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of acceptance of treatment, reduction of hospital
admissions, maintaining care, reducing death by
suicide and reducing costs. However, Simmonds et
al (2001) found no significant differences in patient
psychopathology between CMHT management
and standard care.

Despite the advantages of the CMHS in reducing
in-patient hospital care and patients’ satisfaction
with the service shown in our study, collabora-
tion between the CMHS team and other mental
health services is needed for crisis and relapse
interventions, as many psychiatric illnesses are
characterised by frequent relapses. In recent years
there has been a debate between those who support
the provision of mental health treatment and care
in hospital, and those who support primarily, or
even exclusively, the provision of community care.
This dichotomy could be replaced by an approach
that integrates community services with modern
hospital care (Thornicroft & Tansella, 2004).

This study is limited by the fact that it examined
only one CMHS team, and the findings cannot be
generalised to the whole country.

Conclusion

The effectiveness of the Al Ain Hospital CMHS in
minimising the need for hospitalisation as well as
the length of stay for the enrolled patients has been
demonstrated. Patients were highly satisfied with
the CMHS. Further research is needed to assess
the continued effectiveness of this service, assess-
ing different outcome measures. Evaluations of
CMHS in other regions are needed.
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The Lagos State Government of Nigeria recently
launched its Mental Health Policy and Work Plan
aimed at addressing the mental health needs

of Lagos, one of the world’s fastest-growing
megacities, and its nearby communities. This
paper discusses the contextual basis of this
initiative, its components and the challenges
faced so far. It argues that urban centres
deserve attention in the current push towards
investing in mental health services in low- and
middle-income countries.

There has recently been concerted global action
to address the poor state of mental health services
in low- and middle-income countries (Eaton et al,
2011) but the efforts seem to be based mainly in
rural settings (WHO, 2011). The focus on rural
areas mirrors past efforts, based on the assump-
tion that access to mental health services in urban
areas is better than in rural areas. In Nigeria,
however, access is generally poor, regardless of
location (Gureje et al, 2006) and a recent study
from Sao Paulo indicated that the prevalence of
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mental disorders is high in that city (Andrade et
al, 2012), suggesting that there is a need to direct
investment also to urban centres.

Lagos, the former capital of Nigeria, is esti-
mated to have a population of 15 million and is
recognised as the fastest-growing megacity in the
world (United Nations, 2012). Lagos and its nearby
communities constitute one of Nigeria’s 36 states.
Its mental health service provision is patchy and
inadequate (Olugbile et al, 2008).

In order to comprehensively address the mental
health needs of Lagosians, in October 2011 the
State Government launched a Mental Health
Policy and began implementing a Mental Health
Work Plan. We review the Plan in terms of the pro-
gress and challenges in its implementation after 1
year.

Mental health promotion

The Plan aims to prevent mental ill health. It
includes:

e The appointment of a mental health desk officer at
the Ministry of Health. As the coordinator of the
programme, he/she will be responsible for its
running. Tasks include reaching out to stake-
holders, setting up a mental health programme
team, organising and chairing the team’s
meetings, planning and budgeting, organising
training and facilitating the release of funds for
the implementation of programmes.

e Setting wp a mental health programme team. To
be headed by the desk officer, it will have rep-
resentatives from stakeholders and relevant
ministries, non-governmental organisations
(NGOs) and professionals. The team will meet
regularly to review the programme and ensure
its implementation.

* Public enlightenment to improve the public percep-
tion of mental illness, combat stigma and encourage
treatment. This includes organising seminars
and activities for members of the public, es-
pecially women and children, about mental
disorders, as well as media activities involving
local celebrities.

* Mental health programme for children. This will
incorporate school mental health activities and
care in juvenile correction homes, including or-
ganising training for teachers to improve their
awareness of mental disorders in children and
setting up a counselling service for schools.

* Establishing trauma and disaster counselling ser-
vices. Accidents are frequent on Lagos roads;
injuries from commercial motorcycles (locally
called okada) are particularly common. Victims
of road accidents and disasters are to be offered
psychological support and debriefing by trained
counsellors, including paramedics and volun-
teers accessible through a helpline.

* Motor Park Safety Programme. This will involve
a team from across the relevant ministries and
agencies educating drivers about road safety,

traffic laws, and the dangers of alcohol and
illicit drug use in general and in driving.

* Reduction of workplace stress. A programme on
stress management is to be rolled out for civil
servants. It will include training counsellors, es-
tablishing a counselling helpline and organising
regular seminars for staff.

* Coordinate activities of NGOs operating in mental
health. A register of these organisations will be
opened and operated as part of the programme,
to help coordinate their activities.

* Suicide prevention. Education and enlighten-
ment of the public on the relationship between
mental health and suicide will be included in
educational programmes.

Primary care and access to services

The first point of contact of Lagosians with health
services is usually through private hospitals,
primary care centres and general hospitals (Olug-
bile et al, 2008). For reasons ranging from lack of
awareness of the presence of a mental illness, to
beliefs concerning supernatural causes of illnesses
that require traditional or spiritual interventions,
to fears about affordability, sufferers often present
late or fail to attend altogether. For those who are
able to access services, recognition of their condi-
tions and the interventions offered vary, with no
clear standard and process for referral to specialist
treatment.
There are three action plans:

* Training of primary healthcare (PHC) workers.
Mental health training, support and supervision
of PHC staff using the resource materials from
the Mental Health Gap Action Programme
(mhGAP) (WHO, 2011) will be undertaken.

o Full integration of mental health into primary care.
This will involve using available resources to
improve access to basic psychotropic medica-
tions, establishing systems for supervising PHC
workers and monitoring their work, to collect
data for research purposes.

e Work with private hospitals. The programme aims
to improve the ability of private hospital clin-
icians to manage mental disorders by organising
regular training for them using the mhGAP in
order to support them and standardise their
interventions and referral to secondary care.

Secondary and tertiary care

This part of the programme aims to improve
access to specialist mental healthcare. In Lagos,
the Federal Government operates a 476-bed
neuropsychiatric hospital and a small academic
psychiatric department at the University of Lagos
Teaching Hospital. The Lagos State Government
operates an academic psychiatric department and
a 12-bed facility at Lagos State University Teaching
Hospital. There are some basic psychiatric services
and undesignated admission beds at three of the
state’s 25 general hospitals. In addition, the Lagos
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State Government has a 500-bed vocational reha-
bilitation centre at Majidun, mainly for vagrant
homeless people with a mental illness. There are
also some private and military psychiatric facilities.

The existing services will be complemented by:

* Majidun Rehabilitation and Treatment Centre.
A redevelopment plan will be put in place to
transform the Majidun Rehabilitation Centre
to a psychiatric hospital to provide specialist
tertiary mental health services, including reha-
bilitation beds. Access will be on referral from
secondary care and statutory agencies.

o Improving services al three general hospitals.
Secondary care ‘psychiatric hubs’ will be estab-
lished in three general hospitals in the three
senatorial political districts of the state. They
will provide emergency services, out-patient
clinics, acute-admission beds and outreach
teams and take referrals from primary care and
private hospitals.

¢ Working in partnership with stakeholders in the field.
NGOs and private providers will be partnered
to coordinate their services and ensure that ap-
propriate standards are met.

* Training and research collaboration. There will
be collaboration with the federal institutions in
research and training. The educational curricu-
lum of the state’s schools for training of primary
care workers, nurses and medical students will
be reviewed to address inadequacies in the
mental health component.

Progress on implementation 1 year on

One year on from launching of the Lagos State
Mental Health Policy, the implementation of the
Mental Health Work plan had been slow.

The mental health desk officer and team were in
place and functional, with various activities being
implemented. Regular public lectures to create
awareness, combat stigma and fight the scourge of
drug misuse were taking place. A register of NGOs
was in place and clinicians in private hospitals
were being trained. Some private sector resources,
including those from the pharmaceutical industry,
were being mobilised to participate in activities.

The Motor Park Safety Programme had been a
success as it coincided with the implementation of
new traffic laws in the state.

A research team from the state’s teaching
hospital recently got a Canadian grant for the im-
plementation of mental health services at primary
care level using the mhGAP. A study of the preva-
lence of mental disorder among youths at four of
the state’s juvenile correction homes was being

carried out, with the aim of providing appropriate
interventions and educating staff.

The trauma and disaster counselling service
played a role in a recent disaster when a plane
crashed into a slum area in a Lagos suburb, with
several fatalities, both on the ground and in the
plane. Within 1 week, brief one-to-one counselling
was provided to some family members of the be-
reaved, witnesses of the crash and injured ground
survivors who accepted the offer.

The initial task of agreeing a redesign plan
between the Ministry of Social Welfare and
Health for the Majidun redevelopment plan had
been completed construction work was about to
commence.

The reasons for the slow implementation of the
programme have ranged from bureaucratic delays
in approving budgets and lack of adequate human
resources to general logistical problems.

Conclusion

The mental health challenges facing Lagos, the
world’s fastest-growing megacity, and its nearby
communities are enormous. The city has some
unique challenges that require novel services,
including some of the ones initiated in this
programme. Because of its large population,
interventions in Lagos are likely to affect more
people, thus our view is that the current push for
investment in low- and middle-income countries
should include urban centres. The Lagos State
Government is showing political will and commit-
ting resources to mental healthcare. It has created
an enabling environment for partnerships and
investment in the sector. Opportunities abound
going forward to engage in this process and tackle
the challenges.
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