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ABSTRACT

Objectives: This study was conducted on the estimation of the effi-
ciency of mental health program in primary health care in Chaharmahal
and Bakhtyari province, situated in center of the Islamic Republic of
Iran, from 1999 to 2009.

Methods: One of the important objectives of mental health program is
screening of mental health disorders and follow up. According to the
prescription of mental health program, General Practitioners (GPs)
were appointed to screen under-covered individuals, treat patients and
also follow-up the patients with mental health disorders who needs
referring to psychiatric clinics. Diagnostic criteria of mental disorders
were based on American Psychiatry Association (DSM IV1994). Pa-
tients were categorized in four groups as follows: 1 - Severe mental
disorders, such as major depression, schizophrenia, bipolar disorders,
etc., 2 - Mild mental disorders, such as neurosis, anxiety, etc., 3 - Con-
vulsive disorders and 4 - Behavioral disorders. The convulsive disord-
ers and their types were diagnosed by physical examination and elec-
troencephalography. In order to screen mental retardation, intelligence
scale (IQ) score < 70 was considered as mental retardation. During the
10 years (1999 to 2009) of conducting program, all new diagnosed
cases were confirmed by psychiatrists. All data was recorded in health
files by trained GPs and they were assessed and justified by psychiatr-
ists.

Results: During 10 years after conducting and stabilizing integrated
mental health in primary health care, 13514 patients overall were newly
detected and followed. Ten years incidence of total psychiatric disord-
ers was estimated in about 15.9 per 1000 populations.

Conclusions: Integrated mental health care offers the opportunity to

increase access and develop efficiency of the mental health cares.
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INTRODUCTION

Mental disorders have profound, social, cultural and econom-
ic effects on communities worldwide.!"

Burden of mental disorders are increasing markedly in devel-
oping countries. According to WHO reports, 12% of the global
burden of disease is attributed to mental disorders and it will be

International Journal of Preventive Medicine, Special Issue, March 2012 S139

WWW.mui.ac.ir

[}
=)
=
<
T
=
=
O




Khadivi, et al.: Efficiency of mental health integration

increased to 15% of disability-adjusted life
years (DALYs) lost to illness by 2020.”

Cardiovascular disease and mental disorders
(after accidents) ranked second burden of dis-
ease which account 14% of DALY lost.?!

Integrated mental health services in commu-

nity creates opportunity for chronic mental pa-
tients who require continuous mental health
care. These services are highly accessible."*
There are many patients with chronic mental
illnesses who are stable, requiring only mainten-
ance medications and could be best managed in
the community."”

In Islamic Republic of Iran, a mental health
policy and program was initially formulated in
1986. The main components are advocacy,
promotion, prevention, treatment and follow-up.
The main strategy has been to integrate the men-
tal health program within the primary health
care system. From 1988 to 1990, successful pilot
studies were implemented in ShahreKord and
Shahreza in central Islamic Republic of Iran,
which showed significant increased knowledge
of health workers and improved skill in patient
screening compared with the control area. Ex-
pansion of the integration of mental health with-
in PHC has resulted in immense improvements
in the provision of mental health services.®

By achieving desired results, integrated men-
tal healthcare program had been extended to
rural areas of 24 provinces and also all regions
of community by 1998. To evaluate the efficien-
cy of integrated program in afflicted diagnosed
patients, this prospective uncontrolled study was
conducted after stabilizing project.

METHODS

This prospective uncontrolled, community-
based study was conducted on the average of
85000 urban and rural inhabitants of Chahar-
mahal and Bakhtyari (C and B) province si-
tuated in the center of Islamic Republic of Iran
(I.R. Iran) from 1999 to 2009.

According to the prescription of mental
health program, General Practitioners (GPs)
were appointed to screen under-covered individ-
uals continuously, at least annually and also
identify patients who suffer mental disorders and
who need to refer to psychiatric clinics.
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Diagnostic criteria of mental disorders were
based on American Psychiatry Association
(DSM 1V). Patients were categorized in four
groups as follows: 1 - Severe mental disorders,
such as: major depression, schizophrenia, bipolar
disorders, etc., 2 - Mild mental disorders, such as:
neurosis, anxiety, somatization, etc., 3 - Convul-
sive disorders and 4 - Behavioral disorders.

The convulsive disorders were diagnosed by
physical examination and were confirmed by
electroencephalography. In order to screen men-
tal retardation, IQ test by using the intelligence
scale was administered. IQ score <70 was con-
sidered as mental retardation.”

In this study, the behavioral disorders were
discussed as other diseases, and no attempt have
been carried out on addiction.

The process of patients’ screening, treatment,
follow-up and data collection in health centers
were supervised by psychiatrists (one psychiatr-
ist in every district). Sometimes lack of psy-
chiatrists in some districts were compensated by
trained concerned GPs in many psychiatric skills
and mental disorders management for better
supervision of patients, undergoing better access
to higher grade mental health services and de-
velopment of program. There was one psychol-
ogist besides the trained GP to consult families
of patients presenting with mental disorders. By
this strategy, there was no district without psy-
chiatrist or trained GP in this interval.

Executive committee of Shahrekord Univer-
sity of Medical Sciences (SKUMS) in the C and
B province supported programs financially and
allocated one psychiatrist professor as the scien-
tific focal point to supervise the program by pre-
senting in field every 3 month. Study was con-
ducted according to ethical standards and proto-
cols approved by Shahrekord University of Med-
ical Sciences.

There were attempted to pay attention to ci-
ties’ councils and well-known trustworthy per-
sons in each region, that would be amended the
misinterpretation of people about patients were
afflicted with mental disorders gradually. All
mental health outpatients at least received one
psychotropic medicine of each therapeutic class.
Besides them, majority of patients received one
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or more psychosocial treatments.® Due to low
socio-economical situation in this region
(C and B Province), all medical expenditures
(such as visits and drugs costs) were paid by
medical insurance institutions and SKUMS.
This policy also attracted lots of people includ-
ing rich citizen in urban areas to benefit from
these facilities.

Patients’ treatments were under the order of
doctors’ prescription without any compulsion or
specific limitation.

By deviating more than 10% Of 1500 go-
vernmental hospitals’ beds in C and B province
to mental disorders, the numbers of patients
referred to other provinces were reduced signifi-
cantly.

In health centers, all data were recorded in
health files by GPs, while in hospitals, nurses
were compelled to enter all data, according to
patients’ files confidentially. Psychiatrists as-
sessed and justified all documents ultimately.

Data Collection

During 10 years (1999 to 2009) of conducting
program in C and B province, all new diagnosed
cases confirmed by psychiatrists were entered in
this study. The data of the diagnosed patients
from the first 8 years of initial phase of mental
health program (before 1998) were excluded.

Data Analysis

The data were examined for significant asso-
ciations using SPSS version 11.0 for windows.
The chi-square was used for comparison of cate-
gorical variables. P < 0.05 was considered to
indicate statistically significant.

Table 1. Frequency of new mental disorders cases in ten years study in Chaharmahal and Bakhtyari province in I.R.

Iran

Khadivi, et al.: Efficiency of mental health integration

RESULTS

During the 10 years (1999 to 2009) of con-
ducting integrated primary care program in C
and B province, 13514 patients overall were
newly detected and entered to study and fol-
lowed. In this province, around between 800000
and 880000 persons stayed in such interval.
From this it could be summarized that the ten
years incidence of psychiatric disorders was es-
timated about 15.9 in every 1000 populations.

The frequency of total mental disorders were
as follows: 1557 cases of severe mental disord-
ers, 7374 cases of mild mental disorders, 2778
cases with convulsive disorders and 1759 cases
of mental retardation [Table 1].

The mean populations who stayed in rural
areas were 398000 persons, in whom 9910 new-
ly psychiatric and convulsive disorders were
diagnosed and followed. The mean populations
who stayed in urban areas were 465000 persons,
in whom 3604 new cases were detected. Ten
years cumulative incidence of psychiatric dis-
order and convulsive disorders in rural and ur-
ban areas were estimated about 24.9 and 7.75
per 1000 population, respectively [Table 2]. The
psychiatric disorders and seizure incidence are
significantly higher in rural areas. (Chi square =
56.136, df = 4, P Value < 0.000). Overall 4577
(33.9%) patients were males and 8937 (66.1%)
were females. Frequencies of mental disorders
were significantly higher in females than males.
(Chi square = 2.1, df = 4, P Value < 0.000).

During the survey, 590 (4.37%) new patients
or 70 per 100000 populations have been hospita-
lized for inpatient mental care services. More

Mental disorder

Frequency

Ten yearsincidence Per 1000
Per cent

population
Severe mental disorders 1557 115 1.8
Mild mental disorders 7374 54.6 8.7
Convulsive disorders 2778 20.6 3.3
Mental retardations 1759 13 2
Behavioral disorders and others 46 0.3 0.054
Total 13514 100 15.9
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Table 2. Frequency of new mental disorder cases in ten years study in Chaharmahal and Bakhtyari Province (in I.R.

Iran), per patients residences
Severe mental Mild mental

Convulsive

Mental

Disease disorder disorder disorders retardation Others Total
Male Female Male Female Male Female Male Female Male Female Male Female
Rural 528 591 993 4462 1138 864 814 507 3 10 3476 6434
1119 (71.9%) 5455 (74%) 2002 (72.1%) 1321 (75.1%) 13 (28.3%) 9910 (73.3%)
Urban 181 257 249 1670 405 371 248 190 18 15 1101 2503
438 (28.1%) 1919 (26%) 776 (27.9%) 438 (24.9%) 33 (71.7%) 3604 (26.7%)
Total 709 848 1242 6132 1543 1235 1062 697 21 25 4577 8937

1557 (11.5%) 7374 (54.6%)

2778 (20.6%)

1759 (13%) 46 (0.3%)

13514 (100%)

than 70% of inpatients were from rural areas.

In the 10 years follow-up of patients who
were screened as positive cases for mental dis-
orders, 5551 (66.2%) cases were excluded from
the study because of some reasons such as mi-
gration or were not attended in the study.

2474 cases were exempted from follow-up af-

ter their recoveries who were justified by their
doctors and 359 (2.66%) cases died during the
study [Table 3]. The death rate was significantly
higher in rural areas (Chi square = 3.54, df = 8,
P Value < 0.000). The death rate were signifi-
cantly higher in patients with convulsive disord-
ers than other mental disorders (Chi square =
1.41, df = 32, P Value < 0.000).

By extension of mental health integrations
such as health promotion programs, targeting
empowerment high risk population, the rate of
completed suicides were reduced from 60 cases
yearly (approximately 6 per 100000) in the first
two years of conducting program to 27 — 30 cas-
es yearly (2.97 — 3 per 100000 population).

DISCUSION

Integration of mental health care program in
general practice and involvement of GPs as pro-
viders raised patients’ satisfaction and improve
their adherence to medication. The broad range
of patients with different illnesses and co-
morbidities received new highly accessible, ac-
ceptable and adoptable services that raised pa-
tients’ outcomes and cost effectiveness.!*'*' Tt
was found no that there were no similar studies
on the incidence rate of psychiatric disease in
I.R. Iran, so comparing the results of this study
with other researches would not be eligible.

The 12-month prevalence of mental disorders
varies between countries, from 6.0% in Nigeria
to 27.0% in the United States of America."”
Based on many surveys, the prevalence of psy-
chiatric disorders in Islamic Republic of Iran
prior to 2004 was reported at least as 25.9% in
women and 14.9% in men," while in recent
years, this was decreased to 14.3% and 7.34% in

Table 3. Causes of follow-up interruption in patients with mental disorders in ten years follow up in Chaharmahal and

Bakhtyari Province in I.R. Iran

Severe mental Mild mental Convulsive Mental Others Total
Disease disorder disorder disorders retardation
Death Others Death Others Death Others Death Others Death  Others Death Others
Urban 20 263 33 827 28 335 17 230 4 17 102 1672
22.99% 32.92% 39.76% 29.19% 26.42% 36.25% 23.6% 255% 36.4% 18.28% 28.41% 30.12%
Rural 67 536 50 2006 78 589 55 672 7 76 257 3879
77.01% 67.08% 60.24% 70.81% 73.58% 63.75% 76.4% 745% 63.6% 81.72% 71.58% 69.88%
Total 87 799 83 2833 106 924 72 902 11 93 359 5551
6.1% 93.9%
5910
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women and men, respectively.!'¥

The incidence of mood disorders and cogni-
tive disorders in present survey are lower in
comparison with results of the epidemiological
catchment area study where it was 1.59 per 100
person-years of risk (SE) or in Swedish Lundby
study, where annual first incidence of depression
was 0.76% for women and 0.43% for men (SE)
or yearly incidence of cognitive disorders has
been reported as 1.2 (SE)."”!

Low incidence of psychiatric diseases in this
study (in comparison with western published
researches) may be explained, firstly because
ILR. Iran is located in Asia and incidence of
mood disorders in eastern countries is lower
than the western countries.!"” Secondly, the ef-
fect of mental health interventions in this long
time (10 years length of study), particularly after
integration of mental health in primary health
care and reduction in the side effects of Irag—
Iran war situations, has improved the mental
health status of the population.

It was possible that during this study, some
patients were missed out especially since they
went to private clinics in spite of mental health
centers in urban areas. Fortunately, the mental
health services being free of charge for visits and
drugs costs in public centers, they have moti-
vated patients especially severe ones to just refer
to public mental health care services. However
besides all these, patients with mild mental dis-
orders may have had lower consultation with
integrated mental health services in urban re-
gions.

Higher diagnosed mental disorders in rural
area than urban areas in this study may be due
to the higher frequency of mental disorders in
rural areas,""! which was not mentioned in other
studies basically."”” Otherwise, this may be re-
ferred to screening pattern, in which, patient
screening in rural areas was performed actively,
in spite of urban areas where patients were
screened passively. Also information system was
more accurate in rural areas.!'®!

There was a lack of clarity over the incidence
of mental retardation (MR) in scientific re-
sources and they were focused more on the pre-
valence of mental retardation approximately as
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1% in population."” In our study, the previous
mental retardation cases were excluded and only
new diagnosed patients over 10 years of study
entered, so ten years (MR) incidence will be as 2
per 1000 populations.

During this study, 2778 new convulsive dis-
orders were diagnosed. Thus 10 years incidence
of convulsive disorders would be about 0.33% in
comparison with yearly incidence of 0.05% in
scientific resources.!"®

The frequencies of mental disorders were
present approximately two times more in wom-
en than in men, which was consistent with
many other surveys.®'® In the survey that was
done by Kessler et al., the mood disorder and
anxiety were more prevalent in women while
addiction and bipolarity disorders were common
in men.!"”

Upon the Iranian National reports, major de-
pressive disorders, phobia and epilepsy were the
top three common psychiatric disorders.!"”!

The depression and anxiety were the most
common disease by the prevalence of 12.7% and
7% in Gubash survey in United Arabica.!"”

Despite the results of mentioned researches,
in present study, mild mental disorders especial-
ly anxiety were the most frequent disorders and
they constituted 54.6% of the total cases.

The most common causes of referred patients
to specialized centers during this survey were
epilepsy and seizure attacks and severe mental
disorders. These findings would indicate the
attention of health staffs on psychiatric emer-
gencies, which is consistent with other study.*"

The rate of admission to psychiatric services
in South Africa was 150 per 100000 populations,
which is much more than the rate in this study.
These findings suggest that adequate service
provision, accessible services, and accurate and
continuous care following integrated mental
health in our province reduced the mean bed
occupancy ratio for inpatient treatment.”"! Inte-
gration of mental health services in primary care
services significantly reduced (38% to 14%) the
rate of referred patients from team to especially
mental health services and psychiatrists and also
increased the rate of access to mental health
services in emergency needs.***?
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By deviating at least 10% of hospitals’ beds to
mental disorder patients, there have been in-
creased access to mental health inpatient cares.
Following integration mental health into prima-
ry health care system, outpatient treatments and
in otherwise access to specialized services par-
ticularly were developed. According to the
WHO assessments, the number of referrals and
admissions of under-covered patients in I.R.
Iran is suitable.!"®!

The best example of this success is decreasing
the incidence of completed suicide to half after
first two years and it was stabilized on approx-
imately 3 per 100,000 populations yearly. In
recent years, incidence rate of completed suicide
in our study in all age was lower than this index
in U.S.A.¥l While the inpatient treatments in
this study ever is lower than other countries.?”
So the quality and duration of inpatient cares
and the etiologies of patients’ death in addition
to suicide should be evaluated in further studies.

CONCLUSION

Development of a system-wide approach to
the provision of mental health as integrated care
program offers the opportunity to increase the
proportion of people with mental health prob-
lems who receive pleasant, fairly and more effi-
cient treatments.
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