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SUMMARY. A new problem-orientated method
has been developed to identify the appropriate
management of mental illnesses in cross-cultural
primary care settings. It is designed to be used by
intermediate level health workers in outpatient
clinics in many different developing countries.
The research undertaken to develop and evalu-
ate this new method is described, and its impli¬
cations for improving the quality of mental
health care are discussed.

Introduction

SINCE 1976, the World Health Organization (WHO)
has undertaken an extensive research programme to

develop and evaluate technologies to aid decision
making in primary health care. An important part of
this research has been the development of appropriate
decision-making tools for management of mental illness
by intermediate level health workers in developing
countries. This work was started in 1977 and various
stages of its evolution have been presented as part of the
WHO collaborative study (1980) on strategies for ex-

tending mental health care.

Aim

The aim of this paper is to:

1. List the objectives of this research.
2. Outline the stages of its development.
3. Communicate the results of preliminary evaluation
studies.
4. Indicate adaptations needed for use in different
countries.
5. Outline proposals for further development of this
work.
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Objectives
Present methods of mental health training are disease
orientated and the skills which are taught are those of
the full psychiatric interview. In the primary care setting
patients have to be seen in five to 10 minutes and
students soon realize that their hospital-based training is
of little use in this situation. They also find themselves
dealing with problems and not diseases and that special
problem-orientated skills have to be acquired. Psychi¬
atric training is not management orientated, and the
complex decisions which face the primary health worker
are rarely analysed in hospital training programmes.
There is therefore a need for a new approach to
identification and management of mental illness outside
hospital.

In 1977 a WHO research programme was started to
develop and evaluate a method for the identification
and management of mental illness which would:

1. Be used in many different countries.
2. Be used by intermediate level health workers in
outpatient clinics.
3. Start with the presenting problem.
4. Identify whether the presenting problem is caused by
a physical or a mental illness, with acceptable levels of
accuracy.
5. Indicate the most effective and appropriate man¬

agement.
6. Indicate what to do when transport or drugs are not
available.
7. Identify which patients need follow-up management.
8. Outline what to look, ask for, and do at follow-up
visits.
9. Standardize management to ensure high quality men¬
tal health care.

10. Enable students to record easily the illness and its
management without the use of disease names.
11. Allow management to be adapted to local resources

and constraints.
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12. Facilitate communication between all levels of
health workers concerned with mental health care.

13. Develop and evaluate a programme to train people
to use this new method.

Methodology
The steps taken to develop this new problem-orientated
method will be briefly outlined.

7. Identify presenting problems
A study was undertaken to identify the type and preva¬
lence of presenting problems of mental illness seen in
general outpatient clinics in six countries (India,
Senegal, Sudan, Egypt, Philippines, Colombia). This
was part of the WHO collaborative study for extending
mental health care.

2. Define presenting problems
Subsequent analysis and classification identified the 32
presenting problems listed in Table 1. Care was taken to
use clearly defined terms to reduce observer variation
and to minimize ambiguity when translated into other
languages.
3. Categorize presenting problems
Each presenting problem has been placed into one of
eight different categories (Table 1). The presenting
problem is analogous to a key, and the category is
analogous to a lock. The key (presenting problem) is
used to open the lock (category) to reveal a set of
management strategies. The selection of the most

appropriate strategy will depend upon the presence and
absence of other observations. It is impossible to survey
all of the ways in which mental illnesses may present in
different cultures. However, extensive surveys of pre¬
senting problems in different cultures have not yet
identified a presenting problem which could not be
placed in one of these eight categories. Behaviour which
is normal in one culture may be considered abnormal in
another. Therefore, knowledge of local culture and
customs will be needed before deciding in what category
to place the presenting problem.
4. Define the illness
Each illness has to be defined before the most appro¬
priate management of the presenting problem can be
identified. To define these illnesses the following steps
were taken:

a) List illnesses to be managed by health worker
A consensus of agreement was obtained on the con¬

ditions to be identified by the health worker. These must
include:

(i) Mental illnesses.
(ii) Physical illnesses presenting with problems
similar to those of mental illness.
(iii) Illnesses in which the presenting problems do not

Table 1. Presenting problem categories.

Presenting problem Category
Violence to others
Violencetoself
Holds incredible beliefs
Hears or sees things others cannot

Slow response to commands or

questions
Withdrawn behaviour
Abnormal speech which does not
make sense

Unusual bizarre behaviour
Hand wringing
Unabletosit still
Does not stop talking
Runs or jumps about
Throws or smashes things
Waves arms
Shouts or screams
Other purposeless movements
Expressed fear
Continuous shaking of hands
Feels heart beating
Weeping
Faintness
Feels depressed, sad, hopeless
Loss of interest in activities
Feels he/she has sinned greatly or

deserves great punishment
Specific worries
Sleep disturbances
Many symptoms no cause found

1 Violence to others
2 Violencetoself
3 Delusional (including
hallucinations)

4 Withdrawal

5 Abnormal speech

6 Abnormal behaviour

7 Anxiousness

V 8 Depression

fit known disease patterns.
These illnesses are shown in Table 2.

b) Linkpresentingproblems to diseases
One disease may present with many different presenting
problems. However, patients do not present with dis¬
eases, they present with problems. The first question
which must be asked is "What diseases can present with
this problem?" To answer this question it is necessary to

identify all the most common physical and mental
illnesses that may present in this way. The next step is to
define each of these diseases.

c) Define each disease
In selecting diagnostic criteria, the following important
factors must be considered:

(i) Use of diagnostic criteria. Are the diagnostic
criteria to be used to identify appropriate manage¬
ment, evaluate outcome, undertake epidemiological
surveys, or record changing patterns of demand?
(iii) Level of health workers. Who will be using these
diagnostic criteria: doctors, intermediate level health
workers, or village health workers?
(iii) Place of work. Will the health worker work in a

health centre, a hospital, or in the community?
(iv) Training programmes. How long is their training
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Table 2. Mental and physical illnesses to be identified.

Drug or alcohol induced Other mental illnesses Physical illnesses

Alcohol-induced violence
Alcohol-induced psychosis
Drug-induced violence
Drug-induced psychosis

Stress reactions
Reactions to .dancing

praying
rituals

Depression.with suicide risk
.endogenous without suicide risk
-mild

Self-injury .as cultural response to problem
.cause unknown

Psychopathic behaviour
Psychosis .not associated with drugs or alcohol
Phobia

Febrile state

Hypoglycaemia in known diabetic
Post head-injury
Post epileptic state

Petit mal epilepsy
Cerebrovascular accident
Hyperthyroidism
Semiconscious due to physical illness

and what supervision will be provided?
(v) Linguistic factors. How repeatable are the ob¬
servations in English and how repeatable are they
when translated into different languages?
(vi) Repeatability. What is the observer variation in
identification of presenting problems and other ob¬
servations listed in the diagnostic criteria?

The immediate and follow-up management strategies in
optimal and suboptimal conditions were identified for
each disease. This was done before selecting the diag¬
nostic criteria. If two diseases were found to have the
same management then it might be possible to use the
same definition for both conditions. In this work no

distinction is made between schizophrenia and psychosis
(not due to alcohol or drugs) because, at this level, the
management is the same. Detailed analysis of manage¬
ment options preceded selection of diagnostic criteria.
Each disease is defined by a set of observations which

must be present, and a set of observations which must
be absent. These definitions are listed in Table 3 and set
out in the form of flow charts in Figures 1 to 8. Each
definition consists of a number corresponding to the
category into which the presenting problem is placed,
and the letters represent the observations contained in
the corresponding boxes of the flow chart; e.g. 3(a + d)
. (b + c) represents a patient who holds incredible
beliefs qt hears or sees things others cannot, and is
placed in category 3. The observations which must be
present are those in boxes (a) and (d) on Figure 3. The
observations which must be absent are those in boxes (b)
and (c). This defines drug-induced psychosis.
Some diseases have several definitions. This may be

because the definitions themselves relate to different
management options, or because they represent dif¬
ferent ways in which the illness may present. A set of
problem-orientated definitions must include every
possible mode of presentation of each condition. The
polysymptomatic presentation of each disease is an

integral part of these definitions. These eight flow
charts consist of 36 different boxes containing a total of
57 observations. These definitions are listed in Table 3

and should be interpreted with reference to the relevant
flow chart, indicated by the number in front of each
definition.

5. Develop problem-orientated code
A new code has been developed to identify the problem
category which is indicated by the first number, and the
specifically defined illness and its management indicated
by the second number. These codes are shown alongside
the disease definitions in Table 3, and at the manage¬
ment points on each flow chart. In these flow charts no

disease names are used because:

a) There is often disagreement about how to define
each disease.

b) The disease names are very difficult to translate into
other languages.
c) Some diagnostic names are dangerous. Schizo¬
phrenia is a label which has a life-long stigma attached
toit.

d) Disease names do not describe the presenting prob¬
lems or observations found at different times in the
same patient.
This code avoids all of these problems and provides:
a) A problem-orientated classification of mental illness.

b) A useful way to identify appropriate managements.
c) A way to identify the appropriate management of
patients who present with rare, unusual problems.
d) Information about the presenting problems and ob¬
servations which were present each time the patient was
seen.

e) A method of evaluating the outcome of treatment. A
change of code indicates if the patient is better, worse,
or if there is no change. This is something no disease
label can ever do.

f) An instant means of communication between dif¬
ferent levels of health worker.

Work has started to try to link these codes to the ICD
classification. The difficulty is that the ICD is disease
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Table 3. Code numbers for problem-orientated definitions.

Definition Code Definition Code

Psychosis cause unknown
2 (a + d)-(b + c)
2 (a + e)-(b + c + d)
3 (a)-(b + c + d + e + f)
4 (a + j)-(b + c + d + e + f + g + h + i)
4 (a)-(b + c + d + e + f + g + h + i + j + k)
5 (a + j)-(b + c + d + e + f + g + h + i)
5 (a)-(b + c + d + e + f + g + h + i + j + k)
6 (a + g)-(b + c + d + e + f)
6 (a)-(b + c + d + e + f + g + h + i)
7 (a + d)-(b + c)
8 (a + d)-(b + c + e + f)
Phobia
7 (a + i)-(b + c + d + e)
Febrile state (diagnose cause)
3 (a + b)
4 (a + b)
5 (a + b)
6 (a + b)
7 (a + b)
8 (a + d + e)-(b + c)
Hypoglycaemia in known diabetic
4 (a + c)-(b)
5 (a + c)-(b)
6 (a + c)-(b)
Post head-injury
4 (a + e)-(b + c + d)
5 (a + g)-(b + c + d + e + f)
Post convulsive state
4 (a + d)-(b + c)
5 (a + d)-(b + c)
6 (a + i)-(b + c + d + e + f + g + h)
Petitmal epilepsy
6 (a + h)-(b + c + d + e + f + g)
Cerebrovascular accident
5 (a + f)-(b + c + d + e)
Hyperthyroidism
7 (a + k)-(b + c + d + e + i + j)
Semiconsciousness due to organic disease
5 (a + e)-(b + c + d)
No cause found
3 (a + f)-(b + c + d + e)
7 (a)-(b + c + d + f + g + h + i + j)

2.3
2.3
3.5
4.7
4.9
5.7
5.8
6.5
6.7
7.2
8.4

7.7

4.1
5.1
6.1

4.2
5.4

5.2
*

6.6

5.3

7.9

3.4
7.10

*Not coded, further observations needed before selecting management schedule.

orientated, while the flow chart code is problem orien¬
tated. An important difference between this code and
the ICD is that this code is a management tool. It also
forms the basis for an effective, appropriate and feas¬
ible classification of mental illness at a primary care

level.

6. Identify appropriate management strategies
Management strategies must be adapted to local skills,
local resources, local constraints, and local customs.

Management options will also depend upon scientific
evidence of effectiveness and acceptability of different

methods. There is no universal 'best way* to manage
mental illness; however, each management protocol
must outline:

a) Immediate management
This may be:

(i) Optimal. Where the necessary resources and skills
are available.
(ii) Suboptimal. Here the protocol must indicate
what to do if there is no transport, drugs are not
available, or the patient fails to re-attend. These are

the real constraints which operate at a primary care
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Figure 1. Violence to others.

Attempted violence
to others

Smellsof alcohol
or
known to be drinking heavily today

Yes

No

Suspected of taking drugs known to cause
violence in past two days_

Yes

No

Follows recent tragic event
or emotional shock
or severe stress

Yes

No

1.2

1.3

1.4

Figure 2. Violence to self.

Attempted violence
to self

Follows emotional shock
or severe stress
or other worries

Yes

No

Culturally determined response to
difficult problem_

Yes

2.1

2.2

No

Holds incredible beliefs
or
sees or hears things others cannot

Yes

No 2.3

Bizarre or unusual behaviour
reported before self-injury

Yes

No

Depressed, sad, hopeless
mood before self-injury

Yes

No

2.4

2.5

level in developing countries. They greatly increase
the complexity of management decisions which have
to be made, and special training is needed to manage
mental illnesses in suboptimal situations.

b) Follow-up management
Management protocols must indicate which patients to
follow up; when and where to follow up the patient;
what to look and ask for; what to do if the patient is
better, the same, worse, or fails to re-attend. An
example of such a protocol is shown in Figure 9. It
outlines the management of a depressed suicidal patient
seen in the health centre outpatient clinic (code 8.1).

Figure 3. Delusional including hallucinations.

Holds incredible beliefs
or
sees or hears things others cannot

1.1 b | Fever
Yes Diagnose cause of

fever
No

Smellsof alcohol
or
known to be drinking heavily today

Yes

No

Suspected of taking drug known to cause

these symptoms____
Yes

No

Onset after tragic event
or emotional shock
or severe stress
within past four weeks

Yes

No

Work or family life
unaffected

Yes

No

3.1

3.2

3.3

3.4

3.5

This protocol would have to be adapted to local cir¬
cumstances, but it must indicate what to do if transport
or drugs are not available. Examples of optimal and
suboptimal management strategies have been outlined
for every condition identified on these flow charts.
However, these are only suggestions which may not be
appropriate to local circumstances. The responsibility
for ensuring they are made appropriate rests with local
workers who wish to use such a system. These protocols
are currently being adapted by local staff in countries
where field trials and evaluation studies are being
undertaken.
The development of optimal and suboptimal man¬

agement strategies based upon a consensus of local
expert opinion does much to standardize the quality of
care. It also ensures appropriate referral and utilization
of higher level workers. This method helps different
people to make safe management decisions when con-

fronted with the same mental health problems and
constraints. Finally, it can be used as a tool for evalu¬
ation of primary mental health care.

Evaluation studies

Preliminary reports of evaluation studies in Lesotho
comparing the flow chart diagnosis with the consultant
psychiatrist's diagnosis on the same patients showed a

76 per cent agreement in 60 cases (Wankiiri, 1980).
Initial evaluation in India showed agreement in 28 out
of 30 cases between nurses using the flow charts and
the consultant psychiatrist's diagnosis (Essex, 1978).
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Figure 4. Withdrawal.

Slow response to command or questions
or
withdrawn stuperose behaviour_

Fever
or
semiconsciousness

Yes Diagnose cause of
these signs

No

Known diabetic Yes 4.1

No

History of having
had afit today

Yes Diagnose cause of
fits

No

Signs of head injury
or
clear history of head injury in past 24
hours

Yes

No

Suspected of taking drug known to cause
these symptoms

Yes

No

Smellsof alcohol
or
known to be drinking heavily today

Yes

No

Follows tragic event
or emotional shock
or severe stress
within past eight weeks

Yes

No

Follows dancing
or praying
or other rituals

Yes

4.2

4.3

4.4

4.5

4.6

No

Holds incredible beliefs
or sees or hears things others cannot
or purposeless repetitive movements
or limbs held in abnormal positions for
long time

Yes

No

History of being depressed, sad, hopeless
within past four weeks

Yes

No

4.7

4.8

4.9

Further evaluation studies are currently being under¬
taken in Colombia and Egypt. It will be interesting to
compare conventional (disease-orientated) training with
this new problem-orientated method. The question
which must be asked is: "Does the mental health
training programme have measurable objectives?"

If the mental health training programme has clearly
defined and measurable objectives, it will be possible to
find out if the method of training used meets these

Figure 5. Abnormal speech.
a Speech does not

make sense

Fever
Yes Diagnose cause of

fever
No

Known diabetic Yes

No

History of having
had afit today

Yes

5.1

5.2

No

Semiconscious
Yes Diagnose cause of

semiconsciousness
No

Sudden onset of loss of use of arm or leg
at same time as onset of abnormal speech

Yes 5.3

No

Signs of head injury
orI
history of head injury1
within past 24 hours

Yes

No

Smellsof alcohol
or
known to be drinking heavily today

Yes

No

Suspected of taking drugs known to cause
these symptoms

Yes

No

Words or phrases or sounds are
irrationalor absurd

Yes

5.4

5.5

5.6

5.7

No

Patient does not
stop talking
or

threatening speech

Yes See Figure 6 for
overactivity

No
5.8

goals. The objectives outlined in this paper provide
measurable goals by which any mental health training
programme can be measured. Careful evaluation studies
need to be done to provide the evidence needed to select
the most effective training methodology. It is this
evidence which must provide the basis for rational
selection of the most appropriate method of mental
health training.

Training manual
A training manual has been written to teach trainers and
learners how to adapt and use this new method (Essex
and Gosling, 1980). The manual outlines the basic
clinical skills which must be acquired before the method
can be used. The rules for use of the flow charts are
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Figure 6. Overactivity or unusual behaviour.

Overactivity withoutviolence
to others or self
or
unusual or bizarre behaviour

Unusual or bizarre behaviour
or hand wringing
or unabletosit still
or does not stop talking
or runs or jumps about
or throws or smashes things
or waves arms

or shouts or screams
or other purposeless movements

Fever
Yes

No

Known diabetic Yes

Diagnose cause of
fever

_ 6.1

No

Smellsof alcohol
or
known to be drinking heavily today

Yes

No

Suspected of taking drugs known to cause

this behaviour
Yes

No

Follows tragic event
or emotional shock
or severe stress

Yes

No

Holds incredible beliefs
or
sees or hears things others cannot

Yes

No

Periods of complete inactivity
and
loss of awareness of surroundings
lasting less than five minutes

Yes

6.2

6.3

6.4

6.5

6.6

No

Clear history off its
\and
loss of consciousness

Yes

No

Diagnose cause of
fits

6.7

listed. Many case studies are presented describing
patients, each of whom have several presenting prob¬
lems. The student has to use these rules to select the first
appropriate category. The manual also contains many
simulation exercises and 63 cases are outlined. These
relate to actual patients seen in the six countries during
the WHO collaborative study on extending mental
health care. They provide experience in learning to use

the charts to identify the most appropriate management
in classroom and clinic settings.

Figure 7. Anxiousness.

Expressed fear
or continuous shaking of hands
or feels heart beating
or weeping
orfaintness

Fever
Yes Diagnose cause of

fever
No

Symptoms follow tragic event or

emotional shock
Yes

No

Holds incredible beliefs
or
sees or hears things others cannot

Yes

No

Depressed,
sad,
hopeless
mood

Yes f

No

7.1

7.2

7.3

7.4

Symptoms caused by specific object or

activity or situation which patient tries to
avoid

Yes

No

Symptoms dueto
specific worries

Yes

No

Eyes bulging
or

lump in neck
Yes

No

7.5

7.6

7.7

7.8

7.9

7.10

Future work

WHO is currently evaluating this new method in dif¬
ferent countries. The way in which the problem-orien¬
tated code can be used is also under study. The manual
will undergo further revision before being produced in
larger numbers for further field trials. A research
project is also being undertaken to produce a Spanish
translation which is accurate and has a high repeat-
ability in different Hispanic populations. The research
programme includes the adaptation of this work for
village health workers.
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Figure 8. Depression.

a Depressed, sad, hopeless mood
or loss of interest in normal activities
or feels he/she has sinned greatly
or feels he/she deserves great punishment
or specific worries
or sleep disturbances
or many symptoms no cause found

b Thoughts of Yes 8.1
self-destruction

No

c Follows recent tragic event Yes 8.2
or emotional shock

No

d Holds YYese e Diagnose cause of

incredible No ve

beliefs |
or f Smells of alcohol
sees or orYe
hears known to be Yes 8.3
things drinking heavily
others today
cannot No

8.4
No

g Problems in family, community, work
Conflict between hopes for work or
marriage, and achievement
Number of children in family
Isolation from relatives or friends
Behaviour of neighbours Yes 8.5
Sexual problem
Alcohol drinking problem
Work or legal problems
Behaviour of spouse or children
Infertility
Other specific worries

No

h Symptoms present for over four weeks
and Yes 8.6
prevent normal tasks at home or work

No
8.7
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Figure 9. Immediate management and follow up of 8.1.

Immediate
management Follow up

Keep under constant
observation to prevent
self-injury
Transport Yes. Refer
available

No

Antidepressant - Yes - Can attend daily
drugs available *Nurse gives drugs

No daily to patient
Cannot attend eFol low up every
daily week
*Give one-week elf symptoms
supply of drugs improve continue
to relatives treatment for 1 2

*I nstruct on how weeks
many and when elf no better after
to give four weeks refer
*Record name If not possible
and address *Consider other

elf reaction to support from
specific family, traditional
problems see healer, friends, or
8.5 religious leader

*Relatives told to
observe and
support patient
at home
*Record name
and address and eDo home visit if
date of next patient fails to
clinic visit re-attend clinic

elf reaction to elf still has
specific problem thoughts of self-
see 8.5 destruction try to

refer again and, if
not possible, try
to get drugs to
treat patient as
above
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