Political buy in

PRIME Cross Country ToC

Programme Resources Capacity Building

Healthcare
organisation

approved an
avaitble at it love (a1 2.

MH Programme Co-Ordinator
in Post at the district level [d]

11
¥

Health care organisation staff are
aware of mental illness, have
reduced stigma and are willing
to engage with programme [e]

Senvice providers are
able to supervise
the programme[h]

Specialist level service providers are.
1. Aware of PHC integration and their
role in the system

2. Able and willing to provide specialist

Adequate ongoing management, monitoring and evaluation, quality control and clinical supervision s in place [f]

Identification Treatment, care and rehabilitation Long term outcome Impact
Functioning medication
supply chain [b]
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= Health information System includes
- key mental health indicators which
Mental health care plan 1.4 are routinely collected[c]
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mental health care to complex cases
3. Provide case reviews for severe or
enduring mental liness [

Specialist, primary and
community level service

Primary level service providers:
1 Am aware of menlal mness
reduced st

interface

Specialist services
facility [r

2.4 Speciaist interfaces with PHC
2.5 Service provider awarenn-siamng and anti-stigma
2.6 Service user awaren: ing and anti-stigma
2.7 Screening ami ane“ment
2.8 Psychotropic medication
2.9 Basic psychosocial support
2.10 Advanced psychosocial support
211 Continuing care
212 Health facility staff capacity building
2.13 Emotional support for PHC workers
2.14 Supervision for PHC workers

treatment [v]
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MHCP implementation components at Facility Level d;sorff; are disorders are <>
identified in willing to seek
.1 Awareness of PHC integration & new role 'Legw
2.2 Management of complex or traalmcnl uslslam cases

Community is aware of mental liness and local availabilty of treatment. Stigma is reduced and demand for mental health services increased[w]

Ceiling of accountability

Environmental, policy, social and political context of the district is monitored for modification of implementation [y]

MHCP implementation components at Community Level

3.1 Community CITEED raising
3.2 Community detection
3.3 Basic psychosocial support
3.4 Advanced psychosocial support
3.5 Peer support groups
3.6 Outreach and adherence support
3.7 Rehabiliatation and reintegration
3.8 User group mobilisation
3.9 Community capacity building
3.0 Inter-sectoral linkages
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Indicators (Data collection method*)
a. Mental health integrated into the District Health Plan (Case study: district profile);
% increase in financial resources allocated to mental health released on time and available to spend (Case study: district profile)
b. # stock outs in last 30 days for essential psychotropic medications outlined in the MHCP (Case study: facility profile)
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Mental heallh data reported in juarterly and annual health sector performance reviews in relation
aervice plans and used for ongoing planning in disriot (case stucy: district profile)
. Mental hoattn programme co-ordinator in post prior to MHCP implementation (Case study: dlsmcl profile)
g.# health care organisation staff are aware of mental illness, have reduced stigma
je with programme (Case study: district profile)
n on a regular ba: ined by the MHCP and guidclines
ing and supervision evaluation; Case study: process evaluation)
g. Adequate numbers of human resources as per the MHCP are available at primary and community levels (Case study: facility profile)
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i. Able to deliver good quality training (Case study: training and supervision evaluati

j. Mental health professionals aware of new system, configuration / new rol

s 95% of time (disaggregated by nd type M medication) (Case study:
‘Statf trained in psychosocialinterventions are avallable a the facility (Case study: facility profile)

“see De Silva et al 2014 for more detalls

Indicators (Data collection mcmod") continued
m. Satisfaction with referral system from PHC service pro
. Service users’ perception

rs (Case stuy: process evaluaton)
\d acceptabil lly of services (Cohort: qualitative)
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u. Increased number of cases detected and managed by CHW (Case study: community profile)
v. Increase in help-seeking and earlier presentation at clinic (Facility detection surve
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Decreased reported stigma by people with priority disor rt)
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