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             FROM THE EDITOR
– OLUFEMI OLUGBILE” 
I wish to welcome everyone to the third-quarter edition of our Newsletter for the year 2010.
2010 has been a very hectic year so far on the African continent. There have been a number of positive, ego-boosting events recorded, such as the massively successful football World Cup that was hosted by South Africa.  On the other hand depressing tales of conflict and want abound still, despite the best efforts of many people to improve the quality of life of the generality of the people.

In this edition, we focus on a theme that could well be dubbed ‘Translational Psychiatry’. It is a curious term to use, and at first may make the reader furrow his eyebrow in puzzlement. The explanation is quite simple. One of the innovations of the past decade or so – in some places going somewhat farther back – has been the creation of Departments (or Units) of ‘Translational Medicine’ in many of the frontline medical colleges of the world. It is now virtually a staple. The genesis of the concept, and the need to formalize it by creating the structure to articulate it, derives from a recognition that the best research effort needs to be bent towards making some kind of impact (hopefully for the good!) on human society and the human condition. In reality the intentions of the people charged with ‘Translation’ may not be quite as high-minded and disinterested as the term would seem to suggest. The truth is that a good ‘Translation’ pedigree is a surefire way to attract research funding, especially in America. It is also the road to the Nobel prize, for some.

In no field is ‘Translation’ required quite as much as in the field of Mental Health. In no area of life do so many people stand to benefit so fundamentally from a positive ‘Translation’ of relevant new thinking and research effort as in the area of mental health and illness. For a long time, mainstream mental health thinking and practice had appeared to follow a reductionist, ‘atomistic’ approach which was not much concerned with the socio-political context of illness, both in its manifestation and its possible remedy. Thankfully the focus is shifting now, especially as it concerns Africa and certain other parts of the world. 

In this issue, there is a report of the first major effort to train people directly in the field from all the units of a major population area (in this case the Lagos State of Nigeria) on recognition and management of basic mental illnesses, with a view to turning them into not only the first level of treatment agents, but also an educational resource in the community, and the first and most essential link in a bidirectional referral chain designed to effectively grapple with the actual size and ramifications of mental illness morbidity in society. In the original design, the plan had been to seek funding assistance from the Royal College for the exercise as part of the 2010 budget of the African Division. However things moved so fast in the end that it was decided to catch the moment and proceed anyway. The results are an encouraging pointer to the fact that it is sometimes possible to do a great deal with not a lot!

The other contributions in this edition basically follow on the ‘expanded’ sociological brief that mental health care planners and practitioners are finding themselves occupied with in what may be shaping up to become the new ‘Greater Psychiatry’ of the future.

As usual we encourage readers to share their thoughts on the matters addressed here, or any other matters germane to mental health practice in Africa, with us. 

It is your Newsletter. Please enjoy it.

E mail: femi_olugbile@yahoo.com
· TRAINING WORKSHOP FOR LAGOS STATE PHC WORKERS IN RECOGNITION AND MANAGEMENT OF COMMON MENTAL ILLNESSES AND SUBSTANCE ABUSE- BOLA OLA
	


Introduction

Lagos State remains the most cosmopolitan and principal commercial city in West Africa. It harbours many big industries, as well as the largest seaport and airport in the region. Its population is estimated at 15 million. Considering the cosmopolitan nature of Lagos, its large population with poor health indices as well as the relatively high industrial and trading activities and the easy availability of several brands of alcohol in the city, mental health problems are likely to be rife. However, social welfare services are severely restricted and unemployment is rife, particularly among youths and graduates. There are 1.5 psychiatrists per 1 million people in Lagos. 

Extrapolations, from a 2005 Mental Health and Well-Being Survey, which included Lagos, suggested that 1.5 million residents in Lagos had a lifetime rate of at least one DSM-IV disorder, and about 900,000 had 12-month rate. Anxiety disorders were the most common. About 98% of those who had mental health problems were not receiving any form of treatment in the last 12-months. For those who received treatment it was mostly provided by health care workers. 

In the context of the above environment, mental health services would need to be fully decentralized and the process of integration of mental care into the primary and general health care would be welcome. And it was against this background that a training workshop on recognition and treatment of common mental disorders and substance abuse for Primary Health Care Workers in Lagos State was conducted in two batches on 23rd/24th August and 30th/31st August, 2010. This workshop was organised by Department of Psychiatry, Lagos State University Teaching Hospital in collaboration with stakeholders and policy makers from Primary Health Care (PHC) Board of Lagos State, Primary Health Care Unit of College of Medicine, University of Lagos and Awele Foundation. 

Planning Meeting

Meetings and discussions were been held between LASUTH and PHC Board offices in Ikeja, Lagos and focal points Ministry of Health, partners and stakeholders on the draft of workshop document to scale up mental health services in Lagos State.

The meeting deliberations resulted in:

• Planning towards training of health personnel to recognise and treat common mental health disorders including substance abuse at primary health care facilities

• Programme agenda and venue for the workshop

• Identification of participants (health providers, partners and stakeholders) for workshop 

Workshop Objectives: 
to provide background training in mental health concepts

to provide information on current mental issues in Lagos 

to provide training, at an introductory level, in the use of manuals/algorithms to recognize and treat common mental disorders including substance abuse and model of referral and back-referral, through interactive lectures, role plays and hands-on application

to ascertain the present capacity and future training needs
to provide continuous technical support for participants  
The training package was adapted from manuals used for the training of primary care workers in low income countries and that had previously been used to train primary health care workers in Kenya, and Ghana. It covered depression, anxiety, epilepsy, dangerousness and manageability, stigma, and crisis management. Due to the relatively short period for the course, and the limited experience of most participants, the training did focus on use of simple manuals for diagnoses, treatment and counseling. Nonetheless, the training emphasized the close relationship between mental and physical health in general practice and the relevance of mental health to the attainment of the Millennium Development Goals.

Participants:

Participants were chosen from all the 20 Local Government Areas (LGAs) and 37 Local Council Devlopment Areas (LCDAs) of the State. From each LGA, a medical officer, a pharmacist, a nurse and a community health officer were chosen. There were 200 participants in all comprising of 41 medical officers, 15 pharmacists, 75 nurses, and 69 community health officers. 

Evaluation by Participants

On the last day of the course, participants were asked to fill out a course evaluation form. Assessment forms were anonymous. Out of 200 participants that received evaluation sheets for this workshop 192 returned the forms filled correctly. The evaluation is based on the correct responses by the respondents, incorrect responses were disregarded. 

Respondents were highly motivated to attend the workshop based on its ‘title and description’ (92% of respondents), as well as to ‘further develop and strengthen skills’ (83% of respondents). In addition, 9% of respondents indicated that they attended not knowing what actually to expect from the workshop. Overall, 95% of participants rated the overall workshop modules as either ‘very useful’ or ‘useful’. 

In the form each portion of the course was graded on the following scale: 1 = bad, 2 = unsatisfactory, 3 = average, 4 = good, 5 = excellent. In addition, participants were asked to provide 3 statements on the best aspects of the course, and 3 statements on the worst aspects of the course. In general, the assessments were favorable, with an overall average of 3.9 (“good”). The most common positive aspect of the course was considered to be the introduction of new management approaches and skills. The most common negative comment was that of insufficient time, followed by the concern over monetary allowances provided during the course (the costs of transportation, meals and accommodation were paid for all participants). Ninety six participants suggested providing more materials and print-outs of the slides. Respondents also commented that they would like to see separate and specific training workshops for mood disorders, anxiety disorders and counseling in the future. 
FOR MORE INFORMATION: 

Contact wobola@yahoo.com,
MENTAL HEALTH AND SOCIO-ECONOMIC AND POLITICAL TURBULENCE- -  DAVID M. NDETEI, 
Right now there is unsettled atmosphere and apprehension mainly in Northern America and the European Union but also in many part of the World concerning the unstable global economy.  People are increasingly beginning to revisit the Great depression of the 1930’s to see what was learned then that could be of relevance today. Thus the 13th International Congress of the International Federation of Psychiatric Epidemiology (www.ifpe2011.com), due in April next year in Taiwan, has the main theme: “Mental Health and Global Recession: Psychiatric Illness, Violence and Substance Abuse in Populations under Stress”   In another conference planned for March 2011 in Luthuania and sponsored by the Swedish Institute and the Institute for Research on Migration, Ethnicity and Society (viktorija.voolfson@gmail.com) of the topics to be covered include the human impact of the financial crisis and poverty and welfare.  These are but two examples of this emerging global concern.   

Any person from Africa who has lived and probably been into close contact with the events of Somalia, Southern Sudan, Liberia, just to mention a few, or has worked with the down trodden and the poorest of the poor living in urban slums without water, toilet facilities etc, can easily identify with this kind of apprehension.  Ever heard of the flying toilet?! – people who help themselves in what they call their living room, bedroom, kitchen all together in a space of two or three paces where they all live with several children; with cardboards or even paper for the wall and a roof – they help themselves into a plastic bag and fling it as a way of disposal - could land on somebody’s face, even mouth.  

Ever heard of communities where most men and also women are drunk by 6-8am in the morning?  Alcohol is their dear friend and companion who helps them to face the day because there is no work for them.  The alcoholic drinks are more plentiful, much more affordable than food and one can get drunk on less than 300 mls of highly potent alcoholic drinks at a cost  equivalent of less than 15 US cents i.e. about 1/8 (one eighth) of one (1)  US Dollar although still expensive for them.  They are lucky if they earn a dollar a day on which they are supposed to feed their large families.   And there is nothing else their families and children know as alternative life.  

These are the realities for many sectors of Africa populations that make what we saw in Haiti look like a joke or make the concerns of many Nations about the Global recession look like mere fuss.   It would be sadistic for these unfortunate people to say to the global community who are concerned about the looming recession – “Welcome to the party” but it is more sadistic to imply through attitude and behaviour that these realities do not exist in many sectors in Africa.  Like what we could learn from the Great depression of the 1930s, what could we learn from these unfortunate people about their levels of mental illness, their coping styles and their resilience and in particular their suicide risks and rates? Those concerned about the mental health aspects of global recession should be equally concerned about the mental health aspects of the groups just described. 

Further we need to find evidence based strategies for provision of mental health services, given the reality of the grossly inadequate resources – both human and financial.  This should be coupled with efforts to improve their economic and social status along the principles enshrined in the Global Millennium Villages concepts.  But even as we try to do so, we must not socially exclude the aliens in the name of refugees who are living amongst us and have been forced out of their home countries by violence or are internally displaced people.  Africa has far much more than its fair share of these situations.   

NIGERIA: EARLY BUY STEADY STEPS TOWARDS EVIDENCE-BASED COMMUNITY PSYCHIATRY- JULIAN EATON
Nigeria is known as the Giant of Africa for good reason.   With a population of 150 million people, and at least 250 distinct language groups, it is a diverse and complex country.   The 50th Anniversary of Independence celebrations on the 1st of October were marred by 2 car bombs.  These served as a reminder that the vast oil reserves in the south of the country have been both a blessing and a curse.  

The country has not achieved its potential in terms of development indicators, with 60% of the population living on less than a dollar a day, and life expectancy at birth now standing at 47 years.   The health and education system at PHC and local level has largely crumbled, though the large cities are still relatively well served for secondary and tertiary hospitals.

The situation with regard to mental health services is reflected in this.  There are around 120 psychiatrists (ie less than 1 per million).  The vast majority of these work in the specialist hospitals, which is also where all the small government mental health budget (less than 1% of the health budget) is spent.  There are around 15 specialist psychiatric hospitals (Federal Neuropsychiatric or Teaching Hospitals), which provide a reasonable standard of care, but this is restricted to in- and out-patient care.  There are few outreach services, and loss of contact with care following acute treatment is a major weakness in the system.  There is evidence to show that less than 15% of people with severe mental disorders like schizophrenia access care, and this is often very limited.  Traditional beliefs of a spiritual causation of mental illness  dominate, and this means that traditional healers or churches/mosques are usually the first place that families turn.  The human rights situation for persons with mental disorders is often dire, with chaining, imprisonment and beating being a common experience, particularly for those with psychotic disorders.  Social exclusion is a major  problem, for example children with epilepsy are often sent out of school due to the mistaken belief that their condition is contagious.  

The tragedy of Nigeria though, is that this is in a context of huge potential.  Not only does Nigeria produce the most oil in Africa, but it produces huge number of qualified people from its well developed tertiary education system.  Unfortunately, there is a huge problem with much of this talent leaving the country.  Despite the relatively few psychiatrists in the country though, it is a strong a vibrant community, who are well organised under the Association of Psychiatrists in Nigeria.  It has a strong history of producing psychiatrists and research which have had a global impact. Through this body, and in partnership with CBM, an international NGO, concrete steps are being made to take Nigeria forward in reform of mental health services, so that they better serve the needs of the population.

In 2009, a national Mental Health Action Committee was constituted under the Federal Ministry of Health, with support from the WHO.  This has been successful in engaging the  government, and draft legislation and policy documents are now ready.  Nigeria has been identified as a priority country for the WHO’s global mhGAP initiative, which means that there will be a focus on the country that should increase political will for change.  Some funds will allow for piloting of new community-based services based on the mhGAP model and recommendations.  Professionals are often the largest barrier to change, but there has been a slow but steady increase in interest from heads of institutions and other psychiatrists, as well as other professionals.  It is recognised that the situation where at least 90% of those who need serves cannot access them cannot be allowed to continue.  The tools exist for bringing about evidence-based change, and the political will is now there.

It has been a long process, but may offer some lessons to other countries at a similar point in their mental health service development:

· Mental health leaders need to be developed.  Standard training for psychiatrists does not sufficiently equip them with knowledge and skills for public health input and service development.  It is essential that these skills form part of specialist training.
·  Psychiatrists should be organising services where tasks are shifted towards nurses and other health staff rather than focusing only on clinical work.  This change in mind-set, and a willingness to work more collaboratively with other professionals outside of the hospital setting is essential.
· A long-term process of advocacy in the relevant circles in government is needed, combining provision of evidence and effectively communicated messages about how change can be brought about.  Early practical steps may be country situation analysis, legislation and policy development, and looking at funding mechanisms.  The most important element of this work though, is building relationships, and having a unified voice.
· It is only with a strong consensus from a broad alliance of stakeholders (including service users and families), that arguments are sufficiently strong and clear to be convincing and consistent.  Where there is the need, this alliance can also benefit from outside support and influence, such as NGOs and the WHO.  Not only is this helpful to gain the attention of government, but the evidence-based materials, and experience in other countries can inform the process.
It takes commitment and tenacity to bring about change, but if all stakeholders are carried along, this change will certainly happen.  

E mail: julian_eaton@cbm-westafrica.org
Contributions & comments to femi_olugbile@yahoo.com

- 6 -

