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Abstract 

Background: Policies and programmes in Mexico promote the integration of mental health services into primary 
health care (PHC), however these services remain largely unavailable in the country. Since 2014 a non‑governmental 
organisation has delivered a mental health programme at PHC clinics in the state of Chiapas, in partnership with the 
local Ministry of Health (MoH). The programme provides mental health services based on the mhGAP guidelines 
through multiple implementation strategies, including programme financing, infrastructure strengthening, high‑
intensity training, and supervision. This study aimed to examine the implementation process and outcomes of this 
mental health programme to understand the extent to which mental health care integration has been achieved and 
to identify the successes and remaining challenges in order to inform the development and implementation of similar 
programmes.

Methods: We used a mixed‑methods convergent design. Quantitative data for the period between December 2016 
and December 2017 were extracted from the organisation’s health information system to capture process indicators, 
including the amount (dose) and quality (fidelity) of services delivered. We conducted two focus groups and 24 semi‑
structured interviews with health providers and managers to ascertain implementation outcome data: penetration, 
fidelity, acceptability, appropriateness and feasibility. Quantitative and qualitative data were analysed using descrip‑
tive and framework analyses, respectively.

Results: During the study period, health providers delivered mental health consultations to 486 adults diagnosed 
with a mood or anxiety disorder. Programme fidelity was limited given that talk‑based interventions, which are 
required in all consultations according to programme guidelines, were only provided in 24% of consultations. Only 
42% of service users attended more than 50% of scheduled mental health follow‑up consultations, which also hin‑
dered fidelity. Low attendance is partially attributed to limited programme appropriateness, given that interventions 
to address social risk factors are not available. High levels of acceptability and feasibility enabled through strong sup‑
port from the organisation were key programme strengths.
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Background
Since the late 1990s, Mexico has been working to shift 
from a heavily centralised and institutionalised mental 
health system to a community-based model, in order 
to increase access to quality services and to protect the 
human rights of people with mental disorders [1–3]. The 
Mexican mental health policy promotes three main ele-
ments: (1) integrating mental health services in general 
health services, (2) increasing human resources, budg-
ets and quality of mental health care, and (3) increas-
ing health promotion and advocacy activities [4]. More 
recently, Mexico’s Action Program in Mental Health 
(2013–2018) specifically aimed to improve the coverage 
and quality of mental health services through the integra-
tion of mental health care into primary health care (PHC) 
[2]. Despite having progressive policies and programmes 
supporting the integration of mental health into PHC, 
in Mexico mental health care is still mainly delivered at 
psychiatric institutions, and it is only available in 30% 
of PHC clinics in the country [3]. A national epidemio-
logical study found that 20% of people diagnosed with a 
mood disorder and 10% of people diagnosed with an anx-
iety disorder accessed care, and only 50% of people who 
accessed specialist services received minimally adequate 
care [5]. Resource constraints are important barriers to 
the improvement of mental health care in Mexico, where 
only 2% of the health budget is allocated to mental health 
[3], there are 0.67 psychiatrists per 100,000 people [6], 
and the few services are hampered by staff and medica-
tion shortages [4].

Better understanding of the challenges surround-
ing translation of policy into practice is crucial to the 
improvement of mental health care. This study exam-
ines the implementation process and outcomes of a rela-
tively young PHC mental health programme in Chiapas, 
a low-resource, rural state in southern Mexico. Since 
2011, Compañeros En Salud (CES), a non-governmental 
organisation (NGO) and sister organisation of Partners in 
Health, has been supporting 10 PHC clinics in rural Chi-
apas in a partnership with the local Ministry of Health 
to improve the delivery of general health services [7]. In 
2014, the mental health programme was introduced in 
these clinics. Prior to this, mental health services were 
only available more than 6 h away in the state capital [4, 
7].

Our study assesses the implementation of the CES pro-
gramme in order to understand the extent to which it has 
achieved the integration of mental health into PHC as 
outlined in Mexico’s mental health policies, and to then 
explore the strengths and limitations that determine the 
success or failure of integration in this context. Specific 
research questions include:

1. To what extent are mental health services from the 
CES programme delivered as intended?

2. What are the perspectives of programme manag-
ers and providers regarding its penetration, fidelity, 
acceptability, appropriateness, and feasibility?

3. What are the key strengths and remaining challenges 
to the implementation of the CES mental health pro-
gramme?

Methods
Setting
Of the approximately 5 million inhabitants of Chiapas, 
50% per cent live in rural areas [8] and 77% in poverty 
[9]. Depressive and anxiety disorders are among the top 
10 causes of disability in the state [10]. Mental health ser-
vices are mainly accessed through either the psychiatric 
hospital or an ambulatory clinic located in the state cap-
ital [4]. The 10 PHC clinics supported by CES are each 
staffed by one medical doctor (MD) and, when possible, 
one nurse. Each PHC is located in one of the 10 commu-
nities of the mountainous Sierra region, approximately 
6–8 h from the state capital. Each community has ~ 1000 
inhabitants, most of whom live in extreme poverty [11].

CES mental health programme
CES aims to strengthen the PHC system to improve 
access to quality health care. The organisation facili-
tates the delivery of general health services (including 
mental health) in 10 PHC clinics through the follow-
ing implementation strategies: (1) programme financ-
ing, (2) capacity building of medical doctors (MDs) 
through high-intensity training and on-site supervision, 
(3) printed materials for clinical decision-making, (4) 
monitoring through a health information system (HIS), 
(5) ensuring medication supply, (6) “community-based 
accompaniment” [12] by community health workers 

Conclusions: Mental health programmes at PHC can be implemented when adequate support and supervision 
structures are in place, and key resources are available. There is an urgent need for health systems strengthening to 
support efforts to provide mental health care, and to link PHC with locally‑relevant social interventions.
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(CHWs) and (7) support for referrals to specialist ser-
vices. Previous studies have found these strategies to be 
effective for the provision of care for various health con-
ditions in other low resource settings [13].

For mental health, a coordinator oversees the delivery 
of mental health services and capacity building activi-
ties, and provides support for the management of com-
plex cases. All mental health services are delivered by 
MDs, who rotate every year, in the clinics, and CHWs 
in the community. MDs are contracted by the MoH but 
appointed by CES. CES also provides an additional sti-
pend to MDs. Services are designed according to mhGAP 
(Version 2.0) [14] adapted clinical guidelines and include 
case identification, diagnosis, pharmacological treat-
ments (i.e. prescription and supply of antidepressants, 
benzodiazepines, mood stabilisers and antipsychotics), 
individual and group talk-based interventions, and home 
visits. A full description of the programme can be found 
in Fig. 1.

Study design
We employed a mixed-methods convergent study design. 
Between May 2017 and February 2018, we collected 

quantitative and qualitative data simultaneously and 
compared the complimentary data sets to more holisti-
cally understand the CES mental health programme 
implementation. To integrate the quantitative and quali-
tative data, we identified common findings across the 
data sets and compared them to determine how these 
confirmed, disconfirmed or enhanced understanding of 
each other [15].

Quantitative data
Sample
We included all service users registered in the HIS (i.e. 
electronic medical records stored in CES’ Microsoft 
Access database) who received a consultation at any of 
the 10 CES supported clinics and met the following cri-
teria: (1) 18  years of age or older, (2) diagnosed with a 
mood (i.e. depression, dysthymia or bipolar disorder), 
anxiety or mixed disorder, and (3) had attended the clinic 
at least once between December 2016 and December 
2017 to receive services for a mental health complaint. 
We included people diagnosed with a mood or anxi-
ety disorder as the CES programme specifically targeted 
this group, and 95% of the programme’s service users 
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received treatments for these disorders [7]. We excluded 
children, adolescents and those who were diagnosed with 
psychosis or had experienced psychotic symptoms given 
that these service user groups require significantly differ-
ent services.

Quantitative data collection
We extracted de-identified routinely collected service 
user data from the organisation’s HIS for the period 
between December 2016 and December 2017. Extracted 
data included sociodemographic indicators (sex, age, and 
community of residence), clinical characteristics (diag-
nosis, PHQ-9 and GAD-7 scores, presence of comorbid 
conditions, treatment allocated, medication prescrip-
tions, and months in treatment) and clinical notes (MDs 
records at diagnosis and follow-up consultations). Less 
than 1% of data was missing. We selected dose and fidel-
ity as relevant process indicators based on the Medical 
Research Council (MRC) guidance on the evaluation of 
complex interventions [16] and developed indicators 
based on the programme’s guidelines (Table 1).

Quantitative data analysis
We used descriptive statistics to summarise the sociode-
mographic and clinical characteristics of the clinical sam-
ple. The clinical notes were coded using a pre-established 
system developed using programme guidelines. The cod-
ing system can be found in Appendix 1. One researcher 
coded all clinical notes and a second researcher inde-
pendently coded a random sample of 20% of these notes 
to check the reliability of the coding. The coding was in 
agreement in 87.4% of cases. We then calculated means 
and proportions to describe process indicators. All analy-
ses were conducted in RStudio (Version 1.1.453).

Qualitative data
Sample
For the qualitative data collection, we used a convenience 
sample. During the study period there were a total of 14 
MDs and 13 nurses working in CES supported clinics, 
and 10 clinical supervisors, two programme coordina-
tors, six administration staff and five organisation direc-
tors working for CES. We aimed to include all members 
of staff working for CES and CES supported clinics as 
they were all directly or indirectly involved in the pro-
gramme implementation, however we were only able to 
include those available for a face-to-face interview. The 
sample was comprised of 12 MDs who delivered men-
tal health services, eight nurses who were not directly 
involved in the mental health programme but supported 
the delivery of general health services, four clinical super-
visors who provided monthly on-site support to MDs, 
the mental health programme coordinator, the maternal 

health programme coordinator who oversees the mental 
health care of women during or after pregnancy and two 
organisation directors who oversee the overall activities 
of CES.

Qualitative data collection
We collected qualitative data to assess the implementa-
tion outcomes (penetration, fidelity, acceptability, appro-
priateness, and feasibility) selected according to the 
framework developed by Proctor and colleagues [19]. 
Two experienced Spanish-speaking qualitative research-
ers conducted two focus groups (with two directors, two 
programme coordinators, and six MDs), and 24 semi-
structured interviews (with 12 MDs, eight nurses, and 
four clinical supervisors). Guides for data collection can 
be found in Additional file 1: Appendix S2.

Data collection took place in the main office of the 
organisation, clinics or residences of participants, 
according to their preference and depending on the avail-
ability of a private space. All interviews and focus groups 
were audio recorded, except in two instances when con-
sent was not provided, so detailed notes were taken. All 
audio recordings were transcribed verbatim by bilingual 
researchers. GME checked the quality and accuracy of 
these transcriptions.

Qualitative data analysis
Framework analysis was utilised to analyse the qualitative 
data. We followed a process of (1) data familiarisation, 
(2) coding, (3) development of an analytical framework, 
(4) framework application and (5) interpretation [20]. 
We used pre-established definitions of implementa-
tion outcomes [19] to develop the analytical framework. 
The analysis was conducted in Spanish. Two bilingual 
researchers familiar with the context translated relevant 
quotes to English. The accuracy of these translations was 
assessed by a group of independent bilingual researchers, 
and changes were made if needed.

Results
Penetration
We used quantitative and qualitative data to explore 
the extent of penetration of the CES mental health pro-
gramme, defined as the extent to which the programme 
activities have been integrated into the organisation and 
the PHC clinics. According to clinical supervisors and 
MDs, training and supervision for mental health care 
are delivered as part of a general curriculum that aims 
to support MDs in all areas relevant to PHC, including 
maternal health, nutrition, chronic conditions and infec-
tious diseases. All participating MDs reported provid-
ing mental health services at PHC clinics, which include 
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diagnosing, prescribing pharmacological treatment and 
providing talk-based interventions.

Between December 2016 and December 2017, MDs 
delivered at least one mental health consultation to 
486 adults diagnosed with a mood or anxiety disorder 
(Table  2). The majority were women (84.4%), around a 
third were between 18 and 29 years old (34.5%), and two-
thirds were living less than 30  min away from the clin-
ics (66.3%). Most were diagnosed with a mood disorder 
(68.2%), about half were experiencing severe symptoms 
at diagnosis (50.9%) and 16.7% had a comorbid physical 
condition (i.e. diabetes, cardiovascular diseases, epilepsy, 
pregnancy, or asthma). Almost half of service users only 
received pharmacological treatment (44.6%). The major-
ity did not have a community health worker allocated 
(82.9%) and had been receiving services for more than 6 
months (> 70%).

Most participants highlighted that the support offered 
by CES for the mental health programme through the 
appointment of a programme coordinator and funds 
for the purchase of medications has been key to its pen-
etration. This support acknowledges the importance of 
addressing the mental health needs of service users at 
PHC services, provides necessary resources, and builds 
capacity to do so: 

“The organisation facilitates things because if it was 
not for its initiative to treat mental health, there 
would not be any services for mental health. If I were 
only supported by the Ministry of Health, I would 
not know what to do with mental health [service 
users].” (Com6X, MD, male)

Fidelity
We used both process indicators and qualitative data to 
assess fidelity, i.e. the extent to which the programme was 
delivered as intended. In this section, we explore fidelity 
to guidelines, dose of services delivered, and quality of 
services.

Fidelity to guidelines
MDs at CES supported PHC clinics identified service 
users with potential mood or anxiety disorders, and 
made diagnoses. 63% of service users were diagnosed 
according to programme guidelines, 25% did not undergo 
a clinical assessment, 5% did not complete an assessment 
scale, and 7% had missing data that prevented determina-
tion of the diagnostic process. MDs also provided both 
pharmacological and talk-based interventions at the 
clinics. Treatment was allocated in full accordance with 
guidelines for 28% of service users. Of the 72% (N = 350) 
service users that were not delivered treatment according 

to guidelines, in the majority of cases this was due to a 
lack of talk-based interventions (Fig. 2).

Of the 1770 mental health follow-up consultations 
delivered, MDs used a scale to assess symptoms in 76% 
of consultations, and further explored key symptoms 
and relevant life events in 52% and 41% of consultations 
respectively. A talk-based intervention was provided in 
24% of mental health follow-up consultations.

Table 2 General characteristics of  the  clinical sample 
(n = 486)

Total

N %

Sex

 Female 410 84.4

 Male 76 15.6

Age

 18–29 166 34.5

 30–39 137 28.5

 40–49 74 15.4

 50–59 57 11.9

 > 60 47 9.8

Residing 30 min or less from clinic

 No 164 33.7

 Yes 322 66.3

Diagnosis

 Mood disorders 331 68.2

 Anxiety disorders 127 26.2

 Mixed 27 5.5

Severity at diagnosis (according to PHQ‑9 or GAD‑7)

 Severe 214 50.9

 Moderate 121 28.8

 Mild 60 14.3

 Minimal 25 5.9

Other medical conditions

 No 398 83.3

 Yes 80 16.7

Type of treatment

 Both 129 32.7

 Pharmacological 176 44.6

Talk‑based interventions 90 22.8

Community health worker assigned

 No 403 82.9

 Yes 83 17.1

Months in treatment

 1–6 139 28.6

 7–12 191 39.3

 13–24 75 15.4

 25–36 44 9.0

 37–50 37 7.6
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The majority of MDs and clinical supervisors report 
finding the materials available for the delivery of men-
tal health services, such as the guidelines and other aids 
to provide talk-based interventions, as useful. Materi-
als offered helpful reminders and made MDs feel more 
comfortable providing these treatments. However, about 
a third of MDs reported that guidelines remained under 
review by the clinical director for many months and, in a 
few instances, they were not available in a printed format, 
both of which made it difficult to access relevant infor-
mation in a timely manner, negatively impacting fidelity.

Dose of services: proportion of attendance to follow‑up 
consultations
Less than half (41.6%, n = 202) of service users attended 
more than 50% of their corresponding follow-up con-
sultations. To calculate the rate of non-attendance, we 
analysed data for 335 service users that were enrolled in 
the programme during the study period. All service users 

attended their first consultation, but only 20%–37% of 
subsequent consultations were attended (Fig. 3).

Attendance at follow-up consultations was an impor-
tant challenge to programme fidelity. A few providers 
perceived that low attendance is an indicator that some 
service users are not benefitting thoroughly from the 
mental health services:

“I’m not very convinced that [the treatment impact] 
will be a long-term thing. Because many times there 
is low adherence. [Service users] come once, and per-
haps they let out everything they have been carrying 
since who knows when. They feel better […] and then 
they don’t come back. I’ve seen it with some patients, 
it’s a cycle of maybe two, three months and [then] 
they come back because [the cycle starts] again.” 
(Com1X, MD, female)

Low attendance could be attributed to the limited 
appropriateness of the programme to the service users’ 
needs. The lack of social services, difficulties in the com-
munication between providers and users, and distance to 
clinics were some challenges identified by health provid-
ers (see Appropriateness section).

Quality of services
The qualitative data also provided insight into barriers to 
the delivery of quality services. Most MDs reported dif-
ficulties providing mental health services at the begin-
ning of their placement, since they received virtually no 
mental health training in medical school. MDs mainly 
expressed concerns regarding the delivery of talk-
based interventions, since these require skills for which 
they have not been trained. Most MDs worry that the 

57%
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pharmacological treatment
followed, no talking-based
interven�on

Guidelines for
pharmacological treatment
not followed, no talking-
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Fig. 2 Reasons for lack of treatment fidelity (N = 350)
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talk-based interventions that they are providing are of 
poor quality and hence not useful to service users. How-
ever, experience along with exposure to monthly training 
and supervision were reported to help improve the qual-
ity of services: 

“I can’t say that there’s something in particular that 
has made [me] improve. I think that it’s been a bit of 
everything. The courses. When [the programme coor-
dinator] was here and sent me some articles […] and 
the experience in general.” (Com7X, MD, male)

Acceptability
We used qualitative data to explore the level of accept-
ability, i.e. the degree of agreement or satisfaction, of 
health workers with the CES mental health programme. 
This was discussed in relation to involvement in training 
and supervision, delivery of mental health services, and 
management of the needs of the service users.

All MDs acknowledged the need for mental health 
care and their limited knowledge and skills to provide it, 
therefore they were open to receiving training to deliver 
it. Acceptability from health professionals came from 
a sense of responsibility to provide needed pharmaco-
logical and non-pharmacological treatments. MDs rec-
ognised that they were the only personnel available to 
provide mental health care due to human resource short-
ages, and the difficulties in accessing other mental health 
services: 

“I know that probably what they are going to tell 
me, or what they come to express, they cannot tell 
to anyone else. If I do not listen to them, no one else 
will. […] I think it is that commitment.” (Com1X, 
MD, female)

However, according to about half of the MDs, the needs 
of mental health service users were perceived as chal-
lenging. Service users have problems that MDs are not 
used to treating and require lengthy talk-based support 
which can be difficult to offer due to time constraints and 
the emotional effort they entail. MDs feel they are treat-
ing people going through a large amount of social suffer-
ing, whose health is affected by social factors which they 
cannot address. Limited skills from MDs to deal with 
these challenges led to a sense of low self-efficacy, which 
affected acceptability:

“I asked the questions, but I felt my patients did not 
find anything that I was doing helpful. I think they 
felt the same. […]My first mental health consulta-
tions were chaotic and disorganised. They impacted 
me because I felt useless and powerless in the face of 
[service users’] extraordinary problems.” (Com10X2, 

MD, male)

MDs received positive validation of their work when 
they could observe positive outcomes in service users, 
which also improved acceptability: 

“There are days when you are tired, but when you see 
a patient is improving or that they are better able to 
do things in their daily lives […] that gives you the 
energy you need.” (Com7X, MD, male)

Appropriateness
We explored perceived appropriateness from the per-
spective of the health workers (i.e. the fit, relevance or 
compatibility, of the mental health programme to their 
needs and those of service users) through qualitative 
data. Several topics were discussed: the extent to which 
mental health guidelines and materials fit the needs of 
MDs in the clinic and during the consultation, the fit 
between capacity building needs of MDs and actual train-
ing and supervision available, and the appropriateness of 
the programme for the needs of service users. Regarding 
mental health guidelines and materials, all MDs reported 
that these are easy to use within their daily practice as 
they are presented in a concise and simple manner, and 
also use language that is easy to understand for both cli-
nicians and service users.

In terms of capacity building, all MDs reported that 
training sessions were helpful but insufficient to develop 
the skills that mental health consultations require. 
Supervision and training delivered on site by specialists, 
although limited due to human resource shortages, were 
seen as more appropriate for MDs’ needs as they allowed 
MDs to observe what tools and techniques are used to 
approach real-life scenarios and further apply them in 
their practice. Finally, according to all participants, many 
of the service users have mental health needs that arise 
from social circumstances, such as economic insecurity 
and exposure to gender-based violence or trauma, which 
cannot currently be addressed due to the lack of social 
services and targeted treatments:

“One of my patients suffered from sexual violence 
[…] If we were in, say, Denmark, […] my role would 
be different. I would be a health provider who would 
do the first contact and behind me would be a large 
and prepared team with a lot of resources to give 
my patient better care than I can do on my own, 
not because I do not want to give her better care but 
because I do not have the tools to do so.” (Com10X2, 
MD, male)

Even though scales like the PHQ-9 have been validated 
for this population and talk-based interventions have 
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been developed to respond to users’ needs, using these 
tools during the consultations can be difficult due to dif-
ferences in culture and language mannerisms between 
providers and service users. A clinician explained the fol-
lowing about the difficulties of using the PHQ-9:

“Sometimes the definition of sadness is relative and 
in each consultation you have to remind people 
what each thing means. […] It is possible that it is a 
communication issue.” (Com7X, MD, male)

In settings with limited infrastructure and high levels of 
poverty, community-based and outreach services may be 
more appropriate compared to services in PHC clinics, 
as many service users face numerous challenges, such as 
long and costly journeys, to access services at the clinics:

“For example, if patients come from [the commu-
nity] they have to pay [for] a trip. The distance [is a 
difficulty] as well because it is very far and they have 
to walk. Some patients have told me that they were 
not able to find a car, and they had to walk up the 
hill, for […] many hours, like 3 or more.” (Com1W1, 
nurse, female)

Feasibility
We used qualitative data to explore health workers’ per-
spectives related to the extent to which the programme 
was feasible, i.e. could be implemented within this par-
ticular health setting and context. The support and 
resources available from CES, and time and specialist 
human resource shortages were discussed.

Delivering mental health services at included PHC clin-
ics was deemed feasible to a certain extent. Providers 
reported the support structure provided by CES makes 
the delivery of services possible. In this sense, all MDs 
and clinical supervisors highlighted that the CES men-
tal health coordinator manages training and supervision, 
provides advice when dealing with difficult cases, and 
helps coordinate referrals to other services in the state. 
In terms of resources, important and complementary 
aspects are the availability of printed materials to provide 
mental health treatments and pharmacological treat-
ments, which are provided by CES: 

“In certain cases, you need medication and if we do 
not have [any] its worrying because […] the closest 
pharmacy is hours away. Or you can have the best 
medications available but if you are not trained to 
know how to use it, then it is useless.” (Com10X, MD, 
female)

Most MDs emphasized the importance of supervision 
in enabling them to work in the PHC clinics. Supervisors 
help them with clinical decision-making but also help 

them deal with the frustration caused by large workloads, 
the lack of efficient referral systems, and, on a personal 
level, living in a remote community, far from relatives 
and friends, and with limited capacity to communicate 
with them:

“[…]They come and help me in my work every month. 
I think without the supervision I would not be able 
to solve many problems […].  It helps a lot that [my 
supervisor] comes and listens to me, personal prob-
lems with my friends, my family, everything, about 
here, the community, how I feel. Both personally and 
professionally, the supervision is helpful.” (Com5X2, 
MD, male)

However, the limited knowledge and experience of 
clinical supervisors in treating mental health conditions 
was considered a barrier. Since clinical supervisors had 
no specialist training in psychiatry or psychology, a few 
MDs felt that they were no better equipped than them in 
providing mental health services. Moreover, most clini-
cal supervisors identified their lack of training to mentor 
others in the development of skills relevant to the provi-
sion of mental health services as a challenge:

“I think we need a monthly or bimonthly class to 
learn what we can do to improve our supervision of 
mental health […] so that we are told what the MDs 
are doing well and what they can improve.” (Sup4, 
clinical supervisor, male)

We identified two key challenges to the delivery of ser-
vices within the programme: (1) time constraints coupled 
with the many competing priorities present at the clin-
ics, and (2) the limited availability of specialists to pro-
vide mentorship to MDs. A common concern amongst 
supervisors was the difficulty of providing good quality 
support in all areas due to the time constraints and the 
numerous requirements of each health programme man-
aged at the PHC clinics:

“It is very difficult to deliver quality […], so I think 
that something that happens is that each person 
delivers quality and focuses on what they care about 
the most or on what they feel the most competent 
in or on what they feel can help the [MD] the most 
because you cannot give quality in everything, and it 
is obvious because there are too many tasks.” (Sup2, 
clinical supervisor, male)

MDs also report they have to allocate time and effort to 
complete many different activities. The majority of MDs 
report frustration with not being able to allocate more 
time to look for service users who have not returned to 
the clinic or to conduct home visits, and also consider it 
unfeasible to complete all the tasks and paperwork that 
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are required by CES and the Ministry of Health. The time 
available for each consultation is an issue according to 
most MDs as in many cases service users require services 
for more than one health complaint:

“I think the majority of mental health patients 
should have longer consultation times because you 
have to do a lot with them, […] apply the PHQ-9, 
check that there are no adverse effects from the med-
ication, […] check for physical things, but the most 
important is that it is the time the patient has to 
talk, unload, and also the time that psychoeduca-
tion requires. […] I cannot give that in 15 to 20 min.” 
(Com3X, MD, female)

All MDs and clinical supervisors perceive there is a 
need for more involvement of either psychologists or 
psychiatrists to improve the training and supervision 
and also to advise on difficult cases. Related to this, they 
report that due to their limited experience in delivering 
treatment for people with mental disorders and the lack 
of secondary and tertiary services available for service 
user referrals, people who have complex symptomatol-
ogy and require psychotherapy are left with inappropri-
ate care: 

“We are lacking trained professionals like psycholo-
gists or psychiatrists that can give us feedback and 
advice. […] And the fact that there are no mental 
health specialists in the state to refer to or to get sup-
port from also makes things very difficult because we 
have seen that what makes our work easier is to have 
a support structure and we do not have it at other 
levels of care.” (Sup1, clinical supervisor, female)

Discussion
The CES programme was successful in  terms of achiev-
ing the integration of mental health services into 10 PHC 
clinics located in a rural area of Chiapas, Mexico. A sum-
mary of programme strengths and remaining challenges 
can be found in Fig.  4. The penetration of programme 
activities was evidenced by the presence of capacity 
building activities and the routine delivery of mental 
health services, including identification of service users 
with mood or anxiety disorders, diagnosis, and treat-
ment delivery. A key driver for penetration was the pres-
ence of a programme leader and a team that promoted 
the delivery of mental health services and provided con-
tinuous support to do this. The programme was also 
largely acceptable to providers, as evidenced by provid-
ers’ engagement and commitment to programme activi-
ties. Programme fidelity was not fully achieved given 
the low rates of attendance, and limited adherence to 
treatment guidelines. Low attendance can be attributed 

to challenges travelling to the clinics due to lengthy and 
costly journeys, as well as a lack of interventions that 
tackle the service users’ social needs (e.g. poverty and 
intimate partner violence). Adherence to treatment 
guidelines by MDs was limited, as talk-based interven-
tions were not provided in the majority of consultations. 
Key challenges included the limited availability of train-
ing and on-site supervision by specialists, as well as lim-
ited time due to the numerous tasks that providers are 
responsible for, and the large patient loads at the clinics. 
Despite feasibility challenges, the essential support and 
resources provided by CES, including mentoring, guide-
lines, printed materials, and medications made the pro-
gramme implementation possible.

A previous study in Mexico highlighted the difficulties 
of delivering mental health services in PHC due to an 
overwhelming lack of resources (i.e. budget constraints, 
lack of medications and sufficient human resources) at 
this level of care [21]. Our findings indicate that the pres-
ence of strategies that strengthen the service delivery 
platform (i.e. adequate financing, the inclusion of ongo-
ing capacity building mechanisms, information systems 
to monitor progress and ensuring medication supply) 
are essential to implement mental health programmes in 
PHC [22, 23]. Similar to previous literature, we also found 
that important challenges that need to be addressed are 
frequent turnover of health personnel [22], the skills and 
time requirements to deliver talk-based interventions 
[24], and the need of specialists to support PHC provid-
ers and ensure that services delivered are of quality [25]. 
To overcome some of these challenges, besides adequate 
resourcing, committed leadership and support teams are 
also key to promote implementation and provide contin-
uous assistance in this process [26, 27].

The essential need for capacity building mechanisms 
that include adequate and ongoing support and super-
vision, has been highlighted as relevant by other pro-
grammes integrating mental health services at PHC [28]. 
Previous research indicates that rather than single train-
ings, apprenticeship models are required for effective 
implementation [29]. According to our findings and 
previous research, capacity building can improve self-
efficacy [24], and in this programme supervision was 
essential to help providers manage the stress caused by 
working in underserved areas where high levels of social 
suffering are witnessed. It is possible that the high levels 
of acceptability reported by health providers can also be 
attributed to the presence of capacity building mecha-
nisms, which are dissimilar to what has been observed 
in other Mexican settings where levels of stigma from 
health providers’ are high [21]. Collaborative care mod-
els have been promoted as a solution to make more effi-
cient use of resources and redistribute workloads [30]. 
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Other programmes have pointed out that appropriate 
implementation of this model requires the recruitment 
of new cadres, e.g. CHWs, to deliver non-pharmaco-
logical treatments and manage the chronic care needed 
by mental health service users [31, 32]. Previous studies 
have also shown that the use of CHWs for the delivery 
of talk-based interventions is satisfactory and acceptable 
to service users [24], which can increase adherence [31]. 
Our findings also indicate that recruiting CHWs might 
be necessary to decrease the workload of PHC provid-
ers and deliver talk-based interventions more effectively 
(i.e. with higher frequency and improved adherence). 
Moreover, increasing the availability of psychiatrists and 

psychologists to support capacity building, and strength-
ening specialist services to refer those service users with 
complex needs are also necessary steps for successful 
implementation [33].

Finally, the role of intersectoral collaboration in tack-
ling the social determinants of health has been previ-
ously emphasised [34], and it is especially important in 
settings where the risk of poor mental health is greater 
due to high levels of poverty and other social risk factors 
[35]. To appropriately tackle the social needs of service 
users we will need to develop targeted interventions that 
address gender-based violence, income and food insecu-
rity, and other structural issues in these and other similar 
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settings [36]. In this sense, there is an important role for 
the inclusion of links to social work interventions in the 
planning of PHC based programmes [37]. Furthermore, 
increasing community based services through CHWs and 
community participation is essential to accomplish better 
access to interventions that tackle both health and social 
needs [38, 39]. The outreach nature of community-based 
services delivered by CHWs can help overcome logistical 
challenges (e.g. travelling times, costs, and waiting times) 
that hinder attendance [40]. This is especially relevant 
in remote and rural settings with high-levels of poverty 
where even PHC clinics can be too hard to reach [41].

The current study has several strengths. We used a 
comprehensive methodology that both described the 
implementation of the mental health programme, and 
described how this was achieved [15], and selected imple-
mentation outcomes based on relevant frameworks [16, 
19]. The selection criteria for both samples aimed to be as 
unrestrictive as possible to improve representativeness. 
The data collection was performed by researchers who 
spent at least a year in the field, which increased famili-
arity with the context and buy-in from the programme 
staff. Qualitative data was checked for quality, and trans-
lations of quotes were done by multiple researchers. We 
also ensured high quality of quantitative data by using 
several techniques, including cross checking between the 
HIS and other data collection tools, and double-coding of 
fidelity scores.

In terms of limitations, for the qualitative study we 
used a convenience sample due to time constraints, 
however we included 56% of the programme personnel. 
Administrative staff perform important activities for the 
programme, but none of them were included for practical 
reasons. Service user perspectives were also not included 
in the current analysis, but are presented elsewhere. For 
the quantitative component although there were very 
few instances of missing data due to provider error, 
there was a lack of standardized guidelines for recording 
data, which meant the quality of clinical notes was vari-
able. Additionally, the clinical notes could not be inter-
preted as a perfectly faithful representation of all events 
that occurred during a consultation due to variability 
regarding what talk-based interventions entail. Finally, 
the generalizability of our findings might be limited 
given that providers’ of this programme report allocating 
between 15 and 20 min per consultation, which is signifi-
cantly more that the average of 5 min found by previous 
research [42].

Conclusions
The current study aimed to contribute to the scarce evi-
dence base on implementation of mental health pro-
grammes integrated in PHC platforms in low resource 

settings, which is needed given the difficulties in translat-
ing policy into practice. This study demonstrates that it is 
possible to deliver certain mental health services at PHC 
platforms by non-specialists when adequate resources, 
support and supervision structures are in place, even in 
low-resource, rural, and remote settings. MDs identified 
service users with mental health conditions successfully 
and performed appropriate clinical assessments. How-
ever, talk-based interventions, an important element 
of programme guidelines, were rarely delivered. Fidel-
ity to guidelines is constrained by the lack of mental 
health training MDs receive related to mental health in 
their professional education and the limited availability 
of mental health specialists to provide mentorship. The 
majority of service users did not attend more than one 
follow-up consultation. Distance and lack of social sup-
port services need to be tackled to increase the appro-
priateness of services for service user needs. Integration 
of mental health care services in PHC in Mexico will 
require improved financing and resource management 
of PHC and specialist services, ongoing capacity build-
ing, the development of effective referral systems, further 
development of community-based services, and to link 
PHC with locally-relevant social interventions.
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