and
“mental health” in “LMICs [low-income and middle-
income countries]”*" combined with selected index-text
and free-text terms relating to non-specialist health
workers and mental health. We also hand-searched
relevant journals (Human Resources for Health, Bulletin of
the World Health Organization, Health Research in Policy
and Systems, and International Journal of Mental Health
Systems) and scanned reference lists of relevant
publications and websites of pertinent organisations
(eg, WHO, Global Forum for Health Research).

We included studies that assessed the effectiveness of
mental health care interventions delivered by specialist
and non-specialist workers for detection, treatment, and
prevention of mental disorders; and training on workforce
capacity. Studies eligible for our report included
randomised controlled trials and non-randomised trials
(such as controlled clinical trials, controlled before-and-
after studies, and interrupted time-series studies). For
detection of mental disorders, cross-sectional studies in
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Figure 1: Human resources for mental health per 100 000 population, by country income group
Income groups defined by the World Bank, 2010.

which diagnoses made by non-specialist health workers
were compared directly with those made by specialists
were also eligible for inclusion. Studies taking place in
areas of conflict were excluded. No language restrictions
were made.

Finally, we developed brief case examples from three
countries—Sri Lanka, India, and Indonesia—to show
how shortages in human resources for mental health are
being addressed in these settings. To gain an historical
perspective on mental health care in India, mental health
experts and senior bureaucrats were interviewed by one
of us (NvG; details available on request).

Current state of human resources for

mental health

Figure 1 shows the median number of human resources
for mental health reported in Atlas 2011’ separated by
income groups of countries. Globally, nurses were the
largest workforce category in the mental health system,
with a median of 4-95 nurses per 100000 population,
followed by psychiatrists (1-27 per 100000 population).
Although numbers of psychologists and social workers
were much smaller, occupational therapists were
especially rare, with not one occupational therapist
working in the mental health system in at least 50% of
low-income countries. Psychiatrists were far more
prevalent in high-income countries, with the median
number 172 times greater than in low-income countries.

Figure 2 and table 1 show changes in human resources
for mental health over the years. Between Atlas 2005
and Atlas 2011° the median change in number of
psychiatrists was greatest in high-income countries,
with a median increase of 0-65 per 100000 population,
whereas in low-income countries the number fell
by 0-01 per 100 000 population.

The estimated total number of mental health care
workers needed in the 58 countries of low and middle
income in 2005 was 362000, representing 22 -3 workers
per 100000 population in low-income countries and
26-7 workers per 100000 in middle-income countries,
comprising 6% psychiatrists, 54% nurses in mental
health settings, and 41% psychosocial care providers.
These data reflect an overall shortage of 239052 mental
health workers (17-3 workers per 100000 population in
low-income countries and 14-9 per 100000 population
in middle-income countries; table 2). Based on this
result, a shortage of 1-18 million mental health workers
was reported for all 144 countries of low and middle
income. Almost all countries of low and middle income
face shortages in at least one of the three categories of
workers. The largest shortages were seen in Vietnam,
with 1-70 psychiatrists and 11-52 psychosocial health
providers per 100 000, and in Uruguay, with 22 - 20 nurses
per 100000. All low-income countries and about two-
thirds of middle-income countries had far fewer mental
health workers to deliver a core set of mental health
interventions than were needed.
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Strategies for increasing human resources for
mental health

Task shifting

Task shifting (also known as task sharing), defined as
“delegating tasks to existing or new cadres with either
less training or narrowly tailored training”, is an
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Figure 2: Median change from Atlas 2005 to Atlas 2011 in number of
psychiatrists per 100 000 population, by country income group
Income groups defined by the World Bank, 2004.

essential response to shortages in human resources for
mental health. This process can entail: employment of
mental health care providers in different sectors;
intersectoral collaborations with other professionals,
such as teachers and prison staff, to strengthen mental
health awareness, detection of mental disorders, referrals,
and service delivery; or both of these.

With our literature search, we retrieved 63 studies on
strategies for increasing human resources for mental
health, of which 42 evaluated interventions with respect
to patient or caregiver outcomes (webappendix pp 1-7)
and 24 evaluated training according to staff performance
outcomes (webappendix pp 8-11). Three studies ad-
dressed both. 23 reports were from south Asia, 13 from
Africa, ten from Latin America and the Caribbean, five
from the Middle East, five from China, four from Turkey,
two from east Asia, and one from Russia. Most studies
were quasi-experimental in design, and 20 were
randomised or cluster-randomised controlled trials.

The need for mental health specialists, particularly
psychiatrists and neurologists, will continue even if task
shifting is implemented extensively.” Existing evidence
shows that the roles of these specialists can change, with
clinical roles focused on complex psychiatric cases and
diagnoses whereas less complex cases can be managed
by trained non-specialist health workers. Mid-level
mental health workers (eg, medical officers for mental
health) have also helped to reach rural areas where
psychiatrists are typically unavailable (panel 1).

Psychosocial workers also have an important role. In
India, social workers have facilitated support groups for

Psychiatrists Nurses* Psychologists Social workers Occupational therapists
2001 2005 2011 2001 2005 2011 2001 2005 2011 2001 2005 2011 2001 2005 2011
Low 006 005 005 016 016 042 004 004 002 003 004 001 0-00
Lower middle 0-90 1-05 0-54 1.00 1.05 293 0-60 0-60 0-14 0-30 0-28 0-13 0-01
Upper middle 2-40 270 2:03 570 535 972 0-70 1-80 147 142 1.50 076 0-23
High 9-00 1050 8.59 3350 3295 2915 2670 1400 379 2550 15.70 216 1.51
World 1-00 120 127 2-00 2.00 4-95 0-40 0-60 0-33 0-30 0-40 0-24 0-06
Number 182 183 178 164 172 158 164 173 147 147 157 129 119
Data are from references 3, 9, and 10. *Defined as psychiatric nurses in Atlas 2005 and as nurses in a mental health setting (broader) in Atlas 2011.
Table 1: Median number of health professionals per 100 000 population in Atlas 2001," Atlas 2005, and Atlas 2011, by country income group

*see thesis
appendix 1 for
webappendix*

See Online for webappendix

middle income

Data are population-weighted averages from reference 11.

Psychiatrists Nurses Psychosocial health providers Total full-time employed staff
Supply Shortage ~ Wage bill Supply Shortage ~ Wage bill Supply Shortage ~ Wage bill Supply Shortage Wage bill
(x1000 US$) (x1000 US$) (x1000 US$) (x1000 US$)
Low income 026 1.04 48588 515 7-90 136652 135 840 162523 676 1734 347764
Middle income 215 0-46 31845 5.70 9-37 282871 11-43 5-05 151423 19-28 14-88 466139
Both low and 118 0-76 80433 5-42 861 419523 6-25 677 313947 12.85 16-14 813903

58 countries of low and middle income in 2005, by country income group

Table 2: Estimated supply and shortage of mental health workers per 100 000 population and total scale-up costs (wage bill) to eliminate shortage of mental health workers in

Nadja van Ginneken Thesis Page 56

www.thelancet.com Published online October 17,2011 DOI:10.1016/50140-6736(11)61093-3



Nadja van Ginneken


Nadja van Ginneken
*see thesis appendix 1 for webappendix*

Nadja van Ginneken



Series

Panel 1: Case example from Sri Lanka

Out-migration of psychiatrists from Sri Lanka is greater than for most other countries of
low and middle income. In 2007, 25 psychiatrists were working in Sri Lanka for a
population of 20 million, whereas 142 Sri Lankan-trained psychiatrists were working in
the UK, the USA, Australia, and New Zealand.” The shortage of psychiatrists was the
main impetus for creation of a new category of specialist mental health worker—
namely, medical officers of mental health—and establishment of a 1-year diploma in
psychiatry for doctors working in mental health settings. Medical officers of mental
health receive 3 months’ specialist training in psychiatry and provide psychiatric
outpatient and community outreach mental health services from primary care health
clinics, enabling very good geographic coverage for basic mental health services. In
areas where no psychiatrist is working, graduates of the diploma in psychiatry
programme are able to support less well-trained workers in mental and general health
and take responsibility for heading newly created acute psychiatric inpatient units in
district general hospitals.

The devastation and widespread occurrence of mental disorders in communities affected
by the 2004 Indian Ocean tsunami motivated creation of a new category of community
mental health worker—namely, the community support officer. These workers were
established initially as community volunteers receiving small monetary incentives to
provide social support and psychological first aid and to identify people in need of
additional mental health services, under the supervision of mental health professionals.
They have contributed to detection and referral of affected individuals, and they provide
support in the community, such as facilitation of treatment adherence.

Findings of a study in three districts in the southern province of Sri Lanka (Minas H;
unpublished) showed that community support officers had referred more than half of all
inpatients, and this proportion rose to 75% in areas where no psychiatric services had
previously existed. During the month of the study, 128 community support officers (in
addition to other duties) were case-managing more than 1500 people with mental disorders
in the community. More than 80% of patients remained involved with the service and
adhered to treatment. Referral sources included family members (40%), friends (21%), and
the affected individual (15%). Community support officers were well connected with and
managed by the primary health care system, had regular meetings with staff from this
system, and were technically accountable to the medical officer of mental health. All districts
had developed a highly organised system of coordination at the primary health care level.

patients and caregivers as part of a multidisciplinary
mental health team,” and in Chile they have provided
psychoeducation (education of the patient and other
relevant parties about the illness, its treatment, and
relapse prevention), and monitoring.” Psychologists have
also applied effective psychoeducation interventions to
reduce caregiver burden and improve attitudes of
caregivers in Chile.”?

In most studies, psychiatrists, neurologists, and
psychosocial workers have provided effective short-term
training, supervision, and monitoring for non-specialist
health workers, enabling detection of mental disorders,
referral, treatment, psychoeducation, and follow-up care,
with positive outcomes for patients.”** Non-specialist
health workers have contributed to services such as
clinics, halfway homes, and community outreach services
and have played a part in detection, diagnosis, treatment,
and prevention of common and severe mental disorders,
epilepsy, mental retardation, and dementia as part of a

complex stepped-care intervention®?*? or single inter-
vention, such as group interpersonal therapy,” cognitive
behavioural therapy” and psychoeducational pro-
grammes for caregivers.”

The roles of non-specialist health workers differ
according to the worker’s level of training. For example,
trained nurses, social workers, and lay workers can take
on follow-up and educational and promotional roles.**'*
Primary care doctors with mental health training have
been involved in identification, diagnosis, treatment, and
referral of complex cases.*” Furthermore, lay health-
workers have provided support for caregivers, befriended
affected individuals, ensured adherence to treatment,
and helped to detect mental health problems.?*** An
example of the role of community support officers in
Sri Lanka is presented in panel 1.

Findings of most studies show substantial improve-
ments in patients’ outcomes—ie, better recovery and
reduced dysfunction and severity. In India, infants of
mothers with maternal depression (both antenatal and
postnatal depression) benefited from a decline in
symptom severity.®* Although training community
health workers to screen for dementia was not effective
in detecting people with dementia in one study,” other
interventions with non-specialist health workers have
reduced caregiver burden.” Although results are
promising, these approaches need to be studied further
in routine service settings.

Family caregivers contribute to detection, treatment-
seeking, and management of family members with
mental disorders, and evidence on educational prog-
rammes for caregivers, particularly those caring for
patients with neurological disorders and in low-income
and middle-income countries, is increasing.**¥ In Iran,
parents of children admitted with schizophrenia were
better equipped to manage their child’s behaviour and to
provide a supportive role to produce improved outcomes
in their child after a 1-month training programme.* Eight
educational sessions once a week were effective to reduce
caregiver distress and challenging behaviours of people
with dementia.” Nine psychoeducation sessions every
month for caregivers of individuals with schizophrenia
also resulted in better outcomes for patients (psycho-
pathology and disability levels), caregiver support, and
caregiver satisfaction.®

People who use mental health services can provide
similar support to others, share personal experiences, and
participate in self-help and mutual aid initiatives.”*
Although some organisations for mental health provide
psychoeducation and skill-building sessions to affected
individuals and their families for home-based care, self-
help, and entrepreneurship (Kleintjes S, Groote Schuur
Hospital, Cape Town, South Africa; personal communi-
cation), no rigorous evaluations have been done of their
effect in countries of low and middle income. The role of
affected individuals and caregivers needs to be better
investigated, assessed, and, possibly, expanded.
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Panel 2: Case example from India

India, with a population in excess of 1-1 billion, faces enormous
challenges with respect to provision of mental health care.
Integration of mental health into general health care, and
training of general doctors in mental health, has been
implemented since 1961, but community-based care was not
introduced until 1982 in the national mental health
programme.”” Primary care doctors were trained, a

mental health primary care model was developed (based on the
1985-90 Bellary model),*® and a district mental health
programme was launched in four districts in 1997. However,
state government targets to train 20% of all doctors with a
2-week programme over 5 years have not been achieved. The
district mental health programme is currently in operation in
only 123 of 640 districts, and total coverage is anticipated to be
achieved by 2017. Even then, there will be an insufficient
number of psychiatrists to meet the requirements of the district
mental health programme model.

The national mental health programme also lacks adequate
guidance and leadership. No mental health policy existed
before the programme, and the 1987 Mental Health Act
(which established the central and state mental health
authorities) has been largely non-functional. Experts have
identified apathy, an absence of leadership, and issues of
political power (at state and government level) as relevant
barriers to development of mental health policy and
legislation to support the expansion of human resources for
mental health.

Governmental funding for mental health has risen
substantially in the past decade. In the 10th national plan
(2002-07), US$22 million (100 crores) was allocated to the
national mental health programme, mainly to upgrade
psychiatric hospitals and psychiatric facilities in government
general hospitals and medical colleges; funding rose tenfold in
the 11th 5-year plan (2007-12). The current training
infrastructure produces about 320 psychiatrists, 50 clinical
psychologists, 25 psychiatric social workers, and

185 psychiatric nurses annually—too few for effective care in
the country. The national mental health programme and

Education of mental health service providers

Ongoing development of a workforce with appropriate
skills is essential to strengthen human resources for
mental health. Training should be relevant to the mental
health needs of the population and include in-service
training (ie, continuing education) and strengthening of
institutional capacity to implement training programmes
effectively. However, training programmes for psychia-
trists are present in only 55% of low-income countries,
69% of countries of lower middle income, and 60% of
those of upper middle income.’ Approaches to psychiatric
education also vary across countries.”* In Nigeria, a
specialist training programme in psychiatry has been in
place for more than 25 years, yet only half of the country’s

private-sector focus has remained on specialist mental health

services, and allocated budgets have been spent largely on

boosting numbers of specialists, by supporting medical
colleges, and by introducing additional seats in all the
psychiatric specialties. Less progress has been made in
developing non-specialist health workers. Bureaucrats and
experts suggest specialists have augmented managerial and
supervisory responsibilities towards a greatly expanded
non-specialist workforce, but they warn that psychiatrists (in
government and the private sector) are resistant to taking on
managerial roles (van Ginneken, unpublished). Current service
provision by non-specialists is—according to these experts—of
poor quality, and they suggest improving the training with less
didactic initial training and regular ongoing formal and
informal training. They also suggest assessing the feasibility
and effect of care provided by non-specialists. Four key
challenges exist for the government.

+ Delays in efforts to increase significantly the numbers of
specialist and non-specialist mental health-care providers.

« Little partnership with other government organisations
to improve access to health care (eg, national rural
health mission).

» Absence of mental health policy. Both national and district
mental health programmes, for all their shortcomings, have
been driven by the Government of India, with comparatively
little interest by state governments. Responses to Supreme
Court directives have, unfortunately, adopted outdated
models of mental hospitals.

« Insufficient capacity to use available funds effectively.
Barriers include excessive bureaucracy and scant interest by
programme planners and the public health system.

Collaboration between government and non-governmental
organisations and private practitioners could help to achieve
greater and more diverse human resources for mental health.
The Karuna Trust in Karnataka, Ashagram in Guwahati, and
The Banyan in Chennai have shown the feasibility of delivering
community-based mental health care outside the public
primary care setting, using lay health workers and families.

tertiary mental health facilities have enough psychiatrists
to provide accredited training.’

Training of non-specialist health workers also needs
scaling up. We noted in our review of published work
that overall short-term training by specialist mental
health professionals with ongoing monitoring and
supervision can improve confidence, detection,
treatment, and treatment adherence of individuals
with mental disorders and reduce caregiver burden.
Our findings were less convincing for detection of
neurological conditions.®* The sustainability of
knowledge and skills gained remains uncertain, and
further examination of effective supervision and
mentorship is needed.
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For more about the Toronto
Addis Ababa Academic
Collaboration see http://www.
taaac.com

Scale-up costs to remove shortages in human resources
for mental health

The annual wage bill to eliminate shortages in human
resources for mental health in countries of low and
middle income will be considerable. Not including costs
for training or improvement of facilities needed, the
estimated bill was about US$814 million in 2005
($894 million in 2009): $80 million for psychiatrists,
$420 million for nurses in mental health settings, and
$314 million for psychosocial care providers (table 2). The
highest cost estimates were in Nigeria for all workforce
categories: $14-8 million for psychiatrists, $49-6 million
for nurses, and $53-7 million for psychosocial health
providers, a total of $118- 2 million.

Mobilisation of financial resources to develop human
resources for mental health is one of the biggest challenges
for development of effective mental health systems.” All
countries of low and middle income have inadequate
funding for mental health.> Cost-effectiveness studies for
scaling-up of non-specialist health workers are scarce,®
and further studies are necessary to inform planning of
human resources for mental health.

Strategic changes in payment systems are as important
as financing in bringing about system change.” For
example, increasing the role of psychiatrists as supervisor
and trainer and boosting the number of other mental
health workers will need payment arrangements that
recognise these changed roles. These alterations will also
be important for shifting of practice from institutions to
community services.

Recruitment

Negative attitudes of health professionals is an important
challenge to overcome, and even when training pro-
grammes are available, very few students are choosing a
career in psychiatry.® In Kenya, medical students were
surveyed on their attitudes towards psychiatry.”? Although
almost 75% of respondents had overall favourable
attitudes, only 14% would consider psychiatry as a career
choice. In Brazil, primary health care providers detect
mental disorders of their clientele but believe that
diagnosis and treatment should remain the responsibility
of mental health specialists.” Misconceptions about
mental disorders, fear, perceived low status of mental
health professionals, and inadequate training contribute
to the reluctance of many health workers to provide mental
health care in Ghana, South Africa, Uganda, and
Zambia.**” Educational interventions for primary care
professionals improve attitudes towards mental ill-
ness,”>* and similar strategies for medical students to
increase recruitment need further investigation.

Management of attrition

Emigration of mental health professionals from countries
of low and middle income,® and rural-to-urban migration,
seriously constrain development of human resources for
mental health. Professional isolation and better training

and career opportunities are key reasons for emigration.”
The UK, the USA, New Zealand, and Australia employ
almost 9000 psychiatrists from India, the Philippines,
Pakistan, Bangladesh, Nigeria, Egypt, and Sri Lanka.®
Without this migration, many source countries would
have more than double (in some cases five to eight times)
the number of psychiatrists per 100000 population.

Establishment of local training programmes is
especially important to reduce the likelihood of out-
migration. International collaborations have been an
important strategy in scaling-up of human resources for
mental health.” By providing training in Ethiopia,” the
number of psychiatrists rose from 11 to 34 between 2003
and 2009. The success of the initiative has led to its
expansion to cover 14 different health programmes
(Toronto Addis Ababa Academic Collaboration).

Retention and equitable distribution of human
resources for mental health remain a challenge.
Innovative financial incentive strategies, institutional
capacity building that promotes career development,
opportunities to receive and provide mentorship, and
favourable workplace conditions are areas that need to be
strengthened to minimise attrition.

Leadership

Effective leadership is judged necessary for scaling-up of
the mental health workforce,** but little evidence exists
that addresses this issue adequately. The case example
from India highlights the result of poor leadership when
funding for mental health was increased substantially
(panel 2).

The University of Melbourne has been running an
international mental health leadership programme
since 2001.* This 4-week course provides training in
mental health policy and systems, mental health
workforce, and mental health and human rights for
researchers, psychiatrists, mental health professionals,
and decision makers. Shorter 2-week leadership courses
have been developed subsequently in Indonesia, India,
and Nigeria. Anecdotal evidence suggests that the courses
and ongoing support for alumni have a positive effect in
their home countries (panel 3).

Concluding remarks

Human resources for mental health continue to be
grossly inadequate in most countries of low and middle
income. The shortage is likely to worsen unless
substantial investments are made to train a wider range
of mental health workers in much higher numbers. Task
shifting seems to be an effective and feasible approach
but it too will entail substantial investment, innovative
thinking, and effective leadership.

Here, we have shown examples of innovative and
effective strategies to expand mental health services to
primary care settings and into the community. The
variability in roles of different mental health workers
across settings highlights the importance of focusing on a
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Panel 3: Case example from Aceh, Indonesia

The province of Aceh, Indonesia, had been embroiled in decades
of military conflict when, on Dec 26, 2004, it was struck by the
Indian Ocean earthquake and tsunami. 11 coastal districts were
devastated. The death toll was estimated at more than 160 000,
with more than 500 000 people displaced. All forms of physical
and social infrastructure, including the health system in the
capital Banda Aceh and the affected districts, were thrown into
chaos. International response was swift and a massive influx of
assistance, money, and technical expertise took place.

Immediately after the tsunami, the Ministry of Health asked
WHO for assistance in preparing a mental health response to the
disaster. WHO's recommendations” were adopted in full by the
Ministry of Health as the mental health plan for Aceh in 2005.

A key component of the recommendations was to build a
comprehensive mental health system. In subsequent months, a
model of community-focused mental health services was agreed.

Psychiatric morbidity was already high in Aceh as a result of the
long-running military conflict,” but it rose after the tsunami.”
Among the major impediments to development of a mental
health system was the scarcity of human resources for mental
health.” The 250-bed mental hospital in Banda Aceh was the
only mental health service for a population of 4 million people.
The hospital was staffed by five psychiatrists and general
nurses, with no nurses trained in mental health, psychologists,
or other mental health specialists. Primary care doctors working
in the well developed (though seriously damaged) primary
health-care system had no training in psychiatry. Only patients
with psychotic disorders were recognised as suffering from a
mental disorder and were referred to the mental hospital for
treatment. Psychiatric drugs were largely unavailable in
primary health-care centres. Expansion of human resources for
mental health was identified as a key strategy for building up a
community-focused mental health system for the province.
The strategy entailed development and delivery of short-course
psychiatric training for primary care doctors (who were then
designated as GP+),” more extensive training for nurses who
would then function as community mental health nurses,” and
recruitment, training, and support of village mental health
volunteers.

In 2005, five psychiatrists were working in the mental hospital
in Banda Aceh, and no other mental health professionals were
present in the province. In 2009, nine psychiatrists,

27 psychologists, 628 community mental health nurses (of
whom 94 were supervisors and trainers), and 5961 village

skill-mix rather than a staff-mix approach to increase
human resources for mental health.” Training programmes
will need to be accompanied by effective supervision to
maintain skills, and ongoing career development oppor-
tunities will be vital to minimise attrition.

Involvement of a broad set of workforce categories is
likely to facilitate scaling-up of mental health care in low-
income and middle-income countries. The specific

mental health volunteers were working in 923 of Aceh’s
6381 villages (Minas H; unpublished).

The approach taken to strengthen human resources for
mental health in Aceh has been consistent with WHO's
health-workforce framework developed in the

World Health Report 2006." A provincial mental health policy is
in place, and several districts have developed a district mental
health policy. Data for the mental health workforce have
improved steadily, although a good deal more work needs to
be done to develop a workforce data system that would be
adequate for planning, recruitment, deployment, and further
skill development for workers. 13 of 23 districts have an
identified budget for mental health, and all 23 districts
employ community mental health nurses through the core
district health budget and provide support for the extensive
village volunteers programme. Education and training has
been a major part of the strategy for development of the
provincial mental health system. In partnership with

Gadjah Mada University (Yogyakarta), the Syah Kuala
University in Banda Aceh has established a clinical psychology
training programme and is attracting many Acehnese
students. Training and support for village mental health
volunteers has seen rapid growth in the number of these
essential community-level workers.

A key area of continuing deficiency is the scarcity of an
Aceh-based training programme for psychiatrists, although
several psychiatric residents are about to graduate in 2011 from
training programmes in other parts of Indonesia. The provincial
and district governments of Aceh, continuously supported by
the Indonesian Ministry of Health, have shown exemplary
leadership in their sustained commitment to development of
the most comprehensive community-based mental health
system in Indonesia. Many of the key people involved in
building up of the Acehnese mental health system have
received training from the international mental health
leadership programme based in Melbourne, Australia. The
whole enterprise of building a community-based mental health
system, and a community mental health workforce, has been a
series of partnerships including: provincial and district
governments of Aceh; the Indonesian Ministry of Health;
Acehnese, other Indonesian, and international universities;

UN agencies, including WHO, UNICEF, and the International
Organization for Migration; and local and international
non-governmental organisations.

composition of the mental health workforce should vary
across settings, to be aligned with existing delivery
system and resource structures.

Future directions

Global efforts to address widespread shortages in the
health workforce have entailed development of a technical
framework to assist governments and health managers to
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work on and implement a comprehensive strategy to
achieve an effective and sustainable health workforce.'
The Human Resources for Health Action Framework,”
which consists of six interconnected components
necessary in human resource development (policy, health
workforce management, finance, education, partnerships,
and leadership), could provide a useful approach to
address shortages in human resources for mental health.

Skilled health management and support workers, who
comprise up to a third of the health workforce, are vital
for overseeing the implementation of strategic directions
while policy makers manage resource allocation and
monitor targets and outcomes. Managers and support
workers are responsible for planning and implementation
of human resources for health, management of the work
environment and conditions, information systems for
human resources for health, workforce performance,
and staff retention. Greater investments in health
management capacity will be an important component
for increasing human resources for mental health.

Additional evidence is needed of the effectiveness and
cost-effectiveness of task shifting for identification and
management of mental disorders by non-specialist health
workers. Information and data are also needed on
training requirements and application of newly acquired
knowledge and skills in everyday practice. Evidence of
the effectiveness of involvement of affected individuals
or caregiversin service delivery and a better understanding
of push and pull factors for migration of mental health
specialists are both needed for effective planning of
human resources for mental health.

Stronger intersectoral collaborations than we have at
present will also contribute to reduction of the shortage in
human resources for mental health, and this area must be
investigated further.” With our literature search, we
retrieved only one study that looked at the effect of training
school teachers for raising mental health awareness
among school children, parents, and neighbours.” We did
not identify with our search any studies assessing the role
of community resources, such as traditional or alternative
care providers. This issue needs careful investigation
since, in many countries of low and middle income,
alternative care is generally sought before care from a
mental health specialist or primary care practitioner.

Despite emerging evidence on mental health systems in
low-income and middle-income countries, development
and evaluation of human resources for mental health are
difficult and complex tasks that will continue to pose
substantial challenges in the coming years. A systemic
approach is needed, with interdisciplinary and multi-
sectoral collaborations and strong partnerships between
government ministries, researchers, non-governmental
organisations, health professionals, affected individuals or
caregivers, and communities, if important long-term
gains are to be made. Adequate attention to these aspects
is essential to achieve the objective of scaling-up of care
for people with mental disorders.
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Chapter 3

Research rationale and methodological approach
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3.1 Rationale for this research

This proposal fills several gaps of knowledge:

e Little analysis or description of Indian models of primary-level health worker
(PHW)-delivered mental healthcare exists (Cohen, 2003; Murthy, 2008) nor
PHWS’ or specialists’ tasks and roles within these models.

e an historical understanding of primary mental healthcare development in India

e policy makers’ and implementers’ opinions on the future of mental health

services

A better understanding of current programmes models and human resources set
within an historical context would provide policy makers with an analysis of what
innovations and ideas have potential at scale for major changes to rural mental
healthcare provision. This would therefore inform policy development on appropriate
implementation and sustainability of scaling up community mental health services
using PHWs in India. This research may also highlight opportunities for the
convergence of the National Rural Health Mission (NRHM) and National Mental Health

Programme (NMHP) in terms of policy and practice.

Given the issues with the public health system, this study sets out to explore not just
the government primary healthcare (PHC) structure but also the alternatives that are
available across India within the non-governmental organisation (NGO) sector in
particular. This research focuses on PHW-delivered mental healthcare in both the
government and non-governmental sector, and how these services may interact with
other specialists or specialist services. We excluded private-for-profit organisations as
the profit-making business model aims to maximise profits which may become more
important than healthcare provision itself. The not-for-profit NGO sector on the other
hand may also sell goods and services but the purpose of which is to provide income to
cover their activities’ costs (Green and Matthias, 1996). As with the government
sector, the NGO sector retains its main focus on healthcare provision. We also

excluded the non-allopathic treatment sectors (healers, religious treatments, other
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medical traditions) to remain focused on the care that can be offered by the Western

medical tradition.

The description and analysis of PHWSs will be contextualised within current health
systems’ challenges. The above models of mental healthcare delivery at primary
and community care level will also be analysed in terms of their level of
integration with the general health system, i.e. to what extent these programmes
are vertical/ separate specialist-led services or function within general health
services. Also we will describe to what extend these models are similar or not to

those in HIC (as described in section 1.2.4 above).

Within the mental health field in low- and middle- income countries (LMICs), notably
also in India, several programmes and experts have requested existing models to be
scaled-up. Part of this study’s purpose is thus also to discuss different models of PHW-

delivered mental healthcare in light of their feasibility for scaling-up.

3.2 Aims and objectives

The research hypothesis is that PHWs can be effective in delivering mental healthcare.
The aim of this research was to explore the history, effectiveness and feasibility of
PHW-delivered mental healthcare in remote areas in India, to better inform the
process of health system organisation and delivery of mental health services at

primary care and community levels.

The proposed project examines global evidence for effectiveness of PHWSs in mental
healthcare, then focuses on India, as an example of a LMIC with government and non-

governmental primary and community mental healthcare initiatives.
Objectives:

1. Review the effectiveness of PHWs in primary and community mental

healthcare in LMICs (Cochrane review — chapters 2 and 3).

2. Explore the history and development of mental healthcare within primary care

in India (oral history paper — chapter 5).

Nadja van Ginneken Thesis Page 66



3. Describe and compare current Indian models of PHW-delivered mental
healthcare and characteristics and roles assigned to their specialist and non-

specialist workforce (Human resources and models — chapter 6)

4. Assess the effectiveness and feasibility of integrating mental healthcare within

the primary and community health systems in India (discussion).

Effectiveness is defined as the ability of PHWs to produce a desired result in
terms of patient- and service-related outcomes. This research also proposes to
look at the efficacy (the effectiveness in clinical trial settings) through the

systematic review (Fox-Rushby and Cairns, 2005).

Feasibility is defined as something that is possible and practical to achieve, within
the limitations or resources that are currently or could be made available in that
setting (New Oxford Dictionary of English, 2010). This study explores available
resources, historical context, and acceptability (such as political will or cultural

factors) in assessing the feasibility of PHW-delivered mental healthcare.

3.3 Study design and description of data collection methods

Details of each method (systematic review, oral history and qualitative methods) are
presented in the three main papers. In this section, we outline the rationale for a
mixed methods approach and the method for drawing together the information from

these three perspectives to reach the conclusions presented in the discussion.

To address the research objectives, quantitative, historical and qualitative methods
drew on several data sources (figure 3.1). Mixed-methods research is recommended
for exploring complex interventions (Campbell et al., 2000; Campbell et al., 2007).
Mental health interventions are often complex as they require multiple independent
and interdependent components and multidisciplinary staff to address clinical care and

social support.
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Figure 3.1: Framework of methods and research questions

1. QUANTITATIVE COCHRAN
SYSTEMATIC REVIEW
(38 studies, chapter 4)

* What is the effectiveness of
PHWs in mental healthcare
provision in LMICs?

2. ORAL HISTORIES OF FORMER AND CURRENT
MENTAL HEALTH PLANNERS AND IMPLEMENTERS
IN INDIA (1947-NOW) (17 interviews, chapter 5)

* What are the origins of the District Mental Health
Programme (DMHP) and how has it evolved?

* What are the reasons for the current DMHP
failures and achievements?

* How have PHWs roles evolved?

3. QUALITATIVE CASE STUDIES IN INDIA (chaoter 6)

In-depth case studies of DMHP PHC-
based mental health services in
Karnataka (South India)

(2 case studies: interviews,
observation, documentary analysis)

* What mental health roles do PHWs
have in PHCs?

* What roles do specialists and
coordinators play in the context of
community mental health services?

* What is the sustainability of this
model and its human resources?

Shorter case studies in governmental
and NGO programmes across India
(70 case studies: interviews, site
visits, documentary analysis)

* What are the models of delivery of
mental health services using PHWs in
India?

* What types of PHWs, specialists and
coordinators are used and what are
their roles?

* What is the scalability and feasibility
of these models and human
resources within the DMHP?

India?

primarv care initiatives.

GOALS (chapter 7)

* Answer main research questions: What are the feasible and effective
* models of mental healthcare provision involving PHWs in

*  PHW roles within these models
* Provide recommendations to inform policy and existing community/
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Table 3.1 is a synthesis of how each method addresses the objectives. The
systematic review aimed to cover a global quantitative summary of effectiveness
of PHWSs in an attempt to see what was generalisable beyond context, though
guantitative aggregated data lacked applicability to specific contexts. Thus, the
qualitative case studies broadened our understanding of the realities of the
existing community mental healthcare delivery by PHWs. They also questioned
the ‘why’ of certain organisational or infrastructural realities, and of PHWs’ and
specialists’ roles. This study contextualised and drew out issues that impact upon
efficacy. The data analysis drew out the tensions and challenges between the

local and global findings of PHWSs' roles in mental healthcare.

The historical work enhanced the analysis of current programmes through
providing a better understanding of the historical context. The use of multiple
methods also offered rigorous identification of all relevant data. The history
interviews also highlighted important projects worth including in the qualitative

analysis.

Table 3.1: How the methodology addresses the objectives

Objectives (objective Systematic Historical Case studies
number) review analysis
Effectiveness of PHW 1*

interventions (1)

Feasibility of PHW 2% 1*

interventions (1)

Historical context (2) 2% 1* 2*
Current PHW roles and 2* 1*
models (3)

Policy implications (4) 2* 2* 2*

1*: primary source; 2*: secondary source
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As outlined in figure 3.1., the qualitative data aimed to describe models of mental
healthcare delivery and health workers roles with two separate methods to allow
for both breadth (shorter case studies — i.e. semi-structured interviews and site
visits) but also depth of understanding (in depth longer case studies which
included observation of health workers and other staff). All case study data were
collected, coded and analysed side-by-side. Comparing and cross-checking these
data to constantly test emerging hypotheses increased the credibility and validity

of emerging patterns or conflicts between programmes (Bernard, 2006).

The process of triangulating primary material in India (oral histories and case
studies which both involved triangulating interviews, and documentary analysis,
and in addition observations for case studies) and quantitative data from trials in
LMICs provided more data reliability because it allowed the researcher to check
whether similar interpretations were achieved through different angles and
perspectives of data collection. Multiple methods also provided greater
opportunities for information saturation, and thus richness in identifying the
potential barriers and solutions to scaling-up PHWs in mental healthcare.
Triangulating this data also helped draw out the feasibility and acceptability of
potential models of PHW-delivered mental healthcare at country level (India).
The discussion therefore drew together these materials to discuss what factors
within PHW models of mental healthcare delivery may or may not be
generalisable to be implemented at local, national or international levels. We
looked for conceptual generalisability (such as issues of acceptability, what seems
to influence better delivery of care etc) rather than generalisability of context or
fact (such as exact number of health workers, specifics of training programmes
etc) as the latter would require multiple in-depth quantitative evaluations and
pilot studies for scalability (Green and Thorogood, 2004). Conceptual
generalisability was an essential preliminary step to deciding which concepts or
elements of models are important before the specifics of models are framed for
testing at scale. Within this endeavour we also assessed the transferability of
findings, to draw out which elements were context-specific and which may be

more widely applicable.
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