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Biography of the Deputy Prime Minister and Minister for Health
Hon Chris Fearne MP
Hon. Christopher Fearne was born in Attard, Malta on 12 March 1963. In April 2016 he was appointed Minister for Health after
holding the position of Parliamentary Secretary for Health since April 2014.
In June 2017 he was re-appointed Minister for Health following the general elections and in July 2017 he was elected Deputy
Prime Minister following the Malta Labour Party’s extraordinary general council. Prior to this, Hon. Fearne worked as a Consultant
Paediatric Surgeon and Clinical Chairman at Mater Dei Hospital. He is a Member of Parliament for the ruling Labour Party and was
the Chairman of the Foreign and European Affairs Committee at the Maltese House of Representatives.
Hon. Fearne has worked as a doctor and surgeon for over 30 years. He received his formal education at St. Aloysius College and
at the University of Malta graduating in Medicine and Surgery in 1987, becoming a Fellow of The Royal College of Surgeons of
Edinburgh. He worked and studied in a number of children’s hospitals in England, including the Great Ormond Street Hospital in
London. He also lectures students of medicine at the University of Malta.
Hon. Fearne is married to Astrid. They have 3 children, Dawn, Julian and Rafael.

A welcome from the joint congress presidents

Professor Sir David Goldberg KSM

Professor Gabriel Ivbijaro MBE JP

It is our pleasure to welcome you to be part of this congress in Malta ‘Universal Health and Mental Health Coverage for All Connecting People and Sharing Perspectives.’
Why Universal Health and Mental Health Coverage for All?
The United Nations has reaffirmed the right of every human being to the enjoyment of the highest attainable standard of physical
and mental health without distinction as to race, religion, political belief, economic or social condition, and to the full range of
factors that support well-being.
Attaining this goal requires social integration and mental health access to all.
Mental health stigma and discrimination continues to be a barrier to access to good health for many people with a mental health
condition because they do not have access to effective, evidence based health care. Public attitudes to people with mental health
conditions are often negative. This affects how people engage with health care services and contributes to poor outcomes
resulting from poor engagement with physical and mental health care interventions, delayed physical and mental health diagnosis
and poor ongoing engagement with longer term treatment interventions.
For many people with long-term physical health conditions co-morbid mental ill health is becoming increasing common. In order to
obtain the best outcomes in long-term physical health conditions there is a need to address the mental health co-morbidity using
a range of interventions, including addressing the wider determinants of health.
This congress builds on the success of our 2015 International Congress in Lille ‘Mental Health for All – Connecting People and
Sharing Experience’ and endorses the values of the United Nations Declaration about Universal Health Coverage. It will bring
together stakeholders with an interest in health, mental health, wellbeing and social care.
We are welcoming you in Malta especially as Valletta is one the 2018 EU Capitals of Culture, and this will bring attention to our
cause.
We have chosen the start date of the congress to coincide with the annual Universal Health Coverage Day.
We are happy to welcome you in Malta
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Biography of the Joint President Sir David Goldberg
Sir David Goldberg
KBE, FKC, FMedSci, FRCP

Sir David has devoted his professional life to improving the teaching of psychological skills to doctors of all kinds, and to improving
the quality of services for those with severe mental illnesses. He has advised the Department of Health over the years about
service developments, and has been extensively used by the World Health Organisation as a mental health consultant.
His interests are in vulnerability factors which predispose people to develop depression, and in teaching general practitioners to
give a better service to psychologically distressed patients. His research over many years has been concentrated on the details
of communication between GP’s and their patients, and he has applied these principles to his teaching of mental health workers
in developing countries.
He has a major interest in the best way primary care and specialist mental health services should relate to one another. For the
past 25 years my interests have extended away from doctors to the people who are in states of distress- with particular attention
to the factors that make people vulnerable to stressful life events. My first book on this subject dealt with both GP’s and their
patients (“Mental Illness in the Community, the Pathway to Psychiatric care” with Peter Huxley) and my most recent book takes
a thorough, developmental look at the determinants of this vulnerability (“The Course and Origin of Common Mental Disorders”
with Ian Goodyer).
He trained at the Maudsley Hospital, and after 24 years in Manchester where he was Professor of Psychiatry, returned to the
Maudsley in 1993 as Professor of Psychiatry. He retired in 2000.

Biography of the Joint President Prof. Gabriel Ivbijaro
Prof. Gabriel Ivbijaro MBE, JP
MBBS, FRCGP, FWACPsych, MMedSci, MA, IDFAPA

Professor Ivbijaro is Visiting Professor of Population Health at NOVA University, Lisbon, Portugal and a specialist in Integrated
Care and Primary Care Mental Health, with expertise in service re-design. He co-edited ‘Integrating Mental Health Into Primary
Care: A Global Perspective’ in collaboration with World Health Organization and World Organization of Family Doctors in 2008 and
has participated in a range of mental health transformation projects including being the Royal College of General Practitioners
representative on the Royal College of Psychiatrists Intercollegiate SOC Committee that produced the ‘Good Practice Guidelines
for the Assessment and Treatment of Gender Dysphoria’ in 2013. He was a Member of the European Platform for Mental Health
from 2008 to 2009, London Regional General Practice Adviser for the Improving Access to Psychological Therapies Programme
from 2010 to 2012, Chair of the Long Term Mental Health Conditions Clinical Expert Panel for NHS London from 2010 to 2012 and
Clinical Chair for Waltham Forest Federated GP Commissioning Consortium from 2011 to 2013.
Professor Ivbijaro has presented papers and original thinking on primary care mental health integration and collaborative care at
many local and international conferences and has published a range of articles in peer reviewed journals. He was editor of the
‘Companion to Primary Care Mental Health,’ an international collaboration of 110 authors from all continents of the world which
received a five star (100%) Doody’s Review and aims to promote access and delivery of evidence based practice in primary care.
His contribution to the UK National Health Service was recognised in 2012 when he was awarded an MBE (Member of the Order
of the British Empire) by her Majesty the Queen. Professor Ivbijaro is an International Distinguished Fellow of the American
Psychiatric Association, a Wonca Fellow, a member of the American College of Psychiatrists, Chair of the World Dignity Project
and Past President of the World Federation for Mental Health 2015-2017.
Twitter@IvbijaroGabriel
facebook.com/gabriel.ivbijaro
www.huffingtonpost.com/author/gabrielivbijarogmailcom

Biographies of the chairs of the Scientific Committee
Prof. Michelle Riba

Prof. Pierre Thomas

M.D., M.S, DFAPA, FAPM

Head of the Department of Psychiatrie,

University of Michigan, USA

School of Medicine, University of Lille, France

Professor of Psychiatry, University of Michigan Medical
School and Associate Director of the University of Michigan
Comprehensive Depression Center.

Professor Thomas is a leading French Psychiatrist who is Head
of the Department of Psychiatry at the School of Medicine in
the University of Lille, France and also Head of the Department
Psychiatry, Forensic Medicine at CHU of Lille France.

Director of the PsychOncology Program at the University
of Michigan Comprehensive Cancer Center and Director,
Psychosomatic Fellowship Program.
Dr. Riba is the author or editor of over 300 scientific articles,
books, chapters and scientific abstracts. Dr. Riba has served
on the editorial board of Psychiatric Services and Cancer News
on the Net, Current Psychiatry, Current Psychiatry Reports,
Academic Psychiatry, Hospital and Community Psychiatry,
and has served on the editorial advisory board of the American
Psychiatric Press, Inc.

His research posts include Joint Director SCALab (Laboratory of
Cognitive and Affective Sciences), UMR-CNRS 9193: Belief and
Psychiatry and Président of the Scientific Council of Psychiatry
Research Federation of Hauts de France
He is a Past President of the National Academic Collège
of Psychiatry, President of the French Board on “suicide
prevention,” Mission « Health in Prison » France and General
Secretary of National Congress of Psychiatry and Neurology.

She is a reviewer for many international journals including
Psycho-Oncology; Academic Psychiatry; Psychiatric Services;
Journal of Psychiatric Practice; Psychosomatic Medicine;
Breast Cancer Research and Treatment. She has co-edited
15 editions of The American Psychiatric Press Review of
Psychiatry series.
She has co-edited Psychopharmacology and Psychotherapy:
A Collaborative Approach, APPI, Inc.; Primary Care
Psychiatry Saunders; The Doctor-Patient Relationship in
Pharmacotherapy: Improving Treatment Effectiveness Guilford;
and Psychopharmacology in Oncology and Palliative Care: A
Practice Manual, Springer. Dr. Riba has edited or co-written over
30 books.
She is the senior author of Competency in Combining
Pharmacotherapy and Psychotherapy: APPI, Inc.; Clinical
Manual of Emergency Psychiatry, APPI, Inc (First and Second
Edition).; Psychiatry and Heart Disease, John Wiley and Sons.,
Inc. She has served on the International Advisory Board of the
journal, Academic Psychiatry and is Deputy Editor of Psychiatric
Times. .
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Biographies of the chairs of the Scientific Committee
Prof. Christopher Dorwick

Prof. Roy Kallivayalil

BA MBChB MD FRCGP

MD, Professor of Psychiatry

University of Liverpool, UK

Pushpagiri Institute of Medical Sciences, Tiruvalla, India

Christopher Dowrick is Professor of Primary Medical Care in the
University of Liverpool and a general practitioner in Aintree Park
Group Practice.

Prof. Roy Abraham Kallivayalil is Vice- Principal and Professor &
Head, Department of Psychiatry, Pushpagiri Institute of Medical
Sciences, Thiruvalla, Kerala, India. He is the Secretary General
of the World Psychiatric Association, Geneva (2014-2020). He
is also President of World Association for Social Psychiatry,
Paris (2016-19) and President of the National Alliance for
Mental Health, India.

He is Senior Investigator Emeritus for the National Institute for
Health Research in England, and Professorial Research Fellow
in the University of Melbourne in Australia.
He is Chair of the World Organisation of Family Doctors’
working party on mental health, and a technical expert for the
World Health Organisation’s mhGAP programme. His research
portfolio covers common mental health problems in primary
care, with a focus on depression and medically unexplained
symptoms.
He critiques contemporary emphases on unitary diagnostic
categories and medically-oriented interventions, and highlights
the need for socially-oriented perspectives. He is currently
investigating equity of access for people from marginalised
communities, and exploring the concept of self in primary care
encounters.
The second edition of his book Beyond Depression was
published by Oxford University Press in 2009. He contributed to
the BMJ ‘Too Much Medicine’ series on the over-medicalisation
of depression: http://bmj.com/cgi/content/full/bmj.f7140. His
most recent book Person-centred Primary Care: Searching for
the Self was published by Routledge in 2018

He was Chairman, WPA Preventive Psychiatry Section (201114), Secretary General of the World Association for Social
Psychiatry (2010-13), President of the Indian Association for
Social Psychiatry (2007-08 and 2010-11), General Secretary
(2002-06) and President of Indian Psychiatric Society (201213), founder Secretary General of the SAARC Psychiatric
Federation (2014-16) and Associate Editor, Indian Journal
of Psychiatry (2007-11) and National Vice-President, Indian
Medical Association (2016-17).
He was Principal of Ernakulam Medical College, Kochi,
India and Professor and Head of Psychiatry at Thrissur and
Kottayam Govt. Medical Colleges. He was also Chairman Board
of Examiners, Member, Board of Studies and Member, Faculty
of Medicine of the Cochin University of Science and Technology
and Member of the Senate of Mahatma Gandhi University. In
2007, Govt of Kerala honoured him with the ‘Best Doctor Award’.
He is Member of the Editorial Board of ‘World Psychiatry’ (the
Journal with the highest impact factor) and the International
Journal of Person-Centered Medicine, International Advisor of
the Japanese Society of Psychiatry and Neurology (2017-19)
and International Distinguished Fellow of American Psychiatric
Association since 2013.
He has more than 50 publications in peer reviewed scientific
Journals and has edited the book “Suicide Prevention- a
handbook for Community Gatekeepers”. President of India
presented him with the World Federation of Mental Health
(WFMH) Award for meritorious services to the cause of Mental
Health in 2017.
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Biographies of the chairs of the International Committee
Prof. Helen Herrman

Prof. Amanda Howe

MD, MBBS, Hon DMedSc (Melb)

OBE FRCGP

World Psychiatric Association

Past President, World Organization of Family Doctors (WONCA), and
Professor of Primary Care, Norwich Medical School
University of East Anglia, Norwich, Norfolk, U.K.

Helen Herrman is Professor of Psychiatry at Orygen, National
Centre of Excellence in Youth Mental Health, and the Centre for
Youth Mental Health at The University of Melbourne, Australia;
Director of the WHO Collaborating Centre in Mental Health,
Melbourne; and member of the Lancet Commission on Global
Mental Health 2015-2018.
She is President of the World Psychiatric Association. She is
also immediate past President of the International Association
of Women’s Mental Health and the Pacific Rim College of
Psychiatrists.
She is a psychiatrist and public health practitioner. In the
past, as Professor and Director of Psychiatry in St. Vincent’s
Health Melbourne she led the development of an integrated
area mental health service under Australia’s national reform of
mental health care. For one year she acted as regional adviser
in mental health for the WHO’s Western Pacific Region, based
in Manila.
Her research and practice interests include community mental
health care and promoting mental health. She has past and
present research programs in the mental health of marginalised
groups, including homeless people, prisoners, and young
women and men living in out-of-home care.
She was awarded Officer of the Order of Australia in 2017
and inducted to the Victorian Honour Roll of Women in 2013.
She received the Royal Australian and New Zealand College
of Psychiatrists’ College Citation in 2010 for contributions to
national and international psychiatry. She was awarded Doctor
of Medical Science (honoris causa) in 2016 by The University
of Melbourne.

Amanda Howe is a practising family doctor, an academic
professor, and a national and international leader in family
medicine. Since 2001, she has been Professor of Primary Care
at the University of East Anglia, where she was part of the
founding team for a new medical programme.
During her career, she has held multiple roles in undergraduate,
postgraduate, and faculty education, including being Course
Director for the UEA medical programme during its early years
of development and accreditation.
She is a highly experienced educationalist and facilitator,
and has particular expertise in the teaching and learning
of professionalism and patient safety; in the models and
effectiveness of involving family medicine in community based
medical education; and in resilience and doctors’ wellbeing.
She also has clinical research interests in primary care mental
health, the contribution of patients to health care, and in early
interventions for risk factors. She served from 2009 – 2015
as an Officer of the Royal College of General Practitioners,
previously chairing their Research Committee and the U.K.
Society for Academic Primary Care, being the academic lead for
both their annual conferences: for the RCGP this involved up to
3,000 attendees. She was President of the World Organization
of Family Doctors from 2016-2018.
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Biographies of the chairs of the Advocacy Committee
Ms. Claire Brooks

Dr. Afzal Javed

MA (Cantab), MBA (Dunelm)
President of ModelPeople Inc.

FRCPsych (UK)
World Psychiatric Association

ModelPeople Global Consumer Insights & Strategy

Claire Brooks is President of ModelPeople Inc., a global
consumer research and strategy consultancy which works
with global corporations across many industries, including
healthcare.
She has held senior roles in general management, brand
management and strategic brand planning, with Fortune 500
corporations and ad agencies in Europe and the US. Claire
conducted global research with patients, their carers and
health professionals into the experience of dignity in mental
health for the World Dignity project, which was presented at the
Lille International Congress.
Claire has an MA in Social and Political Sciences from
Cambridge University and an MBA from Durham University,
where she was also a graduate professor, teaching MBA
programs in Marketing.
Claire has been a non-executive director with the British
National Health Service, advising on patient research ethics
and communications, and was also named by Time and the
New York Times as an expert on Millennial cultural trends,
including the emphasis on mental health in the workplace. She
chairs a charity serving youth in Chicago neighborhoods, and is
the author of Marketing with Strategic Empathy® (Kogan Page,
2016).

Dr. Afzal Javed is a Consultant Psychiatrist and Honorary
Clinical Associate Teacher at Warwick Medical School,
University of Warwick UK. He also holds the honorary position
of Chairman Pakistan Psychiatric Research Centre, Fountain
House, Lahore (Pakistan).
He graduated from King Edward Medical College Lahore,
Pakistan and received higher specialised training in Psychiatry
from Pakistan and UK (from Royal Edinburgh Hospital,
University of Edinburgh and Institute of Psychiatry & Maudsley
Hospital London).
He has served the UK Royal College of Psychiatrists as Deputy
/ Associate Registrar, member Board of International Affairs of
the College, Chairman of West Midlands Division of the College
& one of the lead College office bearers for SAS doctors &
Patients & Carers groups.
He was also elected as executive committee member of the
College Faculty of Rehabilitation and Social Psychiatry &
represents the faculty at Education and Training Committee of
the College.
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Biographies of the chairs of the Advocacy Committee
Dr. Alberto Trimboli

Mr. Claude Ethiun

PhD. In Psychology

Positions at Mental Health Organizations
•
President of the World Federation of Mental Health.
•
The Argentine Association for the Study of Addictions
and Problematic Consumptions – Founder and Scientific
Secretary (2016 – Present).
•
Association of the Professional Board at the Alvarez
Hospital – Vice-President (2012 - Present); President
(2008 - 2012).
•
The Argentine Association for Mental Health (AASM)
– Founder (2004); General Secretary (2004 – 2010);
President (2010 – 2013); Scientific Secretary (2017 –
present).
•
The “Sandor Ferenczi” Cultural Association (ASaFer) –
Founder (2009); Vice-President (2009 – 2012); President
(2012 – 2013).
•
The Government of the City of Buenos Aires
Psychologists Association – General Secretary (2013 –
2016).
Professional Activity and Positions at Public Mental Health
Organizations/Agencies
•
Member of the Reviewing Body of the National Law on
Mental Health (National Entity that ensures that the Law
on Mental Health, including the patients’ human rights, is
being complied with).
•
Member of the Mental Health Care Department at the
Alvarez Hospital (1989 – present).
•
Addictions Program Coordinator at Alvarez Hospital
(2009 – present).
•
Member of The Addictions Network of the Government
of Buenos Aires. (National Entity that develops public
policies on mental health at the City of Buenos Aires).
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Biographies of the chairs of the Advocacy Committee
Ms. Poppy Jaman

Prof. Henk Parmentier

OBE

MBBS, ABFM, General Practitioner, Croydon, South London, UK

Mental Health First Aid England

Nova University Lisbon, Portugal

Poppy Jaman OBE is the CEO and a co-founder of Mental Health
First Aid (MHFA) England turning it from a small government
project into a fast-growing, commercially successful
Community Interest Company. As an internationally respected
mental health advocate, she has over 20 years’ experience of
influencing and leading change in public mental health.

Dr Henk Parmentier originates from the Netherlands and has
been trained both in The Netherlands and in the UK where he
finalised his GP training.

Poppy is also the CEO of the City Mental Health Alliance
(CMHA), a coalition of City businesses working to increase
understanding of mental health issues and to create a culture
of good mental health in the City.
She is a non-executive director (NED), on the board of Public
Health England (PHE) advising the board on public mental
health and community development.
In her role as an NED she is also the PHE lead on Diversity
and Staff Inclusion. In addition, Poppy sits on the board of The
Diversity Recruitment Institute of Value and Excellence (DRIVE)
as a mental health advisor.

He is a practising London General Practitioner with a special
interest in Mental Health, facilitating and conducting Primary
Care research. He is a visiting Professor at the Medical School,
Nova University, Lisbon, Portugal.
He is a member of the WONCA (World Organization of National
Colleges, Academies and Academic Associations of General
Practitioners/Family Physicians) Working Party on Mental
Health, Board Member and Vice President for Europe of the
WFMH (World Federation for Mental Health),
He is also a founding member of the World Dignity Project,
a charity that aims to reduce Mental Health stigma and
discrimination, and an advisory board member of the EFPC
(European Forum of Primary Care).

Over her career, Poppy has worked in a number of roles which
have required her to challenge the public’s perception of mental
ill health.
Through her diverse networks and non-executive board
positions, she has played an instrumental part in making mental
health a high priority for public and private sector employers. In
the 2018 New Year’s Honours Poppy was awarded and OBE in
recognition of her services to people with mental health issues.
An accomplished and skilled communicator, Poppy presents at
high profile conferences and events and regularly contributes
to national media interviews, both print and broadcast.
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Biography of the chair of the Host Organising Committee
Prof. Lucja Anna Kolkiewicz
MBBS MRCPsych
Visiting Professor NOVA University, Lisbon, Portugal and Consultant
Forensic Rehabilitation Psychiatrist East London NHS Foundation Trust

Professor Kolkiewicz is an experienced innovative psychiatrist
who has held a range of positions including Associate Medical
Director for Recovery and Well-Being, Trust Advisor Recovery
and Rehabilitation and Associate Clinical Director Forensic
Services, Centre for Forensic Mental Health at East London NHS
Foundation Trust, Consultant General Adult & Rehabilitation
Psychiatrist at Camden & Islington CHS NHS Trust, London.
Professor Kolkiewicz has supported mental health rehabilitation
pathway re-design in general and forensic services and has
experience of collaborative working with the third sector and
Local Government Authorities to get the best for service users,
their families and carers though a holistic approach. She is a
mental health advocate and a specialist in supporting and
developing mental health literacy at a community level.
Professor Kolkiewicz is a Life Member of the World Federation
for Mental Health, has supported primary care transformation
globally as a member of the Member of World Association
of Family Doctors (Wonca) through her contribution to the
2008 WHO/Wonca publication Integrating Mental Health into
Primary Care: A Global Perspective, is a Member of the Royal
College of Psychiatrists and an International Fellow of the
American Psychiatric Association.
As an advocate for mental health recovery she supports the
empowerment of people with mental ill health, their families and
carers to work towards realising their dreams and aspirations
for independence and social inclusion.
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About Malta
About Malta

About 13th December

Megaliths, medieval dungeons and Calypso’s Cave – The
Maltese Islands are positively mythic. The narrow meandering
streets of their towns and villages lead to the main square,
which is invariably dominated by the huge baroque church.
As the countryside is dotted with medieval towers, wayside
chapels and the oldest known human structures in the world,
the Islands have rightly been described as an open-air museum.

Republic Day is always celebrated on 13 December. In Malta,
it is called ‘Jum ir-Repubblika’. This holiday marks the day in
1974, when Malta became a republic.

The Maltese archipelago lies virtually at the centre of the
Mediterranean, 93 km south of Sicily and 288 km north of
Africa. The archipelago consists of three islands: Malta, Gozo
and Comino with a total population of over 400,000 inhabitants
occupying an area of 316 square kilometers.
Malta is the largest island and the cultural, commercial and
administrative centre. Gozo is the second largest island and
is more rural, characterised by fishing, tourism, crafts and
agriculture. Comino, the smallest of the trio, has one hotel and
is largely uninhabited.
With superbly sunny weather, attractive beaches, a thriving
nightlife and 7,000 years of intriguing history, there is a great
deal to see and do.

On 13 December 1974, the Maltese constitution was
substantially revised.
This effectively changed Malta from being a Commonwealth
realm into a republic. The British monarch was no longer head
of state and Sir Anthony Mamo became the first president of
Malta.
Despite independence and becoming a republic, British troops
did not leave Malta until 31 March 1979; this was the first time
in its long history that Malta was free from foreign soldiers. That
day is commemorated by another public holiday - Freedom Day.
13 December is also the Feast Day of saint Lucia, the patron
saint of Malta.
To mark the day the President of Malta presents awards to
those who have served their country or achieved success for
Malta. Celebrations take place at St. George’s Square in Valletta.
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About Valletta
About Valletta

About the venue

Valletta, The Fortress City, Citta’ Umilissima, “a city built by
gentlemen for gentlemen” is Malta’s capital city: a living,
working city, the administrative and commercial heart of the
Islands. Valletta is named after its founder, the respected Grand
Master of the Order of St. John, Jean Parisot de la Valette.

The Grand Hotel Excelsior, a 5 star Hotel in Malta, is two
minutes away from Valletta, Malta’s capital and a UNESCO
World Heritage site. Valletta can be described as a living
experience of Baroque architecture, dotted with quaint cafes,
and over 25 churches, a testament to the centuries-old grained
Catholic faith of the Maltese nation.

The magnificent fortress city grew on the arid rock of Mount
Sceberras peninsula, which rises steeply from two deep
harbours, Marsamxett and Grand Harbour. Started in 1566,
Valletta was completed, with its impressive bastions, forts
and cathedral, in the astonishingly short time of 15 years, even
more remarkable is considering the fact that mechanical tools
did not exist at the time and the whole city was built entirely by
hand.

Sixteenth century fortifications embrace the Grand Hotel
Excelsior and its olive gardens making it the only 5 star hotel
in Malta nestled within historic architecture. This is a unique
opportunity to re-live Malta’s rich history whilst unwinding
during a Mediterranean Luxury Escape. This Luxury Valletta
Hotel is blessed with magnificent views of Marsamxett Harbour
& Fort Manoel.

Valletta has many titles, all recalling its rich historical past. It is
the “modern” city built by the Knights of St John; a masterpiece
of the Baroque; a European Art City and a World Heritage City.
Today, it is one of the most concentrated historic areas in the
world. The city is busy by day, yet retains a timeless atmosphere
by night, that gives the feeling that you are walking back in time.
The grid of narrow streets boasts some of Europe’s finest art
works, churches and palaces.

Grand Hotel Excelsior’s prime location allows for easy access
to all tourist locations around the Maltese Islands. The main
bus terminus provides services to all towns and villages and is
only a few minutes away from the hotel.
The Grand Hotel Excelsior offers elegant and luxurious suites
and a portfolio of deluxe rooms enjoying magnificent sea views
which only Malta can offer. Free Wi-Fi internet is also available
in the hotel lobby, public areas and guest rooms.
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EXECUTIVE LOUNGE
CARAPECCHIA

ARAGON MEETING ROOM
CASTILLE MEETING ROOM
PROVENCE MEETING ROOM
BUSINESS CENTRE
BUS PICKUP

GRAND BALLROOM

LOBBY & RECEPTION
HARBOUR VIEW 24HR BAR
CHARTOOM BAR

BUONAMICI MEETING ROOM
LAPARELLI MEETING ROOM
BELLAVANTI MEETING ROOM
DE MEDICI MEETING ROOM
ADMIRAL’S LANDING RESTAURANT

SPICE ISLAND RESTAURANT

GIROLAMO CASSAR MEETING ROOM

EXHIBITION HALL

SPA
GYM
INDOOR POOL

TIKI BAR & RESTAURANT

PRIVATE MARINA

OUTDOOR POOL

BLUE OCEAN

PRIVATE JETTY
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Wednesday 12th December
07:00

08:30

10:30

Plenary Session
(120 mins)

11:00

12:30

Parallel Symposia
& Workshops

Parallel Symposia

13:00

14:00

15:30

Parallel Symposia
& Workshops

(30 mins)

(90 mins)

(90 mins)

16:00

17:30

Opening Ceremony,
Plenary Session
& Mental Health
Champion Awards

Universal Health
Coverage Day
Awards & Welcome
Cocktail

Master of
Ceremonies - Dr John
Cachia Mental Health
Commissioner Malta
(90 mins)

Level 2
Floriani

Level 5

Level 5

Level 5

Symposium

Symposium

Workshop

Laparelli

Laparelli

Chairs:

Chairs:

Chairs:

Chairs:

Prof Michelle Riba

Lisa Weston

Dr John Cachia

Dr Ruky Ugwumba

Prof Pierre Thomas

Henk Parmentier

Dr Abdullah Al-Khatami

Prof Roy Kallivayalil

Level 2

Laparelli

Floriani

Level 2
Floriani

Opening
Speeches

Dr David Clarke

Prof Gabriel Ivbijaro

Prof. Helen Herrman
President WPA

MHAB155

(20mins)

No health without
mental health

(20mins)

Psychiatrists as
partners in universal
health coverage

MHAB154
Tomorrow’s Health
Systems

MHAB167
The Lived
Experience of
Leaders during
moments of change
and transition: A
Mental Health and
Psycho-therapeutic
Perspective

- Ravindra N.R. Sookan

- Jill Iliffe

MHAB134
Prof. Amanda Howe
Immediate Past
President Wonca

(20mins)

The role of
government,
civil society
organizations and
other stakeholders
to reduce mental
disorders in Ghana

(20mins)

Interdisciplinary
approaches for
socio-health
inclusion in mental
health policies
Dr Anton Grech
Chairman Mental
Health Services
Malta
(20 mins)

Psychiatry and
the Media, New
Challenges and New
Opportunities

(20mins)

Averting inhuman
treatment in mental
health facilities:
The role of courts
and use of a human
rights based
approach

Rep resentative
Maltese Ministry
resentative
Maltese Tourist
Industry rep
resentative

(10mins)

Congress Joint
Plenary Session

B R E A K

(20mins)

MHAB112

Maltese Government

of Health rep

Mrs Dévora Kestel
Director of the
Department of Mental
Health and Substance
Abuse (MSD)

- Joan Camilleri

L U N C H

Prof. Alberto Trimboli
President WFMH

(20mins)

- Christopher Dapaah

B R E A K

R E G I S T R A T I O N

Medicine, morals,
and mental health
- making universal
health coverage
meaningful in
practice .

Hon. Christopher Fearne
Deputy Prime Minister
& Minister of Health
Malta

(90mins)

Welcome address from
our individual Partner
organisations
Prof. Shekhar Saxena
(20 mins)

Mental health within
universal health
coverage: The why
and the how

- David Kabanda

Presidents
Partner & other
institution
representatives
Committee Chairs &
Vice-Chairs
All participants &
guests

MHAB173
(20mins)

Global Mental Health

To detain or not to
detain, that is the
question

Champion Awards

- Ahmed Sewehli

Malta Declaration
Launch

Dr John Cachia
Commissioner
for Mental Health
Ministry for Health
Malta

Knight of Malta
March for Mental
Health

(20 mins)

A personal reflection
on 5 years working
with the new Mental
Health Act in Malta
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08:30

10:30

11:00

Level 7
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12:30

13:00

Level 5

14:00

15:30
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17:30

Level 4

De Medici

Girolomo Cassar

Symposium

Symposium

Chairs:

Chairs:

Chairs:

Prof Amanda Howe

Prof Eliot Sorel

Dr Etienne Muscat

Prof Alberto Trimboli

Mr Peter Maeck

Dr Rachel Taylor-East
Prof Norman Sartorius
Dr Afzal Javed

MHAB142
(90mins)

Establish a Smoking
Cessation Consultation,
working for a tobacco free
World

- João Filipe Marques Santos
- Esteves AI

MHAB183
Involving Patients,
carers & families in the
treatment programmes:
Some emerging priorities
in current psychiatric
practice

MHAB175
(20mins)

Introduction to the mental
health strategy for Malta

- Natasha Azzopardi Muscat
(20mins)

The Malta mental health
services: what now?

- Afzal Javed

- Anton Grech
(20mins)

Service user perspective
on the mental health
strategy

- Graziella Bonavia
- Daniela Calleja Bitar
(20mins)

A perspective from
overseas

- Josanne Holloway

Level 5

Chairs:

Chairs:
Prof Chris Dowrick

Prof Rahn Bailey

Dr Rachel Taylor-East

(90mins)

Adolescent / Youth Mental
Health examples of good
practice from Malta

- John M. Cachia
- Kellimni.com
- SOS Malta Youth.INC
- Agenzija Zghazagh Education
and Research
- Malta ACAMH Branch Student
- Support Service MCAST
- Youth Mental Health First Aid
- Richmond Foundation
- Enlight Foundation

MHAB149
Diagnostic consequences
of a new category of
anxious depression
and a reduced duration
requirement for anxiety
symptoms in the ICD-11
PHC
- Carolina A Ziebold Jorquera
- Goldberg DP
- Minhas F
- Razzaque B
- Fortes S
- Robles R
- de la Fuente Muñiz R
- Lam TP
- Bobes J
- Iglesias C
- Garcìa JA
- Reed GM

De Medici

Symposium
Chairs:
Prof Roy Kallivayalil
Dr Abdelaziz Zeid

B R E A K

Symposium

Prof John Oldham

MHAB177

Level 5

Buonamici

L U N C H

Symposium

B R E A K

R E G I S T R A T I O N

Level 4

Girolomo Cassar

MHAB119
(20mins)

Psychosocial Interventions
for People Experiencing
Psychosis on Minimal
or No Antipsychotic
Medication: A Systematic
Review

- Ruth Cooper

MHAB120
(20mins)

Psychosocially
supportive design for
community mental health:
deconstructing the myth

- Evangelia Chrysikou

MHAB156
The Impact of Psychiatric
Rehabilitation Program:
The KEH Experiences
- Nasir Mehmood
- Talib U
- Gohar Y
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Prof Roy Kallivayalil

Ms Claire Brooks

Mr Peter Maeck

Ms Ajita Jain

Ms Ajita Jain

Mr Tarique Faridy

16:00

17:30

Level 5

Carapecchia

Workshop

15:30

De Medici

Symposium
Continued...

MHAB152
(30mins)

Primary Care Mental Health
in Older Adults – a global
perspective

- Augusto De Mendoca Lima
- Gabriel Ivbijaro

MHAB171
(20mins)

Caring for Patients with
Schizophrenic Disorders
in the Community: a
Quantitative study on
Changing from Traditional
Psychiatric Hospitals
towards Integrated
Community Primary
Mental Health Care in a
vulnerable area in Brazil

MHAB118
Does the Use of Media
Influence a Change in
Community Attitude
towards Mental Illness:
The Maldives Story
- Aishath Ali Naaz

Discussants:

- Sandra Fortes
- Thiessen J
- Filho ECMA
- Cavalcanti MT

- Dr Sabine Bährer-Kohler
- Dr Sunil Mittal

Level 5

Buonamici

Workshop

Level 4

Level 5

Girolomo Cassar

Buonamici

Workshop

Symposium

Chairs:

Chairs:

Prof Sandra Fortes

Prof. Lucja Kolkiewicz
Prof. Michelle Riba
Mr Simon Vasseur Bacleur

MHAB190
(90mins)

MHAB185
(30mins)

- Nicholas Mamo

Learn about Hopeful Minds,
a curriculum free and
available to all that is being
taught around the world,
along with the evidence
we have gathered today
in partnership with Ulster
University out of Northern
Ireland.

Improving the ‘Science to
Service Gap’ for physical
healthcare provision
of patients with severe
mental health disease - the
experience from an inner
city General Practice

- Naeem Mitha

B R E A K

L U N C H

B R E A K

R E G I S T R A T I O N

Innovations in Mental
Health Feel hopeful about
the global progress in
mental health, exploring
some of the most recent
exciting developments in
the space.

MHAB172
Making the Clinical Gaze
a Personal Gaze - the
Challenges of a PersonCentred Model of Care

MHAB124
(30mins)

GPs’ representations in
the treatment of chronic
depression and their
effect on the referral to
psychiatrists

- Audrey Linder

- Kathryn Goetzke

MHAB104
(30mins)

Developing the theory for
the Partners collaborative
care intervention for
Psychosis

- Richard Byng
- Gwernan-Jones R
- Britten N
- Gask L
- Birchwood M
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11:00

12:30
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15:30

16:00

17:30

Level 7
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Carapecchia

Symposium

Symposium

Chairs:

Chairs:

Prof Roumen Milev

Prof Jean-Luc Roelandt

Dr Carmelo Aquilina

Dr João Santos
Prof Parmentier

MHAB100

MHAB123

(20mins)

(20mins)

The Relationship between
Behavioral Issues
and Severity of ADHD
Symptoms in Children
Seeking Psychological
Support from a Private
Mental Health Set Up in
Maldives

A MIxed Method Study of
Workplace Burnout and
Its Contributing Factors
Among The Medical
Doctors and Health
Workers at Dr. Soeharto
Heerdjan Mental Hospital
Jakarta Indonesia in 2018

- Zuha Hussain

- Nova Riyanti Yusuf
- Al-Adli N

MHAB159

MHAB151

(20mins)

(20mins)

An overview of the
psychopharmacology
used in child and
adolescent mental
disorders

Job morale of physicians
in low- and middle-income
countries (LMICs): a
systematic literature
review of qualitative
studies

- Nigel Camilleri

- Alina Sabitova

MHAB181
(20 mins)

MHAB174
(20mins)

- Saliba A

Mental Health Awareness
in Medical Education :
Are junior doctors taught
to take care of their own
mental health?

- Audrey Fontaine

B R E A K

L U N C H

B R E A K

R E G I S T R A T I O N

Mental Health Malta
Innovations Team

MHAB157
(20mins)

Impact of Cellular
Reminder on Follow up
Patients Suffering from
Psychosis: Randomized
Controlled Trial

- Nasir Mehmood

Level 7

Business Centre Boardroom

Workshop
Chair:

Dr. Joseph Cassar

MHAB179
Transition from
methylphenidate to
atomoxetine: reasons
for switching and clinical
outcome.
- Fabrizia Cassar
- Giovanni Grech
- Bertha Grech

Level 8
Executive Boardroom

Level 8
Executive Boardroom

Level 8
Executive Boardroom

Presidents & Committee Chairs &
Vice Chairs Room

Presidents & Committee Chairs &
Vice Chairs Room

Presidents & Committee Chairs &
Vice Chairs Room
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07:00

08:30

10:30

Plenary Session
(120 mins)

11:00

12:30

Parallel Symposia
& Workshops

Poster Session

Level 7

Level 2

13:00

(30 mins)

(90 mins)

Level 2

Carapecchia

Floriani

Workshop

14:00

15:30

16:00

Parallel Symposia
& Workshops

Plenary Session

Level 7

Level 2

(90 mins)

(90 mins)

Carapecchia

Floriani

Floriani

Workshop

Chairs:

Chairs:

Moderators:

Chairs:

Chairs:

Prof Pierre Thomas

Prof Eliot Sorel

Prof Henk Parmentier

Prof Allan Tasman

Prof Gabriel Ivbijaro

Ms Raghnia Chabane

Prof Roumen Milev

Dr Rachel Taylor-East

Mr Robin Sookhan

Ms Raghnia Chabane

Ms Claire Brooks

Dr Abdelaziz Zeid

Prof Allan Tasman

Prof Gabriel Ivbijaro

17:30

Mr Tarique Faridy
Mr Simon Vasseur-Bacle
Dr Carmello Aquilina
Ms Lisa Weston- Mangion

Prof. Norman Sartorius

MHAB114

President Association for

(90mins)

Developing Public
Health Leadership in
Global Mental Health

the Improvement of Mental
Health Programs
(20 mins)

- Jennifer Wisdom

Obstacles to success of
mental health programs

Level 5
Laparelli

Prof. Christopher

Symposium

Dowrick

Chairs:

Chair Wonca Working Party

Dr Carlos Augusto de Mendoça
de Lima

on Mental Health & Scientific
Committee Vice- Chair

MHAB113

(20 mins)

- John Spicer
- Curtis V
- Riches W

Ms Claire Brooks

Dr Alexei Sammut

MHAB129
Concise patient
interview in PMHC clinic

- Abdullah AlKhathami

University of Malta

MHAB132

(20 mins)

(20 mins)

Empowering nurses
working in the mental
health setting:
Standards of Practice
Prof. Eliot Sorel

Ethics of online
screening for
depression: A
systematic review
- Tasneem Hassem
- Sumaya Laher

The George Washington
University USA
(20 mins)

Total health for all in the
21st century

Level 5

Buonamici

Symposium
Chairs:
Prof Pierre Thomas
Prof Amanda Howe

MHAB127
Mental Health
and Primary Care:
Contributing to
Mental Health System
Transformation
in, Canada, United
Kingdom and Brazil
- Sandra Fortes
- Dowrick C
- Kates N

Committee Joint Chair
(20 mins)

Physician Mental
Health and Well-Being
Prof Pierre Thomas
University of Lille, France &
Scientific Committee Joint Chair

Level 5

- Kamilija Girgždytė
- Viktorija Andrejevaitė
- Vilius Rajeckas
- Justina Staigytė

Laparelli

(20 mins)

Workshop
Chairs:

Prof. Roy Kallivayalil

Prof Rahn Bailey

MHAB102
Effectiveness of
treatment in the first
Croatian comunity
mental health team
for the treatment of
persons wiht serious
mental disorders
- Sladana Strkalj-Ivezic

(20mins)

Past President APA & Scientific

President WASP

Prof David Clarke

(20 mins)

MHAB163
(90mins)

Trauma informed care
in Primary Care: How
stress gets into the
body (and out of it)

- Venetia Young

MHAB122
Assessment of
disability in patients
with mental illness
and behavior disorders
by law

B R E A K

Fighting Stigma with
Strategic Empathy®

Prof. Michelle Riba

(90mins)

- Richard Byng
- Felicity Thomas
- Lorraine Hansford

L U N C H

(20mins)

B R E A K

R E G I S T R A T I O N

Learning Together in
Mental Health - an
education project report

MHAB107
Developing an ideal
primary care mental
health system for areas
of deprivation

(40mins)

Suffering and hope
in the primary care
consultation

President ModelPeople

MHAB101
Differences in
dependence on
cigarettes and alcohol,
substance use, anxiety
and depression
symptoms among
lesbian, gay, bisexual,
trans and queer
community and general
population in young
adults

Social determinants of
mental health- differing
perspectives:
Developing and
developed countries
Prof. John Oldham
Baylor College, Houston, USA
(30 mins)

Personality Styles and
Personality Disorders

- Libuše Čeledováa
- Rostislav Üevela

MHAB135
Are We Meeting The
Physical Healthcare
Needs Of Patients With
Mental Health Disease
In Primary Care?
- Naeem Mitha
- Seese T
- Gez M

Level 5

Buonamici

Symposium
Chairs:

MHAB139
Mental Health Gap
Intervention Guide
Trainers of Training
(TOTS) in Ceara, Brazil
: a tool for developing
primary mental health
care
- Sandra Fortes
- Menezes ALB
- de Andrade AT
- Pinto JP
- de Sousa HJJ
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MHAB148
(90mins)

mhGAP training
in primary care:
opportunities and
challenges

- Chris Dowrick
- Karen Athie
- Sandra Fortes
- Juan Mendive
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Thursday 13th December continued...
07:00

08:30

10:30

11:00

12:30

Level 4

Level 2

Symposium

Continued...

Girolomo Cassar

Chairs:
Prof Helen Herrman
Prof Michelle Riba
Prof Henk Parmentier

MHAB106
(20 mins)

Mental health diagnosis: A
critical realist perspective
on mental health diagnosis
- Richard Byng

MHAB126
(20 mins)

The Mind of Mumbai:
Breaking the Mental
Health Taboo

13:00

(20 mins)

stigMAG Amsterdam
- Barbera Olthof

MHAB186
(20 mins)

16:00

17:30

Girolomo Cassar

Symposium

MHAB137
Describe the MHGAP
training of community
health workers in Rio’s
public primary care clinics

Chairs:
Prof. Roy Kallivayalil
Prof. Pierre Thomas
Address Dr. Dua Tarun WHO Geneva

MHAB164

- Karen Santo Athie
- Puig D

(20 mins)

The Medscheme Mental
Health Programme: Initial
Cost Outcomes

MHAB144
Mental Health Gap –
Intervention Guide training
in Brazil

- Leandri Hattingh

MHAB146

- Helio Antonio Rocha
- Manso CC
- Alves CVG
- Elia DDS
- Lima Fortes SLC

(20 mins)

Cannabis: challenges of
recreational and medicinal
knowledge translation
- Oyedeji Ayonrinde

MHAB158
MhGAP version 2.0:
experiences from Latin
America in the Integration
of Mental Health into
Primary Health Care

MHAB121
(20 mins)

Physician assisted suicide
and euthanasia (PASE)
and the dual role dilemma
for psychiatry

- Monica Ivonne Chavira
Urquieta
- Fortes S
- Abbott MSG
- Mendoza J
- Guerrero S
- Agames E

- Carmelo Aquilina

- Alexei Sammut

Workshop
Chairs:
Prof Rahn Bailey

MHAB136 (Part I)
(120mins)

Global Mental Health
Hackathon: New Ideas
for Narrowing Treatment
Gaps in Less Developed
Countries
- Christophe Roberge
- Quiterie De Beauregard

- Claire Axiak

MHAB165
A systematic review
of online depression
screening tools for general
public usage
- Tasneem Hassem

MHAB116
Perspectives from
psychiatrists in
Mozambique. Exploratory
ethnographic analysis of
field notes during study
deign clinical training and
implementation

Level 5

De Medici

Workshop
Chairs:

B R E A K

De Medici

MHAB161
Transgender persons in
Malta: a healthcare system
that cares unconditionally

L U N C H

Level 5

B R E A K

R E G I S T R A T I O N

#STOPSTIGMA: A National
Mental Health Awareness
Campaign

15:30

Level 4

Floriani

- Peter Maeck

MHAB138

14:00

Prof Rahn Bailey

MHAB136 (Part II)
(120mins)

Global Mental Health
Hackathon: New Ideas
for Narrowing Treatment
Gaps in Less Developed
Countries
- Christophe Roberge
- Quiterie De Beauregard

- Ilana Pinsky

MHAB189
What it feels like to be a
service user – report from
a global survey
- Claire Brooks
- Lucja Kolkiewicz
- Gabriel Ivbijaro

Level 8
Executive Boardroom

Level 8
Executive Boardroom

Presidents & Committee Chairs &
Vice Chairs Room

Presidents & Committee Chairs &
Vice Chairs Room
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07:00

08:30

10:30

11:00

12:30

Parallel Symposia
& Workshops

Parallel Symposia

(120 mins)

Level 2

Level 5

Level 5

Level 5

Workshop

Symposium

Symposium

Plenary Session

13:00

14:00

Invited Symposia

(30 mins)

Laparelli

Laparelli

Chairs:

Moderators:

Chairs:

Prof Sandra Fortes

Dr Juan Mendive

Ms Lisa Weston-Mangion

Dr Anton Grech

Dr Ruky Ugwumba

Mr Robin Sookhan

Dr Carolina Caldas de Freitas Lima

Dr João Santos

Mr Simon Vasseur-Bacle

MHAB115
(90mins)

An Update on The
Patient Protection and
Affordable Care Act
(2018)

Implementing and
Evaluating Mental
Health Interventions: A
Practical Workshop

MHAB128
Bodily Distress
Syndrome: Diagnosis
and Treatment
- Clarke D

Dr. Afzal Javed

Lima

Address

Dr Sabine Bährer-Kohler

Patients with psychosis
want to be in contact
with a volunteer: faceto-face or digitally

Brooks

Arts based
interventions in
inpatient mental health
services

(20 mins)

Mental health dignity
and the voice of the
service user – results of
a global survey
Closing remarks
Congress Presidents

(15 mins)

& Congress Scientific

Legal and psychosocial
issues in mental
healthcare for migrants

MHAB125
Remembrance of
Things Present: Making
Peace with Dementia

Chairs
& best poster and

- Nicolette Busuttil
- Oyedeji Ayonrinde

presentation awards

MHAB170

- Peter Maeck

(15 mins)

- Mariana Pinto da Costa

MHAB141
(20mins)

Cost-effectiveness
of active monitoring
versus antidepressants
for mild-to-moderate
major depressive
disorder in primary care:
INFAP study

Malta’s New Mental
Health Strategy Perspectives on
Challenges and
Solutions

B R E A K

Stigma and social
distance for
schizophrenia in
psychiatrists, general
practitioners and
service users as a
barrier to universal
health

Dr Alexei Sammut

Ivbijaro & Ms Claire

(15 mins)

MHAB108

L U N C H

(20 mins)

Chairs:
Dr Carlos Augusto de Mendoça

(20mins)

B R E A K

R E G I S T R A T I O N

Congress Joint President

Chairs:

Professor Gabriel

Symposium MHAB188

- Maria Daniela Farrugia
- Amy Bonnici

Symposium

Prof Christopher Dowrick

MHAB147

(20 mins)

Prof. Gabriel Ivbijaro

Level 5

De Medici

Dan Chisholm WHO Europe

President Elect WPA

Local mental health
councils: How to
organise local health
democracy at a
territorial level

- Nicholas Mamo

Centre, Lille, France

Level 5

(20 mins)

The Maltese Clinical
Gaze

Director, WHO Collaborating

De Medici

Ms Raghnia Chabane

(15 mins)

Prof. Jean-Luc Roelandt

Lille experience: How
to organise Community
Mental Health at a
territorial level

Floriani

Symposium MHAB168

- Jennifer Wisdom

(20 mins)

Level 2

Laparelli

Chairs:

(20 mins)

17:30

(90 mins)

Prof Michelle Riba

Prof. Rahn Bailey

16:00

Plenary Session &
Closing Ceremony

(90 mins)

(90 mins)

Floriani

Promoting
empowerment and
financial autonomy for
schizophrenic patients:
an experience from a
developing country

15:30

- David Cassar

MHAB176
(15 mins)

Moving Asylum - Quo
Vadis?
- Marija Axiak

- Mendive J
- Rubio M
- PeÑarrubia M
- Iglesias M
- Serrano A

Level 5

De Medici

Symposium
Chairs:
Prof David Clarke
Prof Henk Parmentier

MHAB105
(90mins)

Developing a whole
system response to
escalating beyond
guideline prescribing of
medication for pain and
distress

- Richard Byng
- Joanne Watson
- Gary Wallace
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07:00

08:30

10:30

11:00
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Presenter

• Zuha Hussain BSc. (Hons) Psychology Higher National Diploma in Psychology Diploma in General
Psychology Assistant Psychologist Maldives Institute for Psychological Services Training and
Research

Title

The Relationship between Behavioral Issues and Severity of ADHD Symptoms in Children Seeking
Psychological Support from a Private Mental Health Set Up in Maldives

Learning Objectives

• Understand the association between behavioral issues and severity of Attention Deficit Hyperactivity
Disorder symptoms in children seeking psychological support from a private mental health set up in
Maldives

Abstract

Objectives To explore the type and severity of behavioral issues that are reported by children who seek
psychological support from a private mental health set up in Maldives. To examine the association
between behavioral issues and the severity of Attention Deficit Hyperactivity Disorder symptoms in
children seeking psychological support from a private mental health set up in Maldives. Background
and aims Research findings demonstrate that there is an association between behavioral issues in
children and a diagnosis of ADHD (Loe & Feldman, 2007).
Some of the commonly reported behavioral issues in children diagnosed with ADHD include,
oppositional and defiant behaviors, disobedience, disruptive and quarrelsome behaviors; temper
tantrums and aggressive behaviors, lying, stealing, poor school performance, reading, writing and
arithmetic difficulty (Young, 2008). However, in the absence of research in this area in the Maldives,
the current study aims to explore the type and severity of behavioral issues that are reported among
children who seek psychological support from a private mental health set up in Maldives and
examine whether there is a relationship between behavioral issues and severity of ADHD symptoms
among these children.
Materials and methods In the current study, the psychological profiles of 300 children who presented
with behavioral problems diagnosed with ADHD between the ages of 6 to 12, at a private mental
health clinic in the Maldives will be examined. The severity of the ADHD symptoms is determined
from their scores on Connor’s Rating Scale (Conners, 1999 ) and type and severity of behavioral
issues is explored using Developmental Psychopathology Check List (Kapur, Barnabas, & Rozario,
1994).
Results There is a positive relationship between the severity of ADHD symptoms and the severity
of behavioral issues among Maldivian children seeking psychological support for their behavioral
issues. Conclusions The findings from the current study indicate that there is a positive relationship
between behavioral issues. Additionally, the need to provide effective and appropriate psychological
support for children with behavioral issues in the Maldivian community is strongly indicated.
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Presenter

• Kamilija Girgždytė MD

Title

Differences in dependence on cigarettes and alcohol, substance use, anxiety and depression
symptoms among lesbian, gay, bisexual, trans and queer community and general population in
young adults

Learning Objectives

• To identify opportunities in health care for LGBTQ community members.

Abstract

Differences in dependence on cigarettes and alcohol, substance use, anxiety and depression
symptoms among lesbian, gay, bisexual, trans and queer community and general population in
young adults
Objective. To identify opportunities in health care for LGBTQ community members. Background
and aims. Assessment of multiple health-related concerns associated with LGBTQ population is
important in order for clinicians to work towards practices that would satisfy health needs of sexual
minorities. The aim of this study was to estimate the disparities in smoking, substance abuse,
depression and anxiety symptoms among LGBTQ community and general population in young
adults.
Materials and methods. In total, 510 people aged 18-32 filled in the anonymous questionnaire
including demographic questions, the Hospital Anxiety and Depression Scale (HADS), the Alcohol
Use Disorders Identification Test (AUDIT), Penn State Cigarette Dependence Index questionnaire
(PennState) and drug use related questions. All participants were divided into two groups: LGBTQ
group (n=274) and control group (n=236). Statistical analysis was performed using IBM SPSS
Statistics 24.0 software. Results were considered to be statistically significant when p <0.05.
Results.
The average age of all study participants was 22 (Â± 3,8) years. Mean score of Penn State Cigarette
Dependence Index was significantly higher in LGBTQ group compared to controls (2.8 vs. 1.4,
p<0.001) and more people had high nicotine dependence in LGBTQ community (p<0.001). Mean
score of the AUDIT was significantly higher in LGBTQ group compared to control group (7 vs. 6,
p=0.03).
The use of all types of drugs was significantly more prevalent among LGBTQ community compared
to general population (p<0.001). HADS anxiety (HADS-A) and depression (HADS-D) subscales scores
were higher in LGBTQ group: HAD-A average of 9.3 as compared to 8 in control group (p=0.001)
and HAD-D 5.2 versus 4.3 (p=0.002). Conclusions. This study revealed increased risk of nicotine
and alcohol dependence, drug use, anxiety and depression symptoms among LGBTQ community
in young adults living in Lithuania compared to control group. Attempts should be made to target
prevention and cessation interventions for LGBTQ community members.
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Presenter

• Sladana Strkalj-Ivezic

Title

Effectiveness of treatment in the first Croatian community mental health team for the treatment of
persons with serious mental disorders

Learning Objectives

• To identify the importance of patient therapist relationship for patient’s recovery in community mental
health team

Abstract

Without possibility of home treatment by community mental health team a large number of persons
with schizophrenia live socially excluded, are hospitalized without consent, spent a long time in
hospital and very often stop the recommended treatment. The aim of the paper is to show the results
of treatment in the first Croatian community mental health team for persons with serious mental
illness with serious impairments of social functioning, with low treatment adherence and frequent
psychiatric hospitalizations. The study included 20 patients who had spent at least 6 months in the
treatment of community mental health team. Social functioning scale (SF) adapted according to
WHO ICF classification of functioning was use in assessing the social functioning. SF estimates the
following areas: self-care, social skills, role-playing, stress and other psychological requirements,
cognitive functioning, support, stigma, barriers and facilitations. The results were compared at
the beginning of the treatment after 6 months and 12 months. Also assessment include need for
hospitalization, involuntary hospitalization, duration of hospitalization and medication adherence.
Results on the functional scale show improvement in functioning in majority of assessed areas
after 6 and 12 months. In most patients there was a reduction in the need for hospitalization, if was
needed it was voluntary in most cases with the shorter stay times. The factors that contributed
to the improvement were analyzed in the discussion. The quality of the patient’s therapeutic
relationship was identified as a key improvement factor.
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Title

Developing the theory for the Partners collaborative care intervention for Psychosis

Learning Objectives

• Understand the process of developing complex interventions.

Abstract

Objectives:
To describe the analytical and collaborative process behind the development of intervention theory.
In this paper we present the initial programme theory development phase for the NIHR funded
PARTNERS2 project, a collaborative care intervention for people with psychosis in England. We
show how an initial tidy looking synthesis of four data sources itself turned into an interpretative
complex interactive process. Background There is increasing focus on understanding the theory
behind complex interventions such as those needed when a new system of care based in family
practice is developed.
Evaluations of complex interventions have expanded from a focus on ‘what works’ to asking, ‘how
and why does an intervention work, for whom in what context’. Such a change in research question
requires a corresponding adjustment to approaches to developing interventions. Theory-driven
evaluation is one approach to developing complex interventions and is in line with MRC complex
intervention guidance.
The partners intervention model needed to be clear about how and why practitioners would work
with individuals with psychosis to address physical, social and emotional issues, as well as with
their new primary care colleagues. It also needed to show how supervisors and organisations would
support changes in practice. As such it is a multi-layered complex intervention. Methods We were
funded to build a theoretical model for the intervention before testing and adapting it ready for a
trial.
Our prespecified method was to adapt collaborative care for psychosis using ‘realist’ synthesis to
bring together knowledge from: the ‘recovery’ literature and current NICE guidance; focus groups
with patients; and interviews with international experts. Reflecting afterwards we understood the
process of developing the initial model to have involved four activities: articulation, debate and
consensus, interrogation and communication.
Findings:
We articulated the model using a realist approach that identified potential causal pathways linking
underlying mechanisms with outcomes contingent on supportive contexts. Our activities of debate
and consensus included researcher meetings, consultation with Lived Experience Advisory Panels
and stakeholder workshops with service users, carers, healthcare practitioners and commissioners.
We interrogated the initial model by comparing content between different representations of the
intervention, and by comparing the practitioner manual to current guidelines for best practice. Our
activities of communication included the creation of a graphic representation, manuals and training.
Conclusions:
Programme theory development activities overlapped and fed into each other. The activities of
debate and consensus corresponded to a gradually developing collective understanding between
researchers that affected all other activities, including the parallel process of trial design. At the same
time, activities of articulation provided specific, contextualised information that not only created
evidenced intervention content for debate, but also reduced power imbalances within the research
team and acted as a bridge between practice and theory for researchers and stakeholders. Our
idealised intentions for programme theory development were changed by pragmatic considerations
and local requirements. Researchers developing complex interventions should consider these
processes when planning work.
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Title

Developing a whole system response to escalating ‘beyond guideline’ prescribing of medication for
pain and distress

Learning Objectives

• Understand how to reduce unnecessary prescribing of drugs for pain and distress

Abstract

Objective:
The objective of the workshop is to support participants to construct a whole system response to
escalating ‘beyond guideline’ prescribing of medication for pain and distress he ideal features of a
primary care mental health system. Background and aims Prescribing in primary care for problems
related to pain and distress continues to rise year on year. Data from England (1) in the period 20152015 showed annual prescriptions in 2015: • Antidepressants 61M (from 30M) • Antipsychotics
10.9M (with Quetiapine at 2.8M, a 4-fold increase) • Opioids 27M (increase by 1/3) • Gabapentinoids
(10.5M) (Pregabalin 4.8 million - a 16 fold increase) Opioids are no longer indicated for chronic
pain. Most people on long term antidepressants have continued beyond indications. Quetiapine
and other antipsychotics are increasingly prescribed for non-psychotic problems – e.g. mood
instability – against guidelines. Gabapentinoids are proving highly addictive and toxic in overdose.
Co-prescribing of 2 or more classes of drug is the normal pattern as chronic pain and distress
commonly co-exist. Drugs designed for pain can have psychological effects and psychiatric
medication can cause physical harm. We have no evidence about long term harm of such long-term
combinations. The true benefits in terms of number needed to treat and possible harms are not
often provided to patients who may assume medication offered is likely to be beneficial. Doctors
find it hard to say no and increasing proportions of patients often expect medical responses.
Stopping medication requires will power and support to both parties. There is a strong rationale for
developing deprescribing strategies for all these drugs together. The aims of the workshop include:
development of innovative ideas through interaction of different professional groups from different
countries to address a worldwide problem; the generation of exchange and dialogue to facilitate
good will at the conference and potentially to bring together a group to work together over time.
Materials and methods:
The workshop will include: 1. Introduction and aims 2. A brief description of the key issues above,
illustrated by graphs. 3. Five challenges for an ideal system will be outlined: a. What trajectory of
overall prescribing is considered optimal (continue increases, level off or reduce total population
levels?) b. What alternative community interventions should be in place to prevent inappropriate
prescribing? c. What information should be available to patients to make decisions about starting
and stopping medication? d. What support should be provided to practitioners and patients to
deprescribe/reduce medications? e. What organisational support should be provided at a system
level to help achieve optimal prescribing? 4. Participants will work in groups or pairs to address
challenge 1 and 2 or more of the other questions 5. Ideas will be shared in wider group and further
discussed (depending on time for workshop) Results and Conclusions The results of the workshop
will be developed for publication in an academic journal and/or one of the host organisations web
sites. 1. NHS Digital (2016). Prescriptions Dispensed in the Community, Statistics for England 20052015. https://digital.nhs.uk/catalogue/PUB20664
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Presenter

• Prof. Richard Byng University of Plymouth

Title

Mental health diagnosis: A critical realist perspective on mental health diagnosis

Learning Objectives

• Understanding of mental wellbeing and illness

Abstract

Objecti:
To provide a critical realist perspective on diagnosis and conceptualisations of mental distress
Background: Critical realism has emerged as a philosophy of science in the last 30 years through its
ability to bring together social and physical science. It rejects strong constructivist (postmodern)
stances as well as overly reductionist biomedical stances. It can be used to throw light on complex
phenomena such as mental health which require an understanding of interactions and causal paths
between social, psychological and biomedical phenomena.
In the late 20th century, new models (DSM,ICD), categorising individuals into those with and without
‘disorders’, were created. Increasing proportions of the population are now seeking help and being
given diagnoses. Diagnostic influence now stretches to the courts, welfare systems schools further
fuelling demands from doctors for diagnoses. Some patients find diagnosis useful, while others see
them as stigmatising.
How should we conceptualise mental wellbeing and distress in the 21st century? Can critical realism
help? Methods This paper uses an analysis of wide-ranging literature alongside critical realist
theory to pose an alternative way of understanding the ‘normal’ diagnostic model – that some of us
are ‘well’ and others ‘disordered’. Findings A critical realist analysis, based on the assumption that
the social, emotional and physical realms are causally interconnected - a ‘necessarily laminated
system’ (Collier, 1989) - could run like this.
At the physiological level the genetically influenced neurons in our brains develop automatically
and in response to external stimuli, and generate an ongoing consciousness, as well as functioning
subconsciously. This consciousness includes internal emotions, beliefs and thoughts, and also of
perceptions of the outside world and the body. The internal dimensions interact with each other and
external stimuli. Normally consciousness is coherent, and the body and mind and outside world are
experienced as a whole system, in line with the experiences of others.
Each individual has different tendencies which influence and are influenced by each of the
dimensions inherent in Bhaskar’s ‘four-planar social being’ (1993) a foundation of critical realism.
The intra-subjective constitutes the emergent properties of self-identity – this is perhaps most
nebulous but recognised by psychologists and as important by those interested in ‘recovery’. Trauma
and neglect have been shown to influence our brain’s physiology generating upsets in experienced
consciousness which is out of line with others’ experience – we can re-experience traumatic events
(flashbacks)and experience apparent perceptions (voices), and encounter more global dislocation
between body and mind (dissociative states). In our social relations we communicate (or don’t)
our idiosyncratic consciousness with others, which in turn generates cultural understandings
about unusual or distressing experiences, including the development of models of distress such as
Freudian theory or the DSM.
These loop back to influence consciousness, self-identity and even physiological configuration.
There is the potential for an increase in salience of experiences and help seeking as a result of
increased self-identification as being ‘disordered’. Conclusion Can we replace the dominant flawed
models of ‘disorder’ with a nuanced layered evidence informed understanding which brings together
the biological, psychological and social?
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Title

Developing a whole system response to escalating ‘beyond guideline’ prescribing of medication for
pain and distress

Learning Objectives

• Understand how to reduce unnecessary prescribing of drugs for pain and distress

Abstract

Objective:
The objective of the workshop is to support participants to construct a whole system response to
escalating ‘beyond guideline’ prescribing of medication for pain and distress he ideal features of a
primary care mental health system. Background and aims Prescribing in primary care for problems
related to pain and distress continues to rise year on year.
Data from England (1) in the period 2015-2015 showed annual prescriptions in 2015:
• Antidepressants 61M (from 30M)
• Antipsychotics 10.9M (with Quetiapine at 2.8M, a 4-fold increase)
• Opioids 27M (increase by 1/3)
• Gabapentinoids (10.5M) (Pregabalin 4.8 million - a 16 fold increase)
Opioids are no longer indicated for chronic pain. Most people on long term antidepressants have
continued beyond indications. Quetiapine and other antipsychotics are increasingly prescribed for
non-psychotic problems – e.g. mood instability – against guidelines. Gabapentinoids are proving
highly addictive and toxic in overdose. Co-prescribing of 2 or more classes of drug is the normal
pattern as chronic pain and distress commonly co-exist.
Drugs designed for pain can have psychological effects and psychiatric medication can cause
physical harm. We have no evidence about long term harm of such long-term combinations. The
true benefits in terms of number needed to treat and possible harms are not often provided to
patients who may assume medication offered is likely to be beneficial. Doctors find it hard to say
no and increasing proportions of patients often expect medical responses. Stopping medication
requires will power and support to both parties.
There is a strong rationale for developing deprescribing strategies for all these drugs together. The
aims of the workshop include: development of innovative ideas through interaction of different
professional groups from different countries to address a worldwide problem; the generation of
exchange and dialogue to facilitate good will at the conference and potentially to bring together a
group to work together over time.
Materials and methods:
The workshop will include:
1. Introduction and aims
2. A brief description of the key issues above, illustrated by graphs.
3. Five challenges for an ideal system will be outlined:
a. What trajectory of overall prescribing is considered optimal (continue increases, level off or
reduce total population levels?)
b. What alternative community interventions should be in place to prevent inappropriate prescribing?
c. What information should be available to patients to make decisions about starting and stopping
medication?
d. What support should be provided to practitioners and patients to deprescribe/reduce medications?
e. What organisational support should be provided at a system level to help achieve optimal
prescribing?
4. Participants will work in groups or pairs to address challenge 1 and 2 or more of the other
questions
5. Ideas will be shared in wider group and further discussed (depending on time for workshop)
Results and Conclusions:
The results of the workshop will be developed for publication in an academic journal and/or one of
the host organisations web sites. 1. NHS Digital (2016). Prescriptions Dispensed in the Community,
Statistics for England 2005-2015. https://digital.nhs.uk/catalogue/PUB20664
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Title

Legal and psychosocial issues in mental healthcare for migrants

Learning Objectives
Abstract

This paper aims to highlight the legal and psychosocial factors at play when working with migrants
in need of mental healthcare. It will identify the ways in which laws and policies, in addition to
determining a migrant’s entitlement to mental healthcare, can work to exclude migrants from
accessing the services they need by creating an environment that precludes their ability to enjoy
their right to health. It is argued that mental healthcare services need to contextualise the migrant
experience against this background, in addition to considering pre-migration and intra-migration
factors.
This is even more so when mental healthcare services are brought into the immigration process,
through requests for information by border enforcement agencies or requests for medico-legal
reports for use in immigration proceedings. The rights-based approach to health is predicated on
an acceptance of the right to the highest attainable standard of physical and mental health, putting
the individual at the heart of mental healthcare delivery. Yet, despite the universality of the norm,
migrants are routinely excluded from accessing mental healthcare of good quality through the
interaction of laws, policies and other structural barriers that limit the possibility of their achieving
the highest attainable standard of mental health.
The implementation of a universal right to health is put into question as practice indicates that
different categories of ‘migrant’ correspond to different entitlements which have a direct impact on
their ability to access the services they need. This research paper draws upon one of the authors’
doctoral research and experience as a legal practitioner working with migrants in need of mental
healthcare and the other author’s experience of clinical and academic psychiatry with refugee and
migrant groups.
It consists of academic legal research that draws on international human rights and international
refugee and migration law together with forced migration studies and mental wellbeing. This paper
concludes that a holistic understanding of the migrant’s experience of the immigration process is
necessary to secure enjoyment of the right to health and move towards universal mental health
coverage in practice.
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Title

Opportunities for Early Career Psychiatrists through the European Psychiatric Association

Learning Objectives

• Education

Abstract

The European Psychiatric Association (EPA) plays an important role in enhancing careers of Early
Career Psychiatrists (ECPs) providing several of opportunities for them. The association has made
great efforts to supporting early career psychiatrists’ education and participation in scientific
congresses, promoting their professional growth and integration into the international professional
community.
The EPA Early Career Psychiatrists Committee (ECPC) promotes early career psychiatrists in
developing networks, mentoring, and academic opportunities. Furthermore, the ECPC provides
young psychiatrists with an opportunity to voice their opinions regarding education, research and
clinical practice, as well as empowering them in their professional development and career progress.
The ECPC activities include four task forces – research, publications, professional development, as
well as meetings and associations. The EPA ECPC is leading the Gaining Experience Program, the
Book/Article Challenge, the REACT study, the KIT (Keep in Touch) Program and create ECPs’ track
for the annual EPA Congress.
Linked with the annual EPA Congress there are several other opportunities that ECPs can apply to
scholarships, travel grants and research prizes. The ECPC welcomes Early Career Psychiatrists who
are willing to contribute to develop further activities intended for young psychiatrists. In this talk,
we will present an overview of the opportunities available to early career psychiatrists through EPA
ECPC. More information can be found here: https://www.europsy.net/early-career/
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Title

Judicial activism and mental health: The use of litigation for mental health rights in Uganda

Learning Objectives

• The use of a human rights based approach for an acceptable legal framework for mental health
• Exploring litigation against derogatory and archaic mental health legal frameworks.

Abstract

Background and aims:
In 2011, we at the centre for Health Human Rights and Development (CEHURD) conducted research
to litigate against the unconstitutionality of the laws, practice and usage of derogatory language
towards persons with mental disabilities embodied in the legal framework in Uganda.
The law referred to persons with mental disabilities as idiots, imbeciles and criminal lunatics. The
law was discriminatory, inhuman and degrading and a violation of liberty. We therefore aimed for
a declaration that the legal framework failed to promote dignity, autonomy and non-discrimination
of people with mental disabilities or incorporate safeguards against abuses related to involuntary
admission and treatment.
Materials and methods:
The research was qualitative using semi structured interviews and desk research. The legal team
was engaged in developing the legal opinion of the case to the constitutional court and involved
interviews with survivors of mental illness who also joined the case. The materials involved the
international, regional and national human rights instruments and the review of the national legal
framework Results The court decided that the problem first stems from the language of Sub-section
(5), which empowers the Minister after considering the record; to order by warrant that the accused
be confined as a “criminal lunatic” this language is unfortunate because mental illness/impairment
is a disability.
The State and society must to take appropriate measures to realize the full mental and physical
potential of persons living with disabilities and that all organs and agencies of government and all
persons must respect, uphold and promote the Constitutional rights & freedoms of persons with
disabilities. The court noted that non- discrimination is a constitutional principle embodied in all
international instruments. And that language “idiot” and “imbecile” used to describe the women and
girls who are mentally handicapped is dehumanizing of the persons with mental disabilities.
Conclusions:
The archaic legal framework was declared unconstitutional in as far as it adjudges a person who
is not proven guilty as a criminal by referring to him/her as a criminal lunatic contrary. The words
“idiot” and “imbecile” that appear in Section 130 of Penal Code Act, were declared to contravene
Articles 20, 21(1), (2) and (3), 23, 24 and 35 of the Constitution of the Republic of Uganda by reason
of their being derogatory, dehumanizing and degrading and were accordingly struck out. The state
was ordered to I)
To review the status of persons with mental disabilities so that they are removed from jails and
prisons and are instead taken for care and treatment in appropriate places II) To review and amend
the Trail on Indictment Act and the Penal Code Act with a view to providing clarity on how people
with mental disabilities amounting to insanity should be handled through the criminal justice
system, in accordance with and in compliance with the Constitutional and this judgment.
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Title

Averting inhuman treatment in mental health facilities: The role of courts and use of a human
rights-based approach.

Learning Objectives

• Enhancing mental health rights and services in the health care facilities Working towards human rights
responsive mental health facility services

Abstract

Background and aims:
In 2017, the we at the Centre for Health Human Rights and Development (CEHURD) carried out
research on how the Butabika National referral mental hospital in Uganda treated mental health
patients. It was appalling that patients are most of the time undressed, locked in the seclusion room
without food, without supervision and without sanitary facilities for them to urinate or defecate for
more than 24 hours. Because of this mistreatment and inhuman and degrading treatment, we sought
declarations, orders and damages for violation of the rights to a clean and healthy environment, the
freedom from cruel degrading and inhuman treatment and the right to privacy contrary to Articles
39, 24, 44 (a) and 26 of the Constitution. When the case came up for hearing the presiding judge
dismissed the case on grounds that the psychiatrist doctors or nurses had the liberty to determine
any course action against the persons with mental disabilities in their care. We have now appealed
his judgment to a court of appeal to be handled by three judges.
Materials and methods:
The research was qualitative using semi structured interviews and desk research. The legal team
was engaged in developing the legal opinion of the case to the constitutional court and involved
interviews with survivors of mental illness and have been treated in the Butabika hospital who also
joined the case.
The materials involved the international, regional and national human rights instruments and the
review of the national legal framework Results The conditions under which seclusion is practiced
at Butabika Hospital is in violation of patients right to freedom from torture and cruel, inhuman or
degrading treatment contrary to Articles 24 and 44 of the Constitution.
The legal research found that subjecting patients to conditions of undressing them before and
during seclusion, not providing food to them while in seclusion, maintaining them in seclusion for
unreasonably long hours, not providing appropriate beddings to them and not providing a toilet and
other sanitation facilities to them in seclusion; the defendants are in violation of the freedom from
torture and cruel, inhuman and degrading treatment of the patients.
We have appealed to the court of appeal that the learned trial Judge erred in law and fact when
he found that the discretion of medical doctors should not be overridden by a court order thus
occasioning a miscarriage of justice to mental health patients.
Conclusions:
The suffering endured by mental health patients in the Uganda Butabika national mental health
hospital, to being undressed before and during seclusion, being denied food for more than 24
hours, being denied appropriate beddings to them and the use of a toilet and a bathroom for over
24 hours fell far below the acceptable standard of the dignity a human being deserves under any
circumstances. This treatment caused patients immense physical and mental suffering and was as
such a violation of his freedom from torture, cruel, degrading and inhuman treatment. The court of
appeal has received the memorandum of appeal.
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Presenter

• John Spicer Head of Primary Care Education Health Education England University of London
• Vivienne Curtis Head of School of Psychiatry Health Education England University of London
• Wendy Riches Independent Evaluator Riches Ullman Partners London

Title

Learning Together in Mental Health- an education project report

Learning Objectives

• To appreciate how generalists and specialists can learn their disciplines better together
• To understand how education is delivered on an experiential basis in primary care
• To project improvement in mental health via education and training

Abstract

Mental health outcomes in primary care can be improved, as we know from empirical data. This is
not surprising, and it matches what we know of child health care similarly. One way that this can be
tackled is via the educational route. We suggest therefore that better education and training leads
to a higher standard of clinical practice and therefore better outcomes. We report on an education
project from London - Learning Together in Mental Health - where trainees in general practice and
trainees in psychiatry are seeing mental health patients together in a primary care setting.
Data is presented from 2016-8. The project builds on a similar exercise in child health which
demonstrated improved learning for both sets of trainees, improved guideline adherence and minimal
cost. We further suggest that improved clinical practice is not simply based upon knowledge, or
even skills, in the exercise of mental health care; it is also related to good teamwork across the
primary/secondary care divide, and increased understanding of one another’s roles.
The historical division of mental health care into primary and secondary care [in a medical context]
allied to the fragmentation of health care service commissioning provision in the UK over recent
years has made such projects as these ever more important.
Learning Together in Mental Health has the potential to address all these objectives and enhance
collaborative care in the process.
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• Common adult psychiatric disorders in Swedish primary care where most mental health patients are treated.
Sundquist et al. BMC Psychiatry (2017) 17:235 2 Learning Together; part 2: training costs and health gain - a
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Presenter

• Jennifer Wisdom, PhD MPH, is a licensed clinical psychologist, health services researcher,
consultant, and an affiliated investigator at the City University of New York Institute for
Implementation Science in Population Health. Academically, she focuses on developing leaders,
improving health care systems, and implementing evidence-based practices. She is now emerging
as a sought-after consultant who helps health care and academic institutions improve client
service delivery and outcomes, implement evidence-based treatments, and conduct cutting-edge
research.

Title

Developing Public Health Leadership in Global Mental Health

Learning Objectives

This workshop will
• describe global public mental health leadership for health care professionals;
• facilitate participants’ self-assessment regarding leadership strengths and areas for development vis-Ã
-vis global mental health leadership, particularly in expanding access to mental health treatment; and
• guide participants to create an individualized leadership development plan of goals, tasks, and behaviors
that participants can enact immediately to develop their global public mental health leadership.

Abstract

Background and Aims:
In 2007, The Lancet indicated that mental health services in low-income and middle-income
countries would be improved if mental health practitioners were trained in global public health
perspectives (Saraceno et al., 2007). In 2012, the World Health Organization also promoted public
health leadership to facilitate the integration of mental health into primary care. Leadership has
been an ongoing challenge among global mental health professionals, who frequently are not
trained either in leadership or public health (population) perspectives. Although specific leadership
curricula have not been adopted worldwide, mental health professionals can learn from other health
professions (e.g., public health, psychiatry, psychology) about effective leadership.
Materials and Methods:
The presenter is a licensed clinical psychologist with 20 years’ experience in global public mental
health and leadership. The course will integrate didactic presentations and individual/group
activities. Participants will leave with an individualized plan for improving their global public mental
health leadership. (Part 1) The presenter will start by asking participants to identify qualities of a
good leader and will lead a group discussion in identifying the qualities necessary for global mental
health leaders. (Part 2) The presenter will follow with a didactic presentation that describes research
about the nature of leadership and the process of developing leadership, including applications to
mental health, public health, and global health, and how those areas intersect. The training will
emphasize population-level approaches to mental health to assist those with clinical training
into thinking more broadly about global public health. (Part 3) Using a self-assessment checklist,
participants will identify their current leadership strengths and areas of desired improvement, as
well as mentors who can assist in their journey to global mental health leadership. Individuals
will then discuss their self-assessments in the group and receive feedback on how to increase
leadership activities. (Part 4) The presenter will provide examples of everyday leadership activities
and growth opportunities, then will assist participants in creating their individualized leadership
development plan.
Further, resources will be provided for participants to continue their development. The course will
conclude with an evaluation so the presenter can incorporate feedback and improve the program.
Results:
This global public health/mental health leadership program will support the goals of the UN and
WHO in contributing to public health expertise of current mental health professionals. It will
strengthen the mental health workforce and provide specific recommendations for participants to
develop and practice their leadership skills. Conclusions: In response to high need for global public
mental health leadership, this workshop can impact mental health practitioners and researchers
and facilitate both leadership development and a public health perspective
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Presenter

• Jennifer P. Wisdom, PhD MPH, is a licensed clinical psychologist, health services researcher,
consultant, and an affiliated investigator at the City University of New York Institute for
Implementation Science in Population Health. Academically, she focuses on developing leaders,
improving health care systems, and implementing evidence-based practices. She is now emerging
as a sought-after consultant who helps health care and academic institutions improve client
service delivery and outcomes, implement evidence-based treatments, and conduct cutting-edge
research.

Title

Implementing and Evaluating Mental Health Interventions: A Practical Workshop

Learning Objectives

This workshop will
• describe theory and structure of implementation science and knowledge translation;
• outline steps for implementation, including soliciting stakeholder perspectives, building support to plan
implementation, training and implementation, and sustainability and evaluation;
• discuss models from multiple countries at multiple levels (e.g., city, country) and facilitate discussion
among participants regarding their own implementation goals.

Abstract

Objectives:
Mental health professionals are often called upon to implement interventions to improve mental
health service delivery in their community. This workshop will (a) describe theory and structure
of implementation science and knowledge translation; (b) outline steps for implementation,
including soliciting stakeholder perspectives, building support to plan implementation, training
and implementation, and sustainability and evaluation; (c) discuss models from multiple countries
at multiple levels (e.g., city, country) and facilitate discussion among participants regarding their
own implementation goals. Background and Aims: To achieve mental health coverage for all, many
municipalities are exploring the implementation of evidence-based treatments and other best
practices to improve access. Implementation research facilitates the application of findings from
restrictive randomized trials to “real world” settings and contributes to creating learning health care
systems. Workshop participants will achieve the following aims: (a) understand implementation
science and knowledge translation; (b) describe steps for implementing evidence-based treatments
and promising practices; (c) apply steps to real world challenges in their community.
Materials and Methods:
The presenter is a licensed clinical psychologist and public health professional (PhD MPH) with
more than 20 years’ experience in implementation science. The presenter will provide didactic
training in implementation science, the nature of treatments and practices for implementation, and
steps for practitioners to follow to make positive change in their organization or municipality. The
presenter will also facilitate discussion, encouraging application of concepts to the participants’
home communities. The presenter will first provide information about the nature of implementation
science, including differences between efficacy, effectiveness, and implementation research
designs.
The presenter will compare and contrast evidence-based treatments (e.g., screening and brief
interventions) with promising practices to improve service delivery (e.g., walk-in appointments,
checklists for services). She will also outline the Consolidated Framework for Implementation
Research (Damschroder et al., 2009) and its components and discuss how they can be applied
to an implementation process. Next, the presenter will outline steps for implementation, including
soliciting stakeholder perspectives, building support to plan implementation, training and
implementation, and sustainability and evaluation.
Finally, the presenter will provide several examples from different countries at different levels of
intervention (e.g., city, country) and facilitate discussion among participants regarding their own
implementation goals. Supporting the United Nations Declaration about Universal Health Coverage,
the presenter will focus on implementation projects associated with incorporating mental health
into primary care. Examples will include a regional intervention to create a partnership network to
improve mental health treatment in Nepal (Acharya et al., 2007) and Thrive NYC, with 54 initiatives
to improve the mental health of all New Yorkers (McCray et al., 2015).
Results:
Workshop participants will better understand implementation science and be able to translate
knowledge from the workshop to their home community. Conclusions: Given the critical importance
of global public health experts who can implement evidence-based treatments and promising
practices, this training will provide participants with information and explanation about how to
apply implementation science in their communities.

References

• Common adult psychiatric disorders in Swedish primary care where most mental health patients are treated.
Sundquist et al. BMC Psychiatry (2017) 17:235 2 Learning Together; part 2: training costs and health gain - a
cost analysis. Katherine Cullen, Wendy Riches, Chloe Macaulay & John Spicer DOI 10.1186/s12888-017-1381-4
Education for Primary Care, 28:1, 36-44
- 41 -

GO TO CONTENTS

MHAB116 - Ilana Pinsky

13 Dec | 12:30

Presenter

• Ilana Pinsky, PhD, Associate Professor at Columbia University
• Andre Fiks Salem, Columbia University
• José Paulo Fiks, Universidade Federal de Sao Paulo (UNIFESP)
• Annika Sweetland, DrPh, Assistant Professor at Columbia University
• Milton Wainberg, MD, Associate Professor at Columbia University

Title

Perspectives from Psychiatrists in Mozambique: Exploratory Ethnographic Analysis of Field Notes
During Study Design, Clinical Training and Implementation.

Learning Objectives

• Use exploratory qualitative research to guide interventions as they unfold, introduce innovations in a
large mental health implementation study in Mozambique, and use ethnographic analysis to contribute
to capacity building and international collaborations.

Abstract

Objective:
This qualitative exploratory study investigates the perspective of psychiatrists in Mozambique
during implementation and supervision of a task-shifting intervention for screening and treating
mental disorders. Background and aims: Neuropsychiatric disorders are the leading cause of
disability worldwide. Yet, up to 85% of mentally ill patients in low income countries receive virtually
no treatment.
The World Health Organization has endorsed task-shifting strategies, in which non-specialists
provide screening and therapy supervised by mental health specialists, to help narrow this gap
in treatment. Mozambique, the seventh poorest country in the world, with 28 million inhabitants,
relies on 13 psychiatrists to organize its mental health services and supervise mid-level health
professionals – Psychiatric Technicians (PT), community health workers, and other non-specialists.
Faculty from Columbia University (USA), Universidade Federal de São Paulo (Brazil), Universidade
Eduardo Mondlane (Mozambique), and University of Pennsylvania (USA) are collaborating on a
NIMH funded U19 study to enhance screening and scale-up of adapted evidence-based treatments
using task-shifting. This study investigates the perspectives of psychiatrists from Mozambique on
their work within and beyond this initiative.
Materials and Methods:
Exploratory ethnographic analysis was used to identify challenges and opportunities for psychiatrists
in Mozambique. Data included field notes from over a year of meetings on clinical training, study
design and article writing discussions. Grounded theory was used to code and categorize data into
main themes. An integrative literature review was used to compare themes in Mozambique to those
in other low-resource settings.
Results:
Four main themes emerged from the experience of psychiatrists in Mozambique. (1) Professional
development: the specialists expressed having limited leverage to influence local policy due
to the lack of doctorate degrees. This is being addressed through a PhD program offered at the
Universidade Federal de Sao Paulo. (2) Tension between several roles: the balance between clinical,
administrative, supervisory, and, recently, research work requires challenging organizational and
motivational efforts. (3) Training: the time and money – often covered by the government – required
for the several months of training overseas may contribute to the small number of psychiatrists.
(4) Broad Collaboration: collaborating with other health professionals, traditional healers, and
supervisors, is seen as essential but challenging.
Conclusions:
Implementation of task-shifting and evidence-based practices must parallel recruiting, educating,
and maintaining mental health specialists, including psychiatrists, to meet the challenges and
opportunities identified. Future interventions from high-income countries in Mozambique ought
to have a component of research capacity building to further support the development of local
specialists. Task-shifting interventions should accompany a program to train supervisors beyond
clinical skills. A sequential qualitative study is proposed to investigate the career paths of the 13
psychiatrists in Mozambique, with the goal of identifying factors that positively and negatively
influence recruitment and practice.

References

• Dos Santos, P. F., Wainberg, M. L., Caldas-de-Almeida, J. M., Saraceno, B., & Mari, J. de J. (2016). Overview of
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Presenter

• Gina Anindyajati Psychiatrist Department of Psychiatry Cipto Mangunkusumo Hospital/Faculty of
Medicine, Universitas Indonesia
• Hervita Diatri Psychiatrist Department of Psychiatry Cipto Mangunkusumo Hospital/Faculty of
Medicine, Universitas Indonesia

Title

Implementation of National Health Insurance in Mental Health Services: Journey to Recovery at an
Indonesia’s Top Referral Hospital

Learning Objectives

• To describe the advantages and disadvantages of National Health Insurance (NHI) implementation to
the psychiatric service at a tertiary level hospital

Abstract

Background & Aims:
Everyone, including people with mental disorders, is entitled to access health resources, obtain safe,
affordable, and high-quality health services. This is to achieve recovery and have a meaningful life.
To fulfill this right, Indonesian government established the NHI program. NHI is based on a tiered
referral process, standardized services, and cost-ceiling payment system. Cipto Mangunkusumo
National General Hospital (RSCM) is the top referral hospital in Indonesia, including for its psychiatric
services. This study describes the implementation of NHI in such setting.
Materials & Methods:
Case study of a psychiatric inpatient service at RSCM. Data used is the result of observation on
service delivery process during first semester in 2018 combined with literature review. This study
was highlighting the flow of incoming patients, service delivery during hospitalization, and discharge
process. Results from observation and review are presented in descriptive form.
Results:
Regarding the tiered referral process, in RSCM patients can be admitted directly from the emergency
department (with or without referral letter) and the outpatient clinic to the psychiatric ward. More
than 80% of patients were covered by NHI who came from around Jakarta Greater area. The number
of psychiatric patients with physical comorbidities tend to increase, and so does with the level of
cases’ complexities. Standardized care was delivered through the utilization of clinical pathway and
standard operational procedure. To control the quality and cost of services, we did integrative initial
assessment, made care plan, monitored bills, and conducted regular management round.
The allowed medications were those listed in the national formulary (Fornas). Patients who need
high-cost medical procedure were required to get recommendations from a complex-case conference
involving subspecialist from various divisions and departments. The costs for hospitalization were
often exceed the budget from the NHI, based on their case-mix calculating system. This difference
then became the hospital’s burden, resulting in tightened control on quality and cost. After being
discharged, patients were appointed to have follow up visit at the outpatient clinic. Barriers for
follow up visit include, among other things, the ease of obtaining a referral letter. When the patients
were referred back to the lower level facilities, the treatment prescribed often not available.
Conclusions:
NHI increased access of people with psychiatric disorder to the appropriate care. It also assured
them to get a standardized treatment. However, the guidelines applied in each setting was developed
based on the established policy which based on cost control, thus open the possibility for a
suboptimal standard to exist. With current policy of NHI, it is challenging to implement the referral
program from higher level facilities to the lower level of services. This threaten the continuity of
psychiatric treatment that may lead to the occurrence of complication. A seamless mental health
service across all facilities is needed to ensure the continuity of care so people with psychiatric
disorder can achieve recovery. Keywords: Mental health services, national health insurance
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Presenter

• Dr. Aishath Ali Naaz, Consultant Clinical Psychologist, Maldives Institute for Psychological
Services Training and Research, Mipstar, Maldives

Title

Does the Use of Media Influence a Change in Community Attitude towards Mental Illness: The
Maldives Story

Learning Objectives

• Mental Health and Society:Media and Mental health Understanding the influence of media on community
attitude towards the mentally ill in Maldives

Abstract

Objectives:
To examine the association between exposure to media programs and community attitude
towards mental illness across family members of patients who sought mental health care from
a private mental health clinic and from a random sample from the general population. To explore
the community attitude towards mental illness across family members who sought mental health
care from a private mental health clinic and from a random sample from the general population.
Background and aims Mental health care in the Maldives is a relatively new phenomenon. Till the
early 2000 mental health services as delivered by mental health professionals such as psychiatrists,
clinical psychologists and psychotherapists were unheard of in the country. However, by 2017
Maldives was able to develop a Mental Health Policy and Mental Health Strategic Action plan.
Currently, there is an increase in the number of people seeking mental health care and the demand for
mental health care professionals and mental health care services in the country is on the increase.
In this short presentation the nature the association between exposure to media programs and
attitudes towards mental illness across parents of patients who sought mental health care from a
private mental health clinic and from a random sample from the general population. Furthermore,
the community attitude towards mental illness across parents of patients who sought mental health
care from a private mental health clinic and from the general population will be explored.
Material and method:
The community attitude towards mental illness is explored in 900 participants- 450 family
members of patients who sought mental health care from a private mental health clinic and from
450 participants selected from the general population- is explored using the Community Attitudes
Towards the Mentally ill Scale III (Taylor and Dear, 1980). A semi structured interview will be carried
out to explore their exposure to media programs conducted to create awareness on mental health
problems in the Maldives.
Results:
There is a positive significant association between exposure to media programs and attitudes
towards mental illness. There is a significant difference in community attitudes toward mentally ill
across those who sought mental health care for their family member in comparison with general
population. Findings also indicate that anti benevolence, pro social restrictiveness, and pro
authoritarianism rates are high.
Conclusion:
While the use of media to create awareness on mental health has increased the help seeking
behaviour and led to the development of national mental health policy and plan the need to create
further awareness to change the community attitude towards the mental illness in the Maldives
persists.
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Presenter

• Dr Ruth Cooper, Post-doctoral researcher, Newham Centre for Mental Health, Unit for Social and
Community Psychiatry, Blizard Institute, Queen Mary University of London

Title

Psychosocial Interventions for People Experiencing Psychosis on Minimal or No Antipsychotic
Medication: A Systematic Review

Learning Objectives

• Schizophrenia

Abstract

Funding:
This work was supported by the East London NHS Foundation Trust Abstract
Objectives:
The objectives of this study were to systematically review the effects of psychosocial interventions
for people experiencing psychosis who were on no or minimal antipsychotics. Background and
aims Antipsychotics are effective in alleviating the symptoms of psychosis and preventing relapse
1. Many people however stop taking them, often due to lack of efficacy or adverse effects
2. In the UK, the National Institute for Health and Care Excellence (NICE) Schizophrenia Guideline
has stressed the need for research into psychosocial interventions for people who choose not
to take antipsychotics
3. In line with this we conducted a systematic review of the effects of psychosocial interventions
for people experiencing psychosis who are on no or minimal antipsychotics.
Materials and Methods
Databases were searched for empirical studies investigating a psychosocial intervention in people
experiencing psychosis who were not taking antipsychotics or had received an antipsychotic
minimisation strategy (such as intermittent treatment, where antipsychotics are taken only when
the person is symptomatic or antipsychotic postponement, where antipsychotics may not be
prescribed for the first 2-4 weeks).
Results:
We included 16 studies testing 9 interventions (N=1,914). Seven of the studies were classed as
‘weak’ quality, with only 9 randomised controlled trials (RCTs). For the main outcomes (relapse,
symptoms, function) the majority of studies reported outcomes for the intervention which were the
same as the control group (generally antipsychotics only), a smaller number reported outcomes
which were either better than or poorer than the control group. The most positive results were found
for CBT, Soteria, Need Adapted Treatment, Open Dialogue, and Psychosocial Inpatient Treatment.
Results were more mixed for Psychosocial Outpatient Treatment, Psychoanalysis/Psychodynamic
Psychotherapy, Milieu Treatment, and Major Role Therapy.
Conclusions
Nine different psychosocial interventions have been studied for people on no or minimal
antipsychotics. These interventions generally had similar outcomes to those receiving antipsychotics
as usual, achieving this without the use of antipsychotics as the primary treatment. Conclusions
are limited due to the small number of RCTs and poor study quality, high quality RCTs are required.
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Presenter

• Dr Evangelia Chrysikou Lecturer, Program Leader MSc Healthcare Facilities The Bartlett Real
Estate Institute UCL, UK

Title

Psychosocially supportive design for community mental health: deconstructing the myth

Learning Objectives

• Add to the understanding of the therapeutic environment for mental health
• Investigate the psychosocial impact of the environment via interdisciplinary relations between
architecture and health sciences
• Produce a design framework for evidence-based healthcare architecture
• Present a design and evaluation tool, immediately accessible to architects, planners and stakeholders

Abstract

As medicine cannot yet provide a cure for mental illness, we employ non-pharmacological methods
to support patients and clinicians. The design of mental health facilities could contribute to the
means. In accordance to the principles of psychiatric rehabilitation this means an environment
fostering a psychosocially supportive regime.
For mental health, both diagnostic and interventional accuracy might be challenging (Christensen
et al., 2009). This in combination to the principles of sectorisation - or the similar to it approaches
in contexts outside France- and the decentralization of the psychiatric rehabilitation functions
fostered a pluralism regarding psychiatric facility types. The research explored the context of
mental healthcare provision, emphasising on the building stock to identify common elements of
psychosocially supportive environments.
The research was conducted at two stages. The first case studies were in France and the UK, 20
years ago. Each country adopted different models regarding hospitalization. The second stage,
concentrated in the most acute spectrum of community care in the community and took place
in the London only in a considerably smaller sample but with an enriched methodology, following
the findings of the previous study. Regarding the first study, the case studies were ten facilities
spread across the two countries. Those catered for the acute spectrum of diagnosis, yet still in the
community.
Data collection comprised plans and photographic record of the buildings, together with field
notes and data from 115 semi-structured interviews of staff and patients. Field notes produced an
architectural checklist of 215 points, analysing each building to its institutional vs domestic traits.
Architectural data where juxtaposed to interview data.
One key finding was that the dominant theory of normalization could not necessarily provide
facilities that staff and users considered therapeutic. A second, highlighted the inadequacy of
awarded architecture to capture what would constitute a psychosocially supportive space. The
second phase of the research explored facilities for their spatial morphology, on top of the previous
criteria.
Two new case studies were selected in the most acute end of the spectrum of community care,
both in the UK and based in different London Trusts. The initial methodology was retained but
a methodology of architectural morphology was added. Results indicate that although countries
differed, some elements retained global value, such as the importance of user involvement. Also,
universal architectural methodologies, such as space syntax are not directly applicable to acute
psychiatric environments evaluation and can create misleading results, especially when compared
to direct user involvement methodologies.
This combined to the uncertainty of psychiatric treatment, indicates that mental health is an area
where considerable amount of research is required. Yet, despite practical difficulties of cross-border
studies, involving more geographical contexts proves a very good starting point to increase a deeper
understanding of the phenomena of psychiatric space.
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Presenter

• Dr Carmelo Aquilina, Clinical Director, Older People’s Mental Health services, Liverpool Hospital,
Sydney , Australia

Title

Physician assisted suicide and euthanasia (PASE) and the dual role dilemma for psychiatry

Learning Objectives

• To be aware of the ethical and professional issues that face mental health professionals when physician
assisted suicide and euthanasia (PASE) legislation is operational

Abstract

The psychiatrist faces particular professional and ethical challenges where physician assisted
suicide and euthanasia (PASE) legislation is contemplated or operational. PASE and its criteria,
causes and broad groups of people who utilize it explained.
Psychiatry faces three specific challenges - depression, dementia and suicide itself. The core issue
is when suicide is possible or not. The root cause of all these dilemmas is the dual role dilemma
where like all medical professionals’ psychiatrists have to balance the needs and view of the
individual against the needs of society.

References
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Presenter

• Libuše Čeledováa, MD, Assoc. Prof. Ph.D.
• Rostislav Üevela, MD. Ph.D., MBA

Title

Assessment of disability in patients with mental illness and behaviour disorders by law

Learning Objectives

• Mental health and society. Mental health and law.

Abstract

Introduction:
Act No. 155/1995 Coll., on Pension Insurance, as amended, regulates pension insurance for old
age, disability and the death of a breadwinner. As of 1 January 2010, circumstances decisive for
assessment disability were defined in order to grant status of a disabled person and a new three
level system for disability and disability pensions was established. Invalidity for mental diseases
assessed by a separate chapter in the Annex to Decree No. 359/2009 Coll.
Methods:
The primary condition for recognition of disability, a long-term unfavourable health condition must
persist for a period of more than one year; it may also persist for more years or the condition may
be the one of permanent nature. When assessing the rate of decline in capacity to work for mental
disorders and behavioural disorders, the monitored period decisive to assess the rate of decline in
capacity to work should usually take one year.
When assessing the rate of decline in a capacity to work, it is necessary to assess the state of
psychical, mental, social and work functions and abilities to perform work activities in such a manner
or within such limitations that are considered to be normal in a given socio-cultural environment. At
the same time, the progress and seriousness of disability, overall physical state, the ability to adapt,
personality characteristics, intellect, social adaptability, ability to cope with stress and the impact
on capacity to work and ability to perform everyday activities are taken into consideration.
Results:
Disabilities for mental illness accounts for approximately one-fifth of all disabilities and is the second
most disability. The overall number of disabilities in 2012 is 163 835 and number for assessment
of mental invalidity 32 324. In 2017, the overall disability was assessed in 126 659 people and in
25 607 people of mental disabilities. During the period 2012 to 2017 the assessment for overall
disability decreased of 21%.. The number of disability assessment for mental illness decreased by
almost 7% from 2012 to 2017 (less by 6 617 cases).
Conclusions:
The prevalence and the incidence of mental disorders in the Czech population has been rising over
the past ten years. From 2013 to 2015, there was an increase in the number of psychiatric patients
by 8% (650,566 people sought for psychiatric help). The number of new disability assessments,
however, since 2012, continues to decrease. This can be caused by applying assessment criteria
that are 8 years old and, thus, do not correspond to current therapeutic knowledge and modern
trends in psychiatry or due to better therapeutic results.

References

• Act No. 155/1995 Coll Decree No. 359/2009 Coll. CSSA data 2018

- 48 -

GO TO CONTENTS

MHAB123 - Nova Riyanti Yusuf

12 Dec | 14:00

Presenter

• Author: Nova Riyanti Yusuf, MD, psychiatrist Head of Indonesia Psychiatric Association - Jakarta
Chapter Head of Mental Health Check Up Department at Dr. Soeharto Heerdjan Mental Hospital,
Jakarta, Indonesia Member of Parliament, The House of Representatives of the Republic of
Indonesia
• M. Naufal Al-Adli Medical Intern, Medical Faculty of UPN Veteran

Title

A Mixed Method Study of Workplace Burnout and Its Contributing Factors Among The Medical
Doctors and Health Workers at Dr.Soeharto Heerdjan Mental Hospital Jakarta Indonesia in 2018

Learning Objectives

• This study aims to detect possible occurrence of burnout among the medical doctors and health workers
at a mental hospital in the era of Universal Health Coverage, determine the significance of correlation
between stress, depression, and anxiety with the burnout, and have in-depth understanding about the
contributing factors of burnout.

Abstract

Objectives
This study aims to detect possible occurrence of burnout among the medical doctors and health
workers at a mental hospital in the era of Universal Health Coverage, determine the significance
of correlation between stress, depression, and anxiety with the burnout, and have in-depth
understanding about the contributing factors of burnout.
Background and Aims:
Indonesia is the world’s largest archipelago and the fourth most populous country with approximately
260 million inhabitants. Population distributed unevenly across the archipelago presenting dire
challenges for the equitable availability of basic health services. Since early 2014, the Indonesian
Government launched its National Social Health Insurance Scheme -known as Jaminan Kesehatan
Nasional, or JKN, which ambitiously aims to provide health coverage for all Indonesians. In July 2017,
JKN had served 180.7 million people insured through JKN -68% of Indonesia’s total populations. Its
target is to reach 95% enrolment in 2019. In the context of mental health problems in Indonesia,
depressive, anxiety, and Alzheimer’s disease have climbed into the Leading 30 Level-3 causes of
DALYs in 2016.
Our National Mental Health Law Number 18 Year 2014 has not been utilized into implementation
because of the bottleneck in issuing derivative regulations. If too large a proportion of JKN funds
have been directed to secondary -and even tertiary, services such as mental hospital instead of to
preventive and primary care, there will possibly be consequences for the human resources providing
mental health care.
MATERIALS & METHODS:
The study - which took place in March - May 2018 at a national mental hospital in Jakarta, consisted
of two steps; a cross sectional design for the quantitative data and follow up qualitative structured
in-depth interviews of the screened respondents. With a total population of 268 medical doctors,
health workers, and administrative officers in the aforementioned mental hospital, the sampling
size was 172 respondents chosen with simple random sampling technique.
The respondents were then assessed using self-rated DASS42 for measuring scale of depression,
anxiety, and stress, and Freudenberger Burnout Scale for measuring potential burnout. Quantitative
analysis employed Kruskal-Wallis test for stress, depression, and anxiety. Results Data shows
respondents with varying degree of stress was 5.2%, depression 4.7%, and anxiety 12.2%. 2
respondents have burnout (a situation that may be threatening to one’s physical and mental wellbeing), 1 is burning out, and 4 are candidates for burnout.
Out of these 6 respondents, the researcher purposively chose 1 emergency psychiatric room GP and
nurse, 1 psychiatrist, and 1 ward nurse as respondents for the in-depth interview. Analysis shows
there is a significant correlation between stress, depression, and anxiety with burnout. The interviews
resulted in the findings of factors contributing to the burnout, such as the implementation of the
Universal Health Coverage system since 2014, increased job descriptions, work target, limitation
as civil servants, despair over fee for services, expectation for skills training and scholarship, the
expected role of the Human Resources Department, lack of support to embody visionary dreams,
and traffic congestion.
Conclusions:
In the era of Universal Health Coverage, it is advisable for mental hospitals in Indonesia to prevent
and treat burnout of their human resources. Keywords: burnout, stress, depression, anxiety, universal
health coverage
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GPs’ representations in the treatment of chronic depression and their effect on the referral to
psychiatrists

Learning Objectives

• To better understand the effects of GPs’ representations on their collaboration with psychiatristspsychotherapists in the management of chronic depression

Abstract

Objectives:
To better understand the effects of GPs’ representations on their collaboration with psychiatristspsychotherapists in the management of chronic depression (in Switzerland, psychiatrists are also
trained as psychotherapists).
Background and aims:
The clinical recommendations for the management of chronic depression indicates that
combination treatment with psychotherapy and pharmacotherapy is the first-line treatment.
Further, patients with chronic depression should be offered tailored psychotherapeutic treatments
that address their specific needs and deficits. However, psychotherapy is under-prescribed by GPs
and the collaboration between GPs and psychiatrists is known as difficult. The insufficiency of the
collaboration potentially has negative effects on patients’ healthcare trajectory. Our research aimed
at better understanding how GPs manage chronic depression, the tools they use, and also how they
coordinate with psychiatrists-psychotherapists.
Materials and methods:
We conducted three focus groups with GPs in the French-speaking part of Switzerland, with
respectively 4, 7 and 11 participants. These GPs worked either in an individual private practice
(N=10), a collective private practice (N=7) or in a clinic (N=5), located either in urban area (N=14),
semi-urban area (N=6) or rural area (N=2). They were mostly men (N=14), aged between 30 and 72
years old, with a mean age of 51.8 years.
Results:
Our results show that, with respect to referral, GPs considered three types of patients with chronic
depression:
• The “good patient”. Because s/he has good insight, is of an “intellectual type” and has a
capacity to talk about his/her emotions. Such patients can be referred directly to a psychiatristpsychotherapist.
• The patient who needs some preparation from GPs before s/he can be referred to a psychiatristpsychotherapist. The work of GPs is to help him/her to put words on his/her emotions and physical
pains.
• The patient with somatization. S/he cannot relate his/her somatic symptoms to his/her depression.
S/he will never be referred to a psychiatrist-psychotherapist and will be a long-term patients in the
GPs’ consultation.
The reasons invoked by GP’s to refer a patient to a psychiatrist-psychotherapist are diverse:
• Because the patient asked so
• For strategic and administrative reasons (health insurance asks for a psychiatrist’s expertise)
• For a specific expertise of the psychiatrist (i.e. help with the prescription of antidepressant)
• Because the GP does not have enough time to treat the patient and/or feels helpless with the
patient
The collaboration between GPs and psychiatrists is suboptimal. GPs still have a great number of
stereotypes about psychiatrists. In addition, they often regret that, once a patient is referred to the
psychiatrist-psychotherapist, the latter does not communicate with them anymore. Nevertheless,
GPs agree that “new psychiatrist-psychotherapists” communicate and collaborate much more than
“old” ones.
Conclusions:
The referral to the psychiatrist-psychotherapist by GPs depends on their representations both
of the patient and of psychotherapy. This may potentially create social inequities in the access
to specialized treatment. Only the patients categorized as “good patient” will be referred to a
psychiatrist-psychotherapist, while the others will not be given the choice, and will be treated by
GPs.
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Remembrance of Things Present: Making Peace with Dementia

Learning Objectives

• To comfort, console, and inspire persons with Alzheimer’s Disease and other forms of dementia, their
loved ones, caregivers, clinicians, researchers, and all whose lives dementia touches. To assuage the
fear of Alzheimer’s by viewing it not as a deterioration of the brain but as fermentation which is not
spoilage but transformation, such as that of grapes into wine and milk into cheese. To show that by
embracing the changes dementia provokes, as opposed to fighting the disease, patients and caregivers
are drawn closer together instead of being driven apart.

Abstract

I am an American writer and photographer whose father died of complications from Alzheimer’s
Disease. In prose, rhyming poetry, and original photographs, my presentation “Remembrance Of
Things Present: Making Peace with Dementia” celebrates my dad’s brave, good-humoured struggle
with Alzheimer’s while tracking my own journey from despair to acceptance to ultimate embrace of
his condition.
My audience accompanies me through the Kübler-Ross stages of Alzheimer’s grief as my initial
despair yields to a realization that dementia’s grip is loosened by the power of poetry, pictures,
music, and love which can break down cognitive boundaries by freezing time initially then melting
it, enabling a coming-together in a sheltered, lyrical middle realm between what has gone before
and what is yet to be.
Viewed as a deterioration of the brain, Alzheimer’s is terrifying. But seen as fermentation which
is not spoilage but transformation – for example, grapes into wine or milk into cheese –– it can
enhance the caregiver-patient relationship. Indeed, my father and I moved from a prose relationship
into one of poetry which was no better or worse, just different.
Here we engaged more in rhyme than in reason, freezing time then melting it and joining in a lyrical
realm between past and future where we shared a blessed present tense. In the Kübler-Ross grieving
model this was my fifth stage of acceptance, and I think my father’s also, as he lived his last days
and died in a state of peace.
The verbal colorations of my poetry and the visual enhancement of my photographs convey
a challenging experience with a lyrical, often humorous touch. If art can offer no more than
symptomatic and palliative relief from the effects of Alzheimer’s Disease, that is no less than
modern medicine has done to date. Ideally, art and science can work together to reduce dementia’s
effects and ultimately reach a cure. Here is a YouTube link to my “Remembrance” TEDx Talk: https://
www.youtube.com/watch?v=BXBNNQqE2jw
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The Mind of Mumbai: Breaking the Mental Health Taboo

Learning Objectives

• To encourage, embolden, and release Mumbaikars, and by extension all Indians, to pursue mental health
care by equating the needs for behavioural and physical fitness, and by making visits to mental health
counsellors as normal as appointments with general physicians.

Abstract

Background:
“It was the best of times, it was the worst of times.” What Charles Dickens wrote of Revolutionary
Paris could be written today of Mumbai. This vibrant, colourful, magical Indian “city of dreams”
which bursts with personal and professional opportunity is also a frequent nightmare of crumbling
infrastructure, corruption, overcrowding, long hours, and workplace strife. Moods swing from giddy
highs to depressive lows.
A reported 31% of working professionals in Mumbai suffer from stress related disorders. Despite
the 200,000 Mumbaikars who visited hospitals for treatment of psychiatric complaints between
2015 and 2017, many times that number talk to friends and family members only, or worse, suffer in
pained silence. City dwellers’ stress is often compounded by lack of physical exercise, poor dietary
habits, and an ingrained reluctance to consult professional counsellors for relief. Mumbaikars have
free choice to exercise regularly and eat more healthily, but consulting a mental health counsellor
can be fraught with internal and external inhibitors which make it problematic at best, and at worst
unthinkable. Mumbai’s challenge is also the nations. Indian President Ram Nath Kovind warns of a
national mental health epidemic and urges increasing access to care. But first, more people must
acknowledge, accept, and pursue that care.
Methodology:
The Mind of Mumbai: Breaking the Mental Health Taboo comprises dramatic dialogues with
representative Mumbaikars to illuminate diverse attitudes toward mental health in that city. Peter
Maeck’s original poetry and his photographs depict Mumbaikars of all ages and walks of life in
states of joy and sadness, confidence and confusion, certainty and doubt, but always with a sense
of their profound humanity.
Although The Mind of Mumbai spurs social, political, intellectual, emotional, and even spiritual
awareness, it is neither an academic lecture nor a pointed polemic. Peter has structured The
Mind of Mumbai as an active journey. With his experience writing for the theatre, he converts lived
experiences into spirited vignettes arranged in a compelling dramatic narrative structured according
to the Sanskrit Navarasa – the nine states of mind which Indian dance, music, theatre, art, literature,
and even contemporary cinema seek to evoke.
Conclusion:
The Mind of Mumbai sparks engagement with its characters whose journeys through obstacles
toward health and happiness mirror those of all Mumbaikars. No one sails alone to mental health.
The Mind of Mumbai affirms that with families, friends, and calm, caring, professional counselors
we are all in the same seaworthy boat. By relating stories of those who have benefitted from
counseling, the presentation rolls back inhibitors and candidly addresses behavioral problems,
transforming the unthinkable into active positive thought, and reuniting mind and body in a holistic
approach to overall well-being.
While The Mind of Mumbai focuses on one Indian city, it resonates with Indians generally, and with
those in the country’s other urban centers particularly. Finally, it promotes the notions that the
path to beauty and the path to mental health are the same path, and the journey toward relief of
behavioral challenges begins with a smile.
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Mental Health and Primary Care: Contributing to Mental Health System Transformation in, Canada,
United Kingdom and Brazil

Learning Objectives

• To improve knowledge on different models of integrating mental health in primary care to discuss
positive and negative factors in order to develop collaborative care

Abstract

Objectives:
• To present models for collaboration between mental health and primary care providers as
developed in three different countries.
• To look at practical examples of how these models have been implemented.
• To look at factors that needs to be in place to support collaborative care.
Background:
For more than 20 years, implementing primary mental health care all over the world has been
considered one of the best ways to improve access to mental health care and reduce the mental
health treatment gap. Collaborative care between primary and mental health care providers has
been shown to be the best way of increasing provider skills and enhance patient experience. But
distinctive models have been developed in different health systems around the world.
Materials and Methods:
Based on a common definition of collaborative mental health care, the three presentations describe
the organization of mental health and primary care services in Brazil, Canada and United Kingdom.
Considering the challenges in the relationship between these two levels of care, they present the
principles to guide collaborative care between individual providers, between services and at the
system levels and at how these have been applied in different experiences. They summarize the key
components of effective programs, the roles of different providers and team members, the range of
activities in integrated models and the supports required to make it work.
Finally they look at the competencies required for successful collaborative care and present future
directions and opportunities for collaboration that can address wider health system issues. They
include discussion of two key aspects: a) how to enable mental health and primary care providers
located in different settings to work more collaboratively and b) how to integrate mental health
providers within primary care settings.
Results:
The collaborative care approach has demonstrated benefits on access and on building capacity,
even in different health systems and context. Using data from different collaborative care models,
programs and experiences, we conclude that both integrating mental health services into primary
care and building capacity of primary care providers through educational/learner collaborative
approach brings benefits for access to care, patient experience and satisfaction, provider skills,
comfort and satisfaction, patient outcomes, efficiencies in care delivery and utilization of other
services. It also can improve other system issues such as earlier community intervention, promoting
early childhood development, reducing waiting times and improving transitions, reducing stigma
and reducing utilization of emergency rooms.
Conclusion:
This approach is an effective and cost efficient one that can be adopted by any community. Any
of the activities that improve collaboration and communication between primary care and mental
health services are likely to lead to better outcomes, particularly if certain tried and trusted principles
are followed.
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Title

Bodily Distress Syndrome: Diagnosis and Treatment

Learning Objectives

• Learn a systematic process for uncovering psychosocial stresses linked to BDS symptoms
• Learn effective methods for treatment of psychosocial issues that will produce improved outcomes in
BDS patients.

Abstract

Bodily Distress Syndrome (medically unexplained symptoms and chronic functional syndromes in
North America) afflicts approximately 30% of primary care patients, but few healthcare professionals
have had formal training about its psychosocial causes.
A systematic approach to diagnosis and treatment based on experience with over 7000 of these
patients is described. The process begins with obtaining an accurate chronology of the patient’s
illness. This is followed with an evaluation of current life stresses, self-care skills (or lack thereof),
somatic presentations of depression, post-traumatic stress, and anxiety disorders and the prolonged
impact of adverse childhood experience (ACEs).
The latter is given context through discussion of typical personality features and common medical
and behavioral consequences. Treatment measures known to improve outcomes in this population
are then reviewed. The presentation concludes with a set of illustrative cases.
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Concise patient interview in PMHC clinic

Learning Objectives

• Empower the PHC staff competencies for dealing with MH problem through Implementation of a
practical model of integrated MH care in the PHC centres, to build the MH gap at the level of the PHC
level in the view of WHO MH GAP plan 2013-2020

Abstract

Patient interview
Step-1 Suspected stage: when can Bio-psychosocial approach could be applied.
Step-2 Screening stage: Apply Bio-Psychosocial Approach. To identify the hidden agenda, define if
stress presence and its severity.
Step-3 Scoping stage: To define if the patient needs to be served in the PMH care clinic OR need to
be referred to a specialist.
Step-4 Diagnostic stage
Step-5 Management stage Workshop outcome: • Doctors interview patients applying “Focus Pt
interview in 10min”, to define the hidden agenda, presence of stress and its severity, the real problem
behind patient’s visit ( organic or psychological or both).
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Title

Ethics of online screening for depression: A systematic review

Learning Objectives

• To identify the ethical considerations with regards to online psychological assessments

Abstract

Objectives:
Determine the ethical considerations regarding online depression screening tools.
Background and aims:
According to the World Health Organisation, a worldwide increase in depression prevalence rates
from 2005-2015 by more than 18% has listed depression as the leading cause of disability and
ill health. Given the global increase growth in internet usage, the internet has become the first
source for individuals to search for information, thus increasing the likelihood of individuals and
practitioners utilising online depression screening tools. This study presents a systematic review of
the ethics of online depression screening tools.
Methods and materials:
The PRISMA criteria for presenting systematic reviews is utilised to present results. Results: results
are analysed using thematic synthesis of both qualitative and quantitative data.
Conclusions:
Themes are to be used as evidence to develop ethical guidelines for the development and usage of
depression screening tools for both researchers and clinicians in the field.
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Role of Governments and NGO’s: the role of government, civil society organizations and other
stakeholders to reduce mental disorders in Ghana

Learning Objectives

• To affect the implementation of the Mental Health Act through the passing of the legislative instrument
and Board by parliament of Ghana, create awareness by all stakeholders on the provisions in the mental
health Act as provided by the government in addressing the mental health challenges in the society.

Abstract

Introduction:
The Right to Health is universal declaration for all humanity but Mental health issues have been
almost neglected for many years till the passage of the mental health Act in 2012 in Ghana. The
lack of legislative instrument to create the space for the mental board to implement the policies at
all levels impedes the policy functionalities.
Aims/Objectives:
To effect the implementation of the Mental Health Act through the passing of the legislative
instrument and Board by parliament of Ghana, create awareness by all stakeholders on the
provisions in the mental health Act as provided by the government in addressing the mental health
challenges in the society. Behavioural change could be another dimension by all.
Methodology:
To bring about change for the people with mental challenges to enjoy equal Health Rights, civil
society organizations and other stakeholders could advocate at the appropriate platforms to bring
about change at macro(government level), and micro( community /individual levels) to ensuring
social equity. Currently, Operation Clear the Streets project is seeking for support from government,
communities, other NGOs and individual to addressing the challenges.
Results/Findings:
In solving the Mental Health challenges, Government to ensure political commitments, appropriate
budgetary and sustainable Health financing, awareness on mental illnesses in the communities
through District Mental health programme to reduce the stigma and to understand the roles of
stakeholders. Advocate to influencing policy makers on Mental Health budgeting to facilitate the
social welfare provisions to cover citizens in mental Health challenges.
Conclusion:
Mental disability has no respecter of persons age and social statues, yet the prejudicial attitudes and
discriminatory practices towards people with mental illnesses has been found to widespread among
societies. Call on stakeholders to advocate for legislative instruments and the implementation of
mental health to reduce the burden associated with it.

References

• Policy implementation and financial sustainability

- 56 -

GO TO CONTENTS

MHAB135 - Naeem Mitha

13 Dec | 12:30

Presenter

• Dr Naeem Mitha GP ST1, Bart’s Health NHS Trust, London, UK.
• Dr Maryame Tribak GP ST1, Bart’s Health NHS Trust, London, UK.
• Dr Rachel Seese FY2 Trainee, Bart’s Health NHS Trust, London, UK.
• Dr Mehmet Gez FY2 Trainee, Bart’s Health NHS Trust, London, UK.

Title

Are We Meeting The Physical Healthcare Needs Of Patients With Mental Health Disease In Primary
Care?

Learning Objectives

• To investigate the provision of care pertaining to cardio-metabolic health determinants against targets
set by national standards amongst the severely mental health disease population
• Establish methods to improve the management of physical healthcare needs in this population
• Explore the role trainee doctors can play in helping to improve access to care and adherence to medical
advice/treatment within this cohort.

Abstract

Individuals with severe mental health disease (SMHD) are at greater risk of mortality and morbidity
related to preventable physical health disorders compared to the general population. Multiple
factors, including social deprivation, lifestyle, and provision of health care, contribute towards this
reality. In order to improve the outcomes for individuals with SMHD, changes must be made at each
health determinant level.
Previous research has shown that basic health care services, such as chronic disease monitoring,
are both not fully accessible, or fully utilised by individuals with SMHD. A large proportion of care
for persons with SMHD is delivered in a primary care setting. Here, we aim to audit and discuss care
provision for patients with SMHD at this level and elucidate potential provision disparity.
We specifically detail delivery of care with regards smoking cessation, lifestyle, obesity, hypertension
and diabetes, using National Institute for Health and Care Excellence (NICE) recommendations as
our gold standard of care. Our data originates from an inner-city general practice, servicing over
10,000 patients in one of the most deprived communities in the UK.
The relationship between SMHD and lower socioeconomic status is well known. Our cohort of
patients, therefore, provides us with a fair representation of care provision nation-wide. Using the
practice mental health (QOF) register, patients with an established diagnosis of a SMHD were
identified. The EMIS Health records for these patients were reviewed to screen for cardio-metabolic
health determinants mentioned above.
We compared the management of these determinants with national standards for primary care.
Patients were selected regardless of age, gender or ethnicity. The findings were compared against
the 2017/18 regional primary care targets and illustrated using the medium of a research poster
which entails flow diagrams as well as qualitative analysis and recommendations.
In accordance with WHO recommendation, we should be striving to provide all patients with
SMHD equal access to evidence-based medicine. Despite this, health inequalities exist for those
with SMHD. Through this audit we intend to identify reasons why those with SMHD have reduced
physical health outcomes in primary care; and determine changes that general practitioners can
make to ensure primary care provisions are better offered and utilised by patients with SMHD.
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Presenter
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Title

Global Mental Health Hackathon: New Ideas for Narrowing Treatment Gaps in Less Developed
Countries

Learning Objectives

• To affect the implementation of the Mental Health Act through the passing of the legislative instrument
and Board by parliament of Ghana, create awareness by all stakeholders on the provisions in the mental
health Act as provided by the government in addressing the mental health challenges in the society.

Abstract

One in every four people develop a mental disorder in their life course. WHO estimates 450 million
people suffer from mental disorders in both developed and Low-Middle-Income (LMIC) countries.
Mental health problems represent 5 of the 10 leading causes of disability worldwide (30% of
the disability globally). To avert this situation and impact the leading contributors: depression,
substance abuse, schizophrenia, and dementia, a Comprehensive Mental Health Action Plan for
2013–2020 was developed.
United Nations member states have signed on a plan to provide mental health care that is integrated
into primary care and incorporates both common and severe mental disorders. Together with the
Sustainable Development Goals member states have committed to transforming their communitybased primary health care systems to include diagnosis and treatment of both severe mental illness
and common mental disorders, as well as mental health promotion and prevention.
More than 26 million people worldwide are diagnosed with severe mental illness, with psychotic
disorders ranking fifth among men and sixth among women as a leading cause of years lived with
disability. 90% of individuals requiring treatment for schizophrenia in low-income countries do not
receive treatment. Untreated schizophrenia places a heavy demand on caregivers and often results
in severe human rights violations against individuals with schizophrenia.
These findings published in Current Psychiatry Reports (2017) strengthen the urgent need of
ideation for new solutions to mental health treatment in LMICs primary care. We are proposing
a unique Workshop (aiming at Thursday, 13th December, between 11-13:30 with a lunch break)
implementing a Global Health Hackathon model.
The Hackathon will bring together an engaged group of people (Conference interested participants)
with different mental health backgrounds and expertise but with a shared passion to innovate
solutions for a monumentally challenging problem: How to enhance community-level mental health
treatments in low-resourced settings?
A Hackathon is where collaboration meets competition. The term has typically been used to describe
multiday programming events where teams of software engineers collaborate to build apps or even
computer languages. Now, it has widened in scope (and narrowed in time) to take a turn toward the
social good or a health issue.
Any number of on-the-spot participants could make a successful Hackathon. We are aiming
at 25-70. This Hackathon workshop will support two significant decisions from 2015/6: a. The
World Bank endorsement of mental health as a global development priority and b. mental health
explicit inclusion in the Sustainable Development Goals. Our team includes global public health
professionals experienced in developing and running Hackathons.
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Title

MHGAP training of community health workers in Rio’s public primary care clinics.

Learning Objectives

• Describe the MHGAP training of community health workers in Rio’s public primary care clinics.

Abstract

Objective:
Describe the MHGAP training of community health workers in Rio’s public primary care clinics. The
aim of the training was to help the primary care workforce identify common mental health problems
such as depression, MUS, including suicide ideation using the MH Gap intervention guide.
The medical coverage area in central Rio identified for the training has 300,000 inhabitants. Many
of the inhabitants live in poor extremely neighborhoods (favelas) and are regularly exposed to the
physical violence and conflict.The HDI in the same geographic area varies between 0.5 to 0.7. The
area is served by 17 primary care clinics. Mental health staff assigned to the clinics include 10
psychologists, 2 psychiatrists and 2 multidisciplinary matrix support teams.
In the first year of the MHGAP training, 70 under graduated professionals from all clinics were
trained. The training evaluation suggested the need to include nurse technicians and community
health workers. In 2018, we organized the same training but focused on the most vulnerable micro
area in terms of problems and matrix support resources. We covered 9 clinics and 40 health workers.
During discussions, community health workers described the complexity of family problems,
violence and poverty of people they treat and how the divide between professionals and mental
health serving institutions exacerbates the problem. Still, at this time, the whole group highlighted
the importance of matrix support and case discussions between all professionals involved as a way
of improving mental health services.
In order to build up that, in this second year we planned to divide the group in two smaller groups
by proximity between the health units and we will discuss and supervise, using as basis the MHgap
situations related to depression, MUS and suicide as they face that in their quotidian.
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Presenter

• Barbera Olthof , project lead stigMAG, stigMAG Amsterdam

Title

stigMAG Amsterdam

Learning Objectives

• Stigma and Mental Health

Abstract

StigMAG Amsterdam The inspiration for the project stigMAG came about after the publication of
the report “Over the bridge” (2014). This report examines the significance of changes in mental
health care for people with mental illness in the Netherlands.
Over de Brug indicates that people with mental illness experience disadvantages in terms of
1. treatment and support and
2. participation and social inclusion.
Thus, these people experience: - Loneliness - Low labor participation - Traumatisation and
victimisation - Financial obstacles - Stigmatisation and discrimination 2 in 4 people in the
Netherlands experience psychological problems during their life. 31,000 people do not have access
to permanent residence. 2,000,000 people have substance use problems.
In addition to involving administrators and organizations, people from all walks of life can participate.
In addition to clients and professionals, one can think of companies, neighbourhoods, events or
schools. Ambassadors can influence bottom-up and inform others in an informal manner. Working
together creates dialogue, improves understanding and strengthens the effects of the joint efforts.
Face to face contact between people with and without mental health issues is an effective strategy
against stigma. Stakeholders sign a cooperation agreement for the coming years with shared goals
and responsibilities. The aim of this project is to diminish stigmatisation and discrimination of
people with experience and / or background in mental health care, homelessness and substance
abuse through targeted strategies and activities. For that reason we assume a term of 5 years to
carry out the assignment and to initiate social awareness and change.
It is important to look at how different activities and parties can reinforce each other in a bottom-up
approach. A few examples of strategies and activities are that are being implemented in Amsterdam,
in cooperation with various stakeholders and citizens are:
• MHFA: Mental Health First Aid is a course that teaches how to identify, understand and respond to
signs of mental illnesses and substance use disorders.
• HOP is a three-session group program run by pairs of trained leaders with lived experiences with
the objective of reducing self-stigma associated with mental illness.
• Beyond the label: A toolkit developed to make health care professionals aware of their own (pre-)
judgments and thus to reduce stigma in the treatment and relationship between healthcare
professional and client.
• stigMAG magazine: A magazine about stigma in various forms, in collaboration with citizens of
Amsterdam.
• Mad pride parade festival: A bottom- up festival about mental health and stigma.
• TedX Amsterdam: A stage for people with ideas worth spreading about disabilities, stigma and
diversity.
During the presentation, an overview will be given of the structure and activities of stigMAG
Amsterdam, information on how did we organise the movement, who is involved, what are successes
and what can be improved?
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Presenter

• Sandra Fortes Psychiatrist, Associate Professor of Mental Health - University of Rio de Janeiro
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• Andre Luis Bezerra Menezes Psychiastrist, Municipal Health Secretary , Caucaia, Ceará, Brazil
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Title

Mental Health Gap Intervention Guide Trainers of Training (TOTS) in Ceará, Brazil : a tool for
developing primary mental health care

Learning Objectives

• To present and to analyze the training of trainers (TOTS) for MHGap Intervention Guide in Ceará, Brazil
• To discuss the MHGap-IG as a tool for implementing Primary mental health care.

Abstract

Objectives:
To present and to analyze the results of the Mental Health Gap (MHGAP) Trainers Training (ToTs) in
Brazil Background: The first Mental Health Gap – Intervention Guide (mhGAP-IG version 2) training
and coaching workshop (ToTS) in Brazil occurred in August 2018 in Ceará for 48 professionals.
Two professionals with previous knowledge on primary mental health care (one physician and one
health professional from another category) were selected from each of the twenty-two regions of
the state of Ceará.
Four similar professionals’ pairs were invited to facilitate small group discussions and help in
the future organization of trainings in the state 5 macroregions. It was part of the AP-SUS Ceará
Qualification Project, which aims to support counties in strengthening PHC as responsible for
organizing health care networks and resolve most of the health problems of their attached
population, including mental health.
The complementary training of the PHC teams included risk stratification; clinical management in
mental health (with MHGap-IG); and developing the organization of the Mental Health Care Network
together with Collaborative Care Teams (Matrix Suport).
Workshops of MHGap-IG for PHC teams will be held in the different regions for eighteen months,
training more than fifteen hundred health professionals led by the State Mental Health Coordination.
The workshops will be taught by these professionals trained in ToTS, using the modules of
Introduction, Care and Essential Practices, Depression, Psychosis, Infantile, Use of Substances,
Suicide and Others, as the Epilepsy and Dementia modules were excluded.
Methods:
For the evaluation of the TOTS training workshop as a whole, the instrument “Participant feedback
form” was used. The form was filled out virtually by 48 participants.
Results:
In general the training was well evaluated and 89% of the participants considered it excellent. The
clarity of instructions for some activities and some of the slides were considered of medium or low
quality by 15 to 20%. But the biggest problem was the duration of the course.
It was shortened to three and a half days so that the organization of trainings for each region
could be included, making it even more dense and tiring, leading to suggestions for organizing it in
more modules. Another criticism was the lack of previously knowledge about the content (including
manual) for the trainings to be held to PHC professionals in the future, although it was repeatedly
recommended that participants s studied these materials before the TOTS.
Another controversial point was the organization of future training based on the regional
working groups, which was considered not to have been adequately organized. The use of active
methodologies, sharing of experiences with peers, working in small groups, its practical applicability
and the opportunity to discuss networking were pointed out as the most positive points.
The pedagogical contents, including teaching techniques and activities, were highlighted as new
learning items. The duration of the training and the organization of future trainings for the PHC
professionals of in the different regions of the state of Ceará were pointed out as the items that
most needed improvement.
Abstract Topics: Universal Health : Working Force Training
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Presenter
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Title

Cost-effectiveness of active monitoring versus antidepressants for mild-to-moderate major
depressive disorder in primary care: INFAP study

Learning Objectives

• Present the results of a pragmatic study in primary care in a very frequent health problem as depression.

Abstract

The INFAP study is a 12-month follow-up multicentre observational prospective controlled trial.
Patients were enrolled in 12 primary care centres in Barcelona (Spain). This was a naturalistic study
in which general practitioners (GPs) used their professional judgment to allocate patients into the
active monitoring or the antidepressants groups study arms.
GPs treated their patients following their clinical criteria experience. Patients’ measurements
assessment took place at baseline and after six and 12 months. Health-related quality of life
(EuroQol-5D-3L) was used to calculate Quality Adjusted Life Years (QALYs) and use of healthcare
and social care services (Client Service Receipt Inventory) were assessed from the government and
healthcare perspective.
Incremental effects and costs between groups interventions were modelled to calculate incremental
cost-utility ratios (ICUR). At 6- and 12-month follow-up, ICUR was 2177€/QALY and 10,593€/QALY,
respectively, in favour of the antidepressant treatment arm. At 6 months, for a willingness to
pay (WTP) of 20,000€/QALY gained, the probability of antidepressants being more cost-effective
than active monitoring was 95% from the healthcare perspective and 86% from the government’s
perspective.
Antidepressants had a 85% and 66% probability of being more cost-effective than active monitoring
if willingness to pay was 20,000€ from the government and healthcare perspective, respectively, at
12 month follow-up. seems.
Our data suggest that antidepressants are a more cost-effective treatment than active monitoring.
However, results should be interpreted with caution and further research is needed to ascertain the
best recommendations for mild-moderate major depression taking into account actual resources
in PC.
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Title

Establish a Smoking Cessation Consultation, working for a tobacco free World

Learning Objectives

• The purpose of the tobacco cessation workshop is to improve clinician’s knowledge, skills and
experiences in strengthening tobacco cessation and treatment strategies in accordance with the
guidelines for implementation of Article 14 of the WHO Framework Convention on Tobacco Control.

Abstract

Background and aims:
Tobacco use is the leading single preventable cause of death worldwide, killing over 7 million people
each year. Controlling tobacco use is a key part of the 2030 Agenda for Sustainable Development,
which includes targets to strengthen national implementation of the WHO FCTC. All health-care
workers should be trained to record tobacco use, give brief advice, encourage a quit attempt, and
refer tobacco users to specialized tobacco dependence treatment services where appropriate.
Tobacco users who need cessation support should be offered intensive specialized support,
delivered by specially trained practitioners and should be easily accessible to tobacco users. Where
possible they should be provided free or at an affordable cost. Specialized treatment services
should meet national or applicable standards of care.
Materials and methods:
The workshop will be a combination of theory and good practices. Having experience in implementing
a smoking cessation consultation in both Family Practice Unit and specialized consultation, the
presenters will try to promote a discussion of pros and cons of the different approaches to smoking
cessation.
After a brief introduction trough, the different health policies and consultation methods, the group
will discuss the different smoking cessation policies, guidelines and approaches in their countries
and practices. Comparing those to individual experience, the group will discuss the different
smoking cessation consultations and clinical approaches using SWOT analysis.
Results:
Different countries have different approaches to smoking cessation politics, smoking cessation
consultations and therapeutic options. Even with fairly common guidelines and therapeutic options,
different clinicians and patient settings may result in the need for different measures for the same
problem. Acknowledging the different setting in which the participants may work, the workshop
will promote sharing and discussion of different experiences, aiming to find different approaches
depending on the setting of each participant.
Conclusions:
Tobacco cessation is one of the aims that is common to many countries’ health care plan. Being
a well-established habit and depending on many sociocultural factors, it is important to adapt the
smoking cessation approach by clinicians to the different settings, according to the population.
This workshop will help the participants find solutions for their practice, so they can improve the
smoking cessation results among their patients.
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Presenter
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Title

Mental Health Gap – Intervention Guide training in Brazil

Learning Objectives

• To present the experience of the Mental Health Gap intervention guide (version 1) – training held in 7
different states in Brazil in 2017 to improve care for Depression.
• To analyse the results of these trainings
• To discuss the use of the MHgap-IG as a tool to help organize an Integrated Mental Health Network
based on primary mental health care.

Abstract

Background:
The Mental Health Gap Intervention Guide (mhGAP-IG) trainings in Brazil were held during all year of
2017 in seven different states (GO, Bra, RJ,TO,MG,CE e RGS). They were organized by the Regional
Office of PAHO-Brazil and the LIPAPS (Interdisciplinary Laboratory for Research on Primary Care)
from the University of Rio de Janeiro together with State/County Health Secretaries and Universities.
The main objective was to train professionals on Depression Care, considering that 2017 has
“Depression” as the central theme for World Health Organization (WHO). A total of 285 professionals’
participated.
There was a predominance of mental health professionals (psychologists, psychiatrists,
occupational therapists and social workers), approximately 50% of participants. The number of
general practitioners was small (13%), but the number of nurses was significant, accounting for
22% of professionals. The others were managers, students or professors from the universities.
The complementary training of the PHC teams included clinical management in mental health
(based on the WHO -Mental Health Gap Intervention Guide - MHGap-IG) and the beginning of
organization of a local Mental Health Care Network.
The workshops included the modules of Introduction, Depression, Suicide and Others. In some areas
a small module with activities on the pedagogical activities was held as the participants already had
teaching activities in their daily practices and the MHGap-IG would be used then.
Methods:
Use of version 1.0 because it was the only one in Portuguese in 2017
Results:
In general the training was well evaluated. The biggest problem is the duration of the course. It was
shortened to two and a half days and included one half day to discuss the organization of integrated
care in the different regions of each state. they wanted to learn about other themes, especially
alcohol and drugs abuse.
People suggested to create a database to share information with professionals and guarantee the
continuity of the training with practical workshops including real patients and shared consultations
at health services.
Conclusion:
The training was positive. However, there is a need for continuous training that includes practical
activities for the development of skills to assist the integration between professionals of different
categories and to extend mental health care in primary care.
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Title

Cannabis: challenges of recreational and medicinal knowledge translation.

Learning Objectives

• To highlight the impact of recreational and medicinal cannabis use on psychiatric care in Canada.
• To identify key knowledge stakeholders regarding cannabis information.
• To develop innovative knowledge translation initiatives in cannabis literacy.

Abstract

Background
Canada is one of the first countries to legalise medicinal and recreational use of cannabis. This
presents a unique social and knowledge challenge to all spheres of society. Cannabis in Canada
has also gained intense global interest as a previously prohibited substance becomes available for
consumption and growing from the age of 18 or 19.
The exponential growth of the multibillion-dollar industry has outpaced clinical, educational and law
enforcement service knowledge growth. Faced with recurrent news, social media, anecdotal and
digital information on the benefits and harmful effects of cannabis products, health professionals,
the public and patients require evidence-based information to narrow the knowledge gap.
Method
This presentation provides a review of the Canadian experience thus far with legalization of
Cannabis and the important knowledge push and pull factors.
Results
Different stakeholder groups, organisations and medical specialty groups have published position
statements and guidance on cannabis, its therapeutic use and concomitant risks. In addition,
occupational bodies, employers and insurance companies are reviewing policies and guidance to
ensure workplace safety.
One of the most consistent messages being the increased risk of psychosis with frequent, daily
use of high potency strains on the developing brains of young people below the age of 25. In some
quarters, recreational and medical cannabis is promoted for the treatment of insomnia, depression,
anxiety disorders and PTSD. Outside psychiatry, the potential of cannabis products in pain, palliative
care and seizure disorders continues to receive a lot of attention.
With the legalization of cannabis, the evidence for medical and recreational use of cannabis,
smoking, edibles and the effects of different cannabinoids needs considerably greater consistency
and clarity. As clinicians engage in cannabis dialogues, labelling of cannabis products with the
risk of harms, dosage and THC to CBD ratios, provide more information than previous grey and
black-market products. It is anticipated that legalization will enhance opportunities for research and
greater cannabinoid awareness. However, the potential burden on health services, education and
the larger society are unknown.
Conclusion
Mental health professionals are well positioned to be knowledge synthesizers, translators and
disseminators. However, this will require significantly more research and stakeholder awareness
regarding the benefits and harms of cannabinoids.
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Title

Patients with psychosis want to be in contact with a volunteer: face-to-face or digitally

Learning Objectives
Abstract

Volunteering can be used to address social isolation in patients with severe mental illness and
evidence exists on its effectiveness. However, little is known about patients’ preferences concerning
the character of these relationships, and the format and goal of such volunteering.
A survey was conducted in community mental health teams in East London with patients with
psychotic disorders. Questions covered socio-demographic characteristics, quality of life, loneliness
and preferences on volunteering schemes. Binary logistic regressions were used to investigate
potential predictors of interest to participate in a volunteering scheme face-to-face or digitally.
In this talk the findings from this study will be presented and discussed. From the 151 patients
included in this study, more than half had not heard about these volunteering schemes, yet more
than half were interested in taking part. A small percentage of patients did not use technology.
Patients’ interest in having face-to-face or digital volunteering varied based on their personal
characteristics and predictors will be presented.
The variability in patients’ preferences suggests that volunteering schemes should be offered in
different formats (face-to-face and digitally) and with enough flexibility to incorporate individual
preferences.
It is hoped that this talk will generate a lively discussion, gathering further understanding about
the associations found between patients’ personal characteristics and their preferences on the
different formats to be in contact with volunteers.
This work presents research funded by the NIHR Programme Grants for Applied Research
Programme (RP-PG-0611-20002).
Key-words: Digital mental health, technology, face-to-face, psychosis, volunteering, social isolation
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Title

mhGAP training in primary care: opportunities and challenges

Learning Objectives

• To identify key elements of mhGAP training in primary care.
• To identify opportunities and challenges for implementing training programmes in different settings.
• To expand the agenda for mhGAP training in primary care.

Abstract

Objectives:
To explore opportunities and challenges in training primary care staff in mental health care in
different parts of the world.
Background and aims:
The World Health Organisation has produced evidence-based training materials for primary mental
health care: mhGAP. These are intended to reduce the treatment gap for common mental health
problems, especially in low- and middle-income countries. Primary care educators are encouraged
to adapt and apply these materials to suit local contexts. The aim of our symposium is to explore
opportunities and challenges in providing mhGAP training in a variety of settings across the world.
Materials and methods:
The symposium will begin with an overview of the needs for mental health training in primary care,
and an introduction to mhGAP training materials. We will then present case studies of three mhGAP
training programmes delivered by members of the World Organisation of Family Doctors in Europe
(Moldova), Latin America (Brazil) and Asia (Japan).
These will be followed by small group sessions, in which participants will be encouraged to discuss
their own experiences of training in primary mental health care, and to make plans to initiate or
extend mhGAP-based training in their own settings. The symposium will end with a plenary session
where the best ideas for future primary mental health care training events will be shared.
Results:
In Moldova we provided a three module ‘train the trainer’ programme in 2016, for a multi-disciplinary
group of psychiatrists, family doctors and nurses, as part of a wider initiative to reform national
mental health services. In Brazil between 2016 and 2018 we have trained over 100 multidisciplinary
health workers, working on matrix support in deprived communities.
In Japan we are currently offering a two module ‘train the trainers’ programme on depression
for family doctors. For each setting we will explain the contexts and the adaptations needed for
the programme; describe the processes of training, including recruitment, set-up, attendance,
interpretation, delivery, assessment and follow-up; offer evidence of benefits; and consider the
challenges encountered, including linguistic and cultural issues, complexities of training multidisciplinary groups, and concerns about implementability, especially in violent and vulnerable
communities.
Conclusions:
It is both desirable and feasible to provide primary care teams with training in mental health care.
To be effective, training programmes must be adapted to local contexts, include monitoring and
follow-up, be adequately resourced, and located within health care systems that enable their
implementation into routine practice.
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Title

Diagnostic consequences of a new category of anxious depression and a reduced duration
requirement for anxiety symptoms in the icd-11 phc

Learning Objectives

• To analyse the impact of reducing the duration requirement for anxiety disorder presented in primary
care settings to 2 weeks and the inclusion of the Anxious Depression diagnosis in the World Health
Organization’s classification of mental disorders for primary care for ICD-11

Abstract

Background:
A new diagnosis of anxious depression (AD), characterized by both depressive and anxious
symptoms at case level, has been proposed for the World Health Organization’s classification of
mental disorders for primary care for ICD-11 (ICD-11 PHC). The ICD-11 PHC proposes a duration
requirement for anxiety symptoms of 2 weeks, in line with the requirement for depressive symptoms.
Objectives:
This study examined diagnostic assignment under ICD-11 PHC as compared to the previous
classification, the ICD-10 PHC, and the relationship of anxiety duration to disability and suicidal
ideation.
Materials and Methods:
Primary care physicians in five countries referred patients to a structured diagnostic interview,
based on either perceived psychological distress or distressing somatic symptoms. Complete data
were obtained for 2279 participants.
Results:
Under ICD-11 PHC, nearly half (47.7%) participants received a diagnosis of AD; these individuals
would be diagnosed with depressive episode using ICD-10 PHC. Most also met ICD-10 PHC
requirements for either generalized anxiety disorder (41.5%) or mixed anxiety and depressive
disorder (45.4%), although ICD-10 does not permit assignment of these diagnoses in the presence
of a depressive episode.
A substantial proportion of individuals diagnosed with AD had anxiety durations of between 2 weeks
and 3 months (30.4%) and they presented as much disability and suicidal ideation as individuals
with longer anxiety durations.
Conclusions:
The proposed ICD-11 PHC encourages early identification and management of significant anxiety
symptoms in primary care, particularly when these co-occur with depression. This study provides
support for the clinical relevance of these symptoms and the importance of early identification.
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Job morale of physicians in low- and middle-income countries (LMICs): a systematic literature
review of qualitative studies

Learning Objectives

•
•
•
•

Abstract

Objectives:
To systematically review available literature on physicians’ and dentists’ experiences influencing job
morale in LMICs. For the purposes of this review we specifically looked at the following components
of job morale, including job motivation, job satisfaction, burnout, well-being and symptoms of
depression.

The current review has defined:
experiences influencing job morale of physicians working in low- and middle-income countries;
experiences, that should be improved by potential strategies aiming to improve job morale in LMICs;
the research gap regarding studies focusing on dentists.

Materials and methods:
The review was conducted following PRISMA guidelines for studies evaluating outcomes of interest
by using qualitative methods. The framework method was conducted to analyse and integrate
review findings on physicians’ and dentists’ experiences.
A primary search of electronic databases (Scopus, PubMed, PsycINFO, Embase, Web of Science,
and The Cochrane Library) was performed by using a combination of search terms related to
the following areas of interest: ‘morale’, ‘physicians and dentists’ and ‘low- and middle-income
countries’. A secondary search was conducted in grey literature and references for included studies
and review papers.
Results:
Ten papers representing ten different studies and involving 581 participants across seven LMICs
met the inclusion criteria for the review. However, none of the studies focused on dentists’
experiences were included. The analytical framework including four main categories was developed:
work environment (physical and social); rewards (financial, non-financial and social respect); work
content (workload, nature of work, job security/stability and safety); managerial context (staffing
levels, protocols and guidelines consistency and political interference).
The present review has defined, that job morale of physicians working in LMICs was mainly
influenced by negative experiences. Increasing salaries, offering opportunities for career and
professional development, improving physical and social working environment, implementing clear
professional guidelines and protocols, solving issues of healthcare staff shortage and excessive
workload may influence physicians’ job morale positively.
Conclusions:
The current review has identified, that physicians’ job morale in LMICs is a multifaceted and dynamic
entity, which can be influenced by both positive and negative job-related experiences. Further, it
highlights that perceived threats to positive job morale outweigh perceived incentives. .
A number of experiences have been identified that strategies aiming to improve physicians’
JM in LMICs could target. However, there were a limited number of studies and a great degree
of heterogeneity of evidence. Further research is recommended to assist in scrutinizing contextspecific issues and identify contextually relevant ways of addressing them in order to maximize
their applicability and utility.
References
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Title

Primary Care Mental Health in Older Adults – a global perspective

Learning Objectives
Abstract

In 2018 we celebrate 40 years of the Declaration of Alma-Ata on Primary Health Care. This declaration
has been considered as the first international declaration that has awakened and emphasized the
importance of primary health care, which has since been advocated by WHO as the key to universal
health promotion.
In 1978, the world counted a total of 4.287.000.000 habitants: 248.998.000 of them had more
than 65 years, (5.81%). Forty years later, the world has 7.530.000.000 habitants with 654.568.000
habitants with more than 65 years (8.70%). Older adults group is now the group with the greatest
growth rate.
In this context mental health of older adults becomes a huge challenge for all concerned, and the
high prevalence of mental health issues in this group confirms this more. The world population with
more than 65 years has to occupy a central place in all health policies and programmes in order to
let health and mental coverage more universal.
At this occasion, it was decided to edit a book with aim to:
- make the points of the Alma-Ata declaration a reality for older adults suffering of mental disorders;
- encourage primary care professionals to invest on the mental health of older adults;
- encourage the development of educational programs on mental health in older adults for Primary
Care professionals.
The book is structured to enable individuals to understand the complex network of factors that
contribute to mental health of older adults. Sections A and B provide family doctors and their
teams with the foundation of knowledge necessary to support the development of fully integrated
systems to promote good mental health. This includes the comprehension of the complex links
among ageing of populations, the wide determinants of health, the general concepts of frailty and
the importance of comorbidity at this moment of life. Section C describes the tools for assessment,
including neurocognitive assessment. Section D mentions the therapeutic strategies available, the
way to manage them, the importance of physical activity to prevent mental health suffering and the
way society can be organized to play a major role to advocate a better support for those in need.
Sections E and F describes in a multidisciplinary way the main mental health problems in older age.
Section G is focused on rehabilitation either psychosocial than neurocognitive. Section H presents
some real clinical cases presented by professionals working in different cultures around the world.
The book counted with the collaboration of 73 multidisciplinary professionals (32 psychiatrists,
25 primary care professionals, 6 psychologists, 3 geriatricians, 3 neurologists, 1 occupational
therapist, 1 physiotherapist, 1 social worker, 1 nurse) from all parts of the globe (35 from Europe,
25 from Americas, 7 from West Pacific region, 3 form South East region, 2 from Meddle East and 1
from Africa).

References

• World Health Organization. Primary health care: report of the International Conference on Primary Care, Alma-Ata,
USSR, 6-12 September 1978. WHO, Geneva, 1978.
• The World Bank. https://data.worldbank.org/indicator/SP.POP.65UP.TO.ZS (accessed on 16th September 2018).
• WHO. The World Health Report 2008: Primary Care – now more than ever. WHO, Geneva, 2008
• WHO & WONCA. Integrating mental health into primary care: a global perspective. WHO & WONCA, Geneva, 2008.

- 70 -

GO TO CONTENTS

MHAB153 - Samantha Mukonjia

14 Dec | 14:00

Presenter

• Samantha Mukonjia, BSc. Human Anatomy, Medical Student, University of Nairobi, Kenya

Title

Improving access to quality health care at the human, animal, environment inter-phase using One
Health Approach: A case study of Amboseli Ecosystem.

Learning Objectives

• Understand how the One Health approach can be used to address issues related to Universal Health
Coverage
• Understand the impact of working in multidisciplinary teams
• Understand the roles of engaging the community in needs assessment, planning and interventions

Abstract

Abstract Introduction:
Universal health coverage (UHC) is a healthcare system that ensures all communities have access
to quality and affordable health care services including preventive, curative and palliative care.
Ensuring UHC is challenging especially for communities living in sparsely populated areas where
conservation efforts are in place such as those living in Amboseli Ecosystem due to among other
reasons land use systems and the close human, animal and environmental interactions.
In the pursuit of attainment of UHC by 2030, there is need for innovative approaches that involve
participatory, community engagement and multidisciplinary teams in order to develop tangible
solutions that are sustainable. There is limited information on appropriate interventions and
approaches for improving access to sustainable UHC for communities living in Biosphere using
One Health (OH) approach.
Objective:
To develop and implement simple, sustainable interventions for improving access to Universal
health Care using the One Health approach for Tukuta Manyatta community, Loitokitok, Kenya.
Methodology:
A multidisciplinary group of students and faculty were engaged in a field based intervention in
Amboseli Ecosystem for a period of two weeks in August in 2018. To assess the community OH
needs, we used direct observation, structured questionnaires, KII, SII, structure groups, community
groups and FGDs. Linear ranking tools using meta-cards, matrix scoring and fishbone diagram
were used to prioritize the OH needs in Tukuta Manyatta. The identification, assessment and
implementation process was done through a participatory approach that involved engagement of
the community. A skit and demonstrations on general health education was used, explaining the root
causes of inadequate access to health care facilities for both animals and humans. A monitoring
and evaluation framework for the OH problem in Tukuta Manyatta was established through a logical
framework and activity outline.
Results and Discussion:
The priority One Health needs at the humans, animals and the environment interface that were
identified included human diseases like malaria, eye infections (trachoma) and complications of
childbirth; animal diseases like Malignant Catarrhal Fever (MCF), Cysticercosis, and Contagious
Caprine Pleuropneumonia(CCPP); human-wildlife conflict, water scarcity and limited access to
health care facilities.
The topmost prioritized need after doing matrix piling was limited access to health care services.
Various interventions were agreed upon to help reduce the problem. These included registering
for National Hospital Insurance Fund (NHIF), lobbying for the building of dispensary near Tukuta
Manyatta, preventive care (deworming dogs to prevent Coenurosis, hand washing before eating and
after visiting the toilet, building pit latrines) and fencing to reduce HWC.
Conclusion:
The interventions identified priority OH challenges in Tukuta Manyatta, that were contributory to the
impediment towards UHC. The priority challenges identified included: access to quality health care,
respiratory diseases, limited water resources and waste management. The community adopted OH
interventions and made commitments to implement them.
KeyWords:
One Health Approach, Health Care Access, Amboseli, Multidisciplinary
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The Impact of Psychiatric Rehabilitation Program: The KEH Experiences
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Learning Objectives
Abstract

Abstract Background:
The People with psychiatric disability experience difficulties in their living, working, learning, and
social environments. They have needs related to psychiatric treatment compliance, enhancing the
skills of daily living, socialization, vocational training, and meaningful employment. Psychiatric
Rehabilitation plays the important role to help them relearn skills that would reduce disabilities so
that they can be reintegrated into society.
Objective:
The impact of the Psychiatric rehabilitation program for psychiatric patients offered at the Karwan
E Hayat Institute of Mental Health Care. Design A retrospective evaluation approach was followed.
Data was selected from Karwan e Hayat.
Method:
The Study included the data set of Hospital Management System (HMS) Karwan e Hayat from Jun
2016 to July 2017. A total of 127 Participants, who fulfilled the inclusion criteria of a minimum of 6
months of taking medicine or psychiatric Rehabilitation service and diagnosis of schizophrenia &
bipolar disorder were selected from inpatient and outpatient clinics for this study.
The Participants were divided into three groups; Rehab, Short Rehab and Control group. An
evaluation checklist was developed to assess the level of functioning of the clients. The evaluation
checklist composed of gender, age, work performance, Global Assessment Functioning (GAF),
Activities of Daily Living(ADL) and Relapse rate. A paired sample t-test and frequency was used to
score changes in Patients progress between Baseline and Follow up.
Result:
Rehab and Short Rehab group was showing significant improvement (Pâ‰¤0.05 level) on the work
performance and Activities of Daily Living (ADL) as compared to control group and Rehab group
was indicated more progress as compared to the short Rehab group. GAF Scores was also showed
better functioning in Rehab (76.2%) and Short Rehab (69.8%) as comparable to control group
(54.8%) from baseline to follow up. The Relapse rate of Control group was higher as compared to
Rehab and short Rehab group.
Conclusion:
The study indicated that the psychiatric rehabilitation program of Karwan e Hayat has a positive
effect on people with psychiatric disability.
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Impact of Cellular Reminder on Follow up Patients Suffering from Psychosis: Randomized
Controlled Trial

Learning Objectives

• How we can improve our mental health services through new innovation in mental health

Abstract

Abstract Background:
Many methods to remind patients about their appointments have been studied, including personal
phone calls, automated phone calls and mailed letters. However, Mobile phones using the short
message service (SMS) are now commonplace in both developed and developing countries Mobile
phone messages have the advantage of being convenient, inexpensive and able to reach to the
intended person immediately.
Objective:
To evaluate the impact of tailored cell phone text messages to improve the follow up patients
suffering from psychosis. Design A randomized controlled study with a Two-armed trial conducted
in Karwan e hayat, Karachi.
Method:
The participants was recruited from out patients setting of Karwan e Hayat. A total of 248 participants
was randomly divide into two groups; SMS group and control group. The participants were adult
patients aged 18 - 65 years and taking antipsychotic medication, who have a mobile phone, are able
to use the urdu language. The SMS group was receiving automatic system messages after they
recruited in study.
Result:
There were no significant differences between two groups at baseline. At three months follow up
attendance rate for the SMS group (48%) was significantly higher than for the control group (22%)
in initial 100 participants based on a 2-sample test of proportion (P = 0.048).
Conclusion:
This study demonstrated that text messaging interventions are feasible and cost-effective
interventions to improve the follow up attendance rate in outpatient setting, especially for the
people with psychosis.
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Title

MhGAP version 2.0: experiences from Latin America in the Integration of Mental Health into Primary
Health Care.

Learning Objectives

• To assess experiences from Chile, Dominican Republic, Panama, Mexico, and Brazil on how integration
of mental health in primary care can be accomplished in a region with different health care systems and
financial structures using the mhGAP intervention guide 2.0.

Abstract

Background and aims:
Mental and neurological disorders are leading causes of poor health and disability as between 76%
and 85% of people receive no treatment for their illness (WHO, 2014). In Latin America and the
Caribbean , these conditions affect 1 in every 5 people with the burden of these disorders reaching
22.2% (WHO-AIMS, 2013).
Evidence shows that integration of mental health into primary health care is key to reduce the gap
of mental health care. The World Health Organization (WHO) launched mhGAP (Mental Health Gap
Action Program) in 2008 to scale up services for mental, neurological and substance use disorders
through the integration of mental health into primary care (WHO, 2013).
Latin American and Caribbean countries in particular face stressors that can significantly increase
risk factors for the development of mental health problems, including financial disparities,
immigration and barriers to health care. The mhGAP is a strategy that facilitates implementation
of primary mental health care, with the training of primary health care personnel and community
health workers.
The strategy focuses on a needs assessment, and a train of trainers (TOT) program that provides
PHC and CHW personnel the tools to identify, treat or refer patients with Depression, Psychosis,
Bipolar Disorder, Epilepsy and seizure, Child and adolescent mental disorders, Dementia, Stress,
Developmental Disorders, alcohol use, substance use disorders and other complains. Recently a
TOT was conducted in Panama City in March, 2018 where participants from nine countries from
Latin America and the Caribbean attended to align in a mental health strategy to use the mhGAP
version 2.0. for the region.
Materials and methods:
Different experiences on implementation the ToTs in six of these countries will be presented,
addressing the difficulties and facilities that were found in these processes and comparing how
MHGap Intervention Guide can be used to integrate mental health in primary care in these countries.
Results:
Our experiences demonstrate how the mhGAP-IG version 2.0 can be successfully implemented in
different realities of Latin America and the Caribbean. The tools provided in the version 2.0 that
included a Training of Trainers and Supervisors (ToTS) Training manual (WHO, 2017) facilitated the
implementation, adaptation and evaluation of the mhGAP strategy. With the manual, standardized
evaluation forms simplified the contextual adaptation, systematized data prior to training with a
needs assessment tool and facilitated follow up and monitoring of the strategy.
Conclusions:
Training Primary Health Care Personnel (PHC) and Community Health Workers (CHW) in mental
health is a cost-effective and evidence-based intervention which can: reduce the burden of mental
disorders, provide greater access to care for all, reduce stigma, treat comorbid mental and physical
illnesses, increase human rights vigilance.
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An overview of the psychopharmacology used in child and adolescent mental disorders

Learning Objectives

• To provide the audience with the latest evidence on the medication used in the various types of mental
disorders which present in children and adolescents.

Abstract

Psychopharmacology is a part of the care plan in a substantial number of young people differing
from mental disorders, but do we know what really works and when?
The aim of this presentation is to provide the audience whether their background is medical or
whether they are clinicians working within a multidisciplinary mental health team or a service user,
with the latest evidence on which medications are efficacious for which disorders, at what dose and
what are the side effects.
Focusing the presentation on weighing up the pros and cons for using these medications.
Depending on the time given for this presentation the presenter will focus on medications used in
ADHD, Depression, Anxiety, OCD, Tourette’s syndrome and ASD.
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Toward a Collaborative Model of Primary Care and Secondary Care Mental Health Services

Learning Objectives

• Understanding some of the challenges in Mental Health Services -Recognising the benefits of better
collaboration
• Thinking of realistic ways to improve collaboration towards improving health outcomes

Abstract

Introduction:
Individuals with mental health disorders are more likely to have comorbid general medical
problems than the general population. Depression and cardiac health are strongly correlated with
a bidirectional etiology, and the average lifespan of patients with schizophrenia is significantly
curtailed possibly through a combination of long-term medication effects and self-neglect. The
provision of primary care services embedded within Mental Health Services would likely provide
the best outcomes for these patients - combining the best in mental health care with the best in
community physical health care. The challenge arises in providing an effective collaborative model
of care between primary (GPs) and secondary (Mental Health Services) care. What examples of this
exist? What are the challenges in providing such a model?
Methods and Results:
By looking at examples of collaborative models used in different settings, and discussing the
specificities of settings such as the Maltese Healthcare System, using open discussion as well as
group working, the workshop would aim to highlight specific challenges and opportunities, as well
as possible strategies for tackling this issue and moving towards such a collaborative model.
Conclusion:
The aim of this workshop is to identify models of collaborative practice that best fit the specific
needs of our local practice,, in addition to providing a space for a much needed conversation on the
provision of holistic care the the most vulnerable in our communities.
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Transgender persons in Malta: a healthcare system that cares unconditionally

Learning Objectives

• New transgender clinic

Abstract

Malta is considered a trailblazer in the field of LGBTIQ rights throughout Europe and beyond. In
early 2018 the Health Ministry developed an ambitious plan to develop a trans-inclusive healthcare
system based on the standards of care issued by WPATH, the World Professional Association for
Transgender Health.
A gender clinic has been established that offers such care through a multidisciplinary clinical team
consisting of specialists in endocrinology, urology, gynaecology, plastic surgery, psychiatry and
paediatrics (in the case of children and adolescents) together with a psychologist, social worker,
speech language pathologist and nurse working in a dedicated gender clinic.
Transgender persons who desire state-funded hormonal or surgical treatment or other medical
care are referred to this multidisciplinary team. Any referred individuals are initially assessed by
a specialist nurse whose role is to optimise the chance of a successful transition and to identify
comorbid clinical conditions for further management by members of the multidisciplinary team.
The initial assessment consists of a series of interview questions regarding sociodemographic
data, gender identity, treatment throughout life, conditions related to gender identity, stigma and
rejection, distress, disability, medical history, substance use, social life, economic factors, present
concerns and sexual function.
The specialist nurse then carries out a further assessment for comorbid clinical conditions for further
management, if necessary, by the multidisciplinary team, such as transvestism, anxiety, depression,
psychosis and body dysmorphophobia. Assessment for eligibility and readiness for progression
through gender transition is considered on an individual basis on the advice and decisions taken by
the multidisciplinary team following the initial assessments by the specialist nurse.
For hormonal treatment or chest/breast surgery eligibility is determined by the ability to give
informed consent after the person is informed of anticipated effects and risks. For lower surgery
eligibility is determined by the ability to give informed consent after the person is informed of
the limitations and associated complications of required procedures, following a period of social
transition and two independently signed referrals (one of whom by a psychiatrist).
In all cases, the patient’s readiness for the consolidation of gender identity and mental stability is
monitored regularly. After gender confirmation surgery, the patient and sometimes their partner or
family may have ongoing or new concerns, whether emotional, interpersonal, intrapersonal, sexual
or social.
Since postoperative care including psychotherapy may be linked with a favourable outcome, a care
plan for periodic follow-up by the multidisciplinary team is established for each patient to ensure
overall care and support following hormone therapy or surgery.
The establishment of the Gender Clinic in Malta does not in any way mean that transgender persons
are considered to be sick and in need of treatment but on the contrary recognizes that since such
persons typically face great challenges due to social stigmas and barriers, the State should as
a bare minimum go out of its way to ensure that they access the best treatment with the least
inconvenience.
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Complex case discussions in Primary care: The Peach and the Bucket

Learning Objectives

• To learn a simple model of complex case discussion which enables good care for the patient, clarifies
roles and changing responsibilities and enables service redesign

Abstract

To learn a simple model of complex case discussion which enables good care for the patient,
clarifies roles and changing responsibilities and enables service redesign.
Cases where there has been a near miss of death, provide a rich ground for case discussion as
clinicians are keenly engaged to make sure that the adverse event doesn’t happen again. Dr Young
has experience of successfully using the model with a case of undiagnosed psychosis in a father
and a near miss baby death, a case of homelessness and schizophrenia, and a case of head injury
and near homelessness.
The structure is: Who is the patient? What happened? What should have happened? Why was there
the difference? What shall we do about this? Using a peach and a bucket to demonstrate the effect
of the ‘rejecting system’ on the patient, professionals begin to think differently about their roles and
start to think together in a ‘circle of care’ as it is evident that care pathways are to rigid for many
vulnerable adults. The approach is non-judgmental and completely patient centred.
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Trauma informed care in Primary Care: How stress gets into the body (and out of it.)

Learning Objectives

• To learn a simple model of explaining how stress gets into the body and the effectiveness of 7/11
breathing to calm the sympathetic nervous system

Abstract

Dr Young developed a stress cycle diagram over 10 years in collaboration with her patients. She
found it useful in dealing with frequent attenders with multiple somatic symptoms. Her practice
reduced their frequent attenders to a quarter in part using this model. This has been replicated in a
neighbouring practice.
Part of the diagram involves identification of all of the life events and traumas which the patient
has experienced. Getting out all the issues at once and writing them down patients found helped
them make sense of their lives and why they were distressed currently. Central to the model is 7/11
breathing which decreases sympathetic tone, often within only 3 breaths.
This is easy and satisfying to use in the GP consultation. It calms the doctor as well as the patient!
It is used by Dr Grahame Brown to lower the quantity of pain his patients experience. The workshop
will use case examples from Dr Young’s practice and will have a practical ‘learning to breathe’
component.
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University of Cape Town; Medscheme, South Africa

Title

The Medscheme Mental Health Programme: Initial Cost Outcomes

Learning Objectives

• To share some background on the mental health challenges in South Africa To briefly describe a novel
collaborative care intervention delivered through managed care in South Africa To share initial cost
outcomes of the project

Abstract

Objectives:
To evaluate initial cost impact of a novel collaborative care initiative for mental health in the South African
private health care sector.
Background and Aims:
Mental health care is one of the top drivers of in-hospital expenditure in the South African private health care
sector (1) (2). This sector is battling health care inflation as a serious threat to sustainability (3) (4). The current
legislated minimum funding benefit framework, together with historic concentration of mental health care
delivery infrastructure around institutions in urban centres and a shortage of specialised mental health care
workers (5), has resulted in inadequate access to cost-effective, ambulatory mental health care. The Medscheme
Mental Health Programme aims to shift expenditure from in-hospital to community-based care, in a quest to
increase access to cost-effective care, improve clinical outcomes, reduce complication rates, comorbidity and
burden of disease, and ultimately curb all health care costs incurred by beneficiaries with mental health and /or
substance use disorders.
Materials and Methods:
The project focuses on supporting two main role-players: the family practitioner as primary mental health
caregiver and -coordinator, and the medical aid scheme beneficiary as mental health care user. The programme
employs a customised collaborative care model featuring systematic specialist case review underpinned by
symptom score tracking tools.
Care Managers administer scoring tools telephonically to screen beneficiaries for entry into the Programme
and to monitor clinical progress. In addition, basic psycho-education, medication adherence management,
motivational interviewing and funding benefit arrangement is offered telephonically to Programme participants.
Referrals to community resources are also facilitated where appropriate.
A similar model has been proposed to the South African National Department of Health towards building a
National Health Insurance service delivery infrastructure. The Programme is currently implemented for seven
South African medical aid schemes, with a total coverage of approximately 1,450,000 beneficiaries. By midOctober 2018, 9215 beneficiaries had been screened, and 5502 enrolled on the Programme. Using retrospective
claims-based case matching, a control group was identified. The initial cost outcomes were evaluated.
Results and Conclusion:
A saving of R266.90 ($18.63) per life per month was demonstrated in mental health care costs (p

References

• Council for Medical Schemes. Council for Medical Schemes: Council for Medical Scheme Annual Report 2015/2016.
Hatfield:; 2016. Ismail A. REVEALED: The mental illnesses costing SA billions. In:. ; 2017. Fin24. 2017 July 26.
Alexander Forbes. Diagnosis 2016/2017. ; 2016. Bateman C. Pretenders to the throne of affordable healthcare?
South African Medical Journal. 2013 November; 103(12): p. 885-886. Jack H, Wagner RG, Petersen I. Closing the
mental health treatment gap in South Africa: a review of costs and cost-effectiveness. Global Health Action. 2014;
7: p. 23431.
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Presenter

• Tasneem Hassem PhD student at the University of The Witwatersrand

Title

A systematic review of online depression screening tools for general public usage

Learning Objectives
Abstract

T. Hassem, S.Laher According to the World Health Organisation, the alarming increase in rates of
depression globally has become a serious concern. In South Africa, the prevalence rate of depression
is 4,55%. Given the context of South Africa where majority of the population has limited access to
health care facilities and 59.3% of the population have access to the internet, individuals are more
likely to utilise an online depression screening tool.
This study presents a systematic review of online depression screening tools. Results are presented
according to the PRISMA criteria for reporting systematic reviews. The results are discussed with
reference to the psychometric properties and applicability of online MDD screening tools in the
South African context.

References

• World Health Organisation. (2017). Depression: Fact sheet. Retrieved July 06, 2017, from: http://apps.who.int/iris/
bitstream/10665/254610/1/WHO-MSD-MER-2017.2-eng.pdf Uman, L. S. (2011). Systematic reviews and metaanalyses. Journal of the Canadian Academy of Child and Adolescent Psychiatry, 20(1), 57.
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Presenter

• Joan Camilleri, a Clinical Psychologist (MPPB) and psychotherapist (CPCM, EAP)
• D.Psych.Prof.St.Middlesex: M.Clin.Psy. Padova: EMDR Pract.: Dip.Ges Pt (GPTIM).

Title

Leaders’ lived experience during Change and Transition: A mental health perspective

Learning Objectives

• To increase understanding of the lived experience of Heads during ongoing organisational change
• To understand and promote the underlying processes of Heads as they develop within their particular
organisational, contextual change.
• To disseminate information regarding which managerial skills enhance the change and transition
process.
• To gain insight into the training needs of the Heads and their preferred approaches.
• To understand the need to develop projective and imaginative intelligence in leaders and gain insight
into how this development can be supported

Abstract

If Mental Health and well being are the ability to adjust positively during change, than leaders, as
ordinary persons carrying out the extraordinary job of experiencing change while implementing it
are the persons who require most psychological and psycho-therapeutic.
During staff support/coaching I observed that systemic issues could not be resolved through
individual psychotherapy. This motivated me to embark on a Maltese National Healthcare Servicewide inquiry to explore the lived experience of leaders during ongoing change and transition, their
underlying processes as they developed within their contextual changes, the managerial skills which
enhanced organisational change and which skills were required to further enhance the process,
from a psychotherapeutic perspective.
This inquiry was divided into three phases, using mixed methods with an action-research element.
Through participative-observation I gained insight into the research field; critical narrative analysis
within a phenomenological framework was adopted for the analysis of 3 unstructured exploratory
interviews carried out with 17 leaders respectively. Arising themes were used to co-create a Training
Manual.
Using an action-research approach, leaders were invited to participate in a training program and to
evaluate the effectiveness of the Manual. Triangulation of methods and sources was used including
documents analysis. The data collected were transcribed and analysed using Langdridge (2007) as
the underlying structure.
Organisational, lack of continuity and negative holding environment led to an alienation-demotivation
process, precipitated mistrust, leading to the development of personality cult leadership and
egocentric self-referentiality. The need for individual proactive self-actualisation, development at an
emotional-transretinal level and the undoing of identity following demotion/transfer was indicated
by the arising themes.
The Training Manual, focusing on critical self-reflexivity, facilitated the leaders’ looking closely at
how power relations stalled personal and organisational growth by hindering the smooth flow of
change implementation processes. Some leaders encountering the need to unblock shame, met
impasse, others modified their underlying metaphor/identity enhancing a change in behaviour
while retaining the power inherent in their previous identity, while others yet noted that the training
enhanced their managerial skills. The Training Manual was positively received, both in the research
field and beyond. This implies that self-reflexivity needs to be introduced in mainstream managerial
training.

References

• Camilleri J. (2017). Training Manual for Leaders during change and transition: Unpublished Doctoral Product Barber,
P. (2012). Facilitating change in groups and teams: A Gestalt approach to mindfulness. Oxfordshire: Libri Publishing.
(gestaltinaction@msn.com) NHS Institute for Innovation and Improvement & Academy of Medical Royal Colleges.
(2010). Medical leadership competency framework: Enhancing engagement in medical leadership. (3rd edition).
Coventry, UK: NHS Institute for Innovation and Improvement.
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Presenter
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Title

The Lived Experience of Leaders during moments of change and transition: A Mental Health and
Psycho-therapeutic Perspective

Learning Objectives

• During the skills session’s participants will be introduced to the benefits of: Maintaining sight of one’s
sense of self, while facilitating change
• Adopting an observant/participative stance Enhancing self-awareness, awareness of the other and the
interaction between the two. And the interaction between the above skills would enhance their ability to
read a situation correctly (Binney et al., 2010; Hawkins & Smith, 2006).
• All the above would greatly support them to develop effective change and transition management skills
while preventing stress, burnout and subsequent Mental Ill-Health

Abstract

If Mental Health is defined as the ability to adjust in a healthy manner to life in general, leaders
require much support given that they not only experience change in their personal life but also need
to support others through their various stages of transition.
During staff support/coaching I observed that systemic issues could not be resolved through
individual psychotherapy. This motivated me to embark on a Maltese National Healthcare Servicewide inquiry to explore the lived experience of leaders during ongoing change and transition, their
underlying processes as they developed within their contextual changes, the managerial skills
which enhanced organisational change and which skills were required to further enhance the
process, from a psychotherapeutic perspective. This inquiry was divided into three phases, using
mixed methods with an action-research element.
Through participative-observation I gained insight into the research field; critical narrative analysis
within a phenomenological framework was adopted for the analysis of 3 unstructured exploratory
interviews carried out with 17 leaders respectively. Arising themes were used to co-create a Training
Manual. Using an action-research approach, leaders were invited to participate in a training program
and to evaluate the effectiveness of the Manual.
Triangulation of methods and sources was used including documents analysis. The data collected
were transcribed and analysed using Langdridge (2007) as the underlying structure. Organisational,
lack of continuity and negative holding environment led to an alienation-demotivation process,
precipitated mistrust, leading to the development of personality cult leadership and egocentric selfreferentiality.
The need for individual proactive self-actualisation, development at an emotional-transferential
level and the undoing of identity following demotion/transfer was indicated by the arising themes.
The Training Manual, focusing on critical self-reflexivity, facilitated the leaders’ looking closely at
how power relations stalled personal and organisational growth by hindering the smooth flow of
change implementation processes.
Some leaders encountering the need to unblock shame, met impasse, others modified their
underlying metaphor/identity enhancing a change in behaviour while retaining the power inherent
in their previous identity, while others yet noted that the training enhanced their managerial skills.
The Training Manual was positively received, both in the research field and beyond. This implies that
self-reflexivity needs to be introduced in mainstream managerial training.

References

• Camilleri J. (2017) Training Manual for leaders during change and transition (Unpublished Doctoral Product) Barber,
P. (2006). Becoming a practitioner researcher: A Gestalt approach to holistic inquiry. Middlesex University Press.
Gray, D. E. (2006). Executive coaching: Towards a dynamic alliance of psychotherapy and transformative learning
processes. Management Learning, 37, pp. 475-497. NHS Institute for Innovation and Improvement & Academy of
Medical Royal Colleges. (2010). Medical leadership competency framework: Enhancing engagement in medical
leadership. (3rd edition). Coventry, UK: NHS Institute for Innovation and Improvement. NHS Institute for Innovation
and Improvement & Academy of Medical Colleges. (2010). Medical leadership curriculum. (3rd edition). Coventry,
UK: NHS Institute for Innovation and Improvement.
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Presenter

• Nicholas Mamo MD M.Sc. GP Trainee - Scotland

Title

The Maltese Clinical Gaze

Learning Objectives
Abstract

This paper explores Maltese medical culture. Through the ethnographic methods of participantobservation and interviews, it looks at how Maltese culture influences the clinical gaze, forming, in
effect the Maltese clinical gaze. This explores how Maltese patients have created a modification
in medical practice, as well as looking at how Maltese patients and healthcare professionals are
influenced by Malta’s colonial past. This also impact on ideas around both the Maltese themselves
as well as other races. This is especially seen in the treatment of different classes of Maltese,
the English, Italians and North and sub-Saharan Africans. Ideas around language and intelligence,
familiarity and paternalism are explored.
Through Maltese culture, especially around paternalism and family ties, the ideal of respect for
autonomy is challenged - not so much in its importance, rather its interpretation from a perspective
of individuality and fractality. The paper, through the lens of Annemarie Mol’s Logic of Care, finally
looks at the possibility of offering care to all the different people encountered in Maltese healthcare
irrespective of culture and beliefs around individuality. It also looks at the challenges around this especially the difficulties of structural violence.

References
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Presenter
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Title

Approach of socio-sanitary inclusion of mental health in the General Hospital

Learning Objectives

• Show a proposal against the confinement, stigma and exclusion that people with mental illness often
experience in mental hospitals. For us, a person with a mental illness is, first and foremost, a person
who has rights.

Abstract

We will describe the model that informs mental health services at the Hospital General de Agudos
Dr. Teodoro Álvarez, which is in Buenos Aires, Argentina, where we have worked for over thirty
years. This type of approach to mental health services is not very common in general hospitals. For
us, it was an answer to confinement, to the stigma, and to the exclusion that people with mental
illnesses frequently experience in mental hospitals. For us, a person with mental illness is, first and
foremost, a person who possesses rights. Strongly influenced by psychoanalytic trends that began
in Argentina in the middle decades of the past century, we developed methods of giving patients
and their families both understanding and a voice.
We also turned the tide on professional attitudes opposed to this change, calling into question the
top-down and authoritarian configuration of the traditional mental hospital, which often leads to the
violation of a patient’s human rights. Our services, the inheritor of these reforms, produced rightsfocused treatments that are based in the community and feature an interdisciplinary approach,
that is, psychiatric and psychotherapeutic treatment for individuals, families, and groups. Other
mental health professionals, in addition to psychiatrists and psychologists, were also incorporated:
our service features music therapists, occupational therapists, social workers, and educational
psychologists. With this approach, many patients who were previously hospitalized are treated as
outpatients, avoiding hospitalization and reserving it for cases in which a risk to the patient or to
others is observed, and then for short periods of time.
We will also talk about intermediary and specific methodologies, principally the day hospital model
and methodologies for the treatment of problem drug use. In particular, these types of methodologies
deal with the socio-sanitary inclusion of patients in the community and their reintegration into
society and the workplace, but without neglecting clinical practice and the processes associated
with subjectivization or patients’ wishes and histories. Mental health services at our general
hospital have the following resources at their disposal: - Outpatient clinics for children, adolescents,
and adults. - Four-day hospitals (two for psychotic patients, one for problem drug use, and another
for autistic children). - A ward with twenty beds for full-time hospitalization. - An emergency
mental health ward open twenty-four hours a day, three hundred and sixty-five days a year, with a
psychiatrist, a psychologist, and a social worker on duty. - In addition to being a general hospital,
our hospital features a full range of medical specialties. Lastly, we will re-evaluate the results we
have obtained in terms of our relationship with the community and our efforts to give our patients
greater fulfilment in their lives.

References
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Presenter
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Lead Psychiatrist for Community Services, Department of Psychiatry, Malta. Lead Psychiatrist for
Quality Improvement & Patient Safety, Department of Psychiatry, Malta

Title

The Lived Experience of Leaders during moments of change and transition: A Mental Health and
Psycho-therapeutic Perspective

Learning Objectives

• A reflection on the development of Maltese mental health services and factors needed to be inbuilt to
support success

Abstract

Malta embarked on a Policy and Strategy for Mental Health more than twenty years ago. While there
has been considerable development, there are still major gaps in service and care.
A new Strategy Document is now in draft phase. The presenter has thirty years of experience in
Maltese mental health services and has been at the forefront of change. The new strategy draft
document will be explored, looking at the challenges of implementation. Special emphasis will also
be given to community and primary care services where holistic and person-centred care are so
necessary to address and reduce morbidity.
Reference will additionally be made to the principles of integrating mental health into primary care,
as these apply to Malta, and how these would need to drive part of the strategy. The perspectives of
important stakeholders will also be explored and shared within the presentation. Recommendations
will be made. This presentation will, moreover, serve to sensitise the audience to Maltese challenges,
setting the scene for an ongoing search for creative solutions.

References

• Malta Mental Health Strategy Draft Document, 2018 Integrating mental health into primary care: a global perspective.
WHO, WONCA. 2008
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Presenter

• Sandra Fortes - Associated Professor - Faculdade de Ciências Médicas- Rio de Janeiro State
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Title

Caring for Patients with Schizophrenic Disorders in the Community: a Quantitative study on
Changing from Traditional Psychiatric Hospitals towards Integrated Community Primary Mental
Health Care in a vulnerable area in Brazil

Learning Objectives

• To discuss the efficacy of changing from traditional psychiatric hospital to community-based primary
mental health care model in treating schizophrenic patients

Abstract

Objective:
To analyse the impact of the development of integrated primary and mental health community care
for patients with schizophrenic and delusional disorders through the analysis of the case of one
area in the Rocinha Community in Rio de Janeiro
Background:
The challenge of taking care of patients with schizophrenic and delusional disorders is overwhelming,
especially in territories with high social vulnerability. In compliance with the Federal Law 10.216 of
2001 on the Brazilian Psychiatric Reform (BPR), the two last decades in Rio de Janeiro have been
characterized by a transition from a hospital-based model to a community-based model integrating
primary and mental health care. But there is a lack of quantitative studies about the impact of this
change.
Materials and Methods:
Data has been extracted from five different public health services´ registers (one community mental
health centre, one primary care unit with matrix support, two psychiatric hospital and one out-patient
secondary care unit) of 94 patients with diagnoses ranging from F20 to F29 (ICD-10) that are under
the responsibility of one primary care unit in the Rocinha Community that covers 18000 people.
As the expected prevalence these disorders are around 1% of adults, we considered that 120 where
the probable number of patients in the territory and the 80% (96) the expected percentage to be
under treatment in primary care. Care services have been analysed through core quality indicators
covering the period from 2003 to 2016.
Results:
The transition from hospital-based model to a community-based model actually happened and was
very successful. Indeed, almost all patients have now left the psychiatric hospitals and are under
treatment within the new model. Moreover, long-term admissions have been replaced by overnight
support; punctual crisis are now treated within the territory and not anymore at the hospital
emergency; and clinical comorbidities are monitored and treated by the primary care service.
The amount of patients under regular treatment are within the expected range. Finally, although
similar drop-out rates have been found in the psychiatric hospital and the community mental
health service, better adherence to treatment are observed within the primary care service, where
psychiatric outpatient follow-up through collaborative care between the Family health team, the
mental health matrix support team and the psychosocial community centre has been raising over
time.
Conclusions:
Organizing a complete mental health community services network (family health team, matrix
support team and a community mental health centre) has successfully reduced emergency
consultations, substituted admissions to psychiatric traditional hospital to short overnight
admissions to community mental health centres, increased adherence to clinical and psychiatric
treatment and covered approximately the expected percentage of patients with schizophrenic and
delusional disorders in a very deprived and violent neighbourhood in Rio de Janeiro, Brasil.

References

• Category: Universal Health - Health systems and mental health redesign References : - PATEL, V. et al. Treatment
and prevention of mental disorders in low-income and middle-income countries. The Lancet , v. 370, Issue 9591 ,
p. 991 - 1005, 2007. - MACHADO, L. de F.; DAHL, C. M.; CARVALHO, M. C. de A.; CAVALCANTI, M. T. Programa de
tratamento assertivo na comunidade (PACT) e gerenciamento de casos. (case management): revisão de 20 anos da
literatura. J Bras Psiquiatr, v. 56, n. 3, p. 208-218, 2007. - IVBIJARO, G.O.; ENUM, Y.; KHAN, A.A.; LAM, S.S.K.; GABZDYL,
A. Collaborative care: models for treatment of patients with complex medical-psychiatric conditions. Curr Psychiatry
Rep. v. 16, n. 11, p. 506, 2014. - HETLEVIK, Ã˜.; SOLHEIM, M.; GJESDAL, S. Use of GP services by patients with
schizophrenia: A national cross-sectional register-based study. BMC Health Services Research , v. 18, n. 15, 2015.
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• David Cassar - Head, Department of Psychiatry, University of Malta. Consultant Psychiatrist.
Lead Psychiatrist for Community Services, Department of Psychiatry, Malta. Lead Psychiatrist for
Quality Improvement & Patient Safety, Department of Psychiatry, Malta

Title

The Lived Experience of Leaders during moments of change and transition: A Mental Health and
Psycho-therapeutic Perspective

Learning Objectives

• A reflection on the development of Maltese mental health services and factors needed to be inbuilt to
support success

Abstract

Malta embarked on a Policy and Strategy for Mental Health more than twenty years ago. While there
has been considerable development, there are still major gaps in service and care.
A new Strategy Document is now in draft phase. The presenter has thirty years of experience in
Maltese mental health services and has been at the forefront of change. The new strategy draft
document will be explored, looking at the challenges of implementation. Special emphasis will also
be given to community and primary care services where holistic and person-centred care are so
necessary to address and reduce morbidity.
Reference will additionally be made to the principles of integrating mental health into primary care,
as these apply to Malta, and how these would need to drive part of the strategy. The perspectives of
important stakeholders will also be explored and shared within the presentation. Recommendations
will be made. This presentation will, moreover, serve to sensitise the audience to Maltese challenges,
setting the scene for an ongoing search for creative solutions.
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Title

Making the Clinical Gaze a Personal Gaze - the Challenges of a Person-Centred Model of Care

Learning Objectives

•
•
•
•

Abstract

Background:
Modern healthcare, traced back to the enlightenment in many ways, has resulted in what Michel
Foucault describes in his book ‘The Birth of the Clinic’ as the Clinical Gaze. This Gaze is how most
doctors and healthcare professionals assess their patients and from there create management
plans. This, however, depersonalises patients quite significantly. The challenge, then, is how to
move towards a better model of patient-centred care without losing the positive aspects of the
Clinical Gaze, which has revolutionised healthcare and improved health outcomes dramatically.

Understanding how healthcare professionals look at their patients through the work of Michel Foucault
Looking at the patient-choice model and some pitfalls around this
Looking at alternative models for care: how these models can be employed
Looking at alternative models for care: the incentives for using such models including the effect on
healthcare burden as well as on finances

Materials and methods:
The workshop will focus on creating understanding of Michel Foucault’s Clinical Gaze as a way
of understanding modern healthcare. From here we can then look at possible alternative models
taking two examples as a starting point - Arthur Kleinman’s work on Illness Narratives, and the
model put forward in Annemarie Mol’s Logic of Care.
Results:
Using these, we can then consider a future healthcare model, that is patient-centred. We can then
consider its feasibility and how it can be put into practice.
Conclusions:
As described in the objectives, the conclusions of this workshop should take the form of concrete
ways of engaging with patients in a meaningful and productive way, that promotes engagement in
a personalised healthcare plan.
References

• Foucault, M. (2017). Birth Of The Clinic. [S.L.]: Routledge. Kleinman, A. (2007). The illness narratives. New York: Basic
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Title

Caring for Patients with Schizophrenic Disorders in the Community: a Quantitative study on
Changing from Traditional Psychiatric Hospitals towards Integrated Community Primary Mental
Health Care in a vulnerable area in Brazil

Learning Objectives

• To discuss the efficacy of changing from traditional psychiatric hospital to community-based primary
mental health care model in treating schizophrenic patients

Abstract

Objective:
To analyse the impact of the development of integrated primary and mental health community care
for patients with schizophrenic and delusional disorders through the analysis of the case of one
area in the Rocinha Community in Rio de Janeiro
Background:
The challenge of taking care of patients with schizophrenic and delusional disorders is overwhelming,
especially in territories with high social vulnerability. In compliance with the Federal Law 10.216 of
2001 on the Brazilian Psychiatric Reform (BPR), the two last decades in Rio de Janeiro have been
characterized by a transition from a hospital-based model to a community-based model integrating
primary and mental health care. But there is a lack of quantitative studies about the impact of this
change.
Materials and Methods:
Data has been extracted from five different public health services´ registers (one community mental
health centre, one primary care unit with matrix support, two psychiatric hospital and one out-patient
secondary care unit) of 94 patients with diagnoses ranging from F20 to F29 (ICD-10) that are under
the responsibility of one primary care unit in the Rocinha Community that covers 18000 people.
As the expected prevalence these disorders are around 1% of adults, we considered that 120 where
the probable number of patients in the territory and the 80% (96) the expected percentage to be
under treatment in primary care. Care services have been analysed through core quality indicators
covering the period from 2003 to 2016.
Results:
The transition from hospital-based model to a community-based model actually happened and was
very successful. Indeed, almost all patients have now left the psychiatric hospitals and are under
treatment within the new model. Moreover, long-term admissions have been replaced by overnight
support; punctual crisis are now treated within the territory and not anymore at the hospital
emergency; and clinical comorbidities are monitored and treated by the primary care service.
The amount of patients under regular treatment are within the expected range. Finally, although
similar drop-out rates have been found in the psychiatric hospital and the community mental
health service, better adherence to treatment are observed within the primary care service, where
psychiatric outpatient follow-up through collaborative care between the Family health team, the
mental health matrix support team and the psychosocial community centre has been raising over
time.
Conclusions:
Organizing a complete mental health community services network (family health team, matrix
support team and a community mental health centre) has successfully reduced emergency
consultations, substituted admissions to psychiatric traditional hospital to short overnight
admissions to community mental health centres, increased adherence to clinical and psychiatric
treatment and covered approximately the expected percentage of patients with schizophrenic and
delusional disorders in a very deprived and violent neighbourhood in Rio de Janeiro, Brasil.

References

• Category: Universal Health - Health systems and mental health redesign References : - PATEL, V. et al. Treatment
and prevention of mental disorders in low-income and middle-income countries. The Lancet , v. 370, Issue 9591 ,
p. 991 - 1005, 2007. - MACHADO, L. de F.; DAHL, C. M.; CARVALHO, M. C. de A.; CAVALCANTI, M. T. Programa de
tratamento assertivo na comunidade (PACT) e gerenciamento de casos. (case management): revisão de 20 anos da
literatura. J Bras Psiquiatr, v. 56, n. 3, p. 208-218, 2007. - IVBIJARO, G.O.; ENUM, Y.; KHAN, A.A.; LAM, S.S.K.; GABZDYL,
A. Collaborative care: models for treatment of patients with complex medical-psychiatric conditions. Curr Psychiatry
Rep. v. 16, n. 11, p. 506, 2014. - HETLEVIK, Ã˜.; SOLHEIM, M.; GJESDAL, S. Use of GP services by patients with
schizophrenia: A national cross-sectional register-based study. BMC Health Services Research , v. 18, n. 15, 2015.
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Presenter

• Dr Ahmed Sewehli Practices as an independent psychiatrist approved under section 12 of the
English Mental Health Act

Title

To detain or not to detain, that is the question

Learning Objectives

• To reflect on the use of detention of mental health patients using mental health law, and its advantages
and disadvantages for the patient and society
• To consider the need for compulsory detention, and whether it may be abused by health professionals,
hospitals, police and nursing homes.
• To learn about the criteria of compulsory detention under English Mental Health Law.
• To consider the ethical issues of detaining patients in countries where no there are no Mental Health
laws

Abstract

With an increasing risk averse culture in the UK, mental health professionals are considering the use
of compulsory admission under the Mental Health Act in England more and more. There has been
an increase of 40% in the use of the Act from 2006 to 2016 (1).
As an independent psychiatrist approved under the Act, the author assesses patients independently
from hospital psychiatrists to see whether he agrees with them that compulsory admission is
required or not. The author relates his experiences of assessing patients in casualty departments,
in psychiatric wards, police stations, courts and in their own homes, and the difficulties he has
encountered in making the highly important decision of whether a person is deprived of their liberty.
The author explains cases where he has assessed patients at the request of hospitals or police
and deemed them as not fulfilling criteria for compulsory admission under the Act. Many countries
in the world do not have a Mental Health Act for compulsory admission. Libya is one of those
countries. The author explains his own experience with this regard when he volunteered in Libya
during the war, and the some of the ethical issues.
Compulsory admission, and the stigma associated with it, is a subject where there is much debate
on its use, both within the mental health profession, and by the general public. This presentation
gives an insight from the front line of practice.
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Title

A new mental health strategy for Malta.

Learning Objectives

• To learn about the newly introduced mental health strategy, and the reaction from various stakeholders,
with opportunity to discuss.

Abstract

The government of Malta has shown keen interest in the development of mental health services.
Commitment to a new acute psychiatric hospital that is physically connected to the general hospital
and to the development of community services in the north of the island has been stated in the
government budgetary report for 2019.
The WHO has been commissioned to assist the government in an exercise to develop a national
mental health strategy. The first draft of this should be disseminated in the first week of December
for consultation. As such, this a timely opportunity to learn about the strategy, discuss and influence
service development.
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Presenter

• Audrey Fontaine Psychiatry Resident, Lille University Hospital, University of Lille, CHU Lille,
department of psychiatry, F59000 Lille, France

Title

Mental Health Awareness in Medical Education : Are junior doctors taught to take care of their own
mental health?

Learning Objectives

• Identify the place of mental health awareness in residency programs across countries and make
suggestions to improve it

Abstract

Healthcare system is highly complex and rapidly changing. It requires constant adaptation. In
addition, heavy clinical loads, excessive bureaucratic tasks and a diminishing sense of professional
autonomy, among other factors, increasingly put doctors at risk for burnout. Burnout is characterized
by emotional exhaustion, depersonalization and perceptions of low personal efficacy.
It is estimated that almost 50% of physicians might experience burnout at any given time. Two
sub groups are particularly at risk: residents & medical students. In fact, they both suffer from a
double stressor: first being a university student with clinical and academic activities, exams, and
social pressure; second being a early career healthcare worker in the public healthcare system,
dealing at the front line with patients’ discomfort and illnesses. Studies suggest that (Salerno&al,
2017, Shanafelt, 2012) burnout feelings and symptoms appear at the very beginning of training and
mature throughout it.
It is not only a serious threat to physician wellbeing but also to the care they provide to patients.
Therefore, it is of the utmost importance to educate doctors at the earliest phases, to have a
meaningful discussion about the pressures of contemporary practice of medicine with its impact
on doctors’ mental health and wellness and how to tackle the issue of burnout. Along this line, a
revised version of the Hippocratic Oath for physicians around the world has been approved by the
World Medical Association in October 2017.
The new pledge requires doctors to look after their own health: “I will attend to my own health,
well-being, and abilities in order to provide care of the highest standard”. Our study aims at drawing
an overview of medical education programs and interventions to figure out the place given to
addressing burnout and well-being. Improved workplace practices, caring environment, mentalhealth awareness, peer-support and inter-professional collaboration are some main points that we
focused on.
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Presenter
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Title

Moving Asylum - Quo Vadis?

Learning Objectives

• Development of Mental Health Services in Malta

Abstract

The aims of this explorative, descriptive study were to establish the perceptions of staff, serviceusers and relatives, regarding the suitability and desirability of the current environments in which
acute psychiatric care is delivered in Malta, and to report on the participants’ views of what proposed
new facilities should be like. Focus groups were conducted with 28 purposely selected participants.
The understanding of the narrative data using thematic analysis, led to the formation of four master
themes, namely autonomy and control, therapeutic milieu, design and spaces, and social interaction.
The first theme ‘autonomy and control’ emerged following the participants’ description of prisonlike confinement, safety and security of the psychiatric facility versus the relative privacy, freedom
and flexibility enjoyed at the smaller psychiatric unit. In the second theme, ‘therapeutic milieu’, the
participants brought to light the ambient features and facilities, which they found lacking at the
hospital, but which were present in the unit located within the general hospital.
The emerging third theme ‘design and spaces’ depicts those aspects of the interiors and exteriors
of the respective facilities that were considered by participants to promote or limit therapeutic
wellbeing. The final theme - ‘social interaction’ developed from the participants’ disclosure of the
impact of restricted communications and visiting conditions. The findings of this study imply that
the design of the built environment of psychiatric facilities can have a major effect - either positive
or negative - on the care and treatment that is provided.
Furthermore, nurses, patients and relatives have so far been underrepresented in the planning of
mental health facilities. Failure to access their particular expertise may be a missed opportunity to
innovate services tailored to their needs. The recommendations for health policy makers and for
future research include that of broadening the understanding of the complex array of interrelated
factors affecting environmental design of psychiatric facilities, as well as to utilize this research to
accommodate ongoing mental health reforms.
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Title

Good Practice in Adolescent and Youth Mental Health - the Maltese Scene

Learning Objectives

• to showcase examples of good practice to confront with similar experiences at international level to
explore possible improvements to existing programmes

Abstract

The Office of the Commissioner for Mental Health was established in 2011 to promote and protect
rights of persons with mental disorders and their carers. This advocacy role includes monitoring
of involuntary care, regular reporting on quality of care and care environments, in-depth analysis
and recommendations on emerging issues (recent examples being mental health literacy,
multidisciplinary care plans, drug addiction services, stigma), and networking across ministries,
agencies, departments, and NGOs, breaking silos and building bridges. Data for 2017 shows that
acutely ill young people (10-29 year olds) were 30% of acute involuntary admissions. Males, asylum
seekers and non-Maltese EU nationals were more frequently represented. Substance abuse, neurodevelopmental disorders and neurosis were the more common diagnostic groups as expected.
Six examples of good practice in adolescent and youth mental health from Malta will be presented:
Kellimni.com by SOS Malta; Youth.inc by Agenzija Zghazagh Education and Research by Malta
ACAMH Branch; Student Support Service by MCAST; Youth Mental Health First Aid by Richmond
Foundation - Malta; Enlight! by Enlight Foundation (formerly the Organisation Of Psychology
Students at Giovanni Curmi Higher Secondary School, Naxxar).
Two of these initiatives were recently recognised as best practices at European level in a peer
learning exercise conducted by the Dutch Youth Institute. Our recommendations are: more focused
approaches towards young people with acute mental disorders with special attention to their
specific and particular needs; the identification of young people in trouble and work programmes
that build resilience, life-skills and employment prospects; the intensified use of refined electronic
and social media tools for promotion, prevention and early intervention; and active support and
encouragement of peer group development and self-help initiatives. The Office of the Commissioner
for Mental Health shall continue to look out for and sustain examples of good practice.
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Title

Transition from methylphenidate to atomoxetine: reasons for switching and clinical outcome.

Learning Objectives

• To assess whether patients who did not tolerate methylphenidate improved when switched to
atomoxetine.
• To make recommendations to current practice regarding treatment for Attention Deficit Hyperactivity
Disorder (ADHD).

Abstract

Background:
ADHD is a neurodevelopmental disorder originating in childhood comprising of iinattention,
impulsivity, and hyperactivity. The National Institute of Clinical Excellence (NICE) Guidelines 2018
recommends methylphenidate as a first line pharmacological agent for treatment of children aged 5
years and over with ADHD.1 Lisdexamfetamine, dexamfetamine and atomoxetine are recommended
in this order if methylphenidate is not tolerated or if symptoms did not respond to separate 6-week
trials.1 In view of the fact that lisdexamfetamine and dexamfetamine are not available in Malta
we assessed the transition of methylphenidate to atomoxetine, the reasons for switching and its
clinical outcome.1 Data was collected retrospectively from the Child and Youth Psychiatric Services
(CYPS) in Malta till October 2018.
Methods:
The study examined a total of 58 children between 0-17 years of age who were being treated
for ADHD with atomoxetine at CYPS till September 2018. Data was collected from patients’ files
retrospectively by using a proforma based on the NICE guidelines 2018 ADHD: diagnosis and
management.
Results:
Out of 58 patients on atomoxetine in July 2018, 48 were included in the study. 10 patients were
excluded as no methylphenidate trial was carried out. Results recorded side-effects as the
main reason for switching from methylphenidate to atomoxetine. Unwanted side-effects were
documented in 79.2% of patients of which 57.9% exhibited more than one. The two commonest sideeffects documented were weight loss and decreased appetite. The audit highlighted that the correct
starting dose of atomoxetine was only administered in 25% of children with 52.1% of patient’s being
given a higher dose than recommended. Initial weight or dose was not documented in 16.7% and
consequently, one could not assess whether the correct dose was prescribed.
Overall, atomoxetine was shown to be an effective treatment. Out of the 33 patients documented to
have hyperactivity this symptom was decreased in 81.8% whilst 94% were shown to have increased
concentration. 28 patients had documented impulsivity, and this was decreased in 64.3% of cases.
8 patients had documented anxiety with 62.5% being treated effectively with atomoxetine. A third
of patients had documented side-effects and 16.7% of patients required augmentation; most
commonly with the antipsychotic’s risperidone and aripiprazole.
Conclusions:
The results indicate that the majority of doctors at CYPS in Malta adhered to the NICE guidelines
2018 when it came to switching from methylphenidate to atomoxetine in the paediatric population.
Overall, atomoxetine was proven to be efficacious as a second line drug in the treatment of ADHD.
However, better adherence to NICE guidelines is required when it comes to the calculation of
appropriate dosage. We predict that following dosage guidelines will result in a decrease in the
frequency of side effects.
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Presenter

• Dr Giovanni Grech
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Title

Involving Service Users in Mental Health Care: Perinatal and Infant Mental Health Malta

Learning Objectives

• Members of the Perinatal Mental Health Service set out to create a Perinatal and Infant Mental Health
voluntary organisation, titled Perinatal and Infant Mental Health Malta (PIMHM).

Abstract

Aims:
The aim of the PIMHM is to represent individuals experiencing perinatal mental health issues and
their infants as well as the perinatal mental health service multidisciplinary team. Background: The
PIMHM idea originated from a perinatal mental health service user who recognised that: - Patients
are willing to support other patients. - Mental healthcare users may benefit from the donation of
baby related items. - A multidisciplinary team approach benefits patients. - Addressing stigma
through psycho-education is a key factor in breaking down barrier to access services.
Methods:
The PIMHM started with the setting up of its statute. During the discussions it was decided that the
executive board is to be made up of members of the multidisciplinary team (Psychiatric Consultant
and Trainee, Perinatal Midwife, Psychologist, Perinatal Obstetrician) as well as a service user
representative.
Furthermore, the stipulated objectives include support to service users and their infants, being and
advocate for perinatal psychiatry at a political and public level, to provide psycho-education to health
care professionals and the general public and combat stigma around perinatal mental health. More
importantly, the PIMHM serves as a platform for service users so that they may influence service
development.
Results:
The PIMHM was set up in August and has been meeting regularly. It is currently supporting a
Perinatal Support Group as well as planning to do a psycho-education talk about perinatal mental
health for the general public in Gozo. Some other projects which are currently in the pipeline include
fundraising activities, a lecture for family doctors as well as training for midwifes in attachment.
Conclusions:
Apart from supporting service users and providing adequate psycho-education on relevant mental
health issues, this project serves as a platform for service users to be central to the development of
our perinatal mental health services.

References

• Perinatal and Infant Mental Health Malta. (2018). Perinatal and Infant Mental Health Malta Statute

- 91 -

GO TO CONTENTS

MHAB181 - Andrea Saliba

12 Dec | 11:00

Presenter

• Andrea Saliba MD (Melit), MRCPsych (UK), CCT (Psych)

Title

Mental Health Malta Innovations Team

Learning Objectives

• To raise awareness about the Mental Health Malta Innovations Team
• To evaluate the service and measure outcomes in mental disorder and functioning

Abstract

Objectives:
To create a specialist community-based assessment and intervention mental health service for
hard-to-reach young people (HTRYP) aged 13 to 25 years and evaluate the outcomes (mental
disorder and social function). Background and aims Young people (YP) have the highest rates of
long-term morbidity and mortality of all patient groups. 75% of mental disorders emerge before the
age of 25. Successful access to mental health services needs to be a public health priority. 5-10%
of YP are ‘hard to reach’, being particularly vulnerable and likely to have multiple complex needs.
HTRYP can be defined as YP who are at risk, disadvantaged, marginalised and sometimes homeless
YP, who often slip through the healthcare system and are unwilling to engage with service providers.
As part of normal development, YP aged 12 to 18 years negotiate multiple transitions in most
aspects of their life. No transitional arrangements were available in Malta, less than 25% of UK
mental health services have transitional arrangements and 30-60% of YP are ‘lost to follow-up’.
Materials and methods:
A multidisciplinary team was established to provide an assessment and flexible intervention
service based within the National Children and Young People’s Service (CYPS). The inclusion
criteria included YP between 13 and 25 years and who could not be managed within the existing
CYPS, because of the intensity of interventions needed and because the YP was experiencing a
combination of complex health, mental health, and social problems.
The assessment phase included a clinical interview with a psychiatrist, a systematic assessment
by a psychologist and standardised the application of the MINI-KID. The outcome measures used by
this service included; The Health of the Nation Outcomes Scales for Children (HoNOSCA), Children’s
Global Assessment Scale (CGAS), Moods and Feelings Questionnaire and The Salford Needs
Assessment Schedule for Adolescents (S.NASA). These were administered at initial assessment
and discharge. HTRYP with multiple complex mental disorders were offered weekly intensive
individual tailored therapy.
Results:
39 YP were referred (mean age 16.2 years, M:F=2.9:1) and most received more than one diagnosis
(mean 2.43). Of these, 2 refused assessment, 5 are still awaiting initial assessment, 12 are
undergoing assessment, 7 have poor engagement and 3 disengaged during assessment and were
discharged. The assessment process has been completed in 10 YP, of which 2 were discharged as
they didn’t require intensive treatment and 8 are receiving on going individualised tailored treatment.
At pre-treatment, the mean HoNOSCA was 21.35 and CGAS 47.24 whereas the YP in the intensive
treatment group in November 2018 had a HoNOSCA of 14.43 and CGAS of 44.43.
Conclusions:
This service identified a lacuna in the service provision in Malta and has provided an in-depth
assessment and intensive treatment for a particularly vulnerable group. The majority of YP referred
were still in the assessment phase; this could be the result of the intensity of the time required for
engagement with the YP and to carry out the in-depth assessment, the staff employed to work were
only on a part time basis and the lack of space availability for reviews.
This service was able to identify a group of YP who are HTR and are suffering from multiple complex
mental disorders. This service was able to engage some of these HTRYP however these YP require
a high staff to patient ratio due to the complexity of their mental disorders and the intensity of
treatment required to meet their needs. HTRYP may benefit from a flexible YP oriented service that
includes outreach capability and a focus on engagement.
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Title

Involving Patients, carers & families in the treatment programmes: Some emerging priorities in
current psychiatric practice

Learning Objectives
Abstract

The care & management of mentally ill requires a comprehensive approach and the current evidence
supports for an active participation of the patients & their families in their care programmes. The
relationship among different stake holders in this equation is however perceived differently by
different groups. The culture of treatment, being based on experts and expertise and demanding
users to be only “compliant”, is not seen as friendly by many patients groups whereas at the same
time the professionals express some concerns about extensive involvement of patients in their
treatment programmes while they are suffering from severe forms of the illnesses.
The families & carers may also feel isolated if left alone and are not involved in the treatment for
their loved ones. However it is widely accepted from different areas of research that acknowledging
the personal experiences of users and their families and friends in planning, organizing and doing
practical work is necessary to improve both research and practice in dealing with psychiatric
problems and disorders.
This paper describes the philosophy & vision of the concept of involving patients, carers and families
in taking such measures & bringing non professionals on board during the process of offering
treatment & management to the mentally ill. The paper will also highlight some of the activities of
WPA and other international organisations in facilitating the input of patients & users in other areas
linked to treatment like research, teaching & training.
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Presenter
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Title

Improving the perceived ‘Science to Service Gap’ for physical healthcare provision of patients with
severe mental health disease - the experience from an inner-city General Practice

Learning Objectives

• To investigate the provision of care pertaining to cardio-metabolic health determinants against targets
set by national standards amongst the severely mental health disease population
• Establish methods to improve the management of physical healthcare needs in this population
• Explore the role trainee doctors can play in helping to achieve better access to care and adherence to
medical advice/treatment within this cohort.
• To provide an evidence-based approach for physical healthcare

Abstract

Individuals with severe mental health disease (SMHD) are at greater risk of mortality and morbidity
related to preventable physical health disorders compared to the general population. Multiple
factors, including social deprivation, lifestyle, and provision of health care, contribute towards this
reality. In order to improve the outcomes for individuals with SMHD, changes must be made at each
health determinant level.
Previous research has shown that basic health care services, such as chronic disease monitoring,
are either not fully accessible, or under-utilised by individuals with SMHD. A large proportion of care
for persons with SMHD is delivered in a primary care setting. Here, we aim to audit and discuss care
provision for patients with SMHD at this level, and elucidate potential provision disparity.
We specifically detail delivery of care with regards smoking cessation, lifestyle, obesity, hypertension
and diabetes, using National Institute for Health and Care Excellence (NICE) recommendations as
our gold standard of care. Our data originates from an inner-city general practice, servicing over
10,000 patients in one of the most deprived communities in the UK. The relationship between SMHD
and lower socioeconomic status is well known. Our cohort of patients, therefore, provides us with a
fair representation of care provision nation-wide.
Using the practice mental health (QOF) register, patients with an established diagnosis of a SMHD
were identified. The EMIS Health records for these patients were reviewed to screen for the cardiometabolic health determinants mentioned above. We compared the management and monitoring
targets of these determinants against national standards for primary care as stipulated by current
NICE guidelines. Patients were selected regardless of age, gender or ethnicity.
The findings have illustrated a sub-optimal standard of care with respect to the endpoints measured.
This is shown to be consistent across all the cardio-metabolic health determinants chosen for this
study. Notably, diabetes was found as a co-morbidity in 22.7% of our sample. The study found that
only 32.4% were being monitored in appropriately and 29.7% were on the correct treatment modality.
BMI was recorded in 90.7% patients with 65.6% found to be overweight and above, however
appropriate investigations were only being offered to 42.1% and ideal management being executed
in only 10.2%.
In accordance with NICE recommendations, we should be aiming to provide equal access to
evidenced based medicine to all patients. Despite this, we have identified a science to service
gap exists for those with SMHD. There clearly needs to be a more effective service delivery and
navigation of this group of patients. Through this study we intend to identify reasons why those
with SMHD have reduced physical health outcomes in primary care; and determine adaptations
to the current primary care model concerning access and utility of provisions to facilitate better
chronic disease management outcomes for patients with SMHD.
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Presenter
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Title

#STOPSTIGMA: A National Mental Health Awareness Campaign

Learning Objectives

• Increase Mental Health Awareness and Literacy
• To normalise Mental Health at all levels of society and mobilise people to understand that mental health
issues are important for all

Abstract

Anti-stigma and mental health awareness campaigns have been very popular within the last few
years within a European context. This is mainly driven by the rise in the prevalence of mental health
issues within our society. Although awareness around mental health issues have improved over the
last decade, the stigma and discrimination surrounding people with mental health problems remain
unacceptably high. This is mainly due to social perceptions of mental health problems which are
mainly dominated by negative stereotypes.
Misconceptions about people with mental health problems continue to prevail not only in the media
but also within professional and school setting as well as in the health sector mainly due to a lack of
knowledge and awareness. Unfortunately lack of knowledge often leads to speculations and false
beliefs which tend to fuel stigma. To this extent, the Department of Mental Health, Faculty of Health
Sciences, University of Malta in collaboration with the Office of the Commissioner for Mental Health
has launched a Mental Health Awareness campaign, #STOPSTIGMA.
The concept of this campaign originated from a student based project as part fulfilment of the
Bachelor’s Degree in Mental Health Nursing, during which students designed a set of posters to
enhance awareness about mental health.
A selection of these posters together with an information leaflet ‘10 Ideat żbaljati dwar is-saħħa
mentali li int tista’ tgħinna nwarrbu!’ which has been translated as part of the international mental
health campaign “Each Of Us” formed the start of #STOPSTIGMA. The objectives of this campaign
include but not limited to:
• To normalise Mental Health at all levels of society and mobilise people to understand that mental
health issues are important for all. This will be achieved by:
• Recruiting prominent individuals to act as Ambassadors for the campaign. By endorsing and
supporting this campaign through various events and media opportunities, more awareness about
mental health is generated.
• Partner with both governmental and non-governmental entities in order to promote the campaign
and mental health wellbeing.
• Dissemination of current and new campaign material using both the campaign’s social network
channels and also those of supporting partners.
• Assist in developing a mental health policy in their respective workplace.
• Provide a creative platform for all entities to come up with innovative and creative ways of how to
promote campaign/and/or the mental wellbeing of their staff & society at large
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Title

Arts based interventions in inpatient mental health services

14 Dec | 14:00

Learning Objectives
Abstract

Following the award of Il-Premju tal-President għall-Kreattivita’ for the project Hope in the Journey
of Recovery and the Premju Gieħ l-Artiġġjanat Malti – Inclusiveness and Integration through
Crafts to mental health services, this presentation will portray a nursing and occupational therapy
perspective of the involvement of art based interventions in Maltese mental health inpatient
services. These perspectives will be accompanied by a service user experience of the involvement
of art in the process of mental health recovery.
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Title

What it feels like to be a service user – report from a global survey

Learning Objectives

• To understand the service user experience within the pathway of care

Abstract

This poster summarises the findings of a global study conducted by an independent research
company in conjunction with the World Dignity Project who asked a range of service user volunteers
the following questions about their patient experience in relation to mental health.
Volunteer mental health service users were asked to recall a time when they had:
• A positive healthcare experience and the feelings that evoked
• A negative healthcare experience, what made it negative and the feelings that evoked
• Volunteer participants were then asked to imagine how the negative experience could become a
positive experience and describe this.
• What does equality of treatment mean to you, if anything?
• What does dignity in patient experience mean to you, if anything?

References

MHAB190 - Kathryn Goetzke

12 Dec | 11:00

Presenter
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Title

Innovations in Mental Health

Learning Objectives

• Feel hopeful about the global progress in mental health, exploring some of the most recent exciting
developments in the space.
• Learn about Hopeful Minds, a curriculum free and available to all that is being taught around the world,
along with the evidence we have gathered today in partnership with Ulster University out of Northern
Ireland.
• See how 7 Cups is making progress in connecting people with Peer to Peer support in mental health, for
free, and successes to date, and how they are touching lives with over 25 million users.
• Explore how Lief Therapeutics, a digital technology company with a wearable, is using HRV to detect,
manage, and treat stress real time. They have a physician platform, so doctors can monitor and
manage their clients, giving doses of biofeedback, an evidence-based approach for treating anxiety
and depression. It is also being used in clinical trials to study different treatments using HRV as a
measurement. HRV has been shown correlated to a variety of mental health diseases, including
depression and anxiety.

Abstract

Mental Health has been ripe for innovation, with a great shortage of health professionals, very
little focus on prevention, and it still highly stigmatized limiting access to treatment and funding.
Thankfully, that is all changing with innovations in the space. Hopeful Minds is a free program,
available globally, teaching children before the age of 10 the critical skills of Hope.
7 Cups, an app free and available to all, is making it possible to connect with other individuals around
the world with similar disorders. They have helped over 25 million people, with 232,144 trained
listeners in 189 countries and 140 languages. Lief Therapeutics, a wearable device, is providing
hope for an objective assessment of mental health using HRV.
With over 500 million heartbeats analysed to date, they have the first wearable that detects distress
states, intervenes with haptic feedback to stop the stress real-time, treat using an evidence-based
approach, and allow your doctor to review progress and provide doses of biofeedback based on
health data. As an objective biological test to mental health is our greatest barrier to care and a
primary cause of stigma, this innovation has the ability to transform and exponentially improve our
collective work in mental health.
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www.hopefulminds.org
www.getlief.com
www.7cups.com
https://usergeneratededucation.wordpress.com/2014/01/06/hope-and-optimism-the-other-21st-century-skills/
HRV as anxiety biomarker (~2000 patient meta-analysis)
HRVB as anxiety treatment (~500 patient meta-analysis)
HRVB in psychiatric disorders (compendium of 5 key papers)
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Presenter

• Dr Pawel Zagozdzon is an epidemiologist at Medical University of Gdansk and a psychiatrist at
outpatient clinic.

Title

Risk of death in elderly users of conventional vs. atypical antipsychotic medications and the role of
cardiovascular drugs: data-base study from Poland

Learning Objectives
Abstract

Introduction:
Recent research on elderly patients suggests that use of antipsychotics may increase risk of
hospitalization or death. Nevertheless, mortality risks reported in various publications still vary
considerably and lack consistency to allow direct comparison between individual drugs.
International authorities warned health care practitioners that certain atypical antipsychotics
(mainly olanzapine and risperidone) were linked with an increased risk for death in elderly patients
with dementia-related behavioral problems. Few observational epidemiologic studies suggested
that conventional antipsychotics may confer a higher risk of death compared with atypical agents.
The aim of this study was to determine mortality risk in elderly patients treated with atypical and
typical antipsychotics.
Methods:
We conducted a retrospective cohort study involving 26,639 patients 65 years of age or older who
had drug insurance benefits in Gdansk voivodship and who began receiving a conventional or
atypical antipsychotic medication between 2008 and 2012.
Analysis of mortality rates and Cox proportional-hazards models were used to compare the risk of
death with different groups of antipsychotic medication. We controlled for potential confounding
variables (age, sex, concomitant treatment with cardiovascular drugs and antilipemic and
antidiabetic medications) with the use of traditional multivariate Cox models.
Results:
Between 2008 and 2012, atypical antipsychotic medications were not associated with a higher
adjusted risk of death than were conventional antipsychotic medications (hazard ratio [HR], 0.99 ;
95 percent confidence interval [% CI], 0.95 to 1.04). The use of cardiac medications and antilipemic
drugs was associated with significantly reduced risk of death in this population (HR 0.88; 95 % CI
0.83 to 0.93 and HR 0.66; 95 % CI 0.58 to 0.75, respectively) but not antidiabetic drugs (HR 1.09; 95
% CI 0.96 to 1.24).
Conclusions:
These results suggest that there is no difference in risk of death between atypical and typical
antipsychotic medications in elderly population in Poland. Although the study was based on
administrative record linkage and therefore could not be adjusted for all potential confounders, its
results suggest that attention should be paid to patients with antipsychotics with regard to proper
therapy of cardiovascular diseases.
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