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Problem Underutilization of mental health services is a major barrier to reducing the burden of disease attributable to mental, neurological
and substance-use disorders. Primary care-based screening to detect people with mental disorders misses people not frequently visiting
health-care facilities or who lack access to services.

Approach In two districts in Nepal, we trained lay community informants to use a tool to detect people with mental, neurological and
substance-use disorders during routine community service. The community informant detection tool consists of vignettes, which are
sensitive to the context, and pictures that are easy to understand for low literacy populations. Informants referred people they identified
using the tool to health-care facilities. Three weeks after detection, people were interviewed by trained research assistants to assess their
help-seeking behaviour and whether they received any treatment.

Local setting Decentralized mental health services are scarce in Nepal and few people with mental disorders are seeking care.

Relevant changes Out of the 509 people identified through the community informant detection tool, two-thirds (67%; 341) accessed
health services and 77% (264) of those individuals initiated mental health treatment. People in the rural Pyuthan district (208 out of 268)
were more likely to access health care than those living in Chitwan district (133 out of 241).

Lessons learnt The introduction of the tool increased the utilization of mental health services in a low-income country with few health
resources. The tool seems beneficial in rural settings, where communities are close-knit and community informants are familiar with those
in need of mental health services.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Globally, underutilization of mental health services is a ma-
jor barrier to reducing the burden of disease attributable to
mental, neurological and substance-use disorders." Service
underutilization has been attributable to lack of awareness of
service availability; lack of recognition of mental, neurological
and substance-use disorders in oneself or one’s family; stigma
against seeking mental health care; and perceived ineffective-
ness of treatments.” Routine or indicated primary health-care
screening has been proposed to tackle this challenge, but this
approach misses people who rarely use primary health-care
services. In areas with high poverty levels and/or long travel
times to health facilities, large portions of the population
access primary care infrequently. Moreover, many low- and
middle-income countries lack resources for widespread
screening, especially in populations with high illiteracy that
require health staff to administer screening tools.

An alternative approach to increase utilization is com-
munity case detection, which employs a gate-keeper model
where people with regular community engagement are taught
to identify and refer people for assessment and treatment in
primary health care. However, community case detection has
received limited attention for mental health.

To address this challenge, we developed a community
informant detection tool, which we piloted in Nepal.’ The tool
facilitates detection of people with depression, alcohol-use
disorder, epilepsy and psychosis and helps identified people

to seek care. The disorders were selected based on prevalence,
burden of disease and responsiveness to evidence-based
treatments, and have been confirmed for Nepal through an
expert priority-setting study.* The tool is developed on the
premise that people who are intimately connected within the
community, such as community health workers (CHW3s),
are in a position to identify those in need of care, if they
are provided with a tool for identification. The structured
tool contains vignettes, which are sensitive to the context,
rather than symptom checklists and uses pictures that are
easy to understand for low literacy populations. Trained lay
community informants (e.g. CHWs or civil society women’s
groups), use the tool during daily routine activities, where
they check the extent to which people match paragraph-long
vignettes using a four-point scale. The pictorial vignettes are
designed to initiate help-seeking for mental health treatment
in primary care settings. The community informants do the
vignette matching based on their observation of people as part
of their interactions during their regular responsibilities. If the
person fits well with the description, they will ask additional
questions on need for support or impairment in functioning.
The questions are an integral part of the tool with yes/no
responses, functioning as a decision flowchart. In the case of
a positive reply to either of the two questions, the informant
encourages the person (possibly through their family) to seek
help in health-care facilities where mental health services are
being offered and the person can be evaluated by trained health
professionals. No stigmatizing psychiatric labels are used
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and encouragement for help-seeking is
targeted to observable behaviours and
signs of distress.

Previous studies demonstrated that
the tool has an accuracy comparable
to primary health-care screening in
high-income countries and better than
standard screening tools in Nepal (posi-
tive predictive value of 0.64 and negative
predictive value of 0.93).*°

Here we determine whether appli-
cation of the tool increases help-seeking
behaviour among people who would
otherwise be unlikely to seek care. We
also assessed how many of the referred
people pursued primary health-care
services and started on treatment.

Local setting

Decentralized mental health services
are scarce in Nepal’ and less than 5%
of people with alcohol-use disorder
and less than 10% with depression seek
treatment (Luitel et al., Transcultural
Psychosocial Organization Nepal, un-
published data, 15 March 2017).

The study took place in two Nepal-
ese districts. Chitwan district in southern
Nepal has been the implementing site for
the Programme for Improving Mental
Healthcare (PRIME) since 2011.%” The
district is densely populated, is relatively
well resourced and at the time of the
study had 12 health-care facilities with
mental health services. Pyuthan is a more
remote and poorer hill district, and was
the site for the Mental Health Beyond
Facilities (mhBeF) initiative from 2013
to 2015. When the study was conducted,
the district had six facilities providing
mental health services.

Both mental health programmes
were implemented by the nongovern-
mental Transcultural Psychosocial
Organization (TPO) Nepal.

Approach

In 2014, community informants residing
in the study areas were selected based
on their interest in participating. In ad-
dition, the district public health office
recommended CHWs. The informants
received two-days of training in TPO’s
offices in both districts. The training
consisted of how to use the tool and ethi-
cal issues associated with case-finding,
confidentiality and how to encourage,
but never impose help-seeking. In their
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Fig. 1. Flowchart for the proactive community case-finding of individuals with
suspected mental disorders, Nepal, 2014

| 674 individuals identified with the CIDT |

165 (24%) loss to follow-up
«4 gave no consent

v

\/

+161 were not reached

| 509 participants followed-up |

168 (33%) excluded from analyses

;

341 (67%) participants accessed a
health-care facility as a result of the CIDT

P 1151 did not access a health-care facility
+ 17 accessed a health-care facility,
but not due to CIDT

77 participants did not start treatment for the

v

264 (77%) participants started treatment for mental
health problems detected by the CIDT

CIDT: community informant detection tool.

routine work, the informants then used
the tool to identify people with mental
disorders proactively. For the purpose of
the study, people identified were given a
referral slip to visit a health facility with
staff trained in mental health services
(following the mhGAP intervention
guide).® The informants filled in the
contact information for the identified
person and themselves on referral slips,
while information on the location of the
appropriate health facility was provided
verbally. The visits were free of cost.

All 674 people, identified with the
tool between April and May 2014, were
scheduled to be visited by a research
assistant three weeks after the date of
detection. The people, who the infor-
mants were able to reach after three
weeks and who provided consent to
participate in the study, were asked
whether they had visited a health-care
facility in the past three weeks. The par-
ticipants who answered “yes” were also
asked the following questions: Who or
what determined whether you sought
help (including referral through the
tool as one of the options)? What prob-
lem did you seek help for? Was treat-
ment initiated, if so what treatment?
Additionally, we asked participants for
sociodemographic characteristics. For
the participants that accessed health
care, we cross-checked their answers
with their clinical diagnosis and treat-
ment records and we checked the clini-
cal records for completeness.

| mental health problems detected by the CIDT

We obtained ethical approval for
this study from the Nepal Health Re-
search Council.

Relevant changes

Out of the 509 participants, 67% (341)
accessed a health-care facility after be-
ing referred as a result of the proactive
detection approach. We excluded 17
participants that accessed health care,
but who did not explicitly mention this
was because of the tool (Fig. 1). Among
the 341 participants accessing care, 264
(77.0%) received diagnoses and started
treatment for mental illness: 34.8%
(92) received diagnoses for epilepsy;
31.1% (82) for psychoses; 15.9% (42) for
depression; 14.0% (37) for alcohol-use
disorder; 2.3% (6) for anxiety; and 1.9%
(5) for being bipolar (total exceeds 100%
because of comorbidity). In Chitwan,
55.2% of participants (133 out of 241)
accessed care, while the percentage in
Pyuthan was 77.6 (208 out 268). The
mental health services offered by trained
primary health-care workers included
pharmacological and psychosocial in-
terventions.” Participants were mainly
referred by female community health
volunteers (84.9%) and civil society
women’s groups (14.5%).

Those who accessed health care
versus those who did not had similar
age, gender, education and marital status
(Table 1). The people that accessed care
had significantly longer distance to the
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Table 1.

Sociodemographic characteristics of individuals detected with community

informant detection tool for mental disorders, Nepal, 2014

Characteristic Accessed Did not Pyuthan Chitwan Total

health care access district district (n=509)

(n=341) health (n=268) (n=241)
care
(n=168)

Age, meanyears (SD)  359(16.8) 40.1(165) 329(174) 421(147) 373(16.8)
Female, no. (%) 174 (51.0) 77 (45.8) 154 (57.5) 97 (40.2) 251 (49.3)
Mins walking to clinic, 56.8(51.7) 385(39.2) 76.1(544) 225(140) 50.7 (48.6)
mean (SD)
Education, no. (%)
No formal school 147 (43.1) 70(41.7)  112(41.8) 105 (43.6) 217 (42.6)
Primary school 97 (28.4) 52 (31.0) 77 (28.7) 72 (29.9) 149 (29.3)
Secondary school 89 (26.1) 35(20.8) 75 (28.0) 49 (20.3) 124 (24.4)
College 8(23) 11 (6.5) 4(1.5) 15 (6.2) 19 (3.7)
Marital status, no. (%)
Unmarried 101 (29.6) 41 (24.4) 88(32.8) 54 (22.4) 142 (27.9)
Married 211(61.9) 113(67.3) 158(59.0)  166(689) 324 (63.7)
Widow 20(5.9) 10 (6.0) 14 (5.2) 16 (6.6) 30 (5.9)
Divorced/separated 9(2.7) 4(24) 8(3.0) 5(.1) 13 (2.6)
Type of informant,
no. (%)
FCHV 283(83.0) 149(88.7) 191(71.3) 241(1000) 432(84.9)
Women's group 56 (16.4) 18(10.7) 74 (27.6) 0(0.0) 74 (14.5)
Traditional healer 2(0.6) 0(0.0) 2(0.7) 0(0.0) 2(04)
Youth group 0(0.0) 1(0.6) 1(04) 0(0.0) 1(0.2)
Identified vignette,
no. (%)*
Depression 92 (27.0) 55(32.7) 88(32.8) 59 (24.5) 147 (28.9)
Psychosis 90 (26.4) 31(185) 55(20.5) 66 (27.4) 121 (23.8)
Epilepsy 119 (34.9) 43(256) 125 (46.6) 37 (15.4) 162 (31.8)
Alcohol-use disorder 40(11.7) 39(23.2) 0(0.0) 79 (32.8) 79 (15.5)

FCHV:female community health volunteer; SD: standard deviation.
¢ This indicates the condition identified by the community informant and recorded on the community
informant detection tool; it does not indicate the clinical diagnoses made by health workers at health-care

facilities.

Note: Inconsistencies arise in some values due to rounding.

Box 1.Summary of main lessons learnt

Using a community informant detection tool decreases the access gap to treatment for

mental disorders.

The tool seems beneficial in rural settings, where communities are close-knit and community
informants are familiar with those in need of mental health services.

The task of case identification can then be shifted to community members outside the
health-care system as a way to broaden access to mental health care.

nearest health-care facility than those
not accessing care (P<0.001; t-test).

Discussion

Our results combined with data from
our previous study’ demonstrate a
two-thirds by two-thirds effect of
identifying and treating people with

mental disorders, when using the tool.
First, community informants accurately
detected in two-thirds of the cases.’
Second, two-thirds of those detected
initiated help-seeking and went on to
access health care. These results indicate
that the access gap for mental health
care can be reduced by intervening on
the demand-side, suggesting that this
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tool could be useful in other low- and
middle-income countries experiencing
low-treatment coverage for mental ill-
ness (Box 1).°

Participants from Pyuthan were
more likely to access health care than
those living in Chitwan, even though
they had longer distances to travel to
health facilities. This result suggests that
the tool is especially beneficial in more
rural settings, where communities are
close-knit and CHWs and other liaisons
are familiar with those in need of mental
health services. In rural communities,
residents may be more likely to trust and
follow the recommendations of CHWs.
In addition, Pyuthan had no local access
to treatment for mental disorders before
the implementation of the mhBeF pro-
gramme, so the tool may perform better
when health services are newly initiated.

This study has limitations, of the
people initially identified as potentially
having a mental disorder according to
the tool, 24% were excluded, mostly
because they could not be reached after
three attempts by research staff. Also,
this study depended on participants’ re-
call of what triggered them to seek care.

This study demonstrates that the
structured and context-sensitive detection
tool supports community informants in
proactive case-finding. The informants’
tacit knowledge and awareness of who is
suffering in the community helps them to
identify people in need of mental health
care. This approach is useful in places where
mental health care is newly established and
heavily stigmatized due to lack of aware-
ness; it also helps to support disadvantaged
groups who face more barriers due to social
and economic vulnerabilities.'""

The Nepalese government has includ-
ed the tool in national health care packages
12 and the approach has been scaled-up
to other districts during the emergency
response following the 2015 earthquakes.

To increase coverage of mental health
care in low- and middle-income coun-
tries, efforts to overcome supply-side and
demand-side barriers should occur simul-
taneously; this includes shifting tasks from
mental health professionals to CHWs."
Whereas the supply-side requires in-
creased service delivery models, the de-
mand-side requires stimulatingdemand,
for example through proactive community
case-finding. Inclusion of the community
informant detection tool or similar case
detection interventions in service delivery
models, could address the treatment and
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access gaps for mental health in low- and
middle-income countries. l
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Résumé

Dépistage proactif dans la communauté pour faciliter la recherche de traitement des troubles mentaux au Népal

Probléme La sous-utilisation des services de santé mentale est un
obstacle majeur a la réduction de la charge de morbidité attribuable
aux troubles mentaux, neurologiques et associés a la toxicomanie. Le
dépistage des troubles mentaux lors des soins primaires ne permet pas

deles détecter chez les personnes qui viennent rarement en consultation
dans des établissements de soins ou qui nont pas acces a ces services.
Approche Dans deux districts du Népal, nous avons formé des
informateurs de la communauté non professionnels a I'utilisation
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d'un outil permettant de détecter les personnes atteintes de troubles
mentaux, neurologiques et associés a la toxicomanie lors de services
ordinaires dans la communauté. Cet outil comprenait des scénarios
adaptés a différents contextes et des images facilement compréhensibles
par des populations peu alphabétisées. Les informateurs ont orienté les
personnes repérées a l'aide de cet outil vers des établissements de santé.
Trois semaines plus tard, ces personnes ont été interrogées par des
assistants de recherche formés afin dévaluer leur demande de soins et
de savoir si elles avaient recu un traitement.

Environnement local Il existe peu de services de santé mentale
décentralisés au Népal et peu de personnes atteintes de troubles
mentaux ont recours a des soins.

Lessons from the field
Community case detection for mental disorders in Nepal

Changements significatifs Sur les 509 personnes repérées grace
a l'outil de dépistage par des informateurs de la communauté, deux
tiers (67%; 341) ont accédé a des services de santé et 77% (264) ont
commencé un traitement pour leurs troubles mentaux. Les habitants du
district rural de Pyuthan (208 sur 268) étaient plus nombreux a accéder
aux soins que ceux du district de Chitwan (133 sur 241).

Lecons tirées L'introduction de l'outil a permis d'augmenter le recours
aux services de santé mentale dans un pays a faible revenu disposant de
peu de ressources en matiere de santé. Cet outil semble bénéfique en
milieu rural, ou les communautés sont trés unies et ou les informateurs
connaissent les personnes qui ont besoin de services de santé mentale.

Peslome

O6LecTBEHHbIE MEPONPUATUA NO aKTUBHOMY BbISIBJIEHUIO ClTyYaeB NCMXUYECKUX PAaCcCTPOVCTB AiA
copeiicTBuA B 06paLleHnn 3a MeaULMHCKOI nomolbio, Henan

Mpo6nema HefoCTaTOYHO WMPOKOE MCMOSb30BaHME CIY»KO
OXpPaHbl MCUXNYECKOrO 3A0POBbA ABNAETCA OAHUM M3 OCHOBHbIX
NPenATCTBUN AN CHKEHMA YPOBHA 3a00N1€BaeMOCTU NCUXNYECKVIMI,
HEBPONOMMYECKMMI PACCTPOMCTBAMM, @ TakKe PacCTPOMCTBaMM,
CBA3aHHbBIMY C YNOTPEONEHNEM NCUXOAKTUBHbIX BELLECTB. [epBrYHOe
CKPUHMHIOBOE 00CefoBaHMe C Lefbio BbiABIEHNUA oaen C
NCUXMYECKMMIA PACCTPOMCTBAMM He OXBaTblBAET SIIOAEN, KOTOPbIE
HEeYacTo NOCeWanT MEANLMHCKIE YUPEXIEHUS UK KOTOpbIE He
MMEIOT I0CTYNa K MEANKO-CaHUTAPHOM MNOMOLLM.

Mopaxoa B AByx paioHax Henana mbl 0byunnu obLecTBEHHbIX
MHPOPMAHTOB UCMOMB30BaHWIO MHCTPYMEHTa AN BbIABNEHNS Ntoael
C NCUXMYECKMMM, HEBPOMOTMUYECKMMI PACCTPOMCTBAMM, a TaKxe
PaCCTPOMCTBAMM, CBA3AHHBIMY C YNOTPEBNEHEM MCUXOKTUBHBIX
BeWeCTB BO BPeMs 0ObIUHbIX OOLWECTBEHHbIX PaboT. VIHCTPYMEHT
BbISIBNIEHNS, KOTOPbIN MCMONb30Ban 06LLECTBEHHbIE MHGOPMAHTDI,
COCTOAN U3 WIIOCTPALMIA, COOTBETCTBYIOLIMX MECTHBIM YCIIOBMAM
N KOHTEKCTY, U M300PAKEHNI, KOTOPbIE ABNAIOTCA MOHATHBIMY [111A
rPYNN C HW3KOW rPamMoTHOCTbIO. VIHGOPMaHTbI HANPaBAAW ioael,
BbISBIEHHBIX C MOMOLbIO 3TOFO UHCTPYMEHTA, B MEAMLMHCKME
yupexaeHus. Yepes Tpu Hepenn KeanuduumpoBaHHbIMU
accucTeHTamm 1ccneaosateneit Gbin NPoBeaeH Onpoc BbiABNEHHbIX

NOAeN C Uenbio OUEHKM UX OeNCTBUIN OTHOCUTENBHO MOMyYeHNA
MEAVLUMHCKO MOMOLLM 1 BBIACHEHWA TOTO, MOTYUMAN I OHM Kakoe-
6o neyeHue.

MecTHble ycnoBusa B Henane He xBaTaeT AeUEHTPaNN30BaHHbIX
Cny6 OXpaHbl NCKXMYECKOrO 30POBbA 1 NNLLIb HEMHOTVE NIoAV C
NCUXMYECKIMM PAaCcCTPOMCTBaMM 0BPALLAOTCA 3a MOMOLLBIO.
OcyuwiecTBneHHble nepemeHbl 13 509 yenoBek, BbIABNEHHbIX
C MOMOUIbIO MHCTPYMEHTa 0bLieCTBEHHbIX MHPOPMAHTOB, ABe
TpeTn (67%; 341) 0bpaTNNCL B MEAVUMHCKIME CRyxObl, 77% (264)
113 3TVIX JINL HaYanu nedeHve NcuxmyecKkoro paccTponcTaa. Jlioam
B CeNbCKOM paiioHe [MbloTxaH (208 13 268) valle nmenu JOCTyn K
MEAMLMHCKOMY OBCAYMBaHMIO, YeM »KUnTenu parioHa YmteaH (133
13 241).

BbiBog BHeapeHyie 3TOro HCTPYMEHTa MPMBENO K bosee LIMPOKOMY
1CMOMb30BaHWIO CIY0 OXPaHbl MCUXMYECKOrO 3[0POBbA B CTPaHaxX
C HW3KMM YPOBHEM [JOXOAO0B, PAaCMoaralolx OrpaHnyeHHbIMM
pecypcamv 3ApaBoOXpaHeHIA. VIHCTpYMEHT NPOAEMOHCTPMPOBAN
3GGEKTUBHOCTL B CENbCKMX ParioHax, rae OBLMHbI CMIOUEHHbIE,
1 0bLeCTBeHHbIE MHOOPMAHTBI 3HAKOMbI C TEMMU, KTO HY)KAaeTcs B
YCRyrax Cny»0bl OXpaHbl MCUXUUECKOTO 300POBbBA.

Resumen

Detecciones de casos comunitarios proactivos para facilitar la busqueda de asistencia médica para trastornos mentales, Nepal

Situacion La infrautilizacion de servicios de salud mental es un gran
impedimento para reducir la carga de enfermedades atribuibles a
trastornos mentales, neuroldgicos y por consumo de sustancias. Los
examenes basados en atencién primaria para detectar personas con
trastornos mentales no incluyen a las personas que no visitan centros
de salud frecuentemente o que no tienen acceso a los servicios.
Enfoque En dos distritos de Nepal, se formé a informantes comunitarios
no profesionales para el uso de una herramienta que detecta a personas
con trastornos mentales, neuroldgicos y del uso de sustancias durante
un servicio comunitario rutinario. La herramienta de deteccion de
los informantes comunitarios consiste de vifietas, que dependen del
contexto, e imagenes faciles de entender para poblaciones con un
nivel de alfabetizacion bajo. Los informantes enviaron a las personas
identificadas con la herramienta a centros sanitarios. Tres semanas
después de la deteccidn, asistentes de investigacién con formacion
entrevistaron a estas personas para evaluar su comportamiento de
busqueda de ayuda y si recibieron algun tratamiento.

Marco regional Los servicios de salud mental descentralizados son
muy escasos en Nepal y pocas personas con trastornos mentales
buscan atencion.

Cambios importantes De las 509 personas identificadas con la
herramienta de deteccién de los informantes comunitarios, dos tercios
(679%; 341) accedieron a servicios sanitarios y el 77% (264) de dichos
individuos inicié un tratamiento de salud mental. Las personas del
distrito rural de Pyuthan (208 de 268) tuvieron mas posibilidades de
acceder a atencién sanitaria que los que vivian en el distrito de Chitwan
(133 de 241).

Lecciones aprendidas La introduccién de la herramienta aumentd
el uso de servicios de salud mental en un pais con ingresos bajos y
€sCasos recursos sanitarios. La herramienta parece ser beneficiosa en
zonas rurales, donde las comunidades estdn muy cohesionadas y los
informantes comunitarios estan familiarizados con las personas que
necesitan servicios de salud mental.
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