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d seems to Qe very poor. Mental hospital beds are about 7% of
peds availablel In Gaza Strip, most of mental health services are
nequally in different governorates and concentrated in Gaza City
age about 52.5% of total organizations (38.5% mental health
] 59.3% supporting services). In North Gaza, 12.5% (23.1%
h services and 7.4% supporting services), In Gaza Midzone 10%
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; with a ratio gf 1 per 103,466 inhabitants.

there are several reasons to low affordable and effective mental
the main ongs being: the low priority generally given to mental
tion of mental health services in large psychiatric
The need for community mental health
Gaza Strip ig dire. It is increasingly evident that mental health

care should po longer be| provided in centralized institutions nor should its
provision be |concentrated | in the hands of a limited number of mental health
specialists. |f basic mental health care is to be more accessible to a large
population, it must be dong through non-highly qualified and non-specialized
community health workers at all levels from PHC workers, nurses and
physicians to those out gide the health service such as teachers. This
indicates the|urgent need | for allocation of more resources both human and
financial for the provision of community mental health services.
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According to

2000
residencies
residencies
much larger
(65.1% Vs

substandard

impact on health status.

for refugees
UNRWA sel

refugees car

244 Popul%tion Density;

Population @
West Bank
inhabitants
inhabitants

taken into

Bank is still occupied b

are higher t

consideration

nan the estim4

the total number d

n West Bank
percentage (¢
26.5%). Mog

dwelling an

. the numbern
'vices is muc

) access to all

ensity in the
and the neig

per one sq

y

the United N

in Gaza Sti

h higher than in the West Bank.

ation Relief and Work Agency (UNRWA) report in
f refugees is (1,428,891), where (837,750) are
ip, at percentage of (58.6%) and (591,141)
with percentage (41.4%). Refugees make up a
bf the population in Gaza Strip than West Bank
t refugees still live in overcrowded camps with
d sanitation conditions, which have a negative
UNRWA is responsible for PHC service provision
of people in Gaza Strip who can make use of

Any way the

health services provided by MOH.

baza Strip is very high compared with the density in

hboring countries. Density rate is about 3,161

uare kilometer in Gaza Strip, and about 347
per one squ%re Kilometer in West Bank. Actually, it must be

that a sizable area of the Gaza Strip and the West

Israeli settlers. Therefore, the actual density rates

ted figures.
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2.4.5 Depent

Dependency

above sixtyifive per 10

dependency

for West Ba

other neigthring countrie

dlency

nk).

2.4.6 Popul%tion Growth

The estima

in 1995 to (3

2.4.7 Crudi birth rate (C

CBR is the
progressive

compared

34.5\1000 in 1998 and 33

2.4.8 Life ex
According
population
Lri

most coun

for men (73

ed population

1%) in 1997

number of

to other cou

pectancy

to PCBS the

es, the life

43 Vs 70.27

ratio is calc

decline ov

hlated as the number of persons below fifteen and

) persons aged (15-64) years. In 2000, the

ratio for Palestine is 100.6% (112.8% for Gaza Strip Vs 94.3%

The degendency ratio in Palestine is the highest among all

3
Py

growth in Palestine has been declined from (5.2%)

and 1998. In 2000, it is (3%) for Palestine.

BR):

lTve births per 1000 population per year. Despite
er the years in CBR, it is still high in Palestine
ntries. CBR declined from 46.5\1000 in 1995 to

.2 in 2000.

average life expectancy at birth of the Palestinian

is 71.82 ye%s in 2000, while it was 71.50 years in 1998. As in

expectancy at birth in 2000 for women is higher than

year).
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Chapter 3
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3. Methodolagy

3.1 Aim of tWe study

The aim of

Strip.

3.2 Type of tF'le study:
This is a descriptive stud

organizationg contributing

this study is

to evaluate the mental health services in the Gaza

y where all mental health organizations and other

to mental health are included in the study. The

activities and mental health teams of those organizations were described in

detail. Two

The questionnaires were te

both organiz
deletion of s

including the

final redesign was set.

guestionnair
Statistical P

statistical toc

3.3 Study m
1.

providers an

Reviewing retrospeq

d other releva

structured qus

ations were

pme questions

2 supervisor

=]

= .

The data
ackage for Sq

)| to measure 4

ethods

pstionnaires were used to collect the required data.
bsted at GCMHP and CMHD. Ten professionals of
ncluded in a pilot study. Recording, adding and
6 were carried out. A team of mental health experts
and the advisor reviewed the questionnaires and a
An informed consent was attached with each

were coded, entered and analyzed by using the

pcial Sciences (SPSS). Frequencies are used as a

pach variable separately.

tively the available documents of mental health

Nt studies.
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2.

Interviey

v of all mebtal health professionals using a structured

questionnairg (professiongls’ questionnaire) in order to determine their

qualifications
demographic
qualifications
studies.
3.  Other ¢
for manager
information @
The researc

all these or

distributed b

3.4 Objectiv
To ide
To ide
To rev
To pr¢

health servi

3.5 Target

Mental hez

ganizations.

y the directors

[es

ntify mental he

ovide recomim

Ces.

population

th care profg

juestionnaire

s of all menta

her visited ant

ew the report

training an

data and otl

d experience. The questionnaire consists of

ner data related to health professional’s education,

, country of study, experience, training, specialty and high

(Facility managers’ questionnaire) was provided

health organizations. This questionnaire provides

n structures ard activities of these organizations.

i collected the data by himself from the directors of
Meanwhile, the professionals’ questionnaire was

to all the professionals in their organizations.

ntify the avail%le mental health services.

alth professionals.

pd magnitude of mental health problems.

endations for decision-makers to improve mental

ssionals working in mental health organization and

other organizations contr#)uted to mental health in Gaza Strip.

14




3.6 Sample si'ze

All mental h

2alth and contributing to mental health providers are reviewed.

Five mental health organizations responded (100%). Where 31

organizations, contributing

to mental health was identified from the United

Nations Diregctory of NGQs in Gaza Strip that is published in 1998. Only 16

out of them have respon

0rganizations\ (MOS and M

ged (51.6%). In addition to 2 other governmental

DE) and UNRWA Education Department

All health professionals working in the domain of mental health are chosen.

Administrators of all organizations are excluded from the study.

In UNRWA health depart

ment, a sample of 30 health workers including

physicians, nurses, pharnTacists and other paramedicals from all UNRWA

health centers who had g¢
by the Gaz? field health

responded.

pt training on mental health issues were nominated

programs manger of UNRWA; out of them 25 have
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Literature review




4.1 Introduction:
The positive

organization

dimension gf mental health is stressed in the world health

(WHO) definifjon of health as contained in its constitution:

Health is state of complgte physical, mental and social well-being and not

merely the

have nearly always had
significant impact on mort

the percentage of the p

any time is

A et. al 1999).

4. 2 Definition of mental

Mental health is a state

her own

productively and fruitfully

community

A current

Association

manifestatic

genetic, ph

absence of d

1%, while 10%

abilities, can

(WHO 1999).

isease or infirmity. Mental health and well-being
a lower priority than physical disease, despite their
ality and morbidity. According to the WHO, globally
ppulation suffering from severe mental disorders at

-15% suffer from minor psychiatric disorders (Mohit

health and mental iliness
of well-being in which the individual realizes his or
cope with the normal stresses of life, can work

, and is able to make a contribution to his or her

definition of

ntal iliness is provided by the American Psychiatric

(APA): “mental illness is an illness with psychiatric or behavioral
on, and / or impairment in functioning due to social, psychological,

ysical, chemicgl, or biologic disturbance” (Kaplan 1991).

17



Recently psy

and normali

y.

chiatrists have made an integrated effort to define mental health

It was understood implicitly that mental health could be

defined as the opposite of mental illness.

With such a

equated with normal behay

trends. Psy

concepts and definitions

theoretical a
perspectives
perspectives
the behavio
perspectives

normality as

4.2.1 Norm
The first p

and illness.

ral

average, and

!

assumption

iatrists madsg

d clinical co
Each perspg
complement
and soc

of normalit

ity as health

absence of gross psychopathology was often

fior. This assumption was doubted by many recent
k4

=3

L

more concerted efforts to provide more precise
of mental health and normality. The different
ncepts of normality seem to fall into four functional
ctive is unigue and has its own definition. The four
each other and together represent the integrity of

al science approaches to normality. The four

y are: normality as health, normality as utopia,

normality as process (Kaplan 1991).

spective is th

traditional medical psychiatric approach to health

This perspective views health to equal normality. Behavior is

considered within normal limits when no manifest psychopathology is present

and so the
perspective
functioning.
4.2.2 Normal
This perspe

=
=

components

lack of signs

refers to a

ity as utopia
ctive views

of the mental

and symptoms indicates health. Health in this

reasonable, rather than an optimal, state of

normality as an optimal harmony of the diverse

apparatus that culminates in optimal functioning of

18




the ideal pe

who defined {

rson. This a

ponach can be related directly to Sigmond Freud

he normal eg9 as an ideal fiction.

4.2.3 Normality as average
This perspective is commonly used in normative studies of behavior and
based on the mathematigal principle of the bell-shaped curve. The middle

range of the

Variability in this approa

groups,

statistically

4.2.4 Norm

This perspe
systems. Ti

complete d

processes,
concept of

personality

In recent Jears, a great |

no

[ one person

measured.

%Iity as proce
ctive stresses
nis definition
efinition of
rather than

this perspect

> curve isco

%

nsidered as normal and both extremes are deviant.
ch is described only within the content of total

In this model, the types of characters can be

5S

that normal behavior is the end result of interacting
means that temporal changes are essential to a
hormality. This perspective focuses changes or
cross-sectional definition of normality. Most typical

ve is Erikson’'s conceptualization of epigenesis of

development tLJ attain mature adult functioning.

progress has been made to distinct sharply between

psychotic and personality disorders, and exact criteria have been developed

in this respe

2ct to verify pg

rticular diagnoses.
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4.3 Classific

4.3.1 WHO international ¢

tion of ment?I and behavioral disorders

assification

Work on assessment, diagnosis, classification, and nomenclature of mental

disorders ha? long been

Organization

more than a decade of dev

classification

Diagnostic Guidelines. Th

towards the

professionals

diagnostic guidelines, and

commonly encountered in

from chapte
Classification

classification

themes or descriptive like

use. For eat

and all other

n
v

important but

achievement

r V of the

of Disease

h disorder, th

(WHO) Prog

A major concern in the work of the World Health
ram on Mental Health (WHO 1998). In 1992, after

elopment and testing, WHO published the ICD-10

of mental arld behavioral disorders: Clinical Descriptions and

s publication represented a significant advance

of a “common language” for use by mental health

and other workers worldwide. It provides clinical descriptions,

codes for all mental and behavioral disorders
clinical psychiatry. This publication was developed
Tenth Revision of the International Statistical

and Related Health Problems (ICD-10). The

divided disorders into ten groups according to major common

ness which makes it more convenient for practical
ere is a full description of the main clinical features

ess specific associated features.

A set of diggnostic instryments for use by clinicians and researchers in

different cultures and setti

materials inte

nded to facilit

ngs has also been produced, together with training

ate use of the classification.
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The ICD-10
produced in
purpose and
1. Clinical
is an asser
mental and

and service

2. Diagnost
It is a set

purposes in

lic Criteria Fa

aimed at spe

Descriptions
nbly of detail

behavioral d

of specified, ¢

research onn

Classificatiorn

used by psych

of Mental and Behavioral Disorders has been

several vers*ons, each of which is intended for a particular

cific users. The main versions are:

and Diagnostic Guidelines (CDDG) This version
ed specifications of the main clinical features of
sorders intended for general clinical, educational

iatrists and other mental health professionals.

r Research (DCR)
pperational criteria and rules intended for diagnostic

nental and behavioral disorders.

3. Multiaxial Presentatiagns of the ICD-10

These are

the patients’

>

and adolesc

4. ICD-10 F
This contal

lines about

classificatory §

diagnosis and

clinical con

ent psychiatry.

rimary Healt

ns a simplifieq

bystems for the assessment of different attributes of

dition, designed for use in adult psychiatry and child

i

n Care Version (ICD-10 PHC)
| list of psychiatric conditions accompanied by guide

management for use in primary health care.




4.3.2. Clas
Diagnostic
The first edition (DSM-
Association
DSM-II, pub

revised third

The major
systems us

reporting of

Diagnostic

diagnostic

contains s

disorders |

The diagng
cause of v
disorders

IV contain

diagnostic
descriptio

standardiz;

fication of

edition publis

ed in the U.J
national ang
and Statistica
homenclature
ets of criterig
n individuals
)stic criteria ZL
arious physig

are defined on

descriptions
are divided

ed, self-explar

(APA) in 1952

‘he American Psychiatric Association (APA) -

nd Statisticil Manual of Mental Disorders (DSM):

) was published by the American Psychiatric

| and there have been four editions since that time:

lished in 19&58; DSM-III, published in 1980; DSM-IIIR which is a

ned in 1987; and the DSM-IV published in 1993.

reason for pTJinshing the DSM-IV is to make the diagnostic

5.A. compatible with ICD-10 to ensure a uniform
international health statistics (Kaplan 1991). The
Manual of Mental Disorders (DSM-IV) is the official
of the American Psychiatric Association (APA). It

for determining the presence of various mental

with disturbances of thought, emotion, or behavior.

re largely based on the presence, duration, and

al and psychological sings and symptoms. DSM-IV

the basis of available clinical knowledge. The DSM-

s an introdur:tion, sets of instructions for use of the manual,

for mental disorders and appendices. The diagnostic

into 17 categories based on shared features. A

atory outline is used to describe mental disorders.




The Multi-a

xial

Assessn

nent, a complete DSM-IV diagnostic formulation

contains assessment based on five axes, each of which refers to a different

domain of inﬂ'ormation.

1.

2. Axis |
retardation.

3.

relevance tg

a list of reley

4.

overall functional level.

Axis | is

Axis Il

Axis V

the site for re
I| is the site
is the site fi
the diagnosig
ant psychoso

is a scale (

cording most clinical diagnosis.

for recording personality disorders and mental

br recording general medical conditions that have
or treatment of disorders on axes | or II. Axis IV is
cial and environmental problems.

Global Assessment of Function-GAF) for rating the

Each disorder in DSM-IY is associated with a discrete set of criteria that is
necessary for making a dipgnosis.

4.4 Measures used in mental health

A wide variety of psychological measures are used in psychiatry and
community [mental health work. Psychiatric rating scales, also called rating
instruments provide a method of quantifying aspects of a patient’s psyche,
behavior, and relationship with individuals and society. Many psychiatric

rating scalg

chosen

quantitative
comparisorn

comprehenLive, and thg

fe

s have beer

atures of o

data in psy

and communication.

developed which are able to measure carefully
yell-formulated concepts. Without these scales,
chiatry are quite crude which don’t allow reliable
Rating scales can be specific or

by can measure both internally experienced (e.g.

[
L




mood) and
measure dis
comprehensi
and anxiety.

illness, such

externally obgervable (e.g. behavior) variables. Specific scales
crete thoughtg, mood, or behaviors, such as obsessive thoughts;
ve scales megasure broader abstractions, such as depression
The broadest type of rating scales measures overall severity of

as the Global Assessment of Function Scale (GAF Scale). This

scale comprises axis V in DSM-III-R.

There is at

the work of @

may be categorized into fiy

4.4.1 Diagnc

number of forn

ommunity me

pstic and clin

These measures assist

assessing d
use is the
assessing
Psychiatric
for its reliak
these sympt

4.4.2 Social

ifferent sizes

General Heal

he psychiatr

Rating Scale

ility and vali

functioning

Social func

joning measy

halized measures that can be utilized in developing
ntal health services. These standardized measures

e types.

cal functioning measures

in the diagnosis of social functioning level and
pf community groups. A famous measure in current
h Questionnaire, which is aimed at identifying and
c conditions that are not psychotic. The Brief
is well known in the field and had good reputation

dity in assessing severity of symptoms and the way

oms have chapged over time (Puckett 1993).

neasures

ires are necessary to create a base line from which

to chart changes in attajnments, to plan systematic rehabilitation and to

decide prio

ity in the all

also be used to compar

pcation of resources. A social functioning scale can

=1

-3

client's problem and may be a form of planning




future deve

Psychiatric [

social role

full

functioning

suffering fro

effecting soc

4.4.3 Measu

There are m
community n

mental healt

fopments in

details for scoring and

m psychiatri
ial planning.

nental health

families in treatment.

4.4.4 Positiv

Positive men

growing em

Measures ar
these can be

mental health

4.4.5 Commu

e mental hea

phasis upon

Disability Sche

any common

h are chronid

tal health mg

e available tdg

» useful in eva

(e.g. Index of

Inity assessn

this service. The World Health Organization’s

dule (WHO 1988), provides a detailed coverage of

performance tILat can be rated in an objective fashion. It provides

interpreting the results. The emphasis upon social

allows for bétter comparison between the needs of persons

c disorders and these measures promote more

res for specifijc target groups

y used measures for potential target groups in
services. The main areas of concern in community

schizophrenia, anxiety, depressive groups, and

th measures

asures received little interest in the past, but with

preventive education, they need more publicity.
test the mental health of community groups and

uating the impact of program designed to improve

Psychological Wellbeing).

hent measures

Various forms of measurﬁs exist to assess the psychiatric morbidity in the

community m

iental health

service area, to determine the mental health of
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target group,

or to assegs the attitudes towards the psychiatrically ill in the

services particular geograghical area (e.g. General Health Questionnaire).

4.5 Social factors and mqntal illness

Most menta

Probably the

disorders have not been associated with specific causes.

causes are gomplex — as in human development. The right mix

of biological, environmentz* and life experience produces “mental health” and

imbalances 0

“mental illnesses”.

r deficiencieg singly or in combination produce the so called

It is undeniable that socigl factors, both positive and negative, can have an

effect upon both the pranosis and causation of psychiatric conditions. The

link between

unidentified in

social factprs and psychiatric illness is mediated through

tervening varifables, the individuals nervous system, and further

unidentified intervening variables before becoming manifest as a form of

psychiatric il

ness. It is difficult at present therefore to measure precise

effects of social factors upoT individual mental ill-health.

Social factors

social class,

which are fairly easily measured are first identified, for example

as contrasted to factors that are some what difficult to identify,

for example the emotional| climate within the sufferer's family. Both sets of

factors may ws

ell equally inﬂniuence causation or outcome in mental iliness.
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4.5.1 Social
. Social
Almost all-m

severe in th

discrepancy

class
ental disords
e socio-econ

between the

affective disorders and in

most marked in the milde

The link between social

number of s

classes more

An intense debate arose

his work tha}\ it is not sin

tudies, with e

than highest

factors that Tre fairly easily measured.

rs appear to occur more frequently and to be more
pmically deprived segment of the population. The
rates for rich and poor is probably less inthe
the most severe types of mental retardation, and is
r types of mental retardation and in schizophrenia.

Class and schizophrenia was demonstrated in a

{ceeding chance of expectation in the lowest social

social groups (Henderson et al 1998).
about this subject. Freeman (1984) Suggested in

nply being in the lowest social class by itself that

causes the c¢ondition of schizophrenia, but additional factors increase the

existing pote

ntial vulnerab

lity of the individual sufferer, such as the lack of

reasonable financing position and the degree of social stress experienced by

the individua

was discovere

classes, and

appear there

adequate treatment and the

In other word

who are rich p

ore that the

ople.

B

it was thep

, poorer peof

(Puckett 1993). In the studies quoted by Freeman (1984), it

2d that the incidence of schizophrenia was the same in all social

evalence that was making the difference. It would

poor people with schizophrenia were not given the

refore the overall total was much greater.

le don't have the same equity of access as those
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.
The sex
considerabl
particularly
et al 1998).
In psychop
Among alcg
5:1. Mild m

about 1.5:1

equally, but

(Henderson

males in ps
(Puckett 19§

amongst fen

be partially

females.

Great socia

Gendfr

distribution o

=)
-3

Urbani

i

variations.

aggression, +

ath and crin

yholics and o

Schizophren
the affectivel
et al 1998).
ychiatric hosy

D3), this is e

a consequen

zation

|

countries.

and services, developing
transition, frg

always accg

ile industrial

m traditional

changes are

mpanied by

the major groupings of mental illnesses shows
linesses characterized by antisocial behavior,

re much more common among males (Henderson

ninal behavior males greatly outnumber females.
ther drug abusers, the male / female ratio is about

ental retardadion is usually more prevalent in males, in a ratio of

ia appears to strike the two sexes approximately
disorders are twice as common among females
There is a preponderance of females more than
pital admission, some times 40 percent than males

kplained by the much higher rate of depression

nales than ma+es. High rates of depression amongst women may

ce of the harsher effects of industrialization upon

 taking place in both industrialized and developing
ized countries run a rapid automation in production
countries are at a more fundamental stage of

to more modern ways of life. Rapid urbanization is

mechanization in industry and different social
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institutions,

challenges

and stresses

social group% (Lieberman

A large nu

mentally ill

persons in t

The maijor reason for this

of accomm

accommodat

renewal takes place, the

simply acce

Zealand comparing contrg

odation, whic

ion standard

t the conditi

often seem To develop independently, and this leads to change

that are reflected in the health status of different

1975).

mber of studks have shown proportionately more chronically

ne centers of cities as opposed to outlying suburbs.
s the existence of cheaper boarding — house types
n over time tend to decay in favor of a higher
available in outer suburbs. Even when city-center
residue of homelessness amongst the mentally ill
pns of homelessness. A significant study in New

lled groups of women in urban and rural areas

found no difference in ps

social netw
centers. It

differences i

rks in rural

Ireland the rural areas ha

but such fing

lings, may b

chiatric morbidity. A study by Warner suggests the

reas may be more supportive than those in urban

may be that fural and urban areas have other factors that make

n rates of pslychiatric illness. For instance, in the Republic of

e the highest hospitalized rates for the mentally ill,

e explained by other historical and cultural factors,

including miqration. In soTne rural areas, there is greater dependence upon

the weather,

depression. (

and geogra

Puckett 1993).

phical isolation may incline towards loneliness and
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.
Unemployme
in mental ill
percent incre
recording an
admissions ﬁo
Brenner repe
is better det:
post-depress
the first two ye
violent death
following the

mental health

that unemploy

Unemploymer
(Henderson et
- Migratio
A number of
schizophrenic

itself may prov

Unemployment

ness. A study

2Nt is now cor

pase in unen

increase of

psychiatry

ated his study

on effect folld

ars of reces

S as a resy

ment is a crud

t is therefo

al 1998).

n

breakdown

groups (Hend$rson et al 1

migration are

recession, a

deteriorates.

often vulnera

nmonly cited as a reason for the apparent increase
by Brenner in the USA showed the effects of a one
ployment on other areas of society, for example
4.1 percent in suicides and 3.3 percent in first
hospitals, as well as other adverse social effects.

in 1987 in Sweden where presumable social data

giled. The main findings of his last study entails that a six-year

ws an economic recession (Puckett 1993). During
#ion, there is an increase in suicide rates and other
it of criminal aggressions. After the two years
second effect occurs where both physical and
Brenner's study therefore provides hard evidence
ial variable in deteriorating health.

rg seen as a number one mental health menace

studies reve%l that some migrant groups have a higher rate of

than the host population. The process of migration

de a source of stress producing breakdown in the predisposed

D98). The groups that suffer torture and forced

ble to more complex mental problems. In 1997,




the Human Rights Four

people who was evacud

part of Turkey to Ist
immigrants | were affect
psychiatric disorder amo
was PTSD.| The psychol
observed

anxiety scores were high

frequent and|depression a

Season of birth effe

A surprising finding in recq

with the season of birth.
schizophrenia in the winte

expected rat

implicated, although clearer

by 5-10 pe

dation of Turkey conducted a study on the Kurdish

ited and displaced from his villages in the eastern

bul in the nineties (Karali 1997). Some of the

d deeply by the events. The most common
ngst them was major depression, and the second
pbgical characteristics of the migrated group were

; hopeless+ess about future was frequent, depression and

er, PTSD and depressive syndromes were more

ways accompanied PTSD.

Cct

nt years has been the link of rate of schizophrenia
Findings demonstrate that the birth of persons with
rland spring seasons of the year are more than the
rcent. It is thought that environmental factors are

reasons are not established (Puckett 1993).

4.5.2 Characteristics that %re harder to measure

These characteristics dem

be related to psychiatric iline

Stigma,

Stigma and |

may cause isglation to the

beling and

eling have

bnstrate how subtle forms of social influence may

SSES.

%

been popular concepts with sociologists. Stigma

lienation

mentally ill and their families, but it is difficult to




verify that it is itself the ¢

labeling a human as a

“craziness”| Social isol

:

ause of the condition. Sociologists have argued that
schizophrenic encourages him to behave and show

tion has been considered to be a factor in mental

illness, but|again it is mpuch more likely to be a consequence than a cause.

Actually social isolation may
dominant spcial group m%y
suicide or mental iliness (He

Social|disintegratiop

Social scientists have
produce befter rates of n
characterized by higher ratg

yet no firm conclusion o

psychiatric morbidity (Hend

Emotional atmosph

Family functioning varies

act as a vicious-crircle factor. Alienation from the

be the cause of a number of deviations as crime,

nderson 1998).

pften argued that stable and cohesive societies

nental health, while disintegrated societies will be

s of psychiatric morbidity. There appears to be as

the effects that social disintegration may have on

erson 1998).

e in the family environment

normously over time, and family members are

more likely to move into mpre disadvantageous modes of functioning during

times of stress. Different

neglected parenting tended

studies showed that indifferent, uninvolved and

to increase aggression, low self-esteem, poor

self-control and disturbed parent-child relationships in the Children. Long-

lasting changes in the fa

families with parental psyc

ily functioning are also more likely to occur in the

iatric disorder and include marital disharmony,
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marital violence, child

(Gopfert 1986).
The risk of disturbed chi
conflict. More over, it wa*z
quickly than others wher
there fore he most delet%
neuroleptic drugs. Family
ones of rejection or hosti
are likely to be those tha

!

al 1998).

Effects of stress
every one
excessive stress can lead
stress experienced by ind
break down, leven though
group may net. To help t

stress on peoples’ lives,

measure of *“

manifestations| of stress ma

Among the mpst commoly

+

developed methods of me

uality of life”

sexual or physical abuse and substance abuse

Id development is greatly increased by marital

observed that some schizophrenics relapse, more

discharged home. Some family environments may

rious than others, despite the buffering effects of
atmospheres in which responses to sufferers are
lity, or where there is emotional over-involvement,

will impair the sufferer mental health (Suvisaari et

and, although it can serve as a useful stimulus,
to physical and mental illness. The degree of
viduals may explain why some particular persons
others in the same social class, gender or work
e health sector to assess the consequences of
the World Health Organization (WHO) has
asuring changes in mood and function and a
(WHO 1997). The psychological and behavioral

y take different forms and be of varying intensity.

measured long-term manifestations of stress are




self-reported psychosonjat

Social networks

The number of people

i

such contact may have |a
Relations have been esiF

psychiatric llnesses and |t

ic complaints, psychiatric symptoms or complaints

at this person is in contact with and the quality of

considerable effect upon level of mental health.
blished between social networks of people with

heir utilization of mental health services. There is

sufficient evidence to suggest that large social networks and adequate social

supports arg associated w|
available data suggest a pp

et al 1997).| Quality of lif

th less likelihood of hospital admission. More over,

sitive effect of social support on outcome (Becker

e appraisal tends to improve in social networks but

such increases may level %‘fto an optimal level of network size.

Depression and the
Probably most progress in

been achieved with depre

conditions were claimed W

from the research into fen

factors and mental illness is

An interesting| study (Pucks

New Zealand |in 1990. The

morbidity was| affected by

anvironment

relating psychiatric morbidity to social factors has
ssive disorders in females, so that depressive
idely to be a result of social circumstances. Apart
nale depression, the connection between social

still difficult to determine.

ott 1993) reviewed the mental health of women in
main finding of this study showed that psychiatric

g variety of factors; having poor physical health,




having difficulties with algo

child, coping with childr

public or private transport

This indicates that a rang+=.=
responsible in producing g
4.6 Mentalillnessandg
Culture determines the
represented |by customs,
beliefs, and |social life.
and healing |and also diff
and expectations, role d
traditional in |that social pf

Culture also gncompasses

of action and beliefs capab

individual. In that sense, evs

4.6.1 Cultural|aspects of m

Every culture, possesses
undesirable behavioral patt
presentation symptoms

way mental illness may exp

hol, having been physically / sexually abused as a

en without adequate child care assistance, lacking

and having poor health and welfare services.

of biological, environmental and social factors are

sychiatric illnesses.

ulture

external expression of individual mental life as

manners, skills, language, parent-child interaction,
Cultures differ in their definitions of health, illness,

er greatly in child-rearing patterns, social models

ppportunities, and other variables. Cultures are
actices are passed from generation to generation.
the notion of a group of persons sharing a system

+3 of persisting larger than the life span of any one

bry culture is historical and genetic (Kaplan 1991).

ental illness

a value system of good, bad, desirable, and
ns. The influence of culture on the reporting and
ust be considered especially in relation to the

regss itself (Dwairy 1995).




Whilst many of the majpr Western psychiatric conditions appear to exist

globally, the way in whi
different. There are differge

different forms of treatmern

4.6.2 Culture change and
Individuals respond to culf]
or by staying out while the
acute and sweeping as ¢
adaptive mechanisms of

overwhelmed. Clash of

characterized by anxiety ¢

and depersonalization.
psychiatric hospitalization

young men, t

4.6.3 Culture - bound sync

Some mental |disorders ars

groups. The notion of cul
operationally
psychological jand social
syndromes arg, to some
about the validity of cultu

bound syndromes argue

q

o

an for native-

omplex. As

ch symptoms may be expressed can be rather

nt cultural explanations of mental iliness as well as

t depending on the individual culture.

culture shock

ure change either by moving into a different culture

culture changes around them. When the change is
bceurs in migration, refugees, and colonization; the
individuals, and of their social support may be
cultures and the resultant culture shock is
br depression, a sense of isolation, de-realization,
tudies have demonstrated a higher rate of
n the United States for immigrants, especially

born (Kaplan 1991).

romes

found only in certain cultures or among certain

tyre-bound syndrome is conceptually simple but

culture is the matrix in which all biological,

functioning operates, it means that all mental

extent, culture-bound. Yet, there is a controversy

retspecific mental illness. Critics of the culture

that such conditions are merely variants of an
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underlying |mental disord%r, and if observers do more effort and care they will
find evidence of such| condition anywhere. Amok, which is a disorder
characterized by sudden|outburst of homicidal aggression is believed to be a
culture — bpund disordet of Malay Peninsula, Java and Philippines cultures
was observed to exist| amongst aboriginal group in parts of Australia.
Western psychiatrists, f%r example, tend to view mental syndromes in
western societies as cultufe-free; but bulimia is as shaped by western culture
as koro is by oriental cultyire. The symptoms of anorexia nervosa are related
to cultural

xpectations | of weight and body image in modern western

industrial society (Puckett 1993).

4.6.4 Culture differences in the explanation of mental iliness
In modern western society culture, mental illness is explained on rational
basis as the|results of biplogical or psychosocial maladjustments. In other
cultures the |explanation |is invariably one of supernatural nature. The
supernatural explanation wias actually dominant in the western societies as
well before the coming pf a rational, scientific basis to social order.
Supernatural causes of meptal iliness can be divided between those caused
by discarnate| spirits and| those caused as a result of supernatural

manipulation by those living ih contact with the subject concerned.

S

AL-Krenawi & Graham (WHO 1996), describe the work of the spiritist
movement among the Bedc+.|in Arabs in the Negev region, attempting to

develop cooperation betweeh traditional healing and modern practice in the




field of mental health. T

amulets that are worn

he khatib or hajjab are male healers who produce

on the body to repel off evil spirits. Ritual treatments

are based! on ancient p*actices: books that originated in Egypt and Morocco

-

—

describe how to prepar

patients, and reproduc

treatments., The dervish
cultural rituals. Women

received Baraka, or a blg

=]

=

amulets, indicate the process for placing them on
the Koranic verses that are intoned during
treats mental iliness using a variety of religions and

and men become dervishes by virtue of having

ssing from God, which is endorsed by a recognized

dervish. Djagnosis com}ﬂonly involves the laying on the hands or contact

of clothing

the dervish
etiology of
the dervish
possession
(an attack from evil spiri
spiritual or |supernatural

countering the influences

ancestors, and solving th

taboos (WHO|[1996).

classifies th

r psychosis i

or some other personal belonging; a trance occurs,
detects the presence of the jinn (evil spirit) and
he problem. According to the symptoms observed,
)e patient as having either a markob (Demonic
1 modern scientific terminology) or a darbaat blaad

~

=

ts inhabiting the earth). Giving such specifically
causes, treatment mainly consists of exorcism,
of sorcery, resolving the problems of departed

e problems of the subject having broken tribal

4.7. Mental disorders and +enetics

4.7.1 Behavioral genetics

The task of | psychiatric

it, investigation

+enetics is twofold. For any given abnormal

5 in population genetics have to demonstrate the




existence

to determine the mode of

Genetic effects on behav
and family ri
and disease
genetic factors are inv
disease.
The frequepcy of the disg

the frequengy of the same

2. Adoption studies

Adoption studies using tw

the effects of genetic fac

nd relative distribution of hereditary influences on a disorder and

inheritance of these influences (Kaplan 1991).

or are demonstrated by different genetic studies.

k studies use a family tree to show the occurrence

s within a family. This helps to assess whether

plved and, if so, the mode of inheritance of a trait or

ase in relatives of the proband is then compared to

disease in the general population.

ns reared together or apart are used to distinguish

ors from environmental factors in disease. Twin

studies may | involve mongzygotic twins or dizygotic twins. If the disorder is

genetic in origin, it is exped

ted to occur more often in monozygotic twins than

in dizygotic twins. If both
Heritability is|the degree

illness.

schizophrenia| has a stro

depression tends to be as

Most of the famil

ins have a trait, they are concordant for that trait.
o which genetic factors are responsible for an
y risk studies and adoption studies agree that
ng tendency to run in families. Endogenous

sociated with familial aggregation (Andrew 1998).

There is alsd good agree*nent across all studies of anxiety neurosis in

families that the condition

familial, while hysteria has

s familial. Phobic disorders also appear to be

nq genetic basis.




Although

nvironmental| factors are most likely affect the expression of

genetic factors in schizgphrenia, these factors are probably outweighed by

genetic influences. Gen

B

tic factors appear to be involved in the etiology of

both unipolor and bipolar|affective disorder. The concordance rate for bipolor

disorder is | higher than twkat for unipolar disorder. Intelligence quotient (IQ) is

concordant |in about 85%|of monozygatic twins given if they are raised apart,

mean while| 1Q is concotdant in about 50% of diazygotic twins. Evidence

indicates that genetic facjors play a role in antisocial, obsessive compulsive,

schizotypal,

histrionic, apd schizoid personality disorders. Alzheimer's

diseases appear to have|a genetic component. In many cases, there is a

family history of this dise

Alzheimer’s disease in mo

Tourette's syndrome, Huni
autism also |have genet
component is|involved in ald

in monozygotic twins may

twins (Shanner 1997).

se. Actually, there is a high concordance rate for
zygotiz twins.

ington’s disease, Wilson's disease, and infantile
¢ components. Studies indicate that a genetic
tohol abuse. The concordance rate for alcoholism

be as much as two times greater than in dizygotic

4.7.2. The Biological appropches

The search for biological| markers aims to establish signposts on the

connecting pathways bew%en abnormal genes and abnormal behavior.

Biological approaches move nearer to the primary gene products to dissect

out the geneti

of psychiatri¢ disorders more effectively (Kessler et al 1986).
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The vast |advancement nowadays in brain imaging technologies and in
neurochemjstry and netirophysiology of the nervous system would enhance
dramatically the search |for biological markers in psychiatric disorders in a
consistent |and reliable way. Computed tomography (CT) assesses the
structure of the brain and identified some abnormalities in schizophrenia,
where as positron emis%ion tomography (PET) assesses both the structure
and some aspect of brajn function (e. g. blood flow). Magnetic Resonance

Imaging (MRI) and evokefl potentials (Eps) and polysomnography are widely

utilized in clinical settings (Kaplan 1991).

4.7.3 Genetic markers
Exciting prospects have bheen opened up by the revolutionary advances in
the mapping of the human genome (organisms complete set of genes). The
development | of techniques| using recombinant DNA promise to provide many
new markers, which will ensure extensive mapping of the human genome.
Restriction fragment length polymorphisms (RFLPs) which depend on normal
variations in IDNA sequendes have already allowed the mapping of the gene
for Huntington's chorea, m+'»ich is located on chromosome 4, (Kaplan 1991).
Other RFLPs|studies have| suggested chromosome 21 as a site forthe
genetic defect in Alzheimeris disease. The X chromosome and chromosome

11 in bipolar disorder and chfomosome 5 in schizophrenia.

The concept of genetic engir{eering has generated a great deal of excitement

in the field of genetics as regards the ability to modify DNA and RNA so that
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both the messages and the expression of the messages can be manipulated

experimentally. Through
genetic engineering, it n
involved in|a disease pro
isease to

nature of

prevented. | Currently, th

the extensive advance in genetic markers and
nay be possible to identify and localize the genes
cess, allowing the molecular and pathophysiological
pbe understood, potentially treated, and perhaps

e principal preventive role for psychiatric genetics is

in the offspring counseling and advice to psychiatric patients, their families,

and prospective spouses| The role of the genetic counselor is educational to

verify and

ispel mistakgn beliefs, for example, that all offspring of a patient

with serioug mental illnegs are necessarily afflicted by “hereditary taint”,

which is nof true. Eﬁec*ve prevention can ultimately occur only when we

understand the diathesis

, |comprehend the stress, and are able to usefully

evaluate the|ways in whi¢h biological, genetic, and environmental factors

uce mental disorder. (Kessler 1986).
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| and neurological disorders

such illnesses. It is edtimated that at least half of all such disorders in

1990). There are three levels of prevention:
Primary prevention, secdndary prevention and tertiary prevention. Primary
prevention |focuses on |identifying current harmful influences and on

supporting helpful enviropmental influences. Secondary prevention means

chronic mental illness either by preventing complications of the iliness or by
rehabilitation| of the pati%nt or by a combination of the two. Primary
considered the true prevention inthe sense thatits aimis to
stop a psychiatric iliness |from occurring at all (Puckett 1993). It comprises
those measures applicablg to a particular disease or group of disease in
order to intercept their cau%es before they affect people. Primary prevention
should be differentiated nqt only from treatment and rehabilitation, but also
from health promotion, wh+:h consist of procedure serving to enhance the
quality of life, general health {and well-being (WHO 1998).

Most mental and neurologicgl disorders have multiple and interacting causes,
with biological psychologic*l and sociocultural components. Much of the

preventive work should be Hone by the general health services and through

the intervention of other govﬁrnmental sectors, such as employment/industry,
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education; | environment

and social services, as well as non-governmental

community| based organizations, such as health support groups; charity

bs and other
lar emphasis
tial member

role to that of the general

4.9 Treatment in mental

Treatment

bodies.

The primary prevention of mental iliness

on the education of families, children; teachers and
5 of the community who have a vital complementary

health services (WHO 1990)

liness

f mental illnegs is concerned with the early case findings, prompt

diagnosis and treatment pf medical and psychological problems before they

overwhelm the person arn

mental health problems

treatments. In  mental

treatment available (Liebe

approaches in mental illnes$

4.9.1 Biomedical approach

The discove

of phenot

d become resistant to early intervention. Many

are poorly defined and as yet lack specific
health, non-specific treatment is often the only
rman 1975). There is a wide variety of treatment

D .

niazines in 1952 provided a powerful tool for

psychiatrists to cure psych%tic diseases and reduce the number of asylum

patients.

therapy in the past four decades.

antidepressant

Psychopharmacd

, mild tranqgd

logy has added a great deal to the list of specific
Specific therapies include neuroleptics,

ilizers and many other psycho-pharmaceutical

preparations.

Many men*al health workers believed deeply that the

elimination of psychiatric digorders was just round the corner. However,
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some leading psychiatrists noted that exclusive reliance on the biomedical
model leads to elevaticin of psychotic symptoms solely by means of heavy
dosages of medication, rather than the consideration of factors for the
potential of personal grpwth. Moreover, the long use of neuro-leptics in
Schizophrepia may predpitate the often-irreversible complication of tardive
dyskinesia @ppearing in |some 10-40 percent of patients taking this form of
therapy (Alanen et al 1P86). Heavy medications may also lead to negative

psychological effects, forl example lack of motivation and social isolation

(Puckett 1983). Nowadays, most professionals prefer the use of drugs with
other treatment approaches to improve the efficacy of treatment. Electro-
convulsive therapy (ECT |or shock) is also considered a modality of more or
less specific somatic therapy.

4.9.2 Psychalogical apprqaches

Psychotherapy is a procgss where by a socially sanctioned healer seeks to
help persons overcome dr alleviate psychologically caused distress and
disability by a systematic |procedure linked to a theory of the source and
nature of the sufferer’s diffiquities. There are more than 100 alleged forms of
psychotherapy, all of them, with the exception of behavioral therapeutic
apprbaches, Il into one of two broad categories: dynamic or experiential

The basic concepts of dynamic psychotherapy rest in the role of the

unconscious and defence mgchanisms to explain behavior.
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Py
self, existential despair,
(Kaplan 1991).

The focus of the therap:
immediate |experience pf
psychotherapists are not
that are responsible on

and the skill of the thera

factors in producing chan
primary goal|of Western p
individual. To achieve this
repressed emotions and
behavioral therapy exista

were developed to addre

depressed children (Harring

4.9.3 Social approaches

In contrast t¢ psycholog

phenomena and interpersor

illness treatment attempt to

environmental

Researchers in this field

treatments to

provision of psychotherapel

factors ¢

reduce the

evolved from the concepts of fragmentation of the

and the lack of unity with one’'s own experiences

/ is on the present and the mode of change is in the

one's emotions. Some critics argue that

concerned with economic conditions of their clients
many of their problems. The attitude of the patient

pist rather than the ideology are usually the major

e. Despite differences in theoretical orientation, a

chotherapy is to enhance self-actualization of the

the therapist helps the patient to become aware of

needs (Dwairy 1995). Many varieties of cognitive-

d some cognitive-behavioral treatment programs
the cognitive distortions and deficits identified in

on 1998).

ital approaches, which deal with intrapsychic

al problems, the social approaches to mental
modify attitudes and behavior by altering the

i

emphasized

tributing to the patients mal-adaptation.
the need for psychotherapeutic
need for heavy neuroleptic medication. The

tically oriented community ward as inpatient
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beds are always requirgd

maintain a|positive attit

prognosis. |The use of tr

in practice. The assistance of close relatives to

ide towards the client was found to be crucial to the

ined volunteers can fulfil a crucial role in the care of

the mentally ill by undertaking an essential therapeutic intervention, which will

relieve the pressure on full-time professional staff and utilize valuable natural

resources within the commu

of the essential recovery

SpOﬂSOFEd non-govern

a particular type of difficulty|.
4.9.4 Behavioral approach
Behavioral therapy has its

The role of the behavior {

change in the patient’'s mal-

therapy is on|the present

reinforcing desired behavior

4.9.5 Treatments mostly id

s Crisis intervention

this probler

nity. Self Help groups form a very significant part

process from a mental iliness. These are usually

mental agencies for the aim of helping people with

es

foundations in theories of the learning process.
herapist is that of a teacher who tries to make
adaptation. The specific problem and the factors
n must first be identified. The focus of behavior
ife problems and direct change, by positively

broduced by the client (Puckett 1993).

ntified with community mental health

N T

It is believed that individual

are more motivated to change in crisis more

than at other less stressful periods. Long experience with crises intervention

model indicates that

it ha

fostered two significant developments in
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circumstances. It has urged the change of professional practice to ensure

that time-li ‘ted help wodld be made available on immediate and intensive

basis during\the first dayg following the crisis. Second, the model defines

crisis as a period of opportunity as well as danger, and links the chance for

improved mental health with the quality of the person’s immediate coping and

problem solving reactions (Caplan 1986). Crisis intervention method appears

to make for the ,lest use of limited resources.

. Brief probl‘m-solving treatment

Howton and C talan have developed this approach from the crisis-
intervention theo (Puckett, 1993). lItcan be applied to almost any type of

counseling situation and not limited to times of crisis. In this method, the
ates in desciption of his problems to the therapist. This
enables the therap'.st to assess \the problem and set priorities for action.
Counseling may gé { into a deeper stage if good relationship between client

. The helperimay be able-with caution-to diagnose the

inconsistencies in he clients behavior compared with their expressed

attitudes (Counselor confrontation)] and suggest possible motivations for
certain behaviors exhibited by the clignt (interpretation).
» Family dynamic f,‘ and general systems theory

The Family isthe primary group in which most children in most societies areé

nurtured physically an;emotiona"y, And made ready for entry into the larger

48




social system of the| community. The family not only produce food, shelter,

clothing! and love, it also determines the major elements of health: genetics
|

inheritanpce; primary physical and psychosocial environment; and skills to

cope with the physical and social environment of the community (Liberman

1975). Much work into the family as a system was stimulated by the work of

some a ti-psychiatrist#. The focus of family therapy is still concerned with the
family as a system. It pan be argued that any treatment is incomplete without
attentiori to the family — in person, by the responsible therapist. In more
recent i(ears, intervgntion centered around the concept of “expressed

emotion’j has been aFempted in families of schizophrenics. Which indicates

ipse of schizaphrenia is more likely if patients live with relatives who
ssively critical or over-involved. The more patients are exposed to

high Ievdls of expressed emotion, the more likelihood they have relapsing.
i

|
. Odueach

Outreacl" approach entails going outside the usual forms to seek out the

needs Mhere they exist. The functional catchment area of outreach teams

such as ‘social clubs for the alienated young unemployed, who may also be

suffering:‘ from psychiatric illnesses, was found to be fruitful in primary
preventioUn and early detection and treatment of mental illnesses. Workers
who are attached to pqlice services could find much opportunity for outreach

|
work to potential clients |(Morrice 1976).
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. Tf*eoretical models for community mental health
|

Research in commur

ity mental Health has developed some new models for

working |professionals.
|
in undetlstanding the

Those models try to enable workers to go more deeps

nature of mental problems and various ways mental

illness Hﬂanifests itself

I

levels oflpsychological
\

One model portrays how clients may enter one of five

disturbance, how services each level may be and how

various 1‘ypes of thergpies may be used in response to the illness (Tyrer

1987). "'he operation of such a model requires considerable teamwork

|
among cn¥mmunity, primary care, social agencies, and hospital staffs.
|
\
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|
4.10 *Iental health services
I

| background

|
4.10.1 | Historic
|

Mental ‘lhealth care have been the subject of considerable change overtime.
In the Hlnedieval period, mysticism prevailed and there was little emphasis on

institutidlbs, except fof the dangerously mentally ill. Quite often, the mentally

ill could‘| be treated h

2

manely and sometimes they were taken to healing

shrines ‘|n an attempt to cure them. By the seventeenth century, a more

\

tolerant view of mental illness and other forms of social deviation prevailed
\
(Wing 1%78). The majn regard was focused on the moral aspect of conduct.
\

The mentally ill together with the beggars, the profane, libertines, and
\

dabblers|in sorcery were regrouped without differentiation and banished into
1

the closed world of the custody mental hospital. At the beginning of the
|

seventeenth century, the Poor Law was introduced in England. Accordingly,

the menﬂlplly il and all types of paupers were forced by local authorities to

serve in !‘the workhouses. Much of the spirit of public psychiatry tended to

follow this unfortunate precedent.

A major factor in the early development of public measures for handling

persons with mental illness and mental retardation was protection of the

communitjﬂ from unacceptable or irrational behavior. As a result, in most
|

countries of the world, |a substantial institutional system developed as a
|

repository \l for these persons extruded from the community. For many years,

|

|
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Discharging of large

|
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|
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|

After Wol
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!

rld War I, and |t

Iry, considerap
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greatly a?;celerated by

)
alternativ

drugs in| the mid-195

s to institutig

\
1960s community care

and the Western indus

still accepted alongside
I

impetus ﬂ‘

pressures!‘

or continuatior
of the public a

the disturq'ing reports ab

|
Governments also becg

in the treatment for the mentally ill, these institutions

none” resource. Either the mentally ill stayed home

was put in an institution where total maintenance was

zation movement
numbers of patients from public psychiatric hospitals

y to receive care in outpatient facilities is the process

zation.

he experience of providing mental health services for

le new knowledge became available. Gradually, from

s of deinsitutionalization began. This process was

the breakthrough in the development of psychotropic

)0s for relieving symptoms of mental illness, and
pnal care became better understood. By the early

programs were organized on a large scale in America

rial countries, and the role of the mental hospital was

with the community approach (Jones 1979). The

1 of deinstitutionalization was enhanced more by the

d politicians against the mental hospital system and
put the miserable situation of the mentally ill patients.

ime pressured by the increasing economic burden of
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em and by the advance in social sciences and the

> lobby that argued for a community based system.

there were 8500 inpatients in the mental hospitals in
rand total of 535,000 had been reached. It is significant

,164 inpatients were in hospitals by 1980 as a result of

nstitutionalization process (Puckett 1993).

have almost certainly changed more than those of any

ine since 1948. Over 150.000 mental hospital beds in

> National Health Services in Britain (NHS) have fallen

and have largely been redistributed into general

ettings. Despite some oppositive attitudes to the

nalization moyement, a wide number of studies have demonstrated

ting seriously psychiatric ill people entirely in the

with their relatives preferred this approach.

t mental hospitals has been hard on the chronic
elderly, their families, and the whole community.
s continued to receive psychiatric treatment and
various aftercare clinics. Others were placed in new

ay houses, board and care facilities, and public
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)1). Several studies have demonstrated that without an
round-the-clock care system for all aspects of the
onic mental patients will regress in the community as

ental hospitals. Some studies indicated an increase in

amilies and a high proportion of chronic patients down

stressful and miserable environments with significant

homeless persons (Weller 1989). Weller, who was a

of de-institutionalization in Britain, demonstrated an

tween psychiatric bed provision and the prison

death rates. Some people

that the problems of the chronic mentally ill were not solved and

2n created by de-institutionalization.

y Mental Health

ilt of the powe+'ful de-institutionalization movement, many countries

particularly the United States, Britain, Italy, and

major dismantling policy. Inspite of the reformers

mental hospi#als have remained in all mental health systems. It is

titutions take in a million people in Europe, under
ions. Community mental health services have

nental hospital on a specialist basis which has given
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nited States of America, the congress passed the Community Mental
Centers (CMF—IC) Act in 1963. The act provided funds for the

's with specified catchment areas of 75,000 to 200,000

h CMHC must provide five basic psychiatric services:

care, em%rgency services on 24-hour basis, community

(including partial hospitalization programs, half-way
vices and a wide range of outpatient services), and
n. By the early 1980s , there were about 800 CMHCs
ne severe financial constraints, the CMHCs function in
limited. State mental hospitals in the U.S.A. still utilize

cated mental health financing (Kaplan 1991).

rr{munity mental health role was and is still perceived in

proaches by professional writers and mental health

2S.

of de-institutionalization, Gerald Caplan stressed the
approach rather than just reacting to mental illnesses
(Caplan 1986). Other researchers proposed a wide
t

community mental health services could provide.

preventive activities, programs of rehabilitation for the
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jare as required. The community mental health movement views

commur\‘hty mental heglth as a total system, rather than a single service. It

1
should be concerned | with the prevention and treatment of mental disorders

1
and with the rehabilitation of former mentally ill persons through the use of

organize‘:i community grograms. It approaches individual patients through the

resources of the community.

The Italian experience| of deinstitutionalization and reform of mental health
|

services ‘I

most Eun

was actually unigue and much different from the United States and

opean countries experiences, were dinstitutionalization has been

|
reduced | Italian

\
recognitio

to dehospitalization. The reform attracted international

L as being the only instance of an industrial society eliminating

detention |in a mental

| hospital from its range of mental health agencies and

services (|

.eonardis 198%3).

cular had thrown open the doors of psychiatric clinics
A began working at the Trieste Psychiatric Hospital in
about forming a team from the young doctors,

rkers, volunteers and students who had been drawn
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vices. The laws which have reformed psychiatric care
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day have access to therapeutic, rehabilitative and
, with their full rights intact, in the concrete reality of
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uests still present in the 57 psychiatric hospitals in
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1991).

ublic will be highly puzzled by the seemingly paradox of

j successful and highly desirable effects of the

ity mental he%alth approach compared with other studies seemingly

» hazards of caring for the mentally ill in a community

ear to want them.

sychosis study was conducted in England with the

ers providing a comprehensive picture of all aspects of

ere mental illness (Tyrer 1998).

e Prism study is that standard case management is at

nsive case management in its general effects on
y and for people with lower levels of impairment is
vkes et al 1998). As a natural consequence of this,
found in the previous studies of intensive case

tive community treatment were not shown in the

nilar in both teams, intensive case management was

nsive than standard management and offered no
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whatsoever (Wykes et al 1998). Other results of the

y suggest that both intensive and standard community

mproving the lot of the average patient with a psychotic

pecial advantages are offered by the intensive services
)- In fact, that is somewhat paradoxical effect of the
arently creating increased dependence in those that are
creasing rather than reducing the incidence of violence.
jle point of concern over community care. Most of the
atients who are disturbed to be placed in an institution
er than disturbing their own lives, even if they are more
the community than in the hospital (Tyrer 1998). In
aland, assertive and intensive community treatment for
lly il have rarely been fully integrated into a
ment area community and hospital mental health
Uburban Sydney with a serious mental illness who had
d repeated hospitalizations without benefit, were
pvative assertive community mental health service.
ntation of the service, on-going evaluation revealed
atric bed days occupied by these clients. The number

creased, client functioning improved, and symptom

significant degree (Hambridge et al 1994).

re study conducted in Nanjing compared the two-year

phrenic patients who attended four enterprise-based
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sheltered workshops (experimental group) with that of 78 schizophrenic

patients|who attended|an out-patient clinic (control group).

!
Despite ‘l

I
hospital |

\
patients |

less psychological dysfunction and
\

the experimental group had a longer course of iliness and more prior
admissions than the control group, at the end of the two years

treated in enterprise-based sheltered workshops had significantly

less severe psychiatric symptoms.

£ compared with the control group, over the two-year period a

smaller proportion of th%‘ experimental group experienced a clinical relapse or

|
hospital nreadmission (Luo et al 1994).
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rms of community care for the mentally ill

. Corﬁhmunity mental health centers (CMHCs)

\
The incrq

1
services |
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changes |
|

require ad

decentralii
|

asing development of comprehensive community mental health

for the menLally ill over the past years has initiated dramatic
in mental health administration and planning. These changes
;,commodation| to community participation, consumer satisfaction,

ration, and new organizational relationship with other public and

private ser

|
The nucleus of work
|

vices systems

in the community has been in many areas the

communitﬁ mental health center (CMHC), which has been the focal point of
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itside the hospital services. Working in the community enables the

therapist to see and treat individuals in their social context.

ymmunity seryices usually provide an out-of-hours crisis services,

llow clients to|gain assistance and treatment when they feel in urgent

\
need. %iuch access binds the staff and clients and their families together and

|

facilitate% what is called “the therapeutic alliance”.
1

1

!
\

The primary worker in the CMHC provides the basic therapeutic care for
\

clients dhd arranges referrals to other required services. The community

center allows its staff to relate to community individuals when a need arises,
f

. I . . . i
creating a model for effective social intervention on a larger scale.

The org" nization and philosophy of a CMHC, which has to provide a
compreh ' nsive, curativeé and rehabilitation service for all potential cases in its
catchmen‘. area, shouyld be based on the principles of non-selection of
non-hospitalization, high degree of flexibility and mobility, and the

involvement of multiple resources in the therapeutic and support programme

There have been a number of approaches to what exactly community

services should provide. In the United States of America, the Congress

Iegisla'n'cion‘| in 1963 called for five required services by each CMHC. Later on,

\
the public|law required|the addition of services for children, services for the
\
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work opportunities for thousands of young operators
york in this sector (Dell’Acqua 1991).

nanagement

ase management (ICM) has been increasingly and
by western countries mental health systems as a
very. Despite the good work of community mental
nas been an emphasis on engaging mental workers,
kground, to undertake the work as brokers to some
d by the client in order to achieve better rehabilitation.
are management” is preferred as a more neutral term,
accept to be described as “ a case” (Puckett 1993). In

ty mental health care, work is conducted in the client’s

ther suitable %etting and is definitely not “office-based”.

vention take place in real-life settings, clients are
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D
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Usually, the staff work is closely and in

re-hospitalization is considered necessary, the case

r will operate glosely with the inpatient staff.

Intensive case management is perceived as being successful though actually
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traditional forms of care. Behavioral health care has
in recent years with the growth of managed care. A

type of managed care is a carve-out, in which mental

abuse care are administered separately from medical

al 1998). Implementation of behavioral health care

may be a{ccompanied by substantial reductions in inpatient

and payment

5 for treatment of mental ilinesses (Merrick 1998).
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managed ca
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nder-treatmen
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t or poor quality of care. The humanitarian aspects of
particularly by the increasing time and financial
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)

‘ lity of the clinjcian-patient relationship may be affected as increasing

demands for paperwork and record keeping compete with the time spent with
patients." Although implementation of managed care can substantially reduce
treatment costs, concerns have been raised about its potential effect on

severely'\ ill populations (Young 1998). Some researchers indicate that

commun

ty forms of %ervice organization may have some modest indirect

positive Leffects upon |individual outcomes, but there direct effects are at the

service I‘ vel in terms| of improved access to and continuity of care. The

current confusion about the role of case management, both in terms of its

deﬂnition[ and its effects, also reflects precisely this distinction between the

active tréatment and the treatment delivery process (Thornicroft et al 1998).

Although!wmany believg that intensive case management has led toless
f

frequent l'lospitalization and to a higher quality of client life, it seems that

case mar;agement remains not well-defined, poorly described and its full

|
characteristics un-researched.

ry health care model
| health and primary health care
are among the most common reasons for seeking
in general practice. It is estimated that nearly 77% of all

consultations are actually carried out by PHC physicians (Al
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Mental h~ealth as a component of primary health care comprises

I
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: !
practical | relevance of

health care. These skil

changed (WHO 1990).
!

inct areas which are often confused. The first emphasizes the
psychosocial and behavioral science skills in general
s are vital to improve general health care facilities and
50 very essential in promoting mental and emotional

ng the quality of life. Traditionally, these skills have

a task of health care workers, and this needs to be

|
The secd}wd area is cgncerned with the control of mental and neurological

. |
diseases. |

In general,

his area is better understood by health professionals,

ad has often been regarded as too highly specialized for general health

|
workers. However, sci

i
can mana#e many ment
‘|

General health personn

and treatment (includ

\
neurologic# disorders.
1

tific research suggests that general health workers

| and neurological disorders.

el can do well in the prevention as well as diagnosis
ng rehabilitation) of people with mental and

Mental illness does not always need specialized
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severe mental illness can be managed without

n care workers and equipping them to deal with mental

Moreover, the

al health is not an additional burden for primary health

ontrary, it increases and improves their effectiveness.

5 suitable for use within a primary health care system
| illnesses. They have been proved to be inexpensive
f mental health specialists in this approach should be
upervision and training. This supervision of primary
nental health specialists is an essential component of
easingly prominent role of the family physician in
1 care can be enhanced by collaborative action with
ces (Kates et al 1997).

g achieved this by bringing mental health counselors
e offices of 87 family physicians in 35 community

ntario. The programme made mental health care

ble and accessible, increased continuity of care, andled toa

ient use of other mental health services. Psychiatric
among young adolescent primary health care

ciated with physical symptoms and health risks.
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Commorl?‘l mental disorders (CMD) are an important cause of morbidity and
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e attenders in Africa. A case-control study carried out

ary care services in Harare, Zimbabwe, revealed

2 main finding indicates that intervention at the primary

argeted at CMD cases who are likely to be persistently

is that the recognition of morbidity by health care

with an improved outcome. This suggests that

¢ general health workers might lead to therapeutic

elevant terminology for mental disorders have added

utcomes in this group of patients. Further policy
tconomic and social support may help reduce the

et al 1998).

A considerable proportion of mental, neurological and

is possible by methods that are simple, effective and

cost. Much o}r the preventive activities should be done by general

cers in collaboration with other sectors and agencies.
of mental illness emphasizes on the education of

Teachers and other influential members of the
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Involving the|community

As stated in the declaration of alma Ata (1978), health care systems must

involve ",the community at every level of planning and development. Health

|
care should be based on the actual needs of the community. Mental health
I

services!‘ are sensitivel to the needs of the population served if the public is

|
actively Involved the cgmmunity should participate in decisions concerning its

mental ) althcare and program’s, instead of having them defined solely by

\
professionals. Commuhity participation implies that individuals and families
\

assume !‘responsibility for their own health and welfare and for the whole
I

community. They should develop capacity to participate in the assessment of
|

health situations, in the definitions of problem, and in setting priorities (WHO

1990). T“ e principles ¢f good health are concerned with the recognition and

satisfaction of community needs, attitudes and aspirations. No area in health

care is mare relevant to these principles than mental health care.

\
Mental health professionals have been often distant from the community they
\
serve du*e to physical |seclusion of mental health care facilities. In the

|
community approach, mental health workers should be part of the community
|

they serve. They should know what the community identifies as problem
'\
areas and initiate constant dialogue with key community groups to identify

communitﬂ‘ concerns. Mental health professionals should carefully define the
|
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b mental health from other sectors

mental health care requires involving other sectors in

ibute in mesting mental health

LIS o=

llwork and community welfare and development have

piay in supporting mentai health care. Intersectional
bvernmentai and non-governmental organizations, is
evelopment of national mental health policies and
ublic service agencies, schoolteachers and police
and close contact with the community and can
g¢ommunity mental health. Schools offer an excellent
instrumental in the promotion of mental health and
rders (WHO 1991). Teachers can have a significant

pupils and their families in the promotion of general

es.




A nu%ber of developing countries introduced school mental health program’s
into the health education program’s in schools. The health education

materjal would cong¢entrate on several simple messages to schoolchildren

|
such las: smoking, drug abuse and tolerance for the disabled. The teachers

are trained and supplied with guidelines to recognize the relevance of

psychpsocial factors in child development and emotional factors in learning.

U

They %hould also be able to detect and cope with the children’s emotional

and bJ. havioral problems (WHO 1990).

The pplicemen control various social situations including disturbed families,

\
abuserﬁs of alcohol %nd drugs victims of crime. They can play an important
role in| the detectionf and management of mental disorders if they are taught

about mental health |principles and how to apply them in dealing with the

community.

Non g&vernmental organizations (NGQOs) are directly or indirectly involved in

a Varieﬁ of social and|{community services, often including health services.
NGOs j@are usually deeply committed and well accepted by the communities
they serve. This enaFles NGOs to play a pioneer role in offering a variety of

services such as runping mental health program’s counseling, rehabilitation,

accommodation and employment.
Intersectoral collaboration implies the necessity of establishing national
mental I'\kealth coordinating groups representing the health system, education,

police, |[social welfareg, NGOs and all other concerned sectors. The

coordinating groups ghould continue developing, monitoring, modifying

mental r-* alth program’s and play their role in policy-making.
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ntal disorders in the Gaza Strip

een the victims of more than 50 years of aggression,

deportation, detention, torture, breaking bones,
demolishing homes, and violation of all their basic
national aspirations. The oppression against the
have been continuos and immense to affect all the
individual Palestinian. During the “Intifada” the Israeli
alated its collective brutal punishment of the Palestinian
West Bank. Oslo peace accord triggered a lot of hopes
ns among Palestinians despite all there sufferings,
bns. Regretfully, the implementation of the Oslo peace
government during the past 5 years seemed to be a
he hopes and choice of Palestinians who are eager to
ne Palestinian populations in the Gaza Strip suffered
D besiege and closure in a narrow space with
ployment, poverty, and various social and political
in such adversities with continuous suffering and
vere impact on whole aspects of mental health of the

The primary victims of such adversities have been

\d adolescents, who constitute about 50% of the total

n. A study of 38 children of 9-13 years old was conducted in Gaza
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D98) revealed that 21.5 % of children suffered one way or

and their teachers reported high rates of mental health
en (43.4%). Another study of 239 children showed that

moderate to severe PTSD reactions after exposure to

al 1999).

al disorders in the Gaza Strip

res did not exist in Gaza until 1970, when an outpatient

the main general hospital (El-Sarraj et al 1984). At

s still lack of organized data on the status of mental
tinians (National strategic Health Plan. Palestine, 1999-

ittle available epidimiological data on the psychiatric

incidence, and distribution of mental disorders in the
the advances achieved in mental health research and
Gaza over the past years, the bulk of people who need

care is difficult to estimate. It is believable that 30-

ited by various mental and psychological problems; the

t seek help, fearing of stigmatization associated with
care (Afana 1995). In 1998, the public mental health
Nasr psychiatric Hospital and other three governmental
alth clinics in khanyounis, Sabha, and Beitlahia have
Of these 19179 cases were met in the community
with 36 % suffering different psychotic disorders, 23 %

anxiety disorders, 1 % organic mental disorders, 7%
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|
\
|
|
|
|
|
subsﬂFnce abuse dfsorders, and 9 % mental retardation and developmental

disorders (Samour |1999). The Gaza Community mental health program

|
(GCN*HP) which adppts a community approach mental health saw 1153 new
\

caseé in 1997, of which 16% suffered anxiety disorders, 18% organic mental

disoqurs 19% chil#hood disorders, 17% mood disorder, 4% somatoform

|
disorder, 4%psychd

sis, 1% personality disorders, 1% drug abuse, 16%

undecided, and 4% dther cases (GCMHP 1998).

nt epidemiological study on the prevalence of stress related psychiatric

alestinians in the Gaza Strip was conducted by the

teams. This study is a part of a multi-site trans-cultural research

prograin for the identification, management and prevention of psychological

and m%ntal health p

(GCMHP 1998).

roblems of refugees and victims of organized violence

The study included a sample of 600 individuals

repres%nting different| locations of the population in the Gaza Strip. The

results jof the study

psychiz{Lric disorders

revealed that the lifetime prevalence of stress related

is 34.2% with more prevalence in males than females

and refugees than citizens. Post-traumatic stress disorder (PTSD) was the

most frJaquent stress-related diagnosis found in the sample (19.5%), with

more f%.equency in

males (23.7%) than females (15.8%) and refugees

(24.7%)| than citizeng (11.7%). It was significantly less frequent in the

younger age group (16}22 years) than other age groups, (12.4% compared to

22 %

frequenc

n the older jage groups). Resettlement areas had the highest

of PTSD (3Q.8%) compared to cities (13.2%) and camps (22.1 %).

Other risk factors for PTSD were unemployment, evidence of child
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d 17.6% of the sample.

ian children h

jan community

Health Prograr

o were detain

na experienced before 12 years of age and after 12 years

Major depression lifetime

Although males had a higher

ence than females in depression, the difference was not statistically

%

les; 15.8% females). Refugees had higher rate (20.5%)
%) Among the important risk factors associated with
y revealed the importance of daily hassles suffered by
positive correlation with depression, followed by trauma
age, and unemployment in the 40-60 age group. PTSD
is in 7.8% of the whole sample. Morbidity of PTSD with
rs was found in 55% of the cases (30.4% with major
th anxiety, and 19.6% with somatoform disorders). The

ety disorders was 13.2%.

mental health

50% of the Palestinian society. The status of the
as always been on Par with, or worse than, that of the
¢ in which they live (Abu Hein 1997). The extent of
xposure to traumatic events is horrific even at the
cprding to a survey conducted by Gaza Community
m (GCMHP) of 2779 children, 92.5% were exposed to
beaten, 55% have witnessed beating, 4.5% have had

r

|

had severe injury, 85% were exposed to night raids,

d for short periods of time (El Sarraj 1993). For more
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than |30 years singe the Israeli occupation in 1967, Palestinians in the Gaza
Strip land West Bank have been exposed to continuos severe sufferings and
stres‘J:fuI situations.| Such stressful situations and experiences dramatically

incregsed during tr+e Intifada, which resulted in a variety of mental health

problems and diseases such as anxiety, post-traumatic stress disorder, and

depression (Thabet 1995). In a recent study to estimate the rate of
posttr',umatic stress|, reactions in Palestinian children who experienced war

traumas, and to inyestigate the relationship between trauma-related factors

and P4FSD reaction (Thabet et al 1999), the researchers examined a sample

of 23, children of 6 t911 years of age. The study revealed high rates of post-

traumJ.ﬁc stress repctions in  Children of primary school age that had

experignced war. Of those examined, 73.2% reported PTSD reactions.
Children of refugee damps were more likely to experience PTSD. This result
may reflect mediating|adversities of the refugee population such as relocation
and disruption of school life or peer relationships. It could also reflect higher

exposwﬁe to life events such as house demolition (Thabet et al 1999).

A stud;l of the relations between the level of traumatic experiences, degree of

active #barticipation in the Intifada, and cognitive and emotional responses
among |108 Palestinian children of 11-12 years of age in the Gaza Strip

showed| significant results (Qouta et al 1995). The more traumatic

experiences the children had and the more they participated in the Intifada,
concentratign, attention, and memory problems they had. Intifada
tion decreased self-esteem and increased neuroticism and risk

taking. | The highest level of neuroticism was found among active boys who

77




were!| exposed to many traumatic experiences (Qouta et al 1995). Children's

activeé participation |in the Intifada could not protect them from developing

\
]
emoti

nal problems as was assumed before. (Qouta et al 1995). In addition

to th" divasting effects of war trauma on Palestinian children, other social

adversities have a|serions impact on their lives.

According to a study

icted in Gaza|to investigate the rate and nature of anxiety symptoms

and disorders in children, and their relation to social adversities (Thabet et al

!
1998),| children repqrted high rates of significant anxiety problems (21.5%)
|

and their teachers

reported high rates of mental health problems in children

(43.4%&). Anxiety problems, particularly negative cognitions, increase with

age and were significantly higher among girls. Low socioeconomic status

|
was t?*e strongest predictor of general mental health problems and living in
|

camps|was strongly |associated with anxiety problems (Thabet et al 1998).

portant victims of political suffocation in the Palestinian community

are chi‘ ren, and thi$ is obvious in child labor (Abu Hein 1997). A study of

300 randomly selected male children working in different arias of the Gaza

Strip showed that WL large percent (33%) of children laborers work in

ical job in garages and a total of 55% work in difficult and dangerous

jobs that might lead to permanent handicaps for soft developing bodies (Abu

Hein 1997). The growing child labor force in the Gaza Strip is an immediate

|
and negessary result

|
imposed|by Israeli auth

It is currently estimate

under t L age of 15

orities.

years are disabled.

of poverty and unemployment due to the suffocation

:d that 3% of the population of Palestinian children

Many of these disabilities are a
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after all, not very diffs

or other parts of the

half of|

the Palestinian

Of those, 23% worl

|
adminis

strative  field,
Palesti
the ex*berience of Gf

Gaza qver the periog

women| suffer mental

6,534 new patients W
!
years

age. The j

adults |n 1991 to 45 ¢

females| while single

widowed 5%. About

compard}d to only 139

comparé

ng female,

d to only 6%

da related injuries and the remaining disabilities are the

le causes if appropriate parental, environmental, and

care services were available (Arafat 1997).

mental health

often believed to be suffering from the effects of three

living in a restricting male-biased and

and living under the Israeli military occupation. They are
erent from most other women whether in the Middle East

world (Sansur 1995). The Palestinian women constitute

population. They from 9.4% of the labor force in Gaza.

k in the services sector, 13.5 % in industry, 15.8%

and 11.7% in other auxiliary fields. Only 2% of

nian women labor force work in Israel and the settlements. A study on
CMHP clinics with women’s mental health problems in

I from 1992-1994 revealed that a significant number of

disorders (El-Masri 1995). In the period mentioned
yere seen of these 1,792 were adult females over 18
percentage of women kept increasing from 33% of total
b in 1994. Single adult females were 18% of total adult
males were 29%, divorced women were 5%, and
20% of females had some form of mood disorder
of males, 15% of females had a somatoform disorder

of males. The most common disorder met in these
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womeén was

circumstances.

| risk factors
Another st
| Strip,

plogical distre

ucation and
group§ Chronic i

importe

maj

showe

2r. and obsess

nt than those

Lr depression, which is related to stressful life

5k of females presented with some from of psychotic

to 9% of males, while surveys show equal prevalence of
sorders in both sexes. Living in an extended family, early
riority, lack of education, and different political adversities

for the mental health of Palestinian women (El-Masry

4

d 40-50%

dy of 500 Palestinians at random in the West Bank and

of women with various manifestation of

S

s (Sansur 1995). Symptoms of depression, somatization
ive compulsive behavior were more common among the
than the other categories and were more significantly
us aspects of women's lives. Older urban women of
spcioeconomic status were more symptomatic than other
fe events of social or economic nature were no less

2 life events directly related to occupation in their impact

on the TLvomen's ment%l health (Sansur 1995).

Palestinian detaine

Since # e Israeli occ

Israeli

people.

uthorities kep

No Palestinia

e% mental health
upation of the Gaza Strip and West Bank in 1967, the
t increasing its brutal practices against the Palestinian

n City was excluded from having a detention center for

interrog%tion, investi%ation and detention. Between 1967 and 1987,

imately one

ing terms rangi

half million Palestinians endured detention in Israeli jails

hg from few days to life in prison (Abu Hassan 1997).
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ing the years of

‘O Palestiniar
and other %g

till more tha

are L

suffering from extrem

1997).| From the firgt
1

prisoni

cursed at by the in

=)

=

use the “al-shabh”,

hands are tied behin

One of the most da

interrogator shakes

1997). Psy

commission and legig

the Intifada (1987-1993), the Israeli detained about

citizens (Abu Hassan 1997). Despite the signing of Oslo

reements by both Palestinian and Israeli officials, there
3000 Palestinian detainees kept in the Israeli jails,
ely difficult living and mental conditions ( Abu Hassan

moment of arrest, the physical torture begins. The

2r is hand cuffed, his head is covered with a bag, often beaten, and
errogators (Francis, 1997). More than 90% of torturers
Where the prisoners legs are tied to small tool and his
1d the back with a bag put over his head (Francis 1997).
maging forms of physical torture is “shaking” where the
he prisoner violently from his collar for over a minute
chological torture which was allowed by Landau

lated by the Israeli high court includes, prevention from

sleep for long period{s, confinement in a narrow cell, deprivation of food,

|
exposu

to loud mus
cause disability, thred
rape of|his wife or r¢

holding "the detainee

preventihg from using

ic, degrading the dignity of the detainee, threatening to
tening the detainee with rape, sexual abuse and the
2latives. Other methods used by the Israeli include
with traitor, exposure to extreme temperatures,

the toilet, and exposure to lye detection devices (Abu

Hassan % 997). The trayma of torture derives its specificity from the goals that

torture p\ rsues. Beside

community, torture aim

of the personality and

s the extortion of information and terrorizing the entire
s at the complete control, humiliation, and destruction

dentity of the victim by systematically breaking up the
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thinking, avoid

n's defense apd coping mechanisms (Patsalides 1997). Imprisonment

frightening events that are, according to the diagnostic

can Psychiatric Association, out side the range of normal
ch are psychologically damaging (Qouta et al 1997).

rmed a link between exposure to torture and subsequent

anxiety, post traumatic stress disorder

ehavior, and non-specific physical complaints. More

jree that psychological harm may not occur with out the
)r appraising trTe experience as overwhelming and exceeding his or her

puta et al 1997). In a study of prison experiences and

in Gaza Strip, the researchers
ex-prisoners who were imprisoned during the Israeli
half of them during the Intifada (Qouta et al 1999). The

different types of prison experiences, one only of them

ering and disillusionment was exclusively negative. The

luded relatively rewarding perceptions and described

as a struggle, heroism, and the duty of a man, a road to

in insight, or a return to religion. In the sample studied,
nt, as a developmental task was the most frequent and
the least frequent. The more torture and ill-treatment
> often they perceived imprisonment as suffering and ll
5s they emphasized religious commitment. Torture and
ps were associated with coping styles characterized by

ance, and self-controlling. Those who showed wishful




|
thinking
|

and avoidapce were associated with high level of neuroticism, and

those llwho perceived imprisonment as growth in personal insight suffered

more from neurotic symptoms than other ex-prisoners. The findings suggest

\
that prychological W

of onels

tasks

struggl

age and ci
r young mer

for national

yell being depend on both the major normative demands
llturally and socially accepted values. The age-graded
in the Palestinian society relate to participating in the

independence. Hence denial, avoidance, and wishful

were not either socially or developmentally accepted coping modes,

and they were related to poor mental health. Also, tendency to appraise

imprisonment as a search for insight, as opposed to heroic and practical

perception, was assoclated with poor mental Health.

\
SubstaJrce abuse problems in the Gaza Strip

One of ﬂthe most seripus consequences of the Israeli occupation and the

chronic

abuse i

ufferings of

the Palestinian people has been the spread of drug

| the Gaza Stirip and West Bank. Before the Intifada in 1887, the

drug abuse problem hgas reached its height and variety of substances abuse

spread llke marijuana,| alcohol, cocaine, heroin, and sedative — hypnotic

1992). Many people believe that the Israeli authorities

have inteI tionally encoyraged the dissemination of illicit drugs throughout the

West Bank and Gaza Strip within a planned policy to destroy the Palestinian

\
individuall
\

7

thousands

engaged

of Palestinia

and society (GCMHP 1997). No doubt that the work of hundreds of

laborers inside Israel, surrounded by a subculture

widely in drug use, have affected largely the Palestinian society in




l
this respect. With

number of hard suf

1992) |

The impression of loca

therapeutic.

‘ Depres

| pride and op

the eruption of the Intifada, it was observed that the

stance abuse cases dropped dramatically (Thabet et al

| health workers was that the Intifada has been socially

sion or hopelessness have appeared to be replaced by

imism (El-Sarraj 1990). Moreover, the Intifiada activists

combated drug dealing and abuse, shattering the network of collaboration

betweeh Israeli and

punishment into both

Palestinian drug dealers, and inducing the fear of

dealers and users (GCMHP 1997). The said above

exp!aing the considerable decrease in drug abuse problems during the

Intifada| Years. With

|
accord, the prevailing |
poverty,| and frustrat

substange abuse. It
came fcjr detoxificatio
impression that the nu
et al 199
of drug

general upward trend

informati

very har
\

the illegal nature of th

number of substance

Some rep'}Lorts indicate

2). Unfortunat

'abuse problen

to obtain. T

the impairment of the peace process after the Oslo

political suffocation, unemployment, widespread PTSD,

on have significantly aggravated the problem of
is observed that the number of dug abuse cases who
n were increasing steadily in the Gaza Strip, giving the
mber of drug abusers are more than expected (Thabet
ely, the information available on the nature and extent

1s in the Gaza Strip is far from adequate. Although the

is clear, estimates of consumption are uncertain and

n on the prev%lence of particular problems including dependence is

here are many reasons to this, some of which refer to
e substances. A statistical data about the exact
busers in Gaza never existed (Thabet et al 1992).

e
[=

that well over 5000 people in Gaza abuse drugs
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(GCN*HP 1997).
I

the clammunity mer

The total number of drug abusers who asked treatment in

tal health clinics of the ministry of health (MOH) in 1998

was T‘|85 persons. Of those, 186 cases were heroin abusers, 135 cases were

hashish abusers, 84 stimulants, 110 tranquilizers, 275 multiple substances,

and 5‘ cases alcohalics. The geographic distribution shows that most drug

live in the

south of the Gaza Strip (376 cases), 212 cases in the

and 197 cases|in Gaza City (Smour 1999).

utcomes of treatment in the community mental health department

clinics ‘|of MOH show that 32 cases were cured without relapses, 125 cured

relapses, 2[7/0 cases have recurrent relapses, and 358 without any

~ (Samour 19F9). The Gaza Community Mental Health Program

(GCMHP) has 250 dases of drug abusers. The success rate of treatment is

(11.2%

cured and 32.8% improved), 29.1% no change, 10.8%

relapsed, 7.2% dropped out, 4.8% closed files, 3% died, and 1.2% referred

\
else w

|
drugs 4

tere (GCMHP [1997). In a study of 1992 to explain the type of other

used with heroin in the Gaza Strip (Thabet et al 1992), a sample of

120 ma\k drug abusers who are treated at the (GCMHP) was examined. The

research

route of

psychos

ers tried to sprt out type of other substances used at Gaza Strip,
administratior), and any correlation between drug abuse and other

cial factors. The median age of the sample cases was 30 years, 95

% of them were married, 4% were single, and 1% was divorced.

Geograpt

ically, 58% aqf cases were from Gaza City, 21% from South area,

14% from middle area, and 5% from North area. 38% of the cases were

jobless, 45% unskilled workers, and 25% were professionals. From the total




number, 85% abused heroin, 59% hashish, 34% benzodiazepines, 17.5%

|
alcoh%wl, 9% analgesics containing codeine, 5% methadone, 5% cocaine, 3%

i . . -
anti cholinergic drugs, and only one case abused pethidine. Those who
\

abused more than pne substance at the same time mounts to 70% of all
|
cases| Only 30% of abusers used heroin alone. As regards the route of

admin*Ltration, 90% ysed the inhalation method, 37.5% by oral ingestion, and

12.5%| used the intravenous injection route. The fact that all the heroin
\

abusers are males ib this sample does not mean that there are no female

|
abusers, but most probably the stigma of shame attached to drug addiction

prevents the families| from bringing female addicts to therapy (Thabet et al

1992).

4.11.2 Mental Health Services Available In Gaza Strip

[

Introduction

The deyelopment of mental health services in Gaza Strip has been shaped

by different political, socio-demographic, and cultural factors. The
consumers of these services are the traumatized generations who have
suffered |the turmoil of wars, occupation, the Intifada and now the state of
uncertainty during the tr*ansitional period.

Mental r*ealth Serviceg did not exist in Gaza Strip until 1970, when an out-
patient [linic was opgned in the main general hospital (El Sarraj1984).

Patients |\were treated |by a general practitioner who had only 6 months

86




mental hospital, whigh was the only available facility for hospitalization.

health serviges have witnessed remarkable developments in Gaza
Strip i_‘ the last two d%cades
Existing mental hea|th services

Governmental Sectar

The Pgalestinian Ministry of health (MOH) runs a psychiatric hospital in Gaza
Strip (El‘l Naser Psychigtric Hospital)

The ho!‘.pital came intg operation in 1978 with 12 beds capacity. It was a part
of ophtljalmology hospital. The number of medical staff was then 3 doctors.
The ste‘l“‘f became 4 doctors in 1994 and the capacity has been increased to
34 bed. |Rehabilitation |of the hospital is going on these days and it is planned

to increase its capacity to 52 beds, of which 11 beds are specialized for drug

detoxiﬁc.tion department.  This hospital has now a staff of 8 trained
physicians, 3 psychiatrists, 7 psychologists, 2 social workers, 23 nurses, a
pharmacist, E.E.G technician and 29 administrative staff and laborers. The
hospital has 39 beds with outpatient clinic in Gaza City .the occupancy rate of
hospital is 60-70%. The mental health work in the hospital tends to adhere to
the medigal model with psychiatrists usually having the leading role. The
public mental health hospital provides inpatient, outpatient, occupational and

rehabilitation, detoxification and forensic psychiatric services. The policy of

al is one of short-term hospitalization with average length of stay
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16.1 days. Training activities in the hospital include postgraduate training

program, undergrad

Late training of medical students, training courses for

|
PHC dhysicians and puxiliary nurses training program (MOH 1999).
1

2.Co '] munity men+l Health Department-MOH

ental Health Department in the Palestinian Ministry of health was

ished in Gazalin 1994 as a division of PHC directorate. Since 1996

this department runs 4 community mental health centers in Gaza Strip:

'1
B Sabha« Community Mental Health Center, this center had been established

|
in 1995|in Gaza City. |It has a staff of one-trained physician, 1 psychologist, 1

Social %orker, 2 nursas, 2 rehabilitation trainers, and a clerk. Up to date, this
\

center treated 4415 caFes (Samour 1997).

e Khan Younis Community Mental Health Center, this center was opened in

\
Khan Yunnis in January 1996. It covers the mental health services in south of

Gaza Strip. The Staff| consists of a general practitioner, 2 nurses, 1 Social

worker, ',pharmacist, clerk and other administration staff. The total number of

\
visits to *ﬂis center in 1998 was a bout 9,000 case.
‘|

¢ El Rimal Child Psychjatry clinic: this clinic was opened in Gaza Strip in

1994. It‘ orks for two hours weekly. The cases seen are referred from
|

schools, doctors and otHer organizations for initial assessment.

¢ Beit Lahja Community I‘}nental Health center: this is a part time clinic in north

of Gaza| which opens three days weekly. It is covered by a trained

physician, a psychologist and E.E.G technician from the team of Gaza Mental
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3. Military Medical ¢

The military medica

Palesii|

center. The

nian police a

re is only an out patient clinic which serves the population

north of Gaga (150,000) and the daily visitors are not less than 50

Bervices:

services were established in 1994 by the return of the

hd military forces at the start of the Palestinian Authority.

It has|a mental health unit situated in Ansar Camp in Gaza. The mental

health|u

nit consists

out patient ¢

It is one

of 2 psychiatrics, 3 psychologists and 1 social worker. It

inic that serves the military personnel, their families and

ector
y Mental Health Program

y Mental Health Program (GCMHP) is a Palestinian,

jernmental, r*on-profit institution specializing in mental health

of the leading mental health organizations in Palestine.

The prpgram was established in 1990 to address the mental health needs of

the con‘imunity in Gaza Strip It is being funded by a number of international

organiz
\
Rights,

America),

ions (e.g. A

mnesty International, United Nations Fund for Human

edicine Sansg frontiers and charitable bodies in Europe and North

GCMHP has a board of Directors, which overlooks the activities of

the Program and sets| general policy. The clients pay minimal fees for

therapy

and medicati

onh and the cases that cannot afford the fees are totally
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exem"pt.
|
healtt

differe

10 p '_ychoiogists, 4

program.

GCMHP

aims to be acomprehensive Community based, mental

There are different specialized departments covering

int aspects. [GCMHP clinic in Gaza, Khan Younis and Jabalia extend

sectors of society emphasizing on women, children, drug
human rights violations, as will as dealing with different
(GCMHP 1997).

GCMHP, there are 3 psychiatrists, 4 trained physicians,
social workers, 6

2 physiotherapists, nurses, 1

and E.E.G technician.

5 the heart of the GCMHP's sustained efforts to heal the
the continued and changing need of the Palestinian
200 new clients are referred annually. The total number
who received treatment in 1996 was 1923 with an
per patient. During 1997, there were 2200 patients with
ts per patient. Of those, 58.2% were males and 41.8%
59.9% males and 40.1% females in 1997. In 1996,

e under 18 years of age. In 1997 this proportion stayed

roughly '|-he same as 39.1% of patients were under 18.

Counsel~
Most p1
addition,
occupati

GCMHP

cases at

.

ng remains t

tients

‘cognitive the

receive

nal therapy 3

he most common from of therapy provided at GCMHP.

-3

supportive therapy especially chronic cases. In
rapy, cognitive—behavioral therapy, play therapy and

re provided by the program staff. Each clinic of the

has a pharmacy to provide prescribed psychotropic drugs to chronic

n affordable r‘*rice.
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HP has a spe

legal

ights and in a
GCMHP aims tora

by h %ting experts flo

work. |The program

health| related fields

cial project for empowerment and rehabilitation of women
they are trajned in leadership, literacy, counseling, public hygiene,
variety of vocational skills.

se the scientific Knowledge and practical skills of its staff

m different countries to train the staff and evaluate their

provides out-service training for people working in mental

like education and social work. This is made through

courses, workshops, seminars, lectures, and study days.

Graduate Diploma
Coordination with thé
seven international un

The Research Cente

projects regarding th

effects pf different ty

Palestirﬁkan children

published

I
“nd produced
\

work a
children,

Since 1

excellenﬂ'

I
exchan# information

T

in internatio

women and s
093, GCMHP

opportunities

e first time in Palestine and the region, a two-year Post-

in Community Mental health is being offered in

2 |slamic University of Gaza and the participation of

iversities.
r in the GCMHP has conducted a number of research
e size and distribution of mental iliness in Gaza and the
pes of trauma and violence on the mental health of
d families. A number of research papers have been
nal journals. In 1995, the GCMHP video center began
numerous documentary films about Gaza, GCMHP,
;Lrvivors of human rights violations.

organized 3 international conferences, which were
for local

and international experts to meet and

and research on mental health issues.
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The United Nations

|
\
UNR%NA Health De

partment

Relief and Works Agency for Palestinian Refugees in the

Near |East (UNRWA) has a health care program which is primarily community

health oriented.

Palest

not

The program provides basic health care for the eligible
ine refugee Population. In the early years of its mandate, UNRWA did

jJive adequate|recognition and planning to mental health programs,

because it was prgoccupied with other priorities such as communicable

control and

maternal and child health services. In 1989, the

departiments of health, Education and relief Social services adopted a joint

oncerning the|mental health project. Indeed, the first practical step to

health project was in June 1990, when UNRWA

concluded an agregment with Gaza Community Mental Health Program

, referred from

P) where by the (GCMHP) agreed to provide medical consultations to

UNRWA health centers and to train UNRWA doctors

on early detection pf mental and psychological disorders with special

emphasjs on children suffering from post-traumatic stress disorders. Training

was organized for medical officers, staff nurses, social workers and teachers

in sepa ate groups a
GCMHP, A mental H

|
health A)roject in Gaza

nd multi-disciplinary teams in close coordination with
ealth specialist was appointed in charge of the mental

New posts of school counselors were established by

the Edu cation departmient with a norm of one counselor per ten schools. The

Relief Social services Department provided day care to mentally

handicapped children through the community based rehabilitation centers. In




st

\
the 1

‘ of January

!
strip lbegan with fu
|

included regular vig

identification, diagn

1994, a Community Mental Health Program for the Gaza
nding by the Italian Government. The program activities
5its by the specialist and his team to all health centers,
psis and management of mentally ill refugees. Difficult
to GCMHP and to Government Mental Hospital. School
pther Community activities were done by the program.
llocated resources and the recruitment freeze which was
n the context of austerity and deficit reduction measures,
rogram continued to be limited and it could not meet its

1 1996, a decision to discontinue the program was made

of gover

Ministry jof Educati

nmental and

unity mental health officer and senior staff Nurse were
ore needed posts instead. Accordingly all psychotropic

from the Medical Supplies Catalogue of the UNRWA

the Gaza Strip run a private clinic in the afternoon after
within other sectors. Now, there are 6 private clinics

model of practice in mental health.

mental health from other sectors
prt to mental health services come from a wide variety
on-governmental agencies and organizations. The

ont-Division of Educational Counseling in Gaza Strip




proviI es school guidance and counseling services to the school children

through 98 counselors specialized in psychology and social sciences and

distriuted all over the schools of the Ministry in Gaza Strip.
1

The |‘

|
Rehabilitation provides supportive services to the adolescents suffering

Ministry of | Social Affairs- Directorate of Social Welfare and

behavijoral problems through the al-Rabieh Association which take care of
delinquents.

There%are other five yocational training centers for Youths in Gaza, Beit lahia,

Dir-Albgalah, Khan Younis and Rafah. The number of clients who benefit from

these

psychd ogists, 13 sogial worker, 6 behavioral guidance, 1 nurse and 113
|

The UNRWA Educatign Department runs a school guidance program and the

nd Social Services Department provides day care to mentally

handicapped children through its rehabilitation centers.

Palestine Avenir Socigty provides multiple service for the care of disabled

children| specially in the area of cerebral palsy and ability development.

Palestinin Committee for Social and Psychological Health runs a

psycholagical counseling clinic and provide other services especially in the

\
area of réesearch and mental health education. The Palestinian Red Crescent

|

Society |has establish%d a center in Khan Younis (Al Amal Center)
1
specialized in the care|of mentally retarded children and ability development

programs The Community Training Center and Crisis Management is
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interested in the mental health of most vulnerable population to mental
ems mainly children, women and the youth. It runs different activities

focusing on psychosocial counseling, community training, mental health

education and crisis [management.

d number of |other local NGOs have some contributions to mental

health‘l by running gither a general service or they choose a special area in
|

the mental health field. They provide modest range of supportive services to

elderI)A1 patients, mentally retarded children, orphans, disabled, combating

rehabilitation, women empowerment and traumatized children. Although

a medical faculty was initiated in the West Bank, currently no such

Palestinian Universities do not teach clinical psychology or psychiatric social
he existing [faculties train educational psychologists and social

workersﬂ' The curricylum is Knowledge based and gives little attention to
I

clinical "skills (Afana |1997). In the Gaza strip, GCMHP offers the Post-

Graduate Diploma in |Community Mental Health. Recently, the school of

Public Health of Al-Quds University in collaboration with the Ministry of

Health initiated a program to grant a Post-graduate Master of Community

. Tra‘. itional healers (Folk therapy)

In the Arab culture, ntal illness is considered a major stigma. Many
people still believe that it is caused by the devil's possessing the body and

|
that its clre is dependent on God's will. Many Moslems believe in the Koran




explapation consistent with their beliefs. Unfortunately, only some of the

rs, others are|{made much worse. The patient is usually taken to a

few rﬁore phrases ¢n a paper that should be kept with the patient so as to
\
|

protect him from thg devil. In some cases, beating is used to expel the devil

from the body. Other healers use herbal mixtures, some even use the old

method of cautery tp remove the devil. Such attitudes towards mental

|
disorders are comman not only in the general population but also among

some managers, planners, policy makers and health workers. These
attitudes are not always expressed openly, but they constitute a major
obstacle to the development of rational mental health services (Afana 1997).

As in 1he majority developing countries, mentally ill patients in Arab
I

countries tend to somatise their psychological symptoms. This presentation
of mental iliness reflects on the pattern of consultation. Patients tend to pass
through (different health care providing filters before reaching the mental

health clinic or hospital. Out of every 1000 citizens 315 have psychiatric

: 230 consult a general practitioner (GP), 101 are identified and
, 17 are referred to a psychiatrist and only 6 are admitted to

| : :
hospital. | The real challenge for mental health professionals is the first filter.
1

96




| profession a

Jordan

an informal,

they anstitute, part

_— ;
recntath In case m

provide‘:- some form

families, particularly

LA

commu

ofthe p

people interpretation of symptoms.

nity level is lin
sitive and ned

ensure that

ral beliefs abput possession and the impact of sorcery or the “evil eye”

In this context the first resort for

rs who acquire special importance because of their claim

ious and the unknown (Okasha A 1999).

Il Arab countries, traditional healers form part of the
sector. Although there is no interaction between the
nd traditional healers in the majority of Arab countries, in
Linorganized relationship does exist, and in Saudi Arabia
of the mental health staff, using religious texts and
anagement. Traditional healers do and will continue to
of intervention in the lives of the mentally ill and their

where access to mental health services at the
nited. Emphasis should therefore be given to the study
ative impacts of traditional healers, to define their roles
their activities are governed by an authorized and

n.

m the previous literature review the impact of the

mental health need

wome

of the Pales

n, the elderly

il situation and suffering on the general and mental
tinian people. Under such conditions of occupation,
, unemployment, over-population and uncertainty, the

5, especially of vulnerable groups such as children,

and refugees, which are hardly met even in normal
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cw\rcumstances, are almost completely neglected. The emerging pricrities

of mental health in developing countries including Palestine are problems

of| youth, chil%ren, women, refugees and the elderly. Hard political

s +uation and trend of events in Palestine show that these priorities need

to| be addressed| swiftly. The major question will be whether the available

sel'vices could meet this overload?
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Distribution| of mental health organizations and organizations

to mental health in the Gaza strip. Out of 40 centers,

1999
Mental H Supporting
Governorate Total
Services services
\ No % No % No %
North | 3 23.1 2 7.4 5 12.5

Gaza 5 38.5 16 59.3 21 525
Midzon 0 0.0 4 14.8 4 10.0
Khan Ydunis 3 23.1 3 11.4 6 15.0

Rafah | 2 15.4 3 7.4 4 10.0

Total j \13 100.0 27 1000 40 100.0
|

100




ntal health organizations in Gaza Strip are Community
artment-MOH, Gaza Community Mental Health Program,
ervices-Mental health Section, Public Mental Health

NRWA Health Department.

(7%) occupational therapists, 1 (3%) physiotherapist, and 1 (3%) EEG

technician. 25 (23%)| in UNRWA health department, out of those 10 (40%)
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(28%)

technician.

respectively, out of th

Respond

GCMHP

Table 2

Mental F

social

4 (4%) in

ent rate was

(62.5%).

distribution

workers,

78%.

lealth organizations

1 (8%) occupational therapist and 1 (8%) EEG
the Military medical services-Mental health section
pse 1 (25%) physician and 3 (75%) psychologists.

In this study, the lowest response rate was in

of respondents among professionals at different

Organization professionals Respon Respon %
dent dent
rate
Community Mental Health 16 14 87.5 1.2
Department-MDH
Gaza Community Mental Health 48 30 62.5 33.6
Program
Military Medical Services-Mental 5 - 80 3.5
health Section
Public Mental Health hospital-MOH 44 38 86 30.8
UNRWA Health Department 30* 25 83 21.0
Total 143 111 78 100.0
» This is a sample of health workers at UNRWA health department in
the Gazg Strip where mental health is integrated within PHC.
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k2

ns by differ

%

Distribution

of professionals at Mental Health

nt health providers

Table 3s iows distributign of professionals at mental health organizations by

different h;

sector; 30

provider.

Table 3 [

different health provide

Distribution of

alth providers.

There were 56 (51%) in governmental health

(27%) in NGOs health provider; 25 (23%) in UNRWA health

professionals at Mental Health organizations by

rs

Mental hi;alth provider Number %

Governm ‘nt 56 50
Non-goveinment 30 27

UNRWA* 25 23

Total 111 100

* This is a!‘general sample | of the health workers at UNRWA who had been trained during
mental health program in 1994-1995 and which was discontinued in 1996.

5213 [J

age group

Table 4 s

age group.

years; 17

istribution of

shows distribut
There we

(15%) aged oy

professionals at Mental Health Organizations by

on of professionals at mental health organizations by
re 43 (39%) aged 26-35 years; 41 (37%) aged 36-45

rer 46 years. 10 (9%) were of unknown ages.

J




Table 4 Diktribution of professionals at Mental Health Organizations by
age group |I
|
Age group Number %
26-35 | 43 39
36-45 i' 41 a7
> 46 | 17 15
Missing | 10 9
Total I e 100

5.21.4 Di#tribution of [professionals at mental health organizations by

shows sex| distribution of professionals at Mental Health

sex |
Table 5

|
Organizati

ns, where 79 (71%) were males. Table 6 shows distribution of

sex for professionals byl Mental Health Organizations. Female professionals

constitute

department

department.

constituted
|

there were

about one third of professionals at community mental health

., public mental health hospital in the MOH and at UNRWA health

At Gaga community mental health program, females’

17% of pro*fessionals, while at Military mental health services

no female prpfessionals.
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Table 5 Dﬁstribution of +rofessionals at Mental Health Organizations by

sex

Sex‘ Number %

Malﬁ 79 71

Femaie 32 29
100

Total 111

|
Table 6 #iistribution of professionals by Mental Health Organizations
|

Organization Male Female Total
No % No % No %

Community Mental Health Depariment-MOH 9 64 5 36 14 100
Gaza Community Mental Health Program 25 83 5 17 30 100
Military Medical Services-Mental health Section B 100 0 0 - 100
Public Mental Health hospital-MOQH 25 66 13 34 38 100
UNRWA Health Department 16 64 9 36 25 100

|

|

|

l

|

|
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5215 Dis\ribution of professionals at Mental Health Organizations by

specialty |
|

|
Table 7 shows distribution|of professionals at Mental Health Organizations by

specialty. |There were 28 (25%) physicians; 40 (36%) nurses; 23 (21%)

psychologists and 7 (6%] social workers. 3 (3%) professionals were of each

of occupatfonat therapists, physiotherapists and EEG technicians. Only one

(1%) was X-ray techniciar.

|
Table 7 Distribution of jprofessionals at Mental Health Organizations by
specialty |

\

|
Specialty Number %
Physician 28 252
Nurse ‘ 47 423
Psychologjsts 20 18.0
Social wowker 6 5.4
Occupati& al Therapists 3 2.7
Physioth "apists 3 2.7
X ray tec :nicians 1 0.9
EEG techipicians 3 2
Total 111 100.0
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5.2.1.6 Distribution of prgfessionals at Mental Health Organizations by

type of ﬁrs* university c%rtiﬁcate

Table 8 shows distribution|of professionals at Mental Health Organizations by

type of first university certificate.

There were 51 nurses out of those 18

(16.2%) had B.A. and 29 (26.1%) diploma degree in nursing. 28 (25%) had

B.A. in medicine, 20 (18%) B.A. in psychology, 6 (5%) B.A. in sociclogy.

|
Three prafessionals (3%) had B.A. in rehabilitation and three (3%) in

Table 8 Distribution of professionals at Mental Health Organizations by

st university ¢ertificate

Number %

28 25.2

20 18.0

6 5.4

29 26.1

18 16.2

3 2.7

3 2.7

ian 1 0.9
an 3 e

111 100.0
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9.21.7T Disﬁribution of prafessionals at Mental Health Organizations by

type of high university c%rtificate

Table 9 shaws distribution|of professionals at Mental Health Organizations by

type of hig;h university ceftificate. Out of 40 professionals 18 (45%) had high

study in ¢ommunity mental health, 11 (27%) in psychiatry, 3 (8%) in

psychotherapy, One (3%) in occupational therapy and 7 (18%) in different

fields of high studies.

professionals at Mental Health Organizations by

certificate (N=40)

Number %
1 27.5

CommunJ'y mental heakth 18 45
Psychoth‘I rapy 3 .5
Occupational therapy 1 2.5
Others | F§ 125
40 100

Total ‘

5.2.1.8 Distribution of professionals at Mental Health Organizations by

degree c“lf high university certificate

;
Table 10 shows distribution of professionals at Mental Health Organizations

|
by degrﬁ\e of high univ
i

|
|
|

rsity certificate. Out of 40 professionals 28 (70%) had
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\
diploma degree, 7 (18%

had Master degree, 4 (10%) had participation

certificate ‘lpnd only one h%d PhD degree. These high studies are in different

|
fields of mental health.
I

Table 10

degree of _\l‘
|

istribution of

igh university certificate (N=40)

professionals at Mental Health Organizations by

Type of c#rtificate Number %

Participation 4 10

Diploma ‘ 28 70

Master || ;] 18

PhD | 1 2

Total 40 100
‘.

|
5.2.1.9 D*stribution of

|
training |

professionals at Mental Health Organizations by

|
Table 11 and annex || show distribution of professionals at Mental Health

Organiz
1

Community mental hgalth department, 11 (79%) were trained.

community mental Health program, 23 (77%) were trained.

medical! services 2

departrﬂ‘rent only 5 (25%) were trained on mental health activities.
|

ations by trair]Lng. Only 68 (61%) had training courses. Inthe

In Gaza

In Military

50%) were trained. Meanwhile at UNRWA health
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Table 11 Distribution of professionals at Mental Health Organizations by

training
Training | Number %
Trained | 68 61
Non traine‘:l 43 39
Total \ 111 100
|
52110 ‘:istribution of [professionals at Mental Health Organizations by

country of study, training, and experience

I
Table 12 I‘ shows distribytion of professionals at Mental Health Organizations

by countfy of study, |training, and experience. There were 58% of

professio "als who studied and got training in Palestine, 28% in Arab

= : . : .
countries,|9% in foreign ¢ountries and only 5% in Israel.

|
Table 12|‘Distribution of professionals at Mental Health Organizations by

i
country d’of study, training, and experience
|

Country | First University Highstudy Training Experience Total

| No d(o No % No % No % No %
Palestine | 43 39 21 52 32 B8 82 83 428 58
Arab countrie% 60 b4 11 27 7 10 17 15 201 28
Foreign | 7 6 4 10 22 15 2 2 68 9
countries ll
Israel - 1 4 10 7 10 0 0 33 5
Total ' 111 00 40 100 68 100 111 100 730 100

|
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5.2.1.11 Training mate

working im'different men

Table 13 shows training

rials attained by mental health professionals

tal health organizations, 1999

material attained by mental health professionals

working different m

working inPMHH, 6 (35

MMS res ‘

ectively. Trai

of those 1

in C‘,MHD1|

Il
included ¢p4 profession

' and 3 (68%)

(23%) in the GCMHP,

health de

partment.
|

them in ;MHD. Train

(75%) of{ those in the

I
included |8 professiona
Training | on occupatic

and 2 (29%)

GCMHP|

ed included 1

(16%)

24 (48%) were

Tt

ental health organizations, 1999. There were 17

anti-drugs and addiction, out of those 7 (41%) were

0,

ﬁ

working in GCMHP, 15 (30%) in the PMHH, 8 (16%)

o) in CMHD, 3 (18%) and 1 (6%) in the GCMHP and

ing on psychotherapy included 50 professionals, out

in the MMS. Training on community mental health
als, out of those 35 (55%) were working in PMHH, 15
8 (13%) in the CMHD, and 6 (9%) in the UNRWA
aining  on counselling included 5 professionals, all of
ng on crisis management included 8 professionals, 6
GCMHP and 2 (25%) in the PMHH. Training on EEG
s equally distributed between CMHD and GCMHP.
nal therapy included 7 professionals 5 (71%) in
in the CMHD. Training on rehabilitation and care of
3, out of those 6 (46%) in GCMHP, 5 (38%) in the
n the UNRWA health department. Training on ability

only 2 professionals in the CMHD. Training on PTSD

included 9 profession

—a—

Is, out of those 4 (44%) in the PMHH, 3 (34%) in

111




collection included 16 prd

(25%) in the PMHH, anc

included 4#

Only two

13

rofessionals

and only lJTvo profession

human rig?«\its included 4

one profes

As showr

| in the tab

professionals was limite

rehabilitation and care

trained onl?these fields.

d 2 (22%) in

professionals

sional in each g

the CMHD. Training for trainers and on data
pfessionals, out of those 9 (56%) in GCMHP, 4
3 (19%) in CMHD. Training on gender education
distributed equally between GCMHP and CMHD.

at GCMHP were trained on forensic mental health

—

Is of PMHH were trained on ECT. Training on
professionals, out of those 2 (50%) in GCMHP and

of MMS and PMHH.

e, training of the UNRWA health department

d on training in community mental health 6 (9%) and

pf handicapped 2 (16%) of the total professionals
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5zznmﬂmmmnwam

5.2.2.1 Ser

|
Gaza Strip

, 1999

|
Tables w

organizati

are provii
organizatif
i
except U

|
carried g

services, "

provided |
only by ‘|

addicts. |

Occupatipnal and rehg

|
PMHH 3
CMHD

only in th
|
i

NRWA health

drug therapy

e GCMHP.

ns in the Gaz

ed for the

ns.

ut by all orga

by all organiz

All  organiz

nd MMs prov

provide training

4,15,16 show

Psycho

vities

vices provide{d by different mental health organizations in the

services provided by different mental health

8 Strip, 1999. As regards to diagnostic activities that

clients, clinical interview is carried out by all
ogical testing and EEG are done by all organizations

department. X-ray and laboratory diagnoses are
inizations except GCMHP. As regard to curative
is provided by all organizations. Psychotherapy is

ations except MMS and UNRWA. ECT is provided

PMHH. Only PMHH and GCMHP provide detoxification for the drug

tions provide preventive activities except MMS.
Abilitation services are provided only by GCMHP. The

de Forensic mental health. PMHH, GCMHP, and

on mental health. Research activities are carried out




Table 14 Diagnostic se

\
Organizations in Gaza Strip, 1999

ices provided by different Mental Health

Organization Intervie\+l Psychological EEG Xray &

| testing lab
PMHH | Yes Yes Yes Yes
GCMHP | Yes Yes Yes No
CMHD | Yes Yes Yes Yes
MMS i Yes Yes Yes Yes
UNRWA Yes No No Yes

|

Table 15 I!ﬁental Health

Mental Héalth Organiz

ions in Gaza Strip, 1999

anagement services provided by different

| Curative Preve Occup
Organizailion Drug Psych ECT Detoxific ntive L&

| ation Rehab
PMHH \ Yes Yes Yes Yes Yes No
GCMHP | Yes Yes No Yes Yes Yes
CMHD | Yes Yes No No Yes Yes
MMS Yes No No No No No
UNRWA | Yes No No No Yes No
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Table 16 Other Mental H+alth services provided by different Mental

Health Orﬂlranizations in

!

Gaza Strip, 1999

Organizatipn Forensic Training Research
PMHH Yes Yes No
GCMHP | No Yes Yes
CMHD [ No Yes No
MMS | Yes No No
UNRWA No No No
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5.2.2.2 Number of benefi¢iaries from services per month at different

i
Mental Hea

kth Organizatipns

Table 17 §(hows the approximate number of beneficiaries from services per

month at |
\

beneficiarigs benefited fr

\
Out of them 5,000 bene

beneficiarie

of PMHH,

1200 (8.4%)

|
(5.9%) ben‘eﬁted from MM

different Mental

Health Organizations.

S clinics.

A total

of 14,350
pm  different mental health organizations monthly.
ficiaries (34.8%) attended at CMHD clinics, 4,300
s (30%) benefited from GCMHP, 3,000 (20.9%) attend the clinic

benefited from UNRWA health centers and 850

Jumber of bereficiaries from services per month at different

Table 17 |
Mental H | Ith Organizations
I Organization Beneficiaries %

Communiq; Mental Health Department-MOH 5,000 34.8

Gaza Comimunity Mental{Health Program* 4,300 30.0

Military M | dical ServicestMental health Section 850 59

Public Mental Health hospital-MOH 3,000 20.9

UNRWA I-;Iealth Department 1,200 8.4
14,350 100.0

Total |
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5.3 Organi

5.3.1 Distri

|
Mental Heeﬁ th services

Table 18 s

Mental Heéllth.

chosen fOT! this study.
organizatiofs.

Al Amal C;ity Center of

|
Elderly N

Counselingj

Directorate

Syndromei
National §

(Pav), 11|
AND 8 (ﬁ

Health. (P

organizati

handicapped

Center ( g-

Women’s‘

Counselir\g section (UN

Addiction

ursing Home

CSPH).

ons; Al-Amal

Health Cente

' (Hope), Palg

ution of prof

Department

society for Re
(5.7%) IN So

12%) in the P

Abo

-AlShams

CRC), Nati

ations contributing to mental health services

ssionals at organizations contributing to

hows distributjon of professionals at organizations contributing to

There were 19 organizations working in this field that were

193 health professionals are working in these

34 (17.6%) are working in Palestinian Red Crescent Society-

Ability Development (PRCS), 22 (11.4%) in El-Wafa
EL Wafa), 20 (10.4%) in Ministry of Education-

(MOE), 18 (9.3%) in Ministry of social Affairs-

of Social welfare and Rehabilitation (MOSA), 16 (8.3%) in Down's

Children’s Right to live Society (DSCRS), 15 (7.8%) in The

habilitation (NSR), 13 (6.7%) in Palestine Avenir
ciety of Physically Handicapped people (SPHCP),
alestinian Committee for Social and Psychological
it 1-4 (1-2%) are working in each of the following
nstitution for the orphans, Society for the care of the
(AL Shams), Al Magazi Community Rehabilitation
bnal Center for Community rehabilitation (NCCR),
-Burej (WHC-Bj), UNRWA Education Department-
RWA E), Hope and Life association (Anti-drugs and

stinian Association for Rehabilitation of the Disabled
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(PARD), Community trair

Palestinian

Table 18 Di

|
Mental Health services, 1

tribution of

nti-drug Abuss

999

2 Council (PADC).

rofessionals at organizations contributing to

Organization

Professionals

%

ning center and Crisis Management (CTC) and

A0 | 5 26
AL Sham}, 5 26
Mg-CRC| 4 2
gre. | 2
SPHCP | 11 5.7
Pav : 13 6.7
MOSA |‘ 18 9.3
NCCR | 6 3.1
PADC \' 1 0.5
PCSPH" 8 4.2
DSCRS 16 8.3
WHC-B 1 0.5
EL Waf 22 11.4
UNRWA E 4 2.1
MOE 20 10.4
PRCS‘| 34 17.6
NSR | 15 78
Hope | 3 1.6
PARD | 5 2.6
Total | 193 100

|

\

|

|

|

|

|

|

I

\

|

\

|

\

|

e e ——— . e - — . W .

120



|
\
5.3.2 Distrilq

Mental Heanth by gender

ution of profegssionals at organizations contributing to

Table 19 shows gendefr distribution of professionals at organizations

contributing‘to Mental Hea*th where males constitute 111 (58%).

Table 19D

Mental Health by gender

stribution of +rofessionals at organizations contributing to

Gender | Number %
Male JI 111 58
Female | 81 42
Total 192 100

5.3.3 Distribution of proxfessionals at organizations contributing to
\'

Mental Health by profegsion

Table 20 |shows distrib

Mental H#Falth by profe
(16%) ocgupational the
22 (11.5%) for each, 1
and only|1 (0.5%) wa

and mostiof them are he

tion of professionals at organizations contributing to
ssion. There were 43 (22.4%) social workers, 31
rapists, nurses and psychologists constitute equally
7 (8.9%) physiotherapists, 5 (2.6%) were physicians,
5 x-ray technician. 51 (26.6%) were cosidered others

ath educators and teachers.




Table 20 Distribution of professionals at organizations contributing to

'Ith by profes%ion

Profession Number %

Physician | o 26
Nurse \l 22 11.4
F’sychologi| ts 22 115
Social worker 43 22.4
Occupatioi al Therapists 31 16.1
Physiotherapists 17 8.9
X ray techl. icians 1 0.5
Health ed11cators 25 13.0
Teachers 26 13.5
Total : 192 100

534 Dis‘ ibution of prpfessionals at organizations contributing to

ing

=
©
3
B
_L
O
-
=
o
<
-
-
=
3
_5_

hows distribution of professionals at organizations contributing to
alth by training. Out of 192 professionals there were 129 (67.2%)

who hastraining in diffgrent fields of mental health care.

| 122




Table 21 distribution of professionals at organizations contributing to

|
Mental Health by training

|
!
Training | Number %
Trained ll 129 B7.2
Non trainel:l 61 31.8
Missing | - 1
Total | 192 100
!
|

53.5 Traﬂ ning materials attained by mental health professionals

organizations contributing to Mental Health, 1999

working ir

\
|

Table 22 shows training materials attained by mental health professionals

|

working in organizations contributing to Mental Health, 1999. There were 34

|

(20%) who had training in rehabilitation and care of handicapped, 24 (14%)

\
had training in each of counseling and crisis management, about 17 (10%)

had training in each of sign language and mental health education, 12 (7%)

had trainirng in gender gducation. About 6-8 (4-5%) had traing in each of anti
\

drug and addiction, psychotherapy, community mental health, abilities

developrilrent, human rjghts, social support, and communication skills. Only

one (0.5%) professional had training on posttraumatic stress disorders.




Table 22 flr'aining materials attained by mental health professionals

working in prganizations|contributing to Mental Health, 1999

| Maternials Total %

Anti drugs “nd addiction 8 S
Psychothe ' 6 4
Communit{J“mentaI health F i 4
Counselin% 24 14
Crisis Management 23 14
Rehabilita lfon and care of handicapped 34 20
Abilities dqvelopment 4 2
Post Traumatic stress Digorder (PTSD) 1 0.5
Gender e 'I:ucation 12 7
Human ri |hts 7 4
Sign language g ¥ 10
Mental health education 15 9
Social support ] 3
Communi‘l ation skills 7 4
Total | 170 100

I

[

|
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Chapter 6

biscussion




6. Discussic

Introductio‘JF:

This papel aims to proyide an overview of the status of mental health
services inI the Gaza Stfip. Mental health organizations and organizations
contributinq to mental |health in the Gaza Strip were surveyed by two
structured |‘ questionnairgs about their mental health services and
professionals working in these organizations.

Several

health s

organizatiﬁ

health d
(NGOs),
Moreove
variety

services,
UNRWA

the body

In Pales

to popul‘

curricula

T

or

|
rvices in the

ePartment (MO
|
1
o*f reported ni

lilitary medical

-

including the

jEducation de
I

of mental healt

ine, like diffen

tion, the spa

are only a few

|
|
|
I

anizations ar

supports andg

d agencies participate in the provision of mental

(Gaza Strip. There are five major mental health

ns: Public r+ental health hospital (MOH), Community mental

H), The Gaza Community mental Health program
Services and UNRWA health department.

inputs to mental health services come from a wide
neteen organizations contributing to mental health
Ministry of Education, Ministry of Social Affairs and

partment. These two types of organizations make up

h services in the Gaza Strip.

ent Arab countries, the ratio of mental health services

ce allocated to the study of mental health in medical

of the concerns expressed by colleagues.




In all Arab countries health services are provided by both the public
|

(government) and private sectors. In some countries insurance systems

contribute fo the provisign of services. The proportional use of the different

|
health proﬂiders varies ffom country to country, depending on prevailing

economic polices. Non ggvernmental organizations (NGOs) have come to be

recognizedj‘as important glayers in the provision of health services, especially
|

in countrie{ where therg is internal instability. For example, in Lebanon,

because bf internal in ability, but since 1990 when large-scale fighting
ceased, tpeir role has| diminished. In Palestine, the continuos Israeli

occupatioq‘, the absence of an Independent State, and consequent instability

has creatgd a situation|where NGOs continue to play a major role in the

provision gf health servic

[{Y)

S.

|
6.1 Mental Health Resources

6.1.1 Merwal health facilities

According to the World Health Organization (WHO), public expenditure on
mental hdr,alth should not be less than 10% of the total health budget, with
75% of ﬁ[ervices equally distributed throughout the different regions of the
country. | Of the totgl general hospital beds available, 25% should be
allocated\:to mentally ill patients, and the nearest mental health facility should
not be more than ar hour's drive from potential users. WHO also
recommends a ratio of 0.25-1.0 psychiatrist per 10 000 population & 0.5-0.8

mental h?{anh beds per 10 000 population (Okasha A 1999).




In Palestine, the public

expenditure on mental health of the total health

budget is nrzt available and seems to be very poor. Mental hospital beds are

about 7% d(_fali hospital beds available. In Gaza Strip, most of mental health

|
services arTL distributed i

in Gaza Ci'y with perce

nequally in different governorates and concentrated

ntage about 52.5% of total organizations. In North

Gaza, 12.5%. In Gaza NJidzone, there is no single mental health service. In

KhanYounis 15% and in Rafah 10%.

In all Arabi countries the|ratio of psychiatric beds to population leaves much

to be desifned. The ratip of population per mental bed is 7,000 in Egypt,

(7,142) in iJordan. 8,763

n Palestine and 29,182 population per bed in Gaza

Strip. There are (39) beds in the only mental health hospital in Gaza City,

with about 2.1% of all hospital beds. And with a ratio of (0.1) psychiatrist and

(0.3) mental health beds per 10,000 population. In Bethlehem Psychiatric

hospital of|the West Bank, there is 280 beds with a ratio 1.4 bed per 10,000

population \

The avera
patients wl h a duration
000 popul':tion, for patig
_per 100 000, for stays
(Okasha 1999). In Pale

81.6 (191)6 day in Wesf

e need for mental health beds has been estimated by WHO for

pf stay of less than 6 months to be 3.3 beds per 100
ents  hospitalized from 6 months to 1 year, 1.6 beds
of 1-2 years, 1.6 beds, and for 2-3 years 1.3 beds
stine, the average length of stay in mental hospital is

Bank and 16 day in Gaza Strip). The high length of

stay in B&thlehem hospillal is due to the referral of chronic cases in Palestine

to that ho1pital.
i
|
|
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\
6.2 Mental +ealth Teams
\

The numbe#‘r of professio

required to‘|

|
population |

Palestine 1

/223,900.

1/103,466

Numbers
i

and Palestine 6 (Okasha

in Gaza Strip working in

Numbers |

Palestine |13 (Okasha

Strip work.'ng in the five

|
Numbers |
|

187 and Ralestine 5 (Ok

in Gaza Strip working in

Mental hI alth professia

'meet the Arg

are 1/130,000

orking in the f

clinical psych

of social workd

of psychiatric

hals working in mental health is far below that
b region’s needs. The ratio of psychiatrists per
in Egypt, 1/60,000 in Jordan, 1/45,000 in Lebanon,
In| 1999, there are 11 psychiatrists with a ratio of
ve mental health organizations in Gaza Strip.
plogists are 211 in Egypt, 30 in Jordan, Lebanon 19
1999). In 1999, there are 23 general psychologists
the five major mental health organizations.

rs are 300 in Egypt, 100 in Jordan, Lebanon 38 and
1

999). In 1999, there are 7 social workers in Gaza

major mental health organizations
nurses are 1355 in Egypt, 100 in Jordan, Lebanon
asha 1999). In 1999, there are 40 psychiatric nurses

the five major mental health organizations

nals are distributed in the five major mental health

organizatjons in the Gtaza strip with a total of one hundred and eleven

professiopals. There wg

hospital {.PMHH); Out

(13%) psychologists,
professiagnals work (27

(GCMHR), out of tho

psycholg
.\

)gists, 1 (3%)

s

4

ere 38 professionals (33%) in the public mental health
of those 8 (21%) are physicians, 20 (53%) nurses, 5
(5%) social workers and 1 (3%) EEG technician. 30
%) in the Gaza Community Mental Health Program
se 6 (20%) physicians, 6 (20%) nurses, 12 (40%)

social worker, 2 (7%) occupational therapists, 1 (3%)
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\
physiotheraq|

services-Mental health

psychologists.

This indicates the urgen

and financil‘l | for the provis

6.3 Commt‘r.mity based a

WHO has

and integ

possible b

ist, and 1 (3

) (23%) work

) EEG technig

long stressed
iated into PHC,

general heal

o) EEG technician. 25 professionals (sample of
in UNRWA health department, out of those 10
%) nurses, 2 (4%) physiotherapists and 1 (4%) X-
ssional (13%) work in Community mental Health
ose there are 3 (21%) physicians, 2 (14%) nurses,
28%) social workers, 1 (8%) occupational therapist
ian.

4 professional (4%) in the Military medical

srection. Out of those 1 (25%) physician and 3 (75%)

t need for allocation of more resources both human

ion of mental health services.

pproach of mental health services
the need for mental health care to be decentralized
with the necessary tasks carried out asfaras

h workers rather than by specialists in mental health

The existing systems for delivery of health care, including

mental health care, haye largely failed to meet the needs of most of the

ntal health services in Gaza Strip come from the
0%), NGOs (27%) and 23% from UNRWA health

alth workers at UNRWA had been trained during

n 1994-1995, which was discontinued in 1996.




|
Mental hea‘th services have witnessed remarkable developments in Gaza

Strip in the

being instit

working in |

mental heTIth IS sSuppos|

actually thi;
govemmen.
The comm|
clinics in

COHSUI’T’]SI’S‘

psychologi§

5

this shows

staff and |

population,

The mental

adhere to
leadership.

A good nu

unity mental

PHC and trea

governmental

2ir role is limite)

fal mental heal

annually.
ts and 4 soci
the limited r

the wide gap

health work

the medica

mber of loc3

last two dec

ades, yet the main resources are characterized by

ution based v*here 55% of total mental health professionals are

hospital and Military health services. Although
ed to be integrated within PHC in UNRWA but
d to drug prescription and referring mental cases to
th hospital and GCMHP.

nealth department of the MOH runs 5 mental health
Is more than 400 new cases and about 22,000
A team of 2 psychiatrists, two nurses and 3
bl workers do these activities in CMHD. Apparently,

esources of this department, the exhaustion of the

with the enormous mental health needs of the

in governmental services in Gaza Strip tends to

model with psychiatrics usually providing the

| NGOs have embarked on mental health programs.

They run ei

the ment

women er
and have

the chiidrj_n

ther a genera

, the women

counseling service or they choose a special area in

| health field |(i.e. substance abuse, psychogeriateric, disabled,
npowerment, children, training and research, etc.). They are active
nicely adverfised programs. They emphasize their aim in helping

and political victims.



The GCMI—«P is one of the leading NGOs in the field of mental health in

Palestine. i,About 30 professionals are working in this program. Of these,

there are  3 psychiatricg, 12 community mental health workers and 3
|

psychother’fpists. This program aims to be a comprehensive community

based mental health provider emphasizing on women, children, drug

abusers, VICtims of human rights violations, as well as, dealing with different

psychiatric disorders.

As menti

ed above oth?r several NGOs and agencies add inputs to mental

health. M re often thete are parallel services with duplication and one can
not generaﬁi ize about the standard of care of these organizations. Absence of
legislative |evaluation mepns resources may not be used efficiently, therefore

each institution has to he evaluated individually and their role hasto be

acknowledged.

In Palestine, there are sgveral reasons to low affordable and effective mental

l
health carg, the main gnes being: the low priority generally given to mental
health, thie traditional entralization of mental health services in large
psychiatrid:: institutions anpd poor strategies—whether for lack of awareness
among health workers iand policy-makers or because of poor organization
and financging of servicgs, lack of quality assurance and lack of essential
psychotroq:ic drugs. THere is also the stigma of mental iliness, which often
inhibits sL;fferers from seeking treatment, and may even limit the willingness
of mental ?ealth care providers to intervene.

In short ﬁerms, mental health depends on some of social justice, and mental

illness, given its scale, must be treated at primary level where possible. Much




of the pre\{‘I

|
resolution. |

entive work will be in the area of poverty reduction and conflict

The currerft emphasis in| the planning of mental health programs is on the

rehabilitati\)le and out-p%tient care in the community as opposed to the

historical emphasis on hogpital care.

I
[

The need #or community mental health services in the Gaza Strip is dire. Itis
i

increasingly evident that mental health care should no longer be provided in

centralized institutions mor should its provision be concentrated in the hands

of a few |mental health jspecialists. If basic mental health care is to be more

I
accessibl% to a large population, it must be done through non-highly qualified
|

and nonispecialized community health workers at all levels from PHC

workers, nurses and physicians to those out side the health service such as

i
teachers.i
|

The non specialized workers can be supported by mental health

professiopals but their work must be to support the patient’s social networks.

Community mental health workers could supplement the overburden of
I

psychiatlﬁics in meeting

|
6.4 Mental health Poli

A strong mental heal
health gare system,
program] are lacking,

\
integral jpart of the ove

the population needs.

2/

h program is an essential component of any effective
here a mental health policy and related mental health

high priority must be given to their development as an

rall national health program (WHO 1990).




The majority of Arab co

|
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|
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)f Yemen, A
s Libya and
y (Okasha A 1

inian Nationa
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health care
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lth statements

and develoj

d therapy. S

ﬁes, that resy

Lintries have mental health programs, but few Arab

ve mental health policy.

)y post conducted by Dr. A. Okasha revealed that “while all nine

ponded to the survey questions have mental health
a documented mental health policy (Egypt, Bahrain,
UE and Morocco). In Palestine and other Arab
Tunisia, mental health policy forms a part of general
099).

Strategic Health Plan (1999-2003) included a lot of
objectives and national priorities to improve mental
) an appropriate Palestinian model for mental health
tatement of national health goals and standards are

poses and priorities for health programs. They seek

aimed at clarifying the pu

to stimulate and reinforg

ends and of appropriate

hoped tor

implement! tion actions {

rationalize health goals
wasteful

governme't is to offer
benchmarks against whi

in the use

esult in formula

uplication anF lost opportunities.

of available res

te the consideration and endorsement of desired
action needed to achieve them. Such declaration is
tion and adoption of related policies, strategies, and
hat will give direction to health activities. Failure to
and to set standards for health service leads to
A principal role of the
policy leadership. Goals and standards can provide
ch to measure progress and to extend accountability

ources.
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|
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ise details of
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d
|
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ntal health se

iral health serv

any national mental health policy will vary according to
nd circumstances of the particular country. However
s may include the following:

rvices should be integrated as far as possible with

ces.

. Miental health caJre should be established in PHC setting and promoted

by tqained general

health personnel

welfare, police forg

con
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specif

I
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therei

I
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|
projeﬁ

N
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ally dealing
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in, specific le

|
Promoting healtl
M

|
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nealth workers.

ing in mental health and psychosocial skills for all
and many that work in other sectors (education, social
es and community development).

1 attitudes in young people.

health problems related to alcohol and drug abuse.

5 of the mentally ill in treatment and support.

dividuals should have treatment within their own

nmunities usingf local resources.

Fislation
5 do not have a mental health act or similar legislation

ith mental health. Egypt is the only exception where

ealth act since 1944. In Lebanon, Tunisia and Bahrain
alt with as a part of global health legislation. In Jordan,
ative provisions relating to mentally ill. In Morocco and

gislation is being drafted. In Saudi Arabia, there is a

b regulate the practice of the profession based on the

(V5]
Lh




principl
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es of Shariah
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law. |
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and social ju

national priorities of th

In all
with 1
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Arab countries

nental health

ts of commun

genera| health systen;

(Islamic jurisprudence). Inthe United Arab Emirates
s regulated by a ministerial decree which has less force
Libya mental health is covered by general principles of

c of Yemen, no specific legislation exists (Okasha A

ital health act exists and the general health legislation
ccupation of the major part of Palestine in 1948 and the
baza Strip and West Bank by lIsrael in 1967 did not
n people to develop relevant laws and legislation. The
stration of the Palestinian lands have been severely
palth  laws and legislation applied in different areas
nk and Gaza Strip. Most of health legislation developed
nder the Egyptian administration is different from those
Vest Bank under the Jordanian administration. The
Authority has been working intensively since 1994 to
nian legislation (MOH 1999).

the health laws and legislation that can ensure unity,
stice to all Palestinian citizens is one of the prominent
e Palestinian Ministry of health

including Palestine, most of the existing laws dealing
are old and were done prior to the development of

ity psychiatry and integration of mental health into the

(Okasha A 1999).




The need for mental
legislation to go with
It is an essential
profes

Mental health legislat
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rovision of better,

health legislation and the need to review existing health
the modern concepts of mental health are a top priority.
prerequisite for defining the roles and authorities of
institutions and to protect the rights of the mentally ill.
on should seek to:

mum responsibilities of government and the authority,

d liability of the members of the profession.

of mental health providers.

phts of patients including the right of treatment and

rights and the means by which these rights are

s and obligations of the family and the community.
| basis for service development to ensure that the

and the community receive appropriate support.

lines for medico-legal purposes such as criminal

financial affairs.

more affordable and accessible

pport to activities related to promotion of mental health

lu
mental illness and define government responsibilities in

nes for the use of different methods of treatmentin

buse.
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insecurit
the pre¢

in mental hesg

cially Gaza Strip is in dire need for mental health care
ning effects of Israeli occupation, aggression, closure,
y, humiliation, poverty and instability in the region
evailing stressful atmosphere. Despite the advances
Ith care in Gaza Strip over the past years, mental health
e to meet the tremendous psychosocial need of the
of the limited availability of resources and tight budgets,
Ith care alone can not hope to make a significant impact

dimensions.

esent status of mental health services in Gaza Strip and

Palestine clearly indicates the need for changing the approach to

palth needs of our population.
rds community based mental health care to meet mental
ecome increasingly accepted as an integral part of most

stems all over the world.

A number of general policy principles should guide mental health planning.

Policy
of me
outcon
which

The p

the pae

needsto be b
ntal health int
nes, and equi

requires an eq

rticipation of

ased on a decentralized net work of services, integration
D general health policy, comprehensiveness of policy
y. People should have equal access to health care,

litable distribution of resources.

plicy should be sustainable. The element in ensuring sustainability is

the community in its formulation. Community and civil




society participation| of health policy, particularly its mental health policy is

esser{

families and the community in which they live.

ial to the credibility of policy and for the support by the patients, their

ntal health paglicy should target the prevention and treatment of mental
disorders and their| associated disabilities, ensuring availability of minimal
mental health care t¢ the vulnerable and under privileged.

The need for menta| health legislation is an essential prerequisite for defining
the responsibilities [and authority of professionals and institutions and to
prote t the rights of the mentally ill.

Finall#/, there is an yrgent need for Palestine to allocate more resources, both

humT and financial to the provision of mental health services.
Of major concern is|the need for an integrated approach by Palestinian policy
makeﬂirs, the Iegislaqive and judiciary to develop comprehensive mental health

polic1es and legislgtion which reflect local culture and which respect and

protect the human rights of the mentally ill.




ions
stinian model of mental health services and therapy

ed and comprehensive approach to community mental

2. Maximize the use of PHC facilities for mental health services.

providers.

|
3. Uégrade commqnity mental health centers to become comprehensive
|

4. Pﬁ%vide adequate training and training of trainers to mental health

persannel including|community mental health.

5. De."(elop specific jegislation and legal framework to protect the rights of

ment%lly ill.
|

6. Imp
|

rove accessiblility to integrated and comprehensive mental health

service and the equity in distributing mental health centers.

\ - Bt
7. De\*elop national |strategy for cooperation and coordination of mental
|

healtH\'\ services begtween public sector, NGOs, UNRWA and private

sector‘;
|

8. Pronnote mental Health in schools, mental health education and net

!
workng.

9. Develop community support for mentally ill patients.
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