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CHAPTER 7PRIVATE 


SPECIAL COMMUNITY HEALTH NEEDS
Introduction

In any society there are groups of persons who require special attention from a health care system. They include those with mental health and mental retardation, native peoples, refugees, transient and homeless populations and imprisoned persons. There are also special needs, such as dental health and emergency health organization that are needed by the population as a whole. Traditionally, these special needs were dealt with through separate services which segregated them from the general health care system. Even after the initial reasons for separation are no longer relevant, tradition or vested interests of the systems sometimes continue this separation.


 The New Public Health emphasizes the importance of seeing the individual with special needs and special needs of the population in the context of the community and national health systems. This chapter addresses these special health needs, affecting particular sub-groups and the population as a whole. Some of the interventions needed to protect the health of particular groups are directed specifically toward the group at risk, such as those with mental health problems. Other activities are directed at the general population and their major effect is within one or several groups at special risk. The New Public Health advocates attention to the needs of the less privileged and seeks to assure adequate attention to the special needs groups for preventive services, but also for long term care, in the context of standards of care for the more privileged population groups and health topics. 

Mental Health


"Mental health is a complex phenomenon which is determined by multiple social, environmental, biological and psychological factors and depends in part on public health efforts to control neuropsychiatric disorders including depression, anxiety disorders, schizophrenia, dementia and epilepsy." (World Health Organization, 1996). WHO estimates that 1.5 billion people, three quarters of whom live in developing countries, suffer from one or more neuropsychiatric illnesses. at the same time, great progress in understanding behavioral, neurological and sociological factors, as well as in new methods of preventing and managing mental and neurological illness with effective medications and other methods of intervention make this are a of health need an important element of the New Public Health.


Mental illness accounts for a significant part of the total burden of disease and disability in any society. Their contribution to individual and family suffering and societal distress as well as their direct and indirect costs are enormous. Hundreds of millions of persons world-wide are affected by some form of mental disorder, varying from the relatively mild to the totally disabling. 

   
Other definitions of mental health focus on functionality of the individual. The Canadian Department of Health and Welfare, 1988 defines mental health as: "the capacity of the individual, the group and the environment to interact with one another in ways that promote subjective well being, the optimal development and use of mental abilities, the achievement of individual and collective goals consistent with justice and the attainment and preservation of conditions of fundamental equality". Donaldson RJ and Donaldson LJ define mental health as "a state in which a person is able to fulfil an active functioning role in society, interacting with others and overcoming difficulties without suffering major distress, abnormal or disturbed behavior" (Essential Public Health Medicine, 1993).


Short or long term mental and emotional problems may affect everyone to some degree during his or her life. These include a wide spectrum of conditions: anxiety, depression, isolation and loneliness, psychotic states, obsessive compulsive disorders, behavioral and eating disorders, drug abuse, delinquency, suicide and violence, alcoholism, and intra-family physical and mental abuse. These conditions affect the physical and social well being of the patient, the family and the community. Services based on waiting for the presentation with full clinical manifestation often leads to long term institutionalization as opposed to an early crisis intervention or community based approach. 
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BOX 7.1: VULNERABLE GROUPS AND FACTORS OF MENTAL DYSFUNCTION  

	PRIVATE 
Children
	Genetic factors, birth injury, fetal alcohol syndrome, low birth weight

Nutritional deficiency: iodine, iron

Poverty and psycho-social deprivation

Abuse, violence: actual or exposure to it in the home or environment 

Infectious: e.g. viral encephalitis 

Toxic exposure: e.g.lead

	Adolescents


	Sexual maturation and associated stress

Family stress, abuse, violence

Peer pressure

School, career, occupational expectations

Fear of failure

Body image: fear of obesity

Poverty

	Adults
	Poverty

Women in relation to fertility, pregnancy

Parenthood, especially single status

Abuse, physical, sexual and psychological violence against women

Occupation-related stress

Fear of aging, menopause,

Loss of reproductive function and virility

Job and status loss, loss of self esteem  

	Elderly


	Loss of spouse, friends, home

Poverty and isolation

Retirement and loss of occupational status

Deterioration of mental and physical powers

Poor nutrition: "tea and toast syndrome"

Abuse, violence

Loss of independence

Fear of dying and long process of deterioration
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Psychiatric conditions have traditionally been classified as psychotic or neurotic and by mode of presentation
. Psychoses are major mental illnesses characterized by severe symptoms such as delusions and hallucinations. These are divided into organic and functional psychoses, the organic being caused by a demonstrable physical abnormality, while the functional has no physical disease demonstrated. The functional psychoses include schizophrenia and affective or mood disorders. 


Neurotic conditions can vary in severity, but generally reflect an exaggerated response, such as anxiety or obsessional thoughts, to normal life events. These are sometimes divided into anxiety neuroses, obsessive-compulsive neuroses, hysteria and depression. Mental retardation and personality disorders have traditionally been considered separately from mental illness because they begin in early life or adolescence, whereas mental illness has a recognized onset after a period of normal functioning in adult life, but they are increasingly seen as part of a whole spectrum of community health problems and program needs. 


Mental health is influenced by many factors which are both intrinsic and extrinsic to the individual. Genetic heritage and family history of mental ill-health may be present but brought to overt symptomatology by external factors. Stress contributes to behavioral and functional problems in families and communities. Life events such as illness, bereavement, unemployment or retirement, economic stress, dysfunctional families, family violence, infidelity or divorce may trigger a social or mental breakdown and thus constitute risk factors which may help in defining preventive and intervention programs. 


Emotions greatly influence physical and mental health, by stimulating physiological and psychological responses. Some responses to stress are beneficial in preparing the individual to resolve personal problems in life, but prolonged stress may become a factor in chronic emotional status and may become a strain on physiological systems. The result is social pathologies that impair the individual and family foundation for physical and mental health.
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BOX 7.2:  FAILINGS OF TRADITIONAL MENTAL HEALTH SYSTEMS 

"Existing systems for the delivery of health care, including mental health care, have largely failed to meet the needs of most of the world's population.  Many of the systems are centralized, hospital-based, and disease oriented, with care delivered by medical personnel in a one-to-one doctor/patient relationship.  Such care is often inconsistent with the principle of social equity, particularly in developing countries".

Source: World Health Organization. The Introduction of a Mental Health Component into Primary Health Care. Geneva: WHO, 1990.
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Historical Changes in Methods of Treatment

Traditionally mental illness has been stigmatized with superstition, brutal management and treatment in isolation from the community. The methods of treating the mentally ill consisted of removal from the community into long term institutionalization, using legal and physical restraints and various forms of physical shock treatment. In the late 18th century pioneering reforms by Vincenzo Chiarugi in Italy, William Tuke (and the Quakers) in England, and most influentially by Philippe Pinel in France, stopping the practice of chaining, starving and beating patients in mental asylums. Psychiatric asylums, however, grew to be large isolated facilities for institutional care of the insane, usually under appalling conditions, and were the standard care of the mentally ill until well into the 20th century. 


In the United Kingdom, during the 19th century, local authorities were encouraged to build mental asylums and to supervise the notorious private asylums. In the Mental Treatment Act of 1930, community psychiatric clinics were established providing some alternative to the grimness of mental hospitalization. In 1948, the UK mental hospitals came under the National Health Service. 


By the 1950s mental hospital beds in the United States and many other countries equalled the number of acute care beds. Hospitalization for a mental illness was long term and often life long, with repeated readmissions and custodial treatment with little optimism for improvement or release. Therapeutic measures relied heavily on custodial care with heavy sedation, insulin and electro-shock and even lobotomy as common forms of therapy. Reduction of tertiary syphilis and other organic causes of mental illness and development of the psychotropic drugs made possible major changes in custodial policies. 



Mental health services based mainly on custodial care were felt to be costly and ineffectual service. Large custodial mental hospitals of the past consumed significant health resources. In many countries they were mainstays of mental health services with over 5 beds per 1,000 population and large total expenditures. They had few cures and produced much long-term damage in the form of institutionalized patients unable to return to normal society. 


The growing strength of advocates for mental health reform, called the mental hygiene movement and passage of the National Mental Health Act in 1946 in the United States instigated new directions in mental health care. The UK Mental Health Act of 1959 encouraged a rapid reduction in mental hospital beds from 152,000 in 1952 to 98,000 in 1975, and to 59,000 by the beginning of the 1990s. During this period psychiatric units in general hospitals increased rapidly for short term admissions. The concern that mentally ill persons are among the increase in the homeless population in the United Kingdom as well as in the United States is leading to a reappraisal of mental health policies.


Since the 1960s, release from institutional care and the return of large numbers of patients to the community required support by effective medication, follow up services in the community and other forms of therapy, as well as backup hospitalization for short or even long term care. Where the community services are inadequate, this policy can contribute to increasing numbers of homeless mentally ill persons who are unable to cope in modern society. Hospital admission rates for mental health in the United States during the period 1969-1993 declined in state and county mental hospitals but increased in short term admissions to acute care general hospital and private mental hospitals (table 8.1). 

 Table 7.1: Mental Health In-Patient Beds and Admission Rates, United States, 1969-1994
	PRIVATE 
Admissions by Type of Hospital
	1969
	1975
	1983
	1988
	1992
	1994

	Beds/10,000 population (all)
	-
	-
	11.3
	11.4
	10.7
	9.7

	Admissions to state or county hospitals
	244
	205
	 146 
	125
	109
	269

	Acute general hospital (non-federal)
	240
	257
	337
	359
	377
	138

	Veterans hospitals psychiatric services
	 68
	   86 
	 64
	 101
	 72
	 59

	Private psychiatric hospitals
	 46
	 59
	 71
	156
	186
	194

	Total (including other categories)
	644
	737
	701
	819
	830
	735


   Note: Rates per 100,000 civilian population.

   Source: Health United States, 1990 and 1996-97 and Statistical Abstract, United States, 1998. 


Mental Health Epidemiology

Mental disorders are common in all societies; an estimated 23 million persons in the United States are severely incapacitated with mental disorders, not including substance abuse. Psychiatric epidemiology has developed as a scientific discipline over the past several decades with studies of prevalence, distribution, causes and consequence of mental illness.  


In the mid-1950s Mid-Town Manhattan study which defined the population 

as: well 19%, mild symptoms 36%, moderate to marked symptoms 45% and severe to incapacitated 10%. Studies carried out in other western countries show rates of clinical depression of between 4.5 to 7.2% in Finland and cities such as Athens, Canberra and Camberwell (UK). In 1985, mental illness accounted for 29% of all hospital bed occupancy in the United Kingdom and 4% of hospital admissions. Studies in the UK indicate that between 25-30% of patients visiting general practitioners have important or exclusively psychiatric causes for their presenting condition, even if the symptoms are primarily somatic. 


The National Comorbidity Survey studied lifetime and 12 month prevalence of psychiatric disorders (DSM III) on a national probability sample of the adult population of the United states in 1990-1992. Nearly 50% of respondents reported at least one lifetime mental disorder, and at least 30% in the previous 12 months. The most commonest disorders were: major depressive episodes, alcohol dependance and social or simple phobias. More than half of all lifetime disorders with 3 or more disorders occurred in 14% of the total sample. Less than 40% of those with lifetime disorders were ever treated professionally. Women had higher rates of affective and anxiety disorders; men had higher rates of substance abuse and antisocial personality disorders. The prevalence of psychiatric disorders were higher than thought to be the case, with a high proportion not getting professional care. These findings suggest a need for widened outreach and integration of care for psychiatric needs within general primary care.  
Prevalence studies are fraught with difficulties in survey methods with recall and other biases in responses, diagnostic criteria and representative sampling as well as in survey instrument design. Mental health epidemiology draws on data from national registries, as well as collaboration with social scientists, epidemiologists, biostatisticians, anthropologists, geneticists and other disciplines to increase knowledge of contributory factors and to promote the search for causes. Studies of mental health among twins help to differentiate between genetic and environmental factors. Interventions are increasingly being examined for effectiveness and cost, with outcome indicators based on measurable psychometric properties.



Table 7.2: Global Prevalence of Mental and Behavioral Disorders, 1998

	PRIVATE 
Disorder
	Estimated Number of Cases

(Prevalence in 000s)

	Mood (affective) disorders

Alcohol dependance syndrome

Mental retardation (all types)

Schizophrenic disorders

Epilepsy

Dementia (including Alzheimer's Disease)

Substance abuse syndrome

Suicide (attempted)

Suicide (completed)
	340,000

288,000

 60,000

 45,000

 40,000

 29,000

 28,000

10-20,000 

  1,000





Source: WHO. World Health Reports, 1998 and WHO Mental Health program, 1999.


The World Health Organization considers mental disorders as one of the major public health problems globally with tens of millions of cases, as seen in table 7.2, accounting for approximately 10% of or years of healthy life lost (DALYs) lost in 1990, with mental ill health as relevant in developing as in industrialized societies, as a result of increasing lief expectancy, and suffering from complex interactions between the biological, psychological and social factors related to aging, poverty, war and trauma, human rights violations, limited education, gender discrimination, malnutrition and poverty. The challenge of mental illness is partly one of changing priorities in health to include this set of conditions with equal priority to physical illness. An undefined burden of mental problems are the social and economic costs to families and society through illness, lost productivity and personal financial outlays. A hidden burden is the social stigma and loss of human rights so commonly associate with mental illness. Rejection by society, families, employers, even care givers compound the isolation, humiliation and pain suffered by the mentally ill, as well as their loss of earning power and independence.    


WHO Europe estimates that at least 5% of the population of the European region suffers from serious diagnosable mental disorders (neuroses and functional psychoses), although prevalence estimates vary widely from study to study. At minimum, an additional 15% of the population suffer from less severe but partially incapacitating forms of mental distress. These affect their well-being and create the threat of more serious mental problems such as severe depression, chronic psychiatric conditions or psycho-emotional problems and life threatening behavior, such as suicide, violence and substance abuse. 

Western european countries have seen radical changes in psychiatric care over the past 20 years with a process of "deinstitutionalization" and discharge of patients previously kept in long term institutions with their reintegration into society. Development of community based treatment and support services to promote independent living, vital social and employment skills as well as backup support services has been part of this process.  

 
The US National Institute of Mental Health (internet www.nimh.gov, 1999) estimates that schizophrenia affects 2 million Americans, while 10 million are affected by bipolar disorders (depression/manic-depressive illnesses, and anxiety disorders (phobias, post-traumatic stress disorders and obsessive-compulsive disorders) together affect some 30 million and a similar number are affected by alzheimer's disease and other brain disorders. Eating disorders probably affect millions of teen agers, while substance abuse and associated co-morbidity affect millions more. With a growing trend to managed care systems in the United States, and integration of mental health into general health systems under district health services in other countries, cost-effectiveness in care is increasingly a topic of concern for health economists and health systems managers.


Mental Disorder Syndromes

Mental disorders present with a wide range of symptoms including personality change, confused thinking, abnormal anxiety, fear or suspiciousness, withdrawal from social contact, suicidal thoughts or actions, sleeplessness, change in eating patterns, outbursts of anger and hostility, alcohol or drug abuse, or simply incapability of dealing with daily activities, such as school, job, or personal needs. Mental disorders have been defined as: "A heterogeneous group of disorders ranging from exaggerated response to stressful events to altered mentation from specific neurological or genetic abnormalities" (US Department of Health and Human Resources). Chronicity is a problem which has, in the past, required long-term hospitalization, but with improved medications and management in the community, hospitalization has been reduced as the primary method of treatment. 


Organic Mental Syndromes: Organic mental disorders can produce a range of symptoms, including; decline of memory, comprehension, learning capacity, language and judgment, including the ability to think and calculate or severe dementia. Alzheimer's disease is the prominent condition in this category, but other causes of organic origin include traumatic brain damage, cerebrovascular accident, Parkinson's disease, alcoholism, Creutzfeldt-Jakob Disease, HIV, post-encephalitic disorders, syphilis and other dementias, or mental disorders due to physical brain disease. WHO estimates 22 million persons suffer from such conditions internationally. Cognitive impairment in the elderly is less than 5% under age 75, but over 40% for those above age 80. 


Prevention of brain injury, strokes, encephalitis due to vaccine preventable diseases and management of alcoholism reduces the prevalence of the dementias. Awareness and recognition of cognitive impairment in the elderly is an important function in primary care and specialized geriatric and psychiatric services. Because of increasing longevity, organic brain syndrome cases can place a great burden on families and the health care system. Support services for families caring for persons affected by organic brain syndromes are part of a comprehensive health program, and should include short term respite care, home care and long term care services. Research into organic brain syndromes should be of high priority because of the personality destruction of an increasingly large group of the population, and the resultant effects on the individual and the family, as well as the costs of health services for this group.


Substance Abuse (Mental and Behavioral Disorders due to Psychoactive Drug Use): is intoxication with substance causes physical or psychological harm, impaired judgement, or dysfunctional behavior leading to disability and harming interpersonal relationships. Dependent syndromes are characterized by the presence of three of the following: a compulsion to use the substance, physiological withdrawal symptoms, tolerance of its effects, preoccupation with the substance and persistence in using the substance despite negative effects. Substance abuse is associated with serious problems, including death from overdosage, crime to support the habit, STDs, AIDS and hepatitis transmission, social ostracism and long term brain damage. 


Substance abuse is at pandemic levels. Drug dependance syndromes are estimated by WHO to affect 28 million persons. Between 100,000-200,000 deaths occur from overdosage annually. Inhalation of volatile solvents (i.e. sniffing of glue, paint thinners, gasoline and aerosols) among preadolescents is widespread and causes death and serious brain damage. Cannabis use is extremely widespread, and new chemical formulations ("designer drugs") are appearing with death and brain damage effects. Use of opiates, cocaine and psychotropic drugs affect all levels of society in developed and developing countries, influenced by urbanization and other social stresses and promoted by powerful economic and political interests in the international drug trade. Attempts to eliminate or control drug traffic have many similarities to the long term struggles of international efforts to ban the slave trade in the late 18th and early 19th centuries against greed and the failure of many governments to take part in the issue. Needle exchange programs have been successful in reducing spread of HIV and hepatitis B and C among IV drug users is sometimes criticized as encouraging drug use.


Prevention should target vulnerable groups, especially young people, street children and women drug users. Methadone substitution is widely used to reduce drug dependency. Detoxification and long term treatment and follow-up programs are costly and frustrating, but better than the alternatives of disease, crime, social breakdown and imprisonment now common in this group.


Alcohol abuse affects 120 million people internationally.Alcohol abuse, chronic alcoholism and associated diseases of cirrhosis, cancers of the various systems and social breakdown is widespread in many countries, with resulting morbidity and mortality from trauma and violence, child and spouse abuse. Alcohol abuse during pregnancy is associated with stillbirth, premature birth and fetal alcohol syndrome. 


Strategies for reducing alcohol abuse include: increasing the price and reducing availability of alcohol, especially to adolescents, setting minimum age for alcohol purchase, legislation and enforcement to curb driving while under the influence of alcohol, restrictions on promotion, marketing and advertisement of alcohol, public education and awareness programs, and individual counselling, group therapy and self help groups, in-patient, out-patient and rehabilitation programs. 


Schizophrenia: Schizophrenia is a group of chronic conditions with episodes of psychotic illness with delusional hallucinatory thought or behavior disorders. It usually manifests itself around age 20, with distorted thinking, perception and judgment. Symptoms may include excitement, withdrawal or a catatonic state. Hallucinations can be visual or auditory. 


The disorder appears in episodes lasting a few months with interval periods of normality but is a chronic illness. It occurs in both sexes and all social classes and affects about one percent of the adult population. It is characterized by chronicity with periodic need for hospitalization. Management with current medications improves the outlook for many patients.  


WHO estimates there are 45 million schizophrenics in the world with 33 million in the developing countries. In the United States, the direct cost of treatment is estimated to be close to 0.5% of the GNP. While thought to be biological in origin, this condition is affected in course and outcome by social and cultural conditions. Acute care and long term follow-up require well integrated community and hospital services. Neuroleptic drugs such as chlorpromazine, introduced in the early 1950s, greatly reduce symptomatology and enable patients to function in the community, especially with family support and suitable community based services. 



Mood disorders: Elevated or depressed mood states affect some 340 million persons around the world at any given time, ranking as the fourth leading cause of the total burden of disease in developing counties. In the United states, the yearly cost of depression is estimated at $44 billion, equivalent to the cost of care of all cardiovascular diseases (WHO World Health Report 1997).


Mood disorders range from manic to depressed conditions, often involving both mania and depression in sequence (bipolar disorders). Depression is probably the commonest affective disorder, affecting approximately 5% of the population at any one time. Diagnosis of depression involves four or more of the following symptoms and signs: lost of interest or pleasure in normal activities, lack of emotional response, sleep disturbances (early waking, sleeplessness or excessive sleepiness), depression that is worse in the morning, loss of appetite, weight loss of 5% of body weight in a month, loss of libido and psychomotor retardation (or agitation). Severity ranges from mild to severe. Depressive episodes may be recurrent and are a major risk factor for suicide and social breakdown. Severe depression is common in the elderly. Seasonal affective disorder (SAD) is a syndrome related to darkness during winter months and is common in northern countries with long winter nights and a closed-in lifestyle. Ii is associated with high rates of alcohol abuse, heart disease and suicide.



Antidepressant drugs provide an important advance in management of mood disorders, but should be accompanied by professional monitoring. Bipolar disorder is still often treated with lithium. Patients taking lithium should have their blood levels monitored often, as the dosage needed to be effective is very close to a toxic level. Antidepressant medications along with supportive care by health providers have major potential to reduce the disabling quality of mood disorders, reducing the economic burden of these conditions on society as well as the personal suffering of patients and families. 


Primary care needs to work jointly with mental health specialists in the same setting, to ease referral and consultation with patients unlikely to present to a separate mental health setting. Awareness of mood disorders among primary care givers is of paramount importance in addressing this problem with understanding, patience, supportive therapy and referral if chronic or leading to social breakdown at work or at home. Psychotherapeutic skills are important for primary care, but requires support of specialized services. Community recognition is needed to address the widespread prevalence of domestic violence associated with mood disorders. Economic distress, unemployment, discrimination and practices which limit women's rights are all contributors to mood disorders. 


Women are more commonly affected by mood disorders, with depression especially among married women with children, probably because of social isolation and social devaluation of the role of the housewife. Post partum depression can be a precursor to chronic depressive illness with a need for support and referral to prevent chronicity. 


Neurotic (Anxiety and Dissociative) Disorders: This group includes a wide range of symptomatology and degrees of severity, including panic disorders, phobias, obsessive-compulsive disorder, anxiety conditions and post traumatic stress syndrome. Specific phobias include fear of crowds, public places, travelling, social situations, objects, animals and closed spaces. Panic conditions are discrete episodes of intense fear, starting abruptly with physical symptoms that are inconsistent with the perceived threat of a specific situation or trigger event. Obsessive-compulsive disorders are repetitive, unpleasant obsessions, causing distress or interfering with normal functioning. They include compulsive behavior such as frequent hand washing, hair brushing, cleaning, counting and so on. Some obsessive-compulsive patients find relief with the new generation of antianxilytic medications. Stress reactions may be acute or occur long after the stressful event. 


Post traumatic stress disorders (PTSDs), with flashbacks and dreams of the event reawakening painful memories, usually within six months of the stressful event or time period. These may include manifestations of depression or other affective or behavioral disturbances. PTSD, originally described related to war experience in the Vietnam war, it is now recognized as occurring in reaction after catastrophic events, such as violence, genocide, torture, disasters and sexual abuse. Public and professional awareness and sensitivity are part of health system response, in preparation of psychological support as part of disaster planning or in response to catastrophic events such as hurricanes, earthquakes, terrorist bombings (e.g. Oklahoma City 1995) or mass murder by deranged persons (e.g. Scotland and Australia 1996). 



Dissociative (conversion) disorders involve amnesia, stupor, or trance-like conditions, which have no physical cause but which are related to a specific trigger event. Preoccupation with a variety of physical symptoms, not explainable by detectable physical disorders, and refusal to accept medical reassurance are called somatoform disorders. Symptoms vary, but usually involve gastrointestinal, cardiovascular, dermatological, genito-urinary, or pain symptoms. 


Behavioral Syndromes with Physiologic Disturbance: These include eating disorders, anorexia nervosa (self-starvation) and bulimia nervosa (self-induced vomiting or purging), abuse of non-addictive substances (e.g. vitamins, antacids), sleep disorders, sleepwalking and night terrors. Sexual dysfunction syndromes include loss of sexual desire or enjoyment, sexual aversion, failure of sexual response (male and female), orgasmic dysfunction, premature ejaculation and painful intercourse. 


Prevention requires public discussion, especially in the media, and awareness among family and care givers concerning teen age psychological adjustment problems and life stress situations. The potential for conversion of normal anxieties into serious, even life threatening disorders, such as bulimia and anorexia nervosa, are especially important in adolescent care. Social norms, such as promotion of extremely thin models in advertisements, encourages these conditions. Middle aged men, who may be under stress from insecurity of employment or loss of status, may present with sleep or sexual dysfunction and are at risk for physical disease such as premature coronary heart disease events. Unemployment, loss of marriage partner or financial distress may trigger excessive psychological and physical responses that can be life threatening. Primary care services need to be oriented to detect and cope with potentially serious behavior syndrome situations in vulnerable groups and provide continuing support and referral services.

  
Personality Disorders: Personality disorders include deviations of perception and interpretation of people and events, self images and affect (i.e. mood or responsiveness). They are associated with difficulty in control of impulses and gratification of needs and manner of relating to people and situations. The symptoms are persistent, inflexible and cause distress not explainable by other mental disorders. Personality disorders range from the paranoid, or excessively suspicious, to the schizoid (i.e. emotional detachment, flattened affect, unresponsiveness, solitary life with fantasy and introspection). Emotionally unstable personality disorder involves impulsive behavior with anger and violence and difficulty maintaining a course of action not offering immediate rewards. 


Borderline personality disorder includes impulsive qualities with disturbed self-image, emotional crises, threats or acts of self-harm and chronic feelings of emptiness. The health system has a role in recognition and support of this group of disorders as it does for any significant physical illness; the consequences of such conditions can be serious for the individual, the family and society. Early recognition may help to initiate professional care and support to help these persons through critical life periods. Mutual and family support groups with professional assistance may be of value.


Disorders of Psychological Development: These include some level of impairment of speech, language, sound categorization, visual perception, attention, and activity control. They include childhood autism, i.e abnormal social communication, attachments and play appearing before age 3 with lack of spontaneity, social and emotional reciprocity and failure to develop according to mental age of peers. Early recognition and referral for specialist help requires awareness and cooperation between education and health systems. 


Behavioral and Emotional Disorders of Childhood and Adolescence: Hyperkinetic disorders include inattention, overactivity and impulsivity. They includes a variety of attention disorders such as Attention Deficit Disorder (ADD) and Attention Deficit Hyperactive Disorder (ADHD). Conduct disorders are characterized by aggressive behavior, repetitive behavior with temper tantrums, lying, stealing, use of dangerous weapons and other unacceptable behavior.


Estimates suggest that 10-12 percent of children and adolescents suffer from mental disorders, including autism, hyperactivity, depression, developmental delay, behavior disorders and emotional disturbances. A high percentage of children and adolescents who are dysfunctional with mental disorders do not receive appropriate therapy. 


Suicide is the most serious outcome of mental disorders among adolescents, with 5,000 suicides among people under the age of 25 yearly (of a total of some 30,000) in the United States. School systems and health care providers must be alert to the potential of teen age suicide. Provision of easily accessible care, specialist and family support services are needed at crucial times in the history of a disorder or disease that can lead to emotional breakdown or suicide. 


Mental Health Goals for the Year 2000

The European Region of WHO has defined a series of mental health targets for the year 2000. These are designed to improve traditional mental health services, to reduce pathological and destructive behavior, to promote social well-being and to reduce the prevalence of mental disorders. this is aloso meant to improve the quality of life of people with such disorders, to reverse rising trends in suicide and attempted suicide. Improvement in societal factors, e.g. unemployment and social isolation, that put strain on the individual; improved access to measures that support people and equip them to cope with distressing or stressful events and conditions; improved access to supportive care, both formal and informal for people with mental disorders, especially dementia; development of comprehensive community-based mental health services with a greater involvement of primary health care; special efforts to prevent health-damaging types of behavior such as substance abuse; and suicide prevention programs (WHO European Region, Targets for Health for All, 1991).


United States targets for mental health relate to increasing awareness of mental health services and reducing risks within specific target groups within the population, such as young adults at risk for suicide, homicide and other forms of violence. The US mental health targets include: 

1. Increase access to support services; 

2. Increase percentage of primary care providers taking careful history of medical and psychologic coping 
skills to over 60%; 

3. Increase proportion of those over age 15 who can identify support agencies for stress


situations to >50%;

4. Reduce suicide rate for age group 15-24 to <11/100,000;

5. Reduce injury and death from child abuse by over 25%.


Issues in Mental Health Policies


During the 1960s, depopulation of mental hospitals and reduction in traditional psychiatric hospitals took place in the United States, Canada and the United Kingdom. Canada reduced its psychiatric bed capacity by 32,000 beds, while increasing general hospital psychiatric beds. The general hospital units tended to treat mild psychiatric conditions, such as mild depression, while resources were not put into needed community based programs to serve the more severely disabled. 


Inadequate follow-up in the community increases the plight of the ex-psychiatric patient leading to exacerbation of symptoms, despondency, homelessness, alienation and suicide. Community mental health programs should include case management, rehabilitation, housing programs and other support services. These require well organized systems to avoid poor coordination, accountability, ineffective case management, high readmission rates and lack of linkages between hospital and community care systems.



Reviews of mental health programs in the past several decades have raised a number of issues, including concern for the civil rights of the mentally ill, the destructive effects of long term institutional care, the availability of new medications that enable them to be treated in the community and the high cost of institutional care. The search for evidence-based medical practice, managed care systems and capitation payment for mental health care are part of continuing debate in mental health policy. 


Community Oriented Mental Health (COMH)


Advances in drug therapy, together with concern for the negative effects of institutionalization and the low cure rates of large psychiatric hospitals prompted the development of COMH programs. During the 1960s this model for delivery of community mental health services took the form of community mental health centers, but more recently their has been a trend to increase the involvement of primary care providers in mental health care.


Mental health services should be integral parts of other health and social services in the community. Patients may seek help at any one of the services and appropriate care of the patient requires the intervention of many services. This requires development of inter-sectoral cooperation in health services and staff training in the elements of community mental health needs and services.


COMH is a programmatic approach providing links between primary health care with hospital and long term services and include social support, rehabilitation and preventive services. These services need to be developed and function as a network in order to provide the individual and the community with the appropriate level of care needed at a particular point or particular stage of an illness. 
 


The development of COMH may require different forms in a metropolitan area as compared with a small city or rural area. Services should be tailored to the setting and be comprehensive in scope to help the patient in acute need as well as one in need of long term support services, preferably within the community. Crises in the form of patient or family breakdown may require short term hospitalization in a community hospital setting, as an integral part of the service.
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BOX 7.3: COMMUNITY MENTAL HEALTH POLICY

1.  Target populations, including a commitment to care for the significantly disabled in the community to the 
maximum extent possible;

2.  General hospital psychiatric units linked to community support, with greater diversification to include holding 
beds (e.g 48 hour observation), day beds, crisis intervention, respite care services and detoxification
units;

3.  Psychiatric hospitals provide for major psychiatric and behavior disorders (e.g. dementia, brain damage, 
paranoid and severely regressive schizophrenia; the supply of such beds is continuing to be reduced, but 
this requires well-funded and coordinated community based services;

4.  Continuity of care is essential to ensure adequate maintenance of the chronically mentally ill with highly 
individualized care, needs assessment, planning and monitoring;

5.  Attention to co-morbidity e.g. of drug abuse with underlying psychopathology;

6.  Integration of mental health services with linkage to primary and other health care;

7.  Consumerism and advocacy groups help define needs of the mentally ill in peer and family 
support, self-help 
groups, income maintenance, retraining and job placement, adequate housing, and social support;

8.  Replacing dependency with independence promoting programs; 

9.  Psychiatric epidemiology provides greater evidence of prevalence of mental ill health and can compare the costs 
and benefits of different treatment approaches; 

10. Community-orientation includes outreach programs, supported housing, home services, patient and family 
support services with attention to cultural and organizational needs of minority and other special needs 
groups;

11. Case management with multi-disciplinary health care teams, with specialist and hospital back-up; 

12. Long stay accommodation in group residences with therapeutic services in the community in home-like 
units, 
day care. 

Source: WHO. Mental Health Program, website, 1999
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Community mental health involves primary care providers who recognize and manage mental health problems. Backup services of psychiatrists, psychologists, social workers and perhaps para professional community health workers trained to serve the mentally ill, particularly in minority groups or others with special needs. This requires active educational and organizational effort to link traditional mental health services with primary care. Primary care physicians and other health personnel must be oriented and trained with the various mental dysfunctional conditions, such as mood and anxiety symptoms and disorders. Primary care providers and managed care programs need to assess the needs of risk groups, such as menopausal women and pre retirement persons, as well as needed modalities of care that cannot be provided by mental health services alone. At the same time, traditional preventive and treatment services cannot function without backup mental health services. Each depends on the other. Building a community-oriented approach to mental health may require finding new ways of working together, with multi-disciplinary staffing either in the same setting or in close coordination.


Prevention and Health Promotion

Prevention requires working with risk groups and with groups with common problems where self help or a support group may be the most effective form of therapy. This will encompass a wide range of resources which take into account that social, physical and mental health are interactive. Identification of persons at risk for breakdown, such as suicide and violence, requires high levels of awareness by teachers, doctors, police, social workers, army personnel, employers and the general public. Support groups take many forms including Alcoholics Anonymous and other groups based on its format, Al-Anon for family members of an alcoholic, drug rehabilitation programs, over eater and binge eater groups, Schizophrenics Anonymous, National Association of the Mentally Ill (NAMI) representing families of mentally ill, and bereavement groups. 


Prevention programs attempt to reduce the possibility that mental dysfunction will proceed to more severe forms in which serious functional breakdown occurs. Social factors are vital in community in mental health practices. Prevention in mental health involves many aspects of patient/client care on the primary, secondary and tertiary levels. Health promotion in the mental health field involves making the public aware of a healthy lifestyle, including activity, rest, recreation and socialization and the dangers of substance abuse. Specific programs for activity and socialization should be targeted at the young and elderly. Secondary prevention involves early detection and supportive treatment, and tertiary prevention the management of long term mental illness with adequate support systems in the community. 


Primary prevention incudes prevention of nutritional deficiencies i.e. iodine, iron and vitamins; reduction of environmental contamination e.g. lead; reducing social and educational deprivation e.g. education and recreation for youth with high crime/drug abuse neighborhoods; toddler and preschool enrichment programs; promoting family support systems e.g. for single parent families; vocational and employment assistance e.g. for teen age mothers; social support for the aged and handicapped e.g social security; targeting family and social violence e.g domestic, anti-female and school violence; raising public and professional awareness and cooperation e.g education and health systems. 


Secondary Prevention requires crisis intervention by trained professionals/paraprofessionals at primary care level; social relief and support for abuse victims e.g. shelters; early diagnosis of mental health disorder including screening; early referral to adequate care by police, courts, schools, hospitals, armed forces, employers; effective treatment and follow-up, including outreach and use of paraprofessionals in COMH teams; increased supply and accessibility of crisis intervention services at the community level; use existing facilities such as hospitals for detoxification and crisis intervention; defining treatment goals and quality of care; ensure continuity of follow-up.


Tertiary Prevention requires maintaining contact with clients to monitor medications, mood, function, family and social relations; provide support, referral, assistance; continuity in care and follow-up; assisting client contact with social support network; protect/rehabilitate the patient, family and community re effects of the disorder, e.g. drug addiction; support groups and structured rehabilitation; community-based group transitional residences, half-way houses; promote independence and self support; training and provide continuing education to care givers, clients, families and the community.


Mental health research is opening new approaches to management of clinical psychiatric conditions, along with a wider recognition in the community that mental illness are real and treatable conditions. Psychotherapeutic medications and psychotherapies are effective, helping people with mental illness by correcting abnormal brain function. More research is needed to further define the relationship between the brain and behavior. New knowledge also helps establish the role of genetic and environmental factors in shaping brain and behavioral function. Great progress being made in the neurosciences and genetics helps biomedical scientists to study the inner workings of the brain and devise new methods of treating mental disorders. This will bring new hope to millions of persons and their families suffering the debilitating effects of mental illness. 

Mental Handicap


The World Health Organization defines mental disability as persons handicapped because of learning disabilities. Internationally, both scientific study and health service practice have yielded a diverse terminology. It is therefore important to properly define the term mental handicap, including the basic concepts of intellectual impairment, learning disability and mental handicap or retardation. 


Three approaches of classification include:

 1. Intellectual impairment: Low levels of intelligence as measured by developmental tests


(IQ). Ranges of impairment according to the ICD-10 are shown in the table below.

 2. Learning disability or dysfunction: Specific learning disorders, such as dyslexia, which 


are unrelated to intelligence, require specialist assessment and educational support;

 3. Mental handicap: This is graded by social maladaptation, which relates to acceptance 


and accommodation of handicapped in society.



Table 7.4: Levels of Intellectual Impairment

	PRIVATE 
Category
	Mental Retardation
	IQ Range
	Mental Age (in years)

	F70
	Mild
	50-69
	9 to under 12

	F71
	Moderate
	35-49
	6 to under 9

	F72
	Severe
	20-34
	3 to under 6

	F73
	Profound
	Under 20
	Less than 3




Source: From ICD-10, WHO.


The term mental handicap includes a wide range of causes and associated conditions. Among them are organic neurological impairment, genetic endowment, developmental or educational deprivation. Other factors which greatly influence the social adjustment of the mentally handicapped include structure and orientation of services, professional attitudes and training, employment and training practices, social and cultural expectations, family and kinship structures, as well as legislation in relationship to health, welfare, education and employment. 


Many conditions which result in mental handicapping are preventable. Prevention can be categorized into three areas:

 1. Preventive processes before conception: includes health education programs to minimize the birth 

prevalence of inherited diseases in identified families. This includes immunization against rubella, 
adequate nutrition and smoking cessation prior to pregnancy. Genetic screening and pre-nuptial 
counselling and population screening. Other preventive measures directed at processes before 
conception include the reduction of hazardous factors in the environment, such as drugs, chemical 
and radiation exposures and rubella prevention.

 2. Preventive processes during fetal life and birth: prevention targeted at the nutritional 


status of pregnant women, including folate supplements, prevention of iron deficiency anemia and 
iodine deficiency before and during pregnancy; minimizing harm to the fetus by eliminating 
alcohol intake, drugs and smoking during pregnancy; screening to detect fetal anomalies 
associated with mental retardation; good prenatal and obstetrical care to avoid fetal damage, 
anoxia and birth trauma; good neonatal care to avoid anoxia and vitamin K deficiency induced


intracranial hemorrhages; fetal monitoring in labor.

  3. Preventive processes after birth: include vaccination against communicable diseases, which


may cause brain damage; screening for PKU and hypothyroidism followed by case 
management; good infancy care and nutrition to avoid nutritional and emotional deprivation which 
can reduce psychomotor development; and strategies to reduce accidents and their impact. 


Improved knowledge of nutrition and risk factors in pregnancy and technological developments are providing improvements in such areas as antenatal detection, treatment of fetal abnormalities and genetic risk identification, so that mental retardation from preventable causes can be reduced in frequency. Down's syndrome can be reduced in terms of new cases by family planning and reduced late maternal age pregnancies and use of currently available screening methods of amniocentesis. Down's syndrome cases can also achieve higher levels of learning and social adaptation than was thought possible even a decade ago. 


Adaptation of mentally handicapped persons to living and functioning in the community is part of rehabilitation. Political, community and parental support is essential to establish and operate successful community group living and working arrangements for this population group. Public health can address issues relating to adaptation in non-institutional surroundings within the community. This requires education among employers, the general public and active promotion by the health community.

Oral Health


The term stomatology is used for dental health in some countries, derived from stoma, the Greek word for mouth. Oral health is an important element of general health status, affecting everyone. Poor dental health can cause pain and interfere with nutrition. Oral disease can progress to loss of teeth and costly treatment, yet much is preventable. In extreme cases, dental illness can result in osteomyelitis, brain abscesses, systemic infection and death. Public health has a key role to play in oral health because it has important preventive methods available to it. These include health education for oral hygiene, fluoridation of community water supplies, availability and assurance of quality standards in the dental and paradental professions.


 Ancient societies faced dental problems and sought explanations and treatments based on practical experience, with explanations that "nematodes" grew in teeth. Egyptian mummies show evidence of dental treatment. Hippocrates, and later Ibn Sinna (Avicenna) discussed hygiene for prevention of dental disease. In 1672 Russian Lekars or military doctors were trained in dental treatment for the army. Dental care was part of general medical care, but at the end of the 17th century separated into its own field. Pierre Fauchard, a French surgeon (1678-1761) described 130 diseases of the mouth and teeth and is considered the father of modern dentists. 


In 1736, artificial golden dental caps first used. Silver amalgam was first used for filling cavities in 1819. Horace Wells introduces nitrous oxide for dental then general anesthesia in 

1844. Special cements for filling cavities were eveloped in 1855, the dental drill invented in 

1870, and in 1874 the discovery that fluoride protects teeth from decay. In 1944 the US Public Health Service dental officer, reported on studies in 13 cities of relationship of fluoride to reduced caries and at higher levels, fluorosis and luoride in community water studies carried out in Grand Rapids and Kingston, New York and Brantford, Ontario, with matched cities not fluoridated showed the efficacy in preventing dental caries of 48-70%. In 1999, over 144 million Americans used fluoridated community water with fluoride levels adjusted to the recommended optimal 0.7-1.2 parts per million. 


In developing countries, as standards of living rise, increased use of sugars and candies cause a deterioration in children's dental health. Use of sugar in water or tea as a baby pacifier is common in some parts of the world and should be discouraged. Education of parents to prevent this should be part of health promotion.


The major issues in dental public health are: dental caries, periodontal disease, malocclusion and oral cancer. All of these contribute to loss of dentition with effects on general health status. The important interventions to reduce caries and periodontal disease are fluoridation of community water supplies, education in oral hygiene, reduction of sugar intake in children, regular access to dental care and dental sealants. Feeding babies sugared water or tea and allowing babies to go sleep with a bottle in the mouth can case serious tooth decay. Self care by brushing teeth after meals, regular dental flossing, regular dental checkups are major aspects of dental health and should be part of school and home health education.  


Fluoridation

Fluoridation of community water supplies reduces the number of caries and extractions in both children and adults by some 60%. Fluoride is present naturally in most water supplies. When adjusted to a level of 1 part per million, it prevents dental decay. This is one of the most effective public health interventions available. Fluoridation must be a controlled procedure since excessive fluoride in drinking water can cause fluorosis which results in staining and fragility of the teeth. Good public health practice should therefore ensure adequate fluoride levels to reduce dental caries, but avoid excessive levels of fluoridation. 


Other methods of giving fluoride include tablets, fluoride rinses, fluoride in toothpaste or fluoride enrichment of salt or milk. Fluoride tablets are a useful preventive adjunct to child health in areas without adequate fluoride in the water, but the most cost-effective method is by fluoridation of water supplies. The cost of fluoridation of water supplies depends on the size of the community served, but in the United States varies from 12-21 cents per person per year in communities over 200,000 population, to $0.60-5.41 for smaller communities. 


Fluoridation has been the subject of political and emotional controversy in many areas. This has prevented the institution of this preventive health measure universally. As time goes by, it is being more widely implemented. Fluoridation has been adopted by most of the major cities in the United States. Sixty percent of the United States population is served by fluoridated water supplies. The United States health targets for the year 2000 include one in which at least 75% of the population's community water systems should be receiving optimally fluoridated water (from 62% in 1989). By the early 1990s, more than 20 states had already reached that objective. A second goal is that 50% of all school children living in fluoride-deficient areas should be served by optimum fluoridated school water supplies. A final target is that 65% of all school children should be proficient in personal oral hygiene practices and should receive other needed preventive dental services. 


Progress in the reduction of the prevalence of dental caries has been occurring over the past several decades in countries where fluoridation has been adopted on a wide scale. Worldwide, approximately 210 million persons consume drinking water with optimal levels of fluoride. Health education, fluoride tablets or rinses when fluoridation is not available and access to dentists for assessment, cleaning and treatment is also an essential part of public health. More recently topical application of fluoride and use of plastic dental sealants, developed in the 1970s, to reduce exposure of pits and fissures in teeth to cariogenic organisms has been shown to be highly effective. 


Periodontal Disease

Disease of the oral tissues which support the teeth is described as periodontal disease. The accompanying inflammation of the gums or gingival tissue, extends to the periodontal ligament and causes the loss of the supporting bone. If control is not imminent, teeth become loose and must be extracted. The major factor in the development of periodontal disease is poor oral hygiene, especially plaque formation. Prevention of this disease should include such measures as tooth brushing and flossing.


Dental Care

Expenditures on dentist services in the United States increased from $2 billion in 1960 to $13.3 billion in 1980 and to $47.6 billion in 1996. However, as a percentage of total national expenditures on health, dental services declined from 7.3% in 1960 to 5.4% in 1980 and 4.6% in 1996. With the dramatic decline in dental caries in the child population of industrialized countries since the 1960s, there has been a tendency to increasing use of costly dental procedures. At the same time there has been a reassessment of the numbers of dentists required, whereas in the 1960s there was a continuous chorus of demand to increase the size and number of dental schools in western countries. Dental care is costly and over supply of manpower does not necessarily lower prices by competition. 


The supply of dentists is affected by demand for services, and between 1985 to 1996 the number of dental schools in the US declined from 60 to 53, and the number of graduates from 5,400 in 1985 to 3,700-3,800 per year in the period 1993-96. Visits to dentists for preventive, cleaning or restorative work is limited by economic factors and shortage of personnel in many countries. In the United States, annual dental visits for persons over age 25 increased from 54% in 1963 to 61% in 1993, varying by age group, years of education, poverty status and gender (females visit dentists more than males). Dental-related illness accounted for 6.4 million days of disability, 14.3 million days of restricted activity and a total of 20.9 million days of lost work days in 1988. Many countries with universal health plans do not include dental care as a covered benefit, largely because of its high cost. 


Dental care programs in schools and through community organizations should include education, fluoride rinse programs where the water supply is inadequately fluoridated and regular dental checkups and care. Dental sealants applied to children's teeth after eruption of the first (age 6-8) and second molars (ages 12-14) is a safe and highly effective means of preventing caries and should be used especially in areas without fluoridation.


In countries with dental health as a part of the national health program, such as in United Kingdom, priority on prevention by fluoridation of community water supplies and school fluoride rinse programs supplemented by dental sealants could reduce the need for restorative dentistry and allow for reducing dental manpower and costs. Dental nurses providing treatment, oral hygiene and education in school based programs have been successfully used in New Zealand and parts of Canada, bringing dental care to children otherwise unchecked and unserved by private dentistry.


Oral Cancer

The control of oral cancer is primarily through early detection, as well as educating the public and training quality professional dentists and other health providers regarding it's epidemiology and symptomatology. All suspicious lesions should be biopsied, especially in high risk patients such as males above the age of 40 who smoke and/or drink heavily. Health promotion emphasizing the elimination of risk factors is most important. Risk factors include smoking (especially pipe and cigar smokers), heavy drinking of alcohol, use of chewing tobacco and poor oral hygiene.

Physical Disability and Rehabilitation


Many people with disabilities need long term care. These needs will partially be met in a hospital environment, however, most care will be delivered within the community by families. Professional health care providers such as physiotherapists, occupational and speech therapists as well as medical and nursing personnel should be part of the support services. The provision of high quality rehabilitation services in a community should include:

 1. A full assessment of people with disabilities and suitable support systems;

 2. Establishing a clear care plan;

 3. Providing measures and services to deliver the care plan.

 
With so many different handicapping situations, this field is by its very nature both extensive and complex. In most countries services and legislation for the disabled have developed in a piecemeal fashion, often as the result of lobbying by social reformers. In more recent years this lobbying has been by organized groups of the disabled themselves. 


The 1975 United Nation's Declaration of the Rights of Disabled Persons, WHO's 1981 International Year of Disabled Persons and the United Nations' Decade of Disabled Persons 1983-92 reviewed legislation and programs for the disabled in member countries of the WHO European Region setting a benchmark in progress in the field. 


WHO estimates that there are 450 million disabled persons in the world, or some 10% of any given country's population. This is generally equivalent to the size of the population 65 years of age and over or to the 0-4 year old population in developed countries. The elderly and the under 5 population receive a great deal of attention in the delivery of health services and social programming. Despite progress made, the disabled are still not as high on the social agenda as these two groups in most countries. WHO has undertaken to promote political and professional awareness of the scope of the problem and unmet needs in the area, with a stress on prevention and rehabilitation. 


Principles that are common to many countries in Europe include a widespread recognition that prevention of disability is one of the most essential elements of a comprehensive approach, incorporating the classical public health definitions; primary prevention i.e. stopping the disease or injury from occurring at all; secondary prevention i.e. if the event occurs, stopping or reducing the severity of complications which lead to disability; and tertiary prevention i.e. restoring the injured person to maximum feasible physical, psychological and social functioning. Prevention of handicaps from birth injury, prematurity, failure-to-thrive, as well as injury in accidents are among the most important issues to address. 


Many countries have developed a comprehensive range of laws, activities and programs for the disabled that include prevention of disability, reduction of the severity of complications, and physical, social and employment rehabilitation, as well as support or compensation systems. In most countries there are difficulties coordinating policies, services and support systems. 


The handicaps commonly dealt with in most countries include those due to medical, accidental or occupational ill-health or injury: veterans and civilian war victims, the hard of hearing, the blind, the  mentally handicapped, mentally ill and others. National programs in addition to medical, rehabilitative and preventive health services, include income maintenance and compensation, legal rights, normal and special education, vocational training, work in protected or normal settings, housing and the physical environment, communication and transport, leisure and sport and self-help groups.

PRIVATE 

BOX 7.4:  PRINCIPLES OF A NATIONAL PUBLIC HEALTH 


PROGRAM FOR DISABILITIES 
1.  Political commitment of national, state, local governments;

2.  Multi-sectoral involvement of relevant government agencies, NGOs, media, professional, judiciary, church, 
academic, private sector;

3.  Use of legislative, regulatory and moral suasion powers;

4.  Comprehensiveness of approach;

5.  Prevention-oriented;

6.  Restoration-oriented for physical, psychological and social function;

7.  Promotes full participation and equality of handicapped in society;

8.  Promotes acceptance of the disabled in society;

9.  Promote community versus institutional care;

10. Reallocation of resources and expenditures to community-based services;

11. Local service responsibility;

12. National coordination, support and financing;

13. Participation of the disabled in decision-making regarding their needs;

14. Promotes education, employment, housing and support services;

15. Defined legal, financial and social rights;

16. Social benefits and compensation without litigation.

4
 
Prevention of road accidents, work place accidents and toxic exposures are all part of national agendas. Some countries have clear objectives with measurable targets specified for deaths, but also reflecting injury, in multi-year programs. WHO Europe in the mid-1980s sought "By the Year 2000 deaths from accidents in the European region should be reduced by at least 25% through an intensified effort to reduce traffic, home and occupational accidents". 


The United Kingdom stresses not only extensive social security legislation and support systems, but also the vital role of prevention. This ranges from nutrition and vitamin/mineral enrichment of basic foods to smoking reduction, prevention of low birth weight and perinatal mortality/morbidity, infectious disease control, workers' health and safety, accident prevention and mental health and disability legislation and compensation. The National Health Service has moved toward decentralized management through district health systems with national support. Organization of services for the disabled has evolved in this direction as well, a return to the principles of the local administration of the Elizabethan Poor Laws.


The Danish program for the handicapped has evolved through social legislation over the past 100 years, especially the Public Assistance Act of 1933. A wide range of national legislation and programs have been implemented for the handicapped. Like the UK, the Danish trend has also been to return responsibility for management of social and health programs from the central government to the county and local governmental levels, with support and service backup from national organizations and the national government. 


The Finnish low birth weight (LBW) rate of 4%; down from 5% over the past 10 years, is due in part to the 99% attendance at their maternal and child centers. Finnish pregnant women average 12 prenatal and postnatal visits. A maternity benefit of $125 is paid only to those who attend prenatal care before the end of the 4th month of pregnancy.


France has an impressively comprehensive program, which also places great importance on prevention. As an example, there is much stress on prevention of low birth weight and associated morbidity by requiring early prenatal care for maternity benefits and 20 obligatory examinations for children from birth up to the age of 6 years, including 9 during the first year of life. Screening for metabolic disorders at birth is now augmented by screening for thalassemia, hemophilia and sickle cell disease. Great importance is placed on integration of disabled children in regular schools and the social integration of handicapped adults. Income support systems are tailored to promote these objectives. For example, in order to qualify for birth and child financial benefits, prenatal and infant visits to preventive care services are obligatory in France. 


The situation of the handicapped in Russia deserves review jointly by the Ministry of Labor and Social Affairs and the Ministry of Health. The major issues in disability prevention relate to the high rates of violence, suicide and homicide, poisonings, industrial and road accidents. Besides causing high rates of mortality they cause high rates of injury and disability. Prevention of low birth weight (now reportedly 7%) and perinatal mortality and morbidity would help to reduce Russia's infant mortality rate, now double those of other industrialized nations as well as prevent disability. 



The United States health target for 1990 for vehicle fatality rates was a target of no greater than 18/100,000 population. This target was met as the rate has fallen steadily from its peak of 27.4/100,000 in 1970 to 18.8 in 1985 and 16.2/100,000 in 1996. Death from homicide, in contrast increased from 5.4 in 1960 to 10.7 in 1993, then declined to 8.5/100,000 population in 1996. Firearms related death rates increased from 14.8 /100,000 in 1980 to 15.6 in 1993, but since fallen to 12.9/100,000 in 1996. Monitoring of injuries in the US uses multiple systems including the National Center for Health Statistics, National Vital Statistics System, National Hospital Ambulatory Medical Care Survey, National Health Interview Survey, National Hospital Discharge Survey, and the Centers for Disease Control and Prevention.



Table 7.5: Burden of Injury, United States, 1995
	PRIVATE 
Episode
	Number

	Deaths
	147,891

	Hospital discharges
	2,591,000

	Emergency room visits
	36,961,000

	Reported injury episodes 
	59,127,000




Source: Health United States, 1996-97.


Progress is being made in developing national programs in prevention, care and services for the disabled. Sharing experiences from one country to another can help in defining how health and social services can be more effectively arranged in both prevent disability and integrate the disabled into society. Review of legislation and service organizations, as well as the incorporation of new medical, therapeutic and technologic innovations are part of that process.

Special Group Health Needs


In every society there are groups of people with special health needs. Indeed, a society is often judged on how it cares for its native people, its prisoner, it's homeless and others. They may be set aside from the mainstream of the society as a whole by historic, ethnic, legal or economic circumstance. They may require special attention to deal with their problems of health because they are either more dependant, vulnerable or less able to access services based on traditional medical practice.

Gay and Lesbian Health

As many as 10% of the population is estimated to be gay, lesbian or bisexual. Accurate rates are difficult to determine; societal stigmatization of homosexuality may lead to under-reporting, whereas non‑random convenience studies (e.g. patients at STD clinics) may overestimate true prevalence. Furthermore, sexual orientation may not always correlate with sexual behavior (e.g. 70% of gay men report having sex with married men and 45% of lesbians report having sex with men). Regardless of the exact figures, gay men, lesbians and bisexuals represent a significant proportion of the population. In heterogeneous societies, such as the US, the gay/lesbian population reflects the diversity of the population‑at‑large, in terms of ethnicity, religion, socio‑economic status and geography. Thus, health care needs deriving from homosexual behavior must be addressed in their appropriate social context.


Specific health problems related to same‑sex behavior include high incidence of STDs, gastrointestinal infections, and hepatocellular and anal cancer among gay men, related to oral‑anal, oral‑genital and receptive sexual intercourse. Health problems of particular concern to lesbians include high incidence of breast, ovarian and endometrial cancer related to low rates of parity and low rates of breastfeeding and oral contraceptive use. Lesbians tend to visit gynecologists less frequently, and may therefore not receive important tests such as PAP smears or mammograms. Anti‑gay violence is another serious health issue for both gays and lesbians, as are high rates of smoking, alcoholism, substance abuse, depression, suicide and cardiovascular disease, all possibly related to the stress of living in a homophobic society. 


Among the most significant and relatively easy to improve health issues for gay men and 

lesbians is the lack of preventive services and early treatment due to negative experiences with the health care establishment and fear of stigmatization by the medical community. Studies have shown that only 10‑40% of primary care physicians routinely take a sexual history from a new adult patient and only 30% feel comfortable with gay patients. Over 60% of Gay and Lesbian Medical Association members surveyed felt that homosexuals who revealed their sexual orientation risked substandard care as a result. The overall outcome is a failure to screen, diagnose, and treat important medical problems of gay and lesbian patients.


The AIDS epidemic has brought sexual behavior issues to the fore, especially for the homosexual population. However, with only an estimated 10% of US students receiving comprehensive sex education and fewer than 5% of primary care physicians routinely obtaining information regarding high‑risk activities, gay and lesbian organizations themselves have often had to fill the vacuum. Significant successes have been recorded (e.g. widespread adoption of condom use among gay men in the 1980s), but educational programs face enormous on‑going challenges. 


One target group of particular concern is the gay and lesbian adolescent population. According to the American Academy of Pediatrics, these teens:

...are severely hindered by societal stigmatization and prejudice, limited knowledge of human sexuality, a need for secrecy, a lack of opportunity for open socialization, and limited communication with healthy role models. Subjected to overt rejection and harassment at the hands of family members, peers, school officials, and others in the community, they may seek but not find, understanding and acceptance by parents and others....Such rejection may lead to isolation, runaway behavior, homelessness, domestic violence, depression, suicide, substance abuse, and school or job failure. Heterosexual or homosexual promiscuity may occur, including involvement in prostitution (often in 

runaway youths) as a means to survive. 


Thus, with the new generation as with the previous one, ostracism by society leads to those very behaviors which put both homosexuals and heterosexuals at increased risk for the spread of diseases, including Hepatitis B and AIDS. Breaking this vicious cycle will require a 

concentrated multi‑disciplinary effort, in which public health workers, primary care providers and gay and lesbian organizations all have pivotal roles to play. 

Native Peoples' Health

Both the United States and Canada provide health care for native populations as special categories under direct provision of care by federal government agencies. These populations are often segregated from the general population, with different schools, legal systems and health care systems.


The Canadian Indian population in the 16th century was approximately 222,000 persons, but disease and famine accompanying European immigration reduced this to 102,000 by 1867 (the year of Canada's Confederation). By 1941, the number of aboriginal people was between 100-122,000, but by 1988 had reached 443,884. There has been a renewal of tribal energy following disillusionment with the experience of absorption into the general society, that was marked by tragedies of epidemic alcoholism, violence, drug abuse, prostitution and social breakdown. 


Health status indicators indicated widespread alcoholism in the form of binge drinking among all age groups from children and adolescents upward. Glue sniffing, diabetes, hypertension and hospitalization rates are about twice the Canadian averages. Over the past several decades there has been a decline in mortality rates among Canadian Indian and Inuit people, but the gap with the overall population remains high. A nutrition survey carried out in 1973 and subsequent follow-up studies showed marked levels of micronutrient deficiency conditions among Canadian Indians and Inuit, with inadequate intakes of vitamins A and D, iron, calcium with high levels of iron deficiency anemia and rickets. In 1990, the relative mortality rates as compared to the total population varied from 5:1 in infancy to 1.1:1 for those over age 65. The major causes of death were in order of decreasing frequency; injury and poisoning, diseases of the circulatory system, neoplasms and diseases of the respiratory system. Suicide rates for those aged 15-24 were 5-6 times the Canadian rates for this age group.


In 1997, infant mortality in the Canadian aboriginal popuation was twice the national average, and life expectancy at birth was 8 years less than the national level. Chronic ilness, incuding iabetes, cardiovascular disease, cancer and end stage renal isease, as well as infectious diseases including tuberculosis, STDs and hepatitis are all much commoner among native peoples than the general population. Poverty, physical violence, alcohol and drug abuse are widey prevalent. 


Indian and Inuit peoples come under direct federal responsibility for health and are not part of Canada's universal health insurance program operated by each province. Services are provided by the Medical Branch of a federal department. Recent trends to decentralize management of services to the tribal council have been matched by proposals for constitutional change making aboriginal communities recognized levels of government. This has, however, not been adopted. The social problems of unemployment, poor education, alcohol abuse, family breakdown, violence and welfare syndromes plague Canadian Indians who move to the cities perhaps even more than those who remain on the reservation. 
The history of United States provision of health care to American Indian and Alaska Natives is equally troubling. Since the early 19th century, care for Indians was provided by the federal government; by military doctors up to 1849, then by the Bureau of Indian Affairs as part of the Department of the Interior until moved to the United States Public Health Service in 1954. The Indian Health Service (IHS), formed as a national health service for Indians, is administered through regional offices, providing primary and specialty care with increasing emphasis on community participation and control. 


The United States population of Native Americans and Eskimos in 1996 totalled 2.3 million persons. The Indian Health Service of the federal government provides care to some 60?% of this population. Gains in health status in reduced infant and general mortality still leaves the native peoples in poorer health than the general US population. Poor nutrition, unsafe water supplies, isolation and poor transportation, inadequate waste disposal and high rates of obesity, alcohol abuse, violence make shorten life expectancy. The United States IHS through a network of 43 hospitals and over 110 health centers and health stations. Expenditures for Indian health care however, are 60-65% of per capita national average expenditures. Life expectancy for native Americans improved from about 60 years in 1950 to 73.2 years in 1989/91. Improved infant mortality and a reduction in deaths due to tuberculosis, gastroenteritis and acute respiratory disease have been accompanied by a reduction in alcohol and violence related mortality. Diabetes (NIDDM) rates are high and increasing, as compared to the non-Indian population. Fetal Alcohol Syndrome is a large problem for Native Americans, with an estimated incidence of 2.7 per 1000 live births. The rate of FAS for Americans Indians is higher than that for any other racial or ethnic group in the United States. Increasing tribal management of health services has been accompanied by increasing tribal activity to reduce alcohol abuse and violence. Health goals for the year 2000 include reducing rates of cancer, infant mortality and alcoholism. 


In 1997, infant mortality in the Canadian aboriginal population was twice the national average, and life expectancy at birth was 8 years less than the national level. Chronic illness, including diabetes, cardiovascular disease, cancer and end stage renal disease, as well as infectious diseases including tuberculosis, STDs and hepatitis are all much commoner among native peoples than the general population. Poverty, physical violence, alcohol and drug abuse are widely prevalent. 


The aboriginal populations, initially decimated by famine and acute infectious disease and currently by alcohol abuse, violence and diabetes-related conditions, remains well below the health of both Canadian and American populations. Despite the violent record of the United States in its wars against the Indians, the Canadian record of health care may be less effective than that of the United States Indian Health Service. Federal administration and separateness from general health services have been subject to much criticism in both countries. Integration with other health services and decentralization of management with community involvement is a current trend. Federal financing of this service has stabilized while increasing local management leads to increased expenditures by this population group in the private medical market.



The prospects of the native population in the United States, Canada and elsewhere will depend on social and economic development, with a large measure of self government. In 1999, the Canadian government established a self-governing Inuit (Eskimo) territory which has authority for health, social services, education, taxation and economic rights (e.g. minerals) and many other areas accorded to Canadian provinces. This will provide and important test for this concept.
  


Similar problems appear among aboriginal populations in other countries, including Australia, New Zealand, Peru and other South American countries, Papua-New Guinea, Taiwan, African pygmies, and minority groups in the former Soviet Union. Australian aboriginals suffer from the conditions of high rates of diabetes, end stage renal disease (ten times the national rates), alcoholism, glue sniffing and drug abuse, rheumatic fever (ten times the national rates), high infant and child mortality and general social breakdown. This is a blight on the records of many countries without clearly defined health responsibility, authority and programming. The issue of health of aboriginal peoples is a serious challenge to the New Public Health in finding ways to provide equal levels of care and more importantly to reduce social gaps engendering apathy and social decay.  

Prisoners' Health

Since the mid 1980s, there have been extraordinary changes in the condition of jails and the health of prison inmates in the United States. The increase of urban decay, illicit drug use and poverty and associated epidemics has had a great impact on incarcerated Americans. Prison medical services have been transformed into outposts faced with the challenge of meeting near impossible demands.


Prisons are a growth industry in the United States with over 1.6 million prisoners in 1997. Between 1985 and 1996, the population in federal and state prisons increased from 480,568 to 1.1 million persons, while inmates of local jails rose from 256,615 to 507,044. The total incarceration rate increased from 313 to 615/100,000 over this time period. The demographic characteristics of the prison population is skewed from that of the general population. Approximately 6 percent of white males are incarcerated and 23 percent of black males are under the supervision of the correction system. About 47 percent of prisoners are African-American and a large number are young and poor.


In the 1970s, concern for the poor state of prisoner health led the American Medical Association and the American Public Health Association to conduct reviews of prison health services, recommending guidelines which provided state prison services with standards to meet and resulted in improved services in many states. Prison health services took on a more professional role, with less reliance on part-time practitioners. Voluntary accreditation of services by the American Council on Health Services Accreditation serve as an external review procedure. 


Persons in correctional institutions are at increased risk for TB because of the high prevalence of HIV infection and latent TB, overcrowding, poor ventilation and the frequent transfer of inmates within and between institutions. The recent emergence of multi-drug resistant TB as an important opportunistic infection of HIV-infected persons underscores the need for improving infection control practices. Specific control measures in correctional facilities should include:

  1. Regular and systematic screening of inmates and staff for HIV and TB. Those that test 


positive should be eligible for preventive therapy.

  2. Rapid identification, isolation and treatment of suspected cases of TB.

  3. Directly observed therapy as well as rigorous follow up and record keeping to ensure 


completion of treatment.

  4. Follow up to assure continuity of care both inside and outside the correctional facility.


Prisoners are also at risk for sexually transmitted diseases. Both male and female prisoners may be subject to physical or sexual assault or intimidation by fellow prisoners and staff. Prison medical services should have screening and treatment capacity as well as powers to assure protection of vulnerable prisoners, such as segregation of young prisoners from potentially violent or long term inmates. 


In the 1990s, US federal legislation mandating life sentences for repeat offenders ("three strikes and out") increased the number of elderly prisoners ineligible for parole. As larger numbers of inmates spend longer periods in prison, there is a need to regard prisoner's health as part of that of society as a whole. Adequate attention to this problem requires a more informed public health policy. The prisoner population, if poorly managed from a health point of view can spread disease such as tuberculosis, hepatitis B or HIV infection to prison and medical staff and to society when released. The increase in tuberculosis in Russia since 1990 is in part related to large scale release of prisoners following perestroika in the 1980s.  


The need for mental health services in prison is great and growing. The deficiency of community mental health services has accelerated the movement of individuals from the street to the penitentiary. A study by the National Association for Mental Health found that 25 percent of prisoners admitted were psychotic, with another 14 percent manifesting some psychotic symptoms. Mental illness may be responsible for a large part of violent behavior and violent crime. There is a need to combine jail treatment facilities with rehabilitation programs.


Ethical issues in prisoner health include torture, rape, murder, starvation, unethical medical experimentation and inadequate medical and psychiatric care. The Nuremberg and Helsinki Codes of medical conduct in medical experimentation are internationally accepted standards. The Geneva convention related to war and military occupation conduct are also accepted standards often ignored, but still a basis for judgment. Abuse of prisoners in civil war situations such as in Bosnia in the mid 1990s, reached genocidal levels with massacres, starvation and rape applied widely. The health community in any country or conflict situation has a professional obligation to monitor care of prisoners and play an advocacy role in times of peace and of civil war.

Migrant Population Health

In many countries large numbers of persons and families move with seasons for farm or other temporary work. They lack stable social environments and support systems and are often dependent on exploitative employers willing to provide only subsistence wages and minimal housing or sanitary conditions, and a possibly hostile surrounding community. This group includes migrant and seasonal farm workers, miners, foresters or building workers who often live away from their families for extensive periods of time. 


In the United States, this phenomenon is widespread. The Migrant Health Program of the US Department of Health and Human Services estimates the size of the population of migratory workers at 1.5 million and another 2.5 million persons work as seasonal farm workers. The majority are married with children so the total size of the population including dependents is much larger. most of these families are living below the poverty line and despite being eligible for some assistance but commonly do not receive it, so they lack health insurance. They are exposed to poor sanitation, and housing conditions, pesticides and infectious diseases. 


They are of mixed ethnic origin, including white Americans, Hispanic, Haitian and Jamaican. Immigrant groups, such as Haitians, Mexicans and Filipinos have high rates of tuberculosis and their work in agriculture may lead to disease transmission to other farm workers. Migrant farm workers are approximately 6 times more likely to develop TB than the general population of employed adults.


Migrant farm workers may bring their families with them to poor housing encampments operated by their employers with poor sanitation conditions and limited access to food and other necessary supplies. Arrangements for health care, schooling and recreation are likely to be inadequate. Migrant workers in urban settings are frequently single men, who may have left families at home and who are brought into a foreign country for specific work in agriculture, construction or mining. Women workers are often brought in for housekeeping or as sex workers. Professional migrant workers in nursing medicine, computers and other skills are also common in many parts of the world. People living in a foreign culture as contract workers are subject to abuse and exploitation as well as social isolation with associated mental stress, violence and STDs. 


 They are more likely to live in poverty, unsanitary and crowded living conditions, with lack of medical care. In addition, they generally lack the necessary documentation for establishment of legal residence status. Nutritional problems of iron deficiency and stunted growth are common as well as micronutrient deficiency conditions such as vitamin A. Dental disease is common in migrant families and access to medical and dental care is usually lacking. Injury and deaths from work accidents is high among farm workers. Agricultural workers are the occupational group with one of the highest mortality rates (37/100,000 agricultural workers) from work related injuries (see chapter 9).


Some studies indicate a high prevalence of syphilis, HIV-infection and TB among migrant workers which underscores the need for public health professionals who are trained to respond to health care needs within the migrant worker population. These studies led to development of cross training for public health workers on STD's, including HIV-infection, TB and other communicable diseases among migrant farm workers. 


Migrant workers are an international phenomenon. In Europe, large numbers of "guest workers" provide unskilled labor in agriculture and the building trades primarily to the wealthy economies which over several decades imported workers from poor countries in North and sub-Saharan Africa or eastern Europe. This has created long term social and political problems for workers and their families, who are often subject to ethnic resentment, violence and cultural adaptation difficulties. Public health agencies should supervise living conditions and arrange preventive and treatment services with screening for common diseases in this population group.

Homeless Population Health


Homelessness due to poverty and lack of low rental permanent housing has become a common problem in urban centers, in both industrialized and developing countries. It is increasingly capturing attention in the media because of the contrasting lifestyles of the homeless and the wealthy population. Depending on how "homeless" is defined, WHO estimated in the 1997 World Health Report that there are between 100 million - 1 billion homeless people worldwide. An estimate suggests that as much as 7.4% of the US population has experienced homelessness at some time in their lives. Long-term street dwellers are at great risk for health problems.


Health care, especially preventive, is not a priority for homeless people. Instead, many of their resources, such as time and money, go toward securing a safe, warm and dependable place to sleep, toward purchasing food, and in some cases, drugs and alcohol. 


The global pandemic of homelessness is the result of the lack of affordable housing, unemployment and the deterioration of social services and support. The homeless do not "choose" to live on the streets, rather they are often victims of circumstance. It is often argued that homelessness is the result of de-institutionalization from mental institutions, and some estimates of the percentage of homeless individuals suffering from mental illness range from 25-50%. It is difficult to gauge whether homelessness causes mental illness or vice versa, but it is clear that the two combine to produce a vicious cycle whereby mentally ill individuals face greater barriers to housing and employment, which serves to perpetuate illness and insecurity. 


Surveys of health problems faced by the homeless show that rates of both chronic and acute diseases are extremely high. With the exception of stroke, cancer and obesity, homeless people are far more likely to suffer from every category of chronic health complication. Because of the transient nature of the population, conditions which require vigilant care and attention, such as TB, are rampant. This, of course, has grave dangers for the public-at-large. Along with prisons, homeless shelters account for a large percentage of TB cases in the industrialized countries. Other health problems include frostbite, leg ulcers, burns, respiratory infections, STDs including HIV, and trauma from muggings, beatings and rapes. Homelessness precludes good nutrition, shelter, warmth, security, personal hygiene and basic first aid. The homeless will often have poor access to care until the medical condition is dire.


As the members of this group are often uninsured, access to health care services is compromised by cost and distance. One of the most effective means of serving this population is through mobile health units. In Washington, DC, among other US cities, "health vans," coupled with mobile "soup kitchens", operated by charitable organizations, provide nutritional and medical services to the homeless. If conditions are severe enough to warrant more substantial care, the individual is encouraged to enter a city or private homeless facility, or may be referred for medical care. These provide medical care, a hot shower, a place to stay the night and hot meals. The role of NGOs and charitable organizations is important in helping the homeless to survive. Clearly though, these are only temporary solutions to the millions of homeless people worldwide living in dangerous conditions.


Homeless female-headed families with young children may occur from family breakdown due to an abusive spouse, mother's use of drugs and alcohol, pregnancy, migration, or the collapse of an economic base of the family with eviction from a stable home. Homeless runaway children or teenagers are vulnerable to serious social and health consequences, including violence, substance abuse, suicide and high risk behavior, resulting in unwanted pregnancies, STDs or HIV infection. In many developing countries, homelessness and poverty provide a source for sale of babies, organs and children for prostitution. 

 
Homelessness is a public health problem, mainly to the homeless themselves, but also to the community around them. Solutions, like those for many other social problems, are complex and costly. The root issues lie at conquering the common characteristics of homelessness: poverty and the inadequate supply of permanent housing. Reintegrating the homeless into mainstream society requires community-based treatment and social services. This means client engagement, case management, housing options, long-term follow-up and support. Vocational training and employment opportunities may be the key. Until such help is available, homelessness will continue to cause much suffering as well as strain the public health system which tries to care for this population.

Refugee Health


An estimated 35 million persons have fled their countries as refugees or have been displaced internally in the mid-1990s. Of some 20 million cross-border refugees, about 14 million are in Africa, Southwest Asia or in the Middle East. The mass exodus of people from their homelands can be the result of ethnic or religious persecution, political conflict, war, civil strife or political conflict, environmental degradation or conflict over economic resources. Annually, millions of persons abandon their homes, farms, regions or countries in search of food and water, employment or security.


 The ability of a country to cope with a sudden mass refugee situation depends on the function of the state infrastructure and basic services, the security situation, and prior planning for disasters. Appropriate and timely response depends on local strengths in these areas, with international assistance as a backup for needed supplies and services. Effective relief services must be primarily based on the establishment of security, shelter, clothing, sanitation, safe water and food supplies, family re-integration, personal preventive services and treatment services. Education, family planning and longer term health services are part of any relief program when the refugee situation continues.


The United Nations High Commissioner for Refugees (UNHCR) attempts to monitor and coordinate refugee assistance needs and relief services. UNHCR estimates the global refugee population at the end of 1997 at some 12 million persons, a decline of 1.2 million from 1996, mainly in Africa.  Almost 900,000 refugees were repatriated during 1997, spontaneously and with UNHCR assistance. The 1999 Kosovo refugee crisis has added almost 1 million persons to the roster of refugees as a result of ethnic cleansing policies of the government of Serbia. 


The acute phase of a refugee situation, discussed under man-made or natural disaster relief, may become a long term situation which imposes a different set of problems. The drama of the acute phase may become an international media event with many countries and NGOs offering assistance, relief supplies and even financial contributions. Longer term refugee situations require help which places more responsibility on UNHCR and NGOs such as the International Red Cross, Medicins sans Frontieres, Catholic Relief Services and others (see chapter 2). Long term refugee centers require all the basic services of any population group, with the additional factor of the risk of collapse of sanitation, nutrition or health services following political change or further disaster.The Kosovo crisis has brought together international efforts of UNHCR, the North Atlantic Treaty organization and many international NGOS, with bilateral and public assistance with finances and essential survival materielle, but the solution to the massive displacement is being pursued through military and political action to force the home country to repatriate the refugees.  

Military Medicine


Military medicine has played an important role in the development of surgery and related skills, and public health. Roman military success was aided by skill in preventive health measures through hygiene and camp discipline no less than in care of wounds and basic military organization and discipline. Armies and navies depend on medical and nutritional support to maintain health and ability to perform missions assigned. The mandatory use of limes for British sailors following the epidemiologic breakthrough of James Lind, established the necessity of nutritional support and discipline to maintain function and competence of the individual and the unit. The American army adopted mandatory vaccination soon after Jenner's method became known. Innovations in public health by military personnel  during the 19th century were numerous, from Ronald Ross' work on the malaria parasite, to the conquest of yellow fever by the United States army in Cuba in 1901.


Armed forces are part of national responsibility and health issues related to the military have an important place in public health. While armed forces recruit people in apparent good health, conditions of service may cause disease both in peace and wartime. Military medicine emphasizes prevention to maintain the health of personnel who will be placed in hazardous conditions for disease and injury.


Death from disease outweighed deaths in battle in most armies until the early part of the twentieth century, as seen in data from the United States armies from the Civil War to the Vietnam War. Awareness of the predominance of disease in army casualties was a major contribution of Florence Nightingale from the Crimean War. Military medicine has contributed to the development of emergency medical care bringing enormous benefit for the civilian sector, including innovations in medical adaptations from military technology such as the ultrasound.


Table 7.7: Deaths from Disease and Battle Injury, United States Army, 1860-1975
	PRIVATE 
War
	Disease (D)
	 Battle Injury (BI)
	D/BI

	Civil War (north) 1861-1865
	199,720
	138,154
	1.5:1

	Spanish American War 1898
	1,939
	369
	5.3:1

	Philippines, 1899-1902
	4,356
	1,061
	4.1:1

	World War I, 1917-1918
	51,447
	50,510
	1:1

	World War II, 1941-1945
	15,779
	234,874
	1:10

	Korean War, 1950-1953
	509
	27,704
	2:100

	Vietnam War, 1961-1975
	1,433
	30,900
	5:100


  Source: Adapted from Lesters L,J, Llewellyn CH. Military Medicine in, Last JM. Macxy-Rosenau's Public Health and 
Preventive Medicine, Appleton Lange, 1992. 


Protection of troops from disease requires assurance of immunization to prevent diseases that could easily be transmitted in barracks or shipboard living conditions. This may include updating childhood vaccinations, boosters of diphtheria and tetanus, hepatitis B, influenza, polio, measles, mumps, rubella, meningococcal meningitis and hepatitis A, anthrax and others depending on location of service. Antimalarials and other preventive measures are used depending on location of service. 


Nutrition, protection from food-borne, water-borne and vector-borne diseases, prevention of training and motor vehicle accidents, suicides, exposure to toxic materials, contact with STDs and HIV exposure are among the many issues of peacetime armed forces. Violence and brutality are frequent issues in the training period as are suicides. Officer and non-commissioned officer vigilance, accountability and medical surveillance are required.


Prevention of war is the surest method of preventing related military and civilian death and injury. In war, battle casualty prevention depends on armaments, skill in their application, discipline and leadership. Medical support in the field, evacuation and triage, and rapid transfer with life support systems to medical centers is crucial to keep fatality:injury rates low and save many young lives. Organization of medical services from the medic on the battle field to the evacuation post and the base hospital requires skilled organization and management with assurance of adequate supplies of everything from water and food to diagnostic and treatment resources. 


Casualty management to conserve fighting strength is based on prevention and collection, treatment and evacuation of casualties in a manner that supports morale of the troops and prevents complications or death following injury. Triage or sorting is based on providing the best one can for the most patients under the circumstances. Triage categories include: Urgent cases requiring airways, chest tubes, hemorrhage control and replacement therapy to prevent immediate death; Immediate are life threatening wounds temporarily stable but requiring surgery within a short time and a good chance of recovery; Delayed are injuries that can be cared for successfully 8-16 hours after the injury; Minimal, or superficial wounds requiring minor surgery, fractures setting, or observation; Expectant, are mortal wounds with little chance of survival.


Conditions of potential atomic, biological and chemical warfare require 

special preparation, and above all prevention. The potential exists and preparation for its effects on health of combat units and civilian populations are part of this special field of military medicine, and indirectly, public health.

Health Protection in Disasters


Natural and man-made disasters are frequent occurrences and have important implications for public health. Natural disasters are naturally occurring extreme events which can cause excess morbidity, mortality among the population, and damage to the physical environment. This includes earthquakes, floods, hurricanes, draught, blizzards and volcanic eruptions. The term disaster also includes a wide range of events including war, industrial accidents, terrorist incidents and others. Disasters are often classified into "man-made" and "natural" and of "sudden" or "slow" onset. The distinctions are often blurred, since a natural disaster may be the result of inappropriate policy decisions such as a drought occurring in an area made vulnerable by political or policy actions. In semi-arid areas with a delicate food balance and chronic under-nutrition, a modest natural disaster may tip the balance and cause wide scale suffering and malnutrition.


The accumulated experience of disaster relief management has been enhanced in the past several decades by improved technology in communications and transportability of air-mobile supplies of tents, blankets, food, chlorinators, generators, hospitals and food, but also in medical care such as in vaccines, oral rehydration therapy and antibiotics.


Disasters require highly professional and aggressive response based on inter-sectoral cooperation. This can be a matter of life and death to large groups of people. Disasters can occur in the midst of an urban metropolis or in a remote jungle. The details will differ, but meeting basic human needs is common to both settings. The issues of limiting further death and injury, protection, safety, water, food and shelter come first in priority. Organized prevention in the form of sanitation, and management of the most common health problems such as diarrhoeal diseases, acute respiratory diseases, measles and other diseases associated with poor sanitation such as hepatitis, typhoid, cholera and polio is needed. Dysentery, malnutrition and measles outbreaks can kill large numbers of debilitated children and the elderly.  Post-traumatic syndrome can be dealt with as part of a community-oriented support program with involvement of the population affected as health aides.


Epidemiologic monitoring of death, injury and disease is usually difficult because of the chaotic events associated with disasters. Monitoring of the process and epidemiologic patterns provides information for intervention and lessons which can be important in planning and management of future crises. Monitoring admissions to hospitals indicates morbidity patterns for specific diseases such as typhoid fever and viral hepatitis. Such was the case during the 1980 earthquake in southern Italy causing water contamination. Cholera is also a serious danger in disaster situations as occurred in the Rwanda refugee disaster. Contamination of limited water supplies makes this one of the most urgent aid issues with pumps and portable chlorinators as basic equipment needs. Tents and food distribution facilities may need to be protected by armed guards. 


Intervention by aid agencies should include the potential for vaccination against measles, poliomyelitis and sustaining regular DPT vaccination, among with vitamin and iron supplements 

if the return to normal conditions is delayed over months. Typhoid and salmonellosis are combatted by sanitary and case management approaches. The absolute necessity of potable water and oral rehydration therapy on a large scale was demonstrated in the Rwanda disasters of 1993-94.

PRIVATE 

BOX 7.5:  DISASTER PLANNING ISSUES

1.  Treat and evacuate the injured;

2.  Limit further death, injury and disease;

3.  Assure safety/protection/security/public order to coordinate interventions of police, army, official health 
agencies, local and international NGOs;

4.  Provide safe food, water and shelter;  

5.  Provide sanitary facilities and prevent environmental hazards;

6.  Epidemic control/prevention and treatment of communicable diseases e.g. diarrhoeal disease, ARIs, 
measles, hepatitis, malaria;

7.  Provide ongoing medical care for the injured and sick;

8.  Mobilize and coordinate all local, state, national, international aid;

9.  Prevent malnutrition, micronutrient supplements;

10. Maternal and child care for pregnancy, delivery, infancy, childhood;

11. Monitor disease and epidemiologic surveys;

12. Mobilize health aides among affected population;

13. Early restoration of normal functions e.g. family, health care, work;  

14. Prevent post-traumatic stress syndromes;

15. Assess, evaluate monitor and report the process and lessons learned;

16. Survey, document, publish and follow-up;

17. Educate e.g. temporary preschool, school activities ;

18. Employ able bodied persons e.g. participation in refugee care activities;

19. Rapid return to homes and rehabilitation;

20. Review experience and plan for potential future disasters.

5

Over longer periods, nutrition monitoring of child weight and height for age may be done on sample populations to assess the effects and changing situation. Disaster relief should include the possibility for vitamin and iron supplements for children to offset the damage of food deprivation. Provision of food staples is a high priority along with shelter and water, but the bulk shipment required may overwhelm even developed countries ability to cope with local disasters. 


Secondary damage from unsanitary conditions can spread infectious disease. This is aggravated by food deprivation, lack of water and sanitary facilities. The large numbers of refugees from civil war and ethnic massacres seen in the 1994 Rwanda refugee situation resulted in massive loss of life. International or local relief efforts may be overwhelmed and hampered by lack of coordination. Planning refugee camps in disaster situations must take into account natural drainage, water sources, access roads, separation of sanitary facilities including latrines and garbage disposal with safe areas for food and water distribution. 


Documentation of disaster experience is essential to improve efforts in future situations and although lessons may be absorbed slowly, they are part of the development of public health. Disaster planning is an essential component of public health agencies at the national state/provincial/regional levels and at local health authority levels. Coordination with police, army, civil defence, hospitals and many other local agencies as well as international relief agencies is fundamental to coping with disasters. Preparation of protocols for operating procedures with drills may make a large difference in outcomes. Although disaster situations are unique they have common features relevant to planning, adapted from documentation of trial, error and experience.

Table 7.8: Recent Disasters - Man Made and Natural
	PRIVATE 
Location

	Type
	Year
	Effects

	Guatemala
	Earthquake
	1976
	23,000 deaths, 77,000 injured, 1.2 million affected

	Serveso, Italy  
 
	Chemical factory explosion
	1976
	17,000 evacuated

	Cambodia
	Genocide, political
	1979
	1-2 million deaths

	Bhopal, India
	Chemical leak 
	1984


	2,000 deaths; 70,000 evacuated

	Mexico
	Earthquakes
	1985
	10,000 deaths, 60,000 homeless

	Colombia
	Volcano
	1985
	23,000 deaths, 200,00 homeless

	Chernobyl, Ukraine
	Nuclear reactor meltdown 
	1986
	30 dead, 100,000 evacuated; long term effects (cancer, birth defects) unknown

	Bosnia, Herzogovina
	Civil war, genocide
	1993-95
	Tens of thousands of casualties, mass rape and murder, breakdown of civilian services

	Rwanda
	Genocide, tribal 



 
	1994
	Up to half million deaths

	Kobe, Japan
	Earthquake
	1995
	6,000 deaths

	Caribbean 
	Hurricane Gordon 
	1995
	11,000 deaths in Haiti, Cuba, Jamaica, Dominican Republic

	China
	Flood
	1998
	4,150 dead, 18.4 million displaced and 180 million affected

	Nicaragua
	Hurricane Mitch
	1998
	10,000 dead, thousands missing,  120,000 homeless

	Kosovo
	Ethnic cleansing
	1999
	Some 1 million persons forcibly displaced, with mass murder, community destruction


  Source: Adapted from World Health Statistics Quarterly, op cit, 1996 and 1999 internet website http//www.reliefweb.


Hurricane Opal struck the Florida coast in October 1995 and caused 27 deaths of which 13 were due to falling trees, 4 due to carbon monoxide poisoning, 3 from house fires, 7 from motor vehicle crashes and 5 were in the post impact phase from drowning, electrocution, and other causes. Better coordination of storm warnings could have reduced deaths at sea; warnings to remain off the roads and curb use of vehicles in danger areas may have reduced road crash deaths. Emergency information to promote safe evacuation, safe havens, risk avoidance and assurance of support services are part of public health action in emergency situations, in conjunction with other local, state and federal agencies. 


In late 1996, a massive refugee crisis emerged in Rwanda and Zaire, with complex ethnic and political origins, which will lead to death on a massive scale due to dehydration, disease and starvation, without organized international intervention involving military, aid and health organizations. NGOs such as Medicine sans Frontieres and UN AID organizations are as usual on the ground first, but without strong international political and military backing all efforts will be extremely limited. Medical interventions with field hospitals will again capture the publicity but efforts to promote basic organization for shelter, safe water and sanitation will get less resources and support. 


In 1998, reliefweb lists 37 major disasters including floods (15), earthquakes (6), volcano eruptions (1), dam bursts (1), hurricanes/cyclones (6), forest fires (1) and droughts (3) occurring in all parts of the world entailing loss of life and population displacement with heavy costs in damage to property and other economic costs. In 1999, 13 such events were reported up until March. The flood in china during the summer of 1998 resulted in 4,150 deaths, 18.4 million persons evacuated and a total of 180 million persons affected. The economic loss was estimated at over $26 billion.   


Prevention of human injury and death in disasters must take into account experience in a given area. Earthquakes in California are a serious threat and have led to strict building codes that reduce the damage and secondary loss of life. Monitoring can give warning of potential disasters such as hurricanes and preparation of evacuation plans and facilities make a major difference in disaster management. Zoning laws may prevent people from building homes on coastlines threatened by hurricanes. Disaster planning by police and fire services, civil defence, schools and medical services should all be part of local and state disaster planning, with support of the federal government, and its associated agencies including the armed forces. Flood control measures in areas traditionally threatened are worthwhile investments to prevent the massive damage to property and homes. Storage of appropriate equipment, supplies and training of manpower for such emergencies is part of prudent public administration, and important for public health as well.

Summary


A society is often judged on how it treats its minorities, its poor, its prisoners and refugees as much as how it cares for the main population groups. All such groups need special attention because they are people in need, but also because they can affect the health of others, as in the case of tuberculosis spread to prison guards in the United States, and the spread of tuberculosis in the general population by ex-prisoners in the former Soviet Union.


Public health agencies are often the pioneers in implementing programs for special needs groups. These may be special needs of the whole population or needs of special groups in the population. The public health approach emphasizes prevention in all its phases, and preparation for foreseen and unexpected emergency health situations, in coordination not only with health service systems, but also many other agencies in society.


Preparation for handling emergencies is an important challenge to all elements of a health system, from sanitation and pest control to tertiary care neurosurgery. In such a situation, there will be little question of the need for all elements to work together to treat the injured and prevent further damage. This requires preparation as well as improvisation at the time of the event.
Mental and dental health are two areas where community care and prevention are established as effective measures but not well linked to the mainstream of organization and funding of health activities. Special groups such as refugees, prisoners or those suffering from natural and man-made disasters provide living proof of John Donne's famous phrase "no man is an island unto himself alone". Today's prisoner or refugee can become tomorrow's free citizen infected with HIV or tuberculosis. Disasters can affect anyone and the role of health care providers and public health agencies becomes all too obvious and the need for preparation reinforced. The New Public Health seeks to use the resources of prevention and care more effectively for what have been treated as marginal populations or issues. 
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Migrant health    http://bphc.hrsa.gov/mhc/mhc1.htm 

National Institute of Mental Health  http:/nimh.nih.gov/

National Institute of Dental and Craniofacial Research   http:/www.nidcr.nih.gov/

Prisoner's health (US)   http://www.ojp.usdoj.gov:80/bjs/pub/pdf/cpius95.pdf  

United Nations High Commissioner for Refugees   http://www.unhcr.ch

Women's health  http://ahcpr.gov  

World Health Organization, Mental Health Program   http://www.who.int/msa/
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    �. A British classification in the 1970s divided hospital admissions into depressive illness, schizophrenia, 	personality disorder, neurosis and mania.









