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Background: Mental illness constitutes a large proportion of the burden of disease in Zambia. Yet mental health services at the primary care level are either provided in a fragmented manner or are
lacking altogether.
Methods: A literature review focused on terms including mental health and primary care and strategic options were analyzed.
Results: From the analysis, two options were considered for integrating mental health into primary health care. An incremental option would start with a pilot project introducing mental health services
into primary care with a well-designed evaluation before scaling up. One key advantage of this option is that it is possible to make improvements in the plan, if needed, before scaling up. A
comprehensive option would entail introducing mental health services into primary care in all nine provinces of Zambia. In this option, scaling up could occur more rapidly than an incremental approach.
Conclusions: Strategies to implement either option must address several barriers, including insufficient funding for mental health services, inadequate mental health indicators, lack of general public
awareness of and social stigma attached to mental illnesses and mental health care not being perceived as cost-effective or affordable.
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THE PROBLEM
There is emerging global recognition of the significant con-
tribution mental health problems make to disease burden, and
mental illness likely constitutes a large proportion of the bur-
den of disease in Zambia. According to the Mental Health and
Poverty Project (MHaPP) Country Report (10), approximately
2,667 patients per 100,000 population are admitted annually
to the only tertiary referral psychiatric hospital and other units
around the country. It is expected that mental health problems
in general will increase, taking into account the extent of pre-
disposing factors like HIV/AIDS, poverty, and unemployment.
The expected prevalence is approximately 3 percent for severe
mental disorders and 19 percent for mild to moderate disorders
(7). Currently, there is a lack of mental health services at the
primary and secondary care level and mental health services are
largely limited to the tertiary care level.

This policy brief was prepared with support from the “Supporting Use of Research Evidence
(SURE) for policy in African health systems” project and the Alliance for Health Policy and
Research. SURE is funded by the European Commission’s Seventh Framework Programme (Grant
agreement number 222881). The funders did not have a role in drafting, revising or approving
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preparation of the policy brief. Locally, the authors would like to thank the following people for
providing input and feedback: John Mayeya (Ministry of Health), Eddie Mbewe (Chainama
College), Paul Chungu (Mental Health association of Zambia), and The Mental Health
Research-to-Action Group. Internationally, our gratitude go to Crick Lund (University of Cape
Town), Mitchell Funk (WHO) and Rifat Atun (Imperial College, London) for reviewing the last
version of the policy brief. Mr. John Mayeya and Mr. Eddie Mbewe provided helpful comments on
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By contrast, mental health has continued to receive inade-
quate attention. It was not among the twelve priority areas in the
National Health development plan and was not provided for in
the basic package of services defined by the ministry of Health.
In addition, only 0.38% of healthcare funding was directed to-
ward mental illness in 2008 and legislation related to mental
health care has not been updated since 1951. The 1951 Act fails
to address basic human rights related to the mentally ill (10).

The current system of mental health care is based largely
on secondary and tertiary health institutions. Mental health ser-
vices at the primary healthcare level are either inadequate or
lacking due to several factors, the main one being the low level
and misdistribution of mental health professionals.

SIZE OF THE PROBLEM
Treatment for mental illness is either lacking or provided in
a fragmented manner at the primary healthcare level for an
estimated 200,000 people with mental disorders, of an adult
population of 5 million in Zambia (10;23;24). It is cause for
concern that mental health at the primary care level has been
largely overlooked in Zambia (9). It is not one of the top ten
priorities and has not been included within the Zambian Basic
Health Care Package. Consequently, psychotropic medications
are not included in the primary care health kit and are generally
unavailable in primary care.

Mental healthcare services are unavailable throughout most
parts of the country. There is currently only one mental care
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specialist in each of the nine provinces while only three psychi-
atrists are responsible for a population of 12 million (10;24).

Mental health services are mainly hospital based with
Chainama Hills Hospital, located in the capital city of Lusaka,
as the only third level inpatient, long-term care facility in Zam-
bia. It is supported by a network of psychiatric units in seven
provincial general hospitals and three general psychiatric re-
habilitation units (11). However, the Mental Health Policy (11)
reports that the rehabilitation centers are not funded by the Min-
istry of Health. Apart from that, they are inadequate, and are
located far away from patients. The document further notes that
there are scanty mental health services for vulnerable groups
such as children, young people, women, single parents, termi-
nally ill, unemployed, prisoners, homeless, widows, divorcees,
and those who have been declared redundant.

Although data regarding the burden of mental disorders in
Zambia are lacking, some indicators are available. Mayeya et
al. (9) for example found a prevalence rate based on hospital
figures of 36 and 18 per 100,000 population for acute psy-
chotic states and schizophrenia, respectively, with alcohol and
drug misuse cases accounting for 10 percent of acute psychotic
states. This prevalence is slightly higher than expected, which
when measured by years lived with disability and years lost
as a result of premature death in disability-adjusted life-years,
accounted for 13 percent of the global disease burden in 2002
(25). However, both the global and the Zambian prevalence do
not capture other types of burden associated with mental disor-
ders, including the burden of care giving for family members,
financial costs, stigma, and human rights violations (20). Fur-
thermore, the burden of mental disorders is likely to have been
underestimated because of inadequate appreciation of the con-
nectedness between mental illness and other health conditions
(26).

According to the Mental Health and Poverty Project (10),
approximately 2,667 patients per 100,000 population are admit-
ted to Chainama and psychiatric units around the country. The
total number of beds at Chainama is 210. Primary healthcare
units (health centers) form the first level in terms of the struc-
ture of healthcare provision. They are expected to refer complex
cases to district hospitals (second level) and the district hospitals
are expected to refer to third level (tertiary) hospitals. However,
neither health centers nor district hospitals have mental health
plans. Both are fragmented and uncoordinated in their provision
of mental health services (11;12).

Mental healthcare providers at the primary care level are
generally clinical officers who have undergone 3 years of train-
ing. They are able and allowed to diagnose mental illness, but
are not allowed by law to provide prescriptions for psychotropic
drugs. Meanwhile, medical officers are generally not available
at the primary care level, especially so in rural areas. Training of
nurses and general practitioners about mental illness is limited.
This may be attributed to the lack of knowledgeable trainers for
mental illness and care (10). Generally, research in mental health

in Zambia is scarce, with no research, apart from the MHaPP
project, having been conducted on issues around integration of
mental health within primary health care (10;12;23).

FACTORS UNDERLYING THE PROBLEM
Key factors underlying the failure to integrate mental health
into primary care include legislative challenges, inadequate fi-
nancing, and an inadequate mental health information system,
among others.

Legislative Challenges
Legislation related to mental health care in Zambia is an ap-
pendage of a colonial legacy. Created in 1951, the policy dis-
cusses how the general population needs to be protected from
the mentally ill but fails to address basic human rights related to
those living with mental illness (10). It does not recognize nor
provide for the protection of the human rights of mentally ill
patients or the involvement of communities in the provision of
mental health care. The National Mental Health Bill, which will
repeal the Mental Health Ordinance of 1951, has been in under
review for approximately 10 years. The Mental Health Policy
which was ratified in 2005 is still based on the Mental Health
Ordinance of 1951, and has not been fully implemented due to
financial constraints and inadequacy of the mental health legis-
lation. This has perpetuated the slow pace at which integration
of mental health services into primary health care is progressing,
despite the good intentions of the Ministry of Health’s vision of
“providing equity of access to quality health care as close to the
family as possible.”

Inadequate Financing
As mentioned earlier, only 0.38 percent of healthcare funding is
directed toward mental illness (10). The Zambia Mental Health
Policy (11) makes it clear that this is insufficient. The Ministry
of Health’s Annual Action Plan (12) with a total of 756 billion
Zambian kwacha (ZMK, some 151 million USD) shows Mental
Health as having been allocated only 889 million ZMK (178,000
USD). In comparison, sexually transmitted diseases/HIV were
allocated 8.6 billion ZMK (1.7 million USD), while 2.4 billion
ZMK (478,000 USD) was allocated for tuberculosis and leprosy
activities.

Inadequate Mental Health Information System
The Zambian Ministry of Health collects health information
from health facilities in the country through a data capture
form that clinicians complete by tallying conditions of patients
seen each day. The data capture form has a list of conditions
from which clinicians select. However, there are only two cat-
egories (psychosis and neurosis) through which mental health
problems are captured, leaving all others unrecorded. This has
significantly contributed to under reporting of mental health
disorders. It has further contributed to patients being referred
to the only tertiary level hospital without being treated at the
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Table 1. Key Characteristics of Two Options for Integrating Mental Health Into Primary Care

Option 1 Option 2

Principles The status quo
Incremental implementation starting with a

pilot project A comprehensive plan for scaling up

1. Policy and plans need to
incorporate primary care for
mental health

The Ministry of Health is committed to
integrating mental health in primary care.
Implementation of this policy has been
slow, non-systematic and uncoordinated

A systematic and coordinated plan for integrating mental health in primary care
The plan will initially be implemented in a

small number of districts
A comprehensive plan for scaling up the

integration of mental health in primary care
will be implemented throughout the country

2. Advocacy is required to shift
attitudes and behavior

Several independent organizations (e.g.,
MUHNZA, MHAZ) are working largely
independently

A voluntary coalition of organizations will
collaborate in advocating for change

A mental health advisory board will be
established to ensure input into the plan and
its implementation and to help monitor and
coordinate implementation of the plan, as
well as to advocate for change

3. Adequate training of primary
care workers is required

Limited training for specialized skills at the
only tertiary care mental health hospital,
limited mental health training in the
curricula for general health workers, and
limited efforts and resources for in service
training

A pilot project in a small number of districts
including systematically planned and
coordinated training and supportive
supervision for primary care workers

A cascade approach for training relevant cadre of
primary care workers throughout the country

4. Primary care tasks must be
limited and doable

Treatable mental health problems commonly
go unrecognized, minimal mental health
services provided in primary care, lack of
follow-up for discharged psychiatric
patients

Improved recognition of high priority mental illnesses, diagnosing and treating high priority
conditions that are optimally managed in primary care, improving referrals and
communication with specialized mental health workers, and follow-up of discharged
psychiatric patients

Implemented initially in a small number of
districts focusing on a minimal number of
high priority conditions and tasks

Implemented throughout the country and the
prioritized conditions and tasks may be
expanded to include all priorities that are best
provided in primary care

5. Specialist mental health
professionals and facilities
must be available to support
primary care

Inadequate specialist mental health
professionals, they do not have
responsibility or time to provide adequate
support, and the referral process is
ineffective and inefficient

Increased supply of mental health professionals, posts providing support as a key component of
the job description, and an effective and efficient referral process

Implemented initially in a small number of
districts with a minimal sufficient increase
in capacity

Implemented throughout the country and may
include additional expansion of the specialist
mental health service to increase its capacity
to handle referrals as well as to provide
outreach, supervision and support for primary
care workers

6. Patients must have access to
essential psychotropic and
other mental health
medications in primary care

No psychotropic drugs included in the
primary healthcare kit or available in
private pharmacies, and inappropriate
drugs are being used

Include appropriate psychotropic and other drugs for mental health problems (e.g., depression)
in the primary health care drug kit

Implemented initially in a small number of
districts for a minimal number of high
priority conditions

Implemented throughout the country and the
prioritized conditions may be expanded to
include all priorities for which drugs are
needed in primary care

7. Integration is a process, not
an event

The process of integrating mental health into
primary care does not have a timeline and
is uncoordinated

Stage by stage changes building on
experience, beginning with a pilot project,
including rigorous evaluation of both
impacts and processes

A plan for achieving comprehensive mental
health care over a defined period of time with
ongoing monitoring, evaluation and
adaptation
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Table 1. Continued

Option 1 Option 2

Principles The status quo
Incremental implementation starting with a

pilot project A comprehensive plan for scaling up

8. A mental health service
coordinator is crucial

Currently there is a National Mental Health
Services Unit with a small staff

Strengthen the National Mental Health Services Unit and ensure that it has a clear mandate and
capacity for coordinating the integration of mental health into primary care
Initially focusing on ensuring a clear

mandate and capacity for coordinating the
pilot project

In addition establishing establish coordinators at
the provincial level and focal point persons at
the district level

9. Collaboration with key
stakeholders is required

Not currently coordinated The National Mental Health Services Unit will
be responsible for indentifying key
stakeholders and working with them

An advisory board with key stakeholders will be
established (see 2 above)

10. Financial resources are
needed

No earmarked funds allocated to integrating
mental health in primary care

Earmarked funds for the pilot project and
other elements of this option outlined
above, including for training, drugs,
mental health professionals to support
primary care workers, evaluation, and
strengthening coordination

Earmarked funds for mental health
professionals to support an advisory board,
training, additional tasks undertaken by
primary care workers, drugs, mental health
professionals to support primary care workers
and to manage increases in referrals, and
coordination

primary care level (10). This is done regardless of the distance
the patient must travel to the hospital or the cost of transporta-
tion.

Contributing Factors
Other factors underlying the need for improving the integra-
tion of mental health into primary care can be summarized in
relationship to the reasons for integrating mental health into
primary health care listed below.

The Burden of Mental Health Problems Is Increasing
Mental health problems are increasing in the Zambian popu-
lation, mostly arising from the socio-economic difficulties that
exist in the country. These include: HIV/AIDS, poverty, and
joblessness. With the population of 12 million people, an HIV
prevalence of 17 percent and only approximately 400,000 for-
mal jobs, over 68 percent of the population live on 1 US Dollar
per day or less (18;21).

Mental and Physical Problems Are Interlinked
Consistent associations have been reported between physical
conditions and mental health problems in both low and high-
income countries (17). Furthermore, an association has been
found between mental health problems and epilepsy (3;13);
pregnancy (13) and HIV/AIDS (17). The World Health Orga-
nization (WHO) World Report (27) shows that between 11 per-
cent and 63 percent of HIV-positive people in low- and middle-
income countries have depression. People with the condition
also are prone to anxiety due to the unpredictable nature of
AIDS progression. Stress has been reported to impair immu-

nity, and depression is likely to affect adherence to antiretroviral
therapy.

Psychotropic Drugs and Respect of Human Rights Are Lacking
As a consequence of not including mental health in the ba-
sic healthcare package, psychotropic drugs are not included in
the primary care drug kit (10;19). Furthermore, although the
process of integration is slowly commencing, there has not yet
been an attempt made to review the basic healthcare package to
incorporate mental health. Yet mental health services delivered
in primary care minimize stigma and discrimination. They also
remove the risk of human rights violation (2).

Mental Health Services in Primary Care Are Inadequate
While general health services are well catered for in primary
care, mental health services are either inadequate or lacking.
This may be attributable to several factors including declining
human resources for mental health, which has been largely due
to low numbers of healthcare providers being trained in mental
health, retirement, death due to HIV/AIDS, and migration. As
of 2001, Zambia had altogether 132 mental health workers for
an estimated population of 12 million people. After the rein-
troduction of the Registered Mental Health Nursing and the
Clinical Medicine Psychiatry programs in 2006, the numbers
are slowly increasing.

In addition to being scarce, mental health workers are often
misplaced and end up being assigned duties in the provision of
general health. For example, none of the mental health workers
in the urban clinics within the capital city were providing mental
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health care because they had been placed outside the mental
healthcare system (10).

Evidence shows that mental health services at the primary
healthcare level are less expensive than psychiatric hospitals
for both patients and government (15;16). Integrating mental
health services that are affordable and cost-effective into pri-
mary care can lead to improvements in health seeking behavior
that ultimately lead to better health outcomes (14).

POLICY OPTIONS
Globally, mental health has been integrated into primary health
care across a range of contexts, including difficult economic
and political circumstances (1;5;8). The specific models of in-
tegration vary due to differences in socioeconomic situations,
healthcare systems, and healthcare resources (4;6). Generally,
success is achieved through leadership, commitment, and clear
policies (2). The two policy options that are discussed here fo-
cus on the integration of mental health into primary health care
using ten principles for integrating mental health into primary
health care, as jointly recommended by WHO and the world
organization of primary care doctors’ associations (WONCA)
(27). These options represent an incremental approach (10) and
a comprehensive approach (7). The two options are summarized
in Table 1.

ADVANTAGES AND DISADVANTAGES OF THE POLICY OPTIONS
Possible advantages of both options for integrating mental
health into primary health care are that they will: (i) Bring
mental health services closer to the community in line with the
Ministry of Health vision (22). (ii) Help reduce travel costs for
the patients and relatives who travel to Chainama hospital to
access mental health services. (iii) Reduce stigma and discrimi-
nation considering that people with mental health problems will
be seen within the same setting as other patients. (iv) Increase
the number of patients accessing the mental health services both
at primary care and tertiary levels of care.

Possible disadvantages of both options for integrating men-
tal health into primary care are that they will: (i) Increase
the workload for already overburdened primary health work-
ers. (ii) Compromise quality of care being provided due in-
crease in workload. (iii) Require deployment of more healthcare
providers. (iv) Increase the need for supervision. (v) Increase the
need for financial resources. (vi) Waste of resources if integra-
tion is found not to be feasible. (vii) Reduce the time available
for primary care workers to attend to their usual patients. (viii)
Table 2 highlights the comparative advantages and disadvan-
tages of the options.

IMPLEMENTATION CONSIDERATIONS
Key barriers to integrating mental health into primary care and
implementation strategies for addressing these are summarized

Table 2. Advantages and Disadvantages of Option 1 Versus Option 2

Option 1 Option 2
Incremental plan Comprehensive plan

Advantages
Less resources required for implementation
More feasible and acceptable considering

budget constraints
Allows for change of strategy if integration

does not work
Easier to generate information on the cost of

scaling-up
Initially cheaper to implement
Increased need for supervision only in

selected facilities

National wide scaling-up would accelerate
coverage of the number of patients to
access mental health services

Increased employment opportunities for
health workers

Disadvantages
Takes longer for the service to be accessible

country wide
Compromised quality of care only in selected

facilities
May cause delay in nation.-wide accessibility

of mental health services
Tasks required for this new service will

simply be added to the workload of
already overstretched staff – therefore
requires more staff

More resources required for
implementation

Less feasible and acceptable in resource
constrained environments

Wastage of resources if integration does
not work

Increased workload for the already
overburdened healthcare workers

Increased need for supervision country
wide

Compromised quality of care country wide

in Table 3. The same strategies and barriers are relevant for both
options.

The policy brief was discussed in a policy dialogue involv-
ing policy makers from the Ministry of Health, local and in-
ternational Non-Governmental Organizations, and researchers
from various research institutions. The dialogue served as
an opportunity for the mentioned participant groups to dis-
cuss the policy brief in and systematic and organized man-
ner. This also facilitated refinement of the document by in-
corporating changes suggested by the participants. Most of
the participants expected the policy brief to provide recom-
mendations and the discussion to end with some form of
consensus.

However, all the participants, especially the Ministry of
Health, who are consumers of the policy brief responded posi-
tively to the policy dialogue and evaluated the policy brief and
dialogue positively. It was also realized from the policy dialogue
and other activities undertaken for Supporting Use of Research
Evidence (SURE) that engaging stakeholders from the early
stages would facilitate easy uptake of the evidence generated
through policy briefs. Policy options were well received though
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Table 3. Barriers to Implementing the Policy Options and Implementation Strategies

Barriers to implementing policy options Implementation strategies

Insufficient funding for mental health services [1] due to
• Inconsistent and unclear advocacy • Establishment of a coalition (option 1) or an advisory board (option 2) with a mandate to

coordinate advocacy efforts amongst key stakeholders
• Inadequate mental health indicators in the HMIS which currently capture only

neurosis and psychoses and leave out other mental illnesses (particularly
depression and schizophrenia)

• Include an appropriate spectrum of mental illnesses in HMIS so as to provide a better picture
of the burden of disease due to mental illnesses

• Lack of general public awareness of mental illnesses • Mass media campaigns to increase awareness and understanding of mental illnesses, their
recognition and treatment options, and to reduce the stigma attached to mental illnesses
[23]

• Social stigma attached to mental illnesses • Include guidance on strategies for reducing the stigma attached to mental illness in training
targeted at primary care workers [24]

• Mental health care, including psychotropic drugs, may not be perceived as
cost-effective or affordable

• Summarize and disseminate evidence of the cost-effectiveness of mental health care
compared to other drugs and types of care currently included in primary care [25]

• Undertake a detailed cost analysis of including psychotropic and other appropriate
medications and other key costs of each option (see ’Costs’ in the description of the two
options above)

• Based on the detailed cost analysis develop a plan for increasing funds for mental health
over the next five to ten years, including transitional costs of a pilot project and scaling up

• Training for district managers to sensitize them to the need to prioritize mental health and
use funds allocated for mental health for that purpose rather than other purposes

• Resources that are allocated to mental health at the district level are not
earmarked for mental health

• Regulations that make district managers accountable for using national funds that are
earmarked for mental health for that purpose

There is a inadequate collaborative efforts between mental health workers in the
tertiary care hospital and provincial units, primary care workers and
community health workers and organizations

• Setting up or refurbishing mental health units at health centers and at the district level
• Involve the community in the provision of mental health services [26]

Primary care workers are already overburdened
• Low numbers and limited types of health workers trained and supervised in

mental health care
• Poor working conditions in the public health service
• Lack of incentives to work in rural areas
• Inadequate training of the general health workforce in mental health

• Strategies for recruiting, redeployment and retaining health workers in underserved areas
• Redeployment (some mental health specialists are currently misplaced and not providing

mental health services
• Use of community health workers [27]
• Training, as a component of both options
• Strengthen mental health as a component of core curriculum for general health workers

Lack of infrastructure to enable community-based supervision • Incorporate strategies for implementing community-based supervision in plans, as described
for both options [28]

Lack of continuous supply of psychotropic and other appropriate drugs in primary
care

• Systematically review and improve the procurement and distribution of psychotropic drugs
and include appropriate drugs in the primary care drug kit

Mental health leaders have limited public health skills and experience and public • Both options include coordinators to lead integration of mental health into primary care
health leaders have limited mental health skills and experience • Leadership recruitment and training [refs], training for district managers in mental health,

and public health training for mental health specialists who will be providing supervision
[25]

• Strengthen mental health in public health curriculum and public health in mental health
curriculum

diversity in participants’ opinions was evident. Some partici-
pants suggested having both options implemented while others
preferred to start small and scale up the integration gradually.
Some suggested comprehensive implementation outright. Af-

ter the policy dialog, a follow-up meeting has been planned
with the Ministry of Health to discuss strategies for resource
mobilization so that implementation of the suggested options
commenced.
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