	Rationalizing a Millennium Mental Health Policy for the Caribbean
	21 October 
2010

	Further test of system 

	Dr. Izben C. Williams, Ambassador of St. Kitts and Nevis to the USA and the OAS


Keynote Address by
His Excellency Dr. Izben C Williams,                                                                                             Ambassador of St. Kitts and Nevis to the UAS & OAS 
Caribbean Exploratory NCMHD Research Center / UVI                             Third Annual Institute, 21-22 October 2010 


1.
Mr. Chairman, esteemed colleagues.
2.
Permit me firstly to: 

i. Acknowledge the presence of

a.                                                     b:
c:                                                      d:

ii. And to extend words of gratitude to the organizers, my hosts, for the hospitality accorded me since my arrival in your beautiful and uniquely historic island yesterday.   
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3.
Secondly, I commend the Institute for the relevant and timely theme which is to characterize the dialogue of this Third Health Disparities Institute – The State of Mental Health and Substance abuse: An issue for all Ethnic Minority and Caribbean Populations.   
4.
It is within the framework of this theme that my remarks to you today, entitled - Rationalizing a Millennium Mental Health Policy for the Caribbean - are being cast as a challenge, not from the perspective of a dreaming futurist as the word ‘millennium’ might imply.  I speak not of one thousand years hence which is of as little real value to us as one thousand years ago when William of Normandy conquered England.  No, I speak rather in the context of commitments made some ten years ago, when in September 2000, Heads of State and Government gathered at the General Assembly of the United Nations to explore ways of pooling their combined will and efforts to revitalize international cooperation on behalf of the less developed countries and, in particular, to mount a frontal assault on extreme poverty.  The Millennium Development Goals were thus conceived.
Every effort was made to express these Goals as clearly as possible, and specific targets were set for the progress to be made by 2015 in relation to the major economic and social issues involved in meeting the Goals.  Countries also agreed to review the progress made towards the Goals on a regular basis in order to ensure that efforts to attain the Goals would not fade in the course of time.  One such UN Millennium Review Summit was held just last month with the adoption of a global action plan to achieve the eight anti-poverty goals by their 2015 target date, and the announcement of major new commitments for women’s and children’s health and other initiatives against poverty hunger and disease.
These remarks are intended merely to refresh our memories on this bold global essential; to comment on the relevance of the Goals to our Caribbean jurisdiction; to recommend that we organize and position ourselves to benefit as far as possible from such endeavors, as well as to encourage the exploration of new mental health policy horizons and the development of systems tailored to the benefit of Caribbean populations.  
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Permit me firstly, therefore, to refresh your memory with regard to the Millennium Development Goals.  In brief, the Eight Goals are:
  1: To eradicate extreme poverty and hunger
  2: To achieve universal primary education
  3: To promote gender equality and empower women
 4: To reduce child mortality rate
 5:  Improve maternal health
 6: To combat HIV/AIDS, malaria, and other diseases
 7: To ensure environmental sustainability
 8: To develop a global partnership for development
5.
The Millennium Development Goals (MDGs) are the most broadly supported, comprehensive and specific development goals the world has ever agreed upon. These eight time-bound goals provide concrete, numerical benchmarks for tackling extreme poverty in its many dimensions, and they aim to encourage development by improving social and economic conditions in the world's poorest countries. 
The goals derive from earlier international development targets, and were first set out following consultations among international agencies including the World Bank, the International Monetary Fund (IMF), the Organization for Economic Cooperation and Development (OECD), and the Specialized Agencies of the United Nations at international conferences and summits held during the 1990s. The goals were officially established at the Millennium Summit in 2000, where all world leaders present adopted the United Nations Millennium Declaration, from which the eight goals were promoted. They are now widely accepted as a framework for measuring progress in development. 
The Millennium Development Goals (MDGs) of course captured the attention of the international health-and-development community and in 2003 two world reports - the Human Development Report and the World Health Report - concentrated specifically on these goals. 
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The MDGs provide a vision for development in which health is squarely at the centre.  
· Three of the eight goals, 
· Nine of the 18 targets, and 
· 18 of the 48 indicators 
relate directly to health, and health is also an important indicator in several of the other five goals.  
Intriguingly, the health goals almost entirely ignore non-communicable diseases, including mental disorders, despite there being compelling evidence that in developing countries mental disorders are amongst the most important causes of morbidity and premature mortality, and that mental disorders contribute to a significant proportion of disability-adjusted life years (DALYs) and to years lived with disability (YLDs), particularly in poor countries.  

Compounding the deep psychological suffering which generally accompanies mental disorders, they are also closely associated with profound social determinants, notably low levels of education, poverty, and gender disadvantage, and with poor physical health - including having HIV/AIDS, and poor maternal and child health.  Yet, mental health remains a largely ignored issue in the global health-and-development discourse, and its complete absence from the MDGs seems to reinforce the view that mental health has but little role to play in any major development-related health agendas. 

It is of course recognized that, as the UN Secretary General has stated,  “…. the MDGs do not themselves represent a complete development agenda.  They do not directly encompass some of the broader issues covered by the conferences of the 1990s, nor do they address the particular needs of middle-income developing countries or the questions of growing inequality ...".  Their omission from the MDGs (even as an indicator) is nonetheless indefensible.  The global health advocacy discourse should at least have been sufficiently sensitive to and mindful of the validity of  its own message that: there is no health without mental health.  It is not sufficient, as some notable personages have commented in defense of this omission, that governments have been using MDG-based strategies to tackle problems that are not explicitly mentioned in the MDGs.  This omission notwithstanding, we should all do our utmost to ensure the success of these goals, if only because they are a matter of life and death for millions of adults and children in the developing world.    

The MDGs commit the international community to an expanded vision of development, one that vigorously promotes human development as the key to sustaining social and economic progress in all countries, and that recognizes the importance of creating a global partnership for development.
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Member states of the Caribbean Community and Common Market (CARICOM) have long shared the view that the objective of development is to create an enabling environment in which people can develop their full potential and lead productive, creative lives in concordance with their needs and their interests.  CARICOM, therefore, welcomed the elaboration of the MDGs. 

One reason that the MDGs do not explicitly address non-communicable diseases such as cardiovascular or psychiatric diseases seems to be that the MDGs focus on the gap in health status between rich and poor countries, a gap mainly accounted for by infectious diseases, malnutrition, and unsafe childbirth. The goals were crafted to address these large gaps rather than to solve all pressing health problems which may be peculiar to the developmental stage of particular countries or subregions such as ours, where the preeminent disease profile has altered over the past few decades.

Bearing this in mind, and while assuring that we attain MDG targets in such areas as we may be deficient, the caution of middle income economies such as the those of the Caribbean must be that our health-and-developmental thrust is not lost by attempting only to comply with global MDG targets and indicators at the expense of pursuing a  health-and-development trajectory commensurate with our circumstances and realities, and consonant with the expectations of our peoples.
If we understand and position ourselves to respond within such a frame of reference, then we would probably not encounter disappointment as arose from other UN time bound initiatives, such as the failure to achieve the goal of the “Health-for-all” Declaration of Alma-Ata, and the failure to meet the international targets for sexual and reproductive health promoted during the last decade.
NCDs IN GLOBAL FOCUS

While conceding that the MDGs are in their third and final five-year phase, and that apart from an essential lesson in advocacy, the most that the mental health subsector might hope for are secondary or tangential rewards through other goal-benefitting sectors, the occasion should be seized here to speak to another and equally important opportunity for Caribbean mental health.  For the first time ever, in September 2011, the United Nations General Assembly will hold a Summit on Non-communicable Disease (NCD), involving Heads of State, to address the threat posed by NCDs to low- and middle-income countries (LMICs).

While in the past there have been numerous resolutions in the World Health Organization World Health Assembly for greater action on NCDs, this UN resolution has special significance, as it comes with the hope to achieve multisectoral commitment and promise to deliver change. However, its overall effectiveness will depend on the ability of the international community to take advantage of this powerful political opportunity to institutionalize NCD prevention and control into policies and programmes within the broader development agenda.
The driving force behind the resolution which the U N General Assembly adopted last May was the countries of the Caribbean Community (CARICOM), with co-sponsorship by 78 other countries. 

The UN Resolution provides a platform for the NCD community to mobilize around. Whether a movement coalesces around shared interests in response to this occasion will depend crucially on the steps taken by advocates, public health leaders, and health policy experts, now.
Regrettably, in this instance too, advocacy on behalf of the NCDs associated with physical health (diabetes, cardiovascular disease, chronic pulmonary diseases, cancer etc) already outstrips advocacy efforts on behalf of mental health although there is in  WHO Geneva an Assistant Director-General with specific responsibility for Non-communicable Diseases and Mental Health.
Even in global health initiative originating from Caribbean policy makers, opportunities to bring relief to the mental health sector are unwittingly squandered while those in dire need of these services, as a consequence become further marginalized.  We are methodically failing the people we hope to serve.  As mental health professionals we have an obligation to advocate on their behalf while empowering them, their families, friends and other interested parties to be crusaders for this essential cause.  Our Caribbean mental health situation beckons leadership.

In the corridors we can discuss what we each can do to influence this important process.

CARICOM AND THE CARIBBEAN in the Global Scheme
CARICOM comprises fifteen member states all falling within a category defined by the United Nations as Small States. 
  They are all members of the U.N. Forum on Small Island Developing States (UNSIDS).  These fifty-six, primarily Caribbean and Pacific island states, are challenged:

· by the constraints of population size and proportionate scope of domestic markets; 
· by relatively less efficient economies than OECD countries,
 with low GDPs and hence restriction of people’s choices;
· by economic dependence on limited, and in many cases single, export commodities; 
· by high environmental vulnerabilities and fragile eco-systems; 
· by the forces of globalization, liberalization and the risk of trade exclusions; and
·  by the controlling influence of developed countries on the livelihood and welfare of their peoples.     

It is against this backdrop that the chain of island states and related Central and South American mainland territories, which comprise CARICOM and which are served by regional health institutions such as The Pan-American Health Organization (PAHO) and The Caribbean Epidemiologic Centre (CAREC) or CARPHA which will soon amalgamate CAREC and four other public health entities, PANCAP , and by several economic, educational, judicial and quasi-political structures  among others including UWI and a  cricket team which has had better days.  These sovereign states have increasingly strengthened their alliance.  This is with a view to broadening and deepening regional relationships in order to optimize competitive advantage on the global stage.  These countries, however, though ethnically and socio-culturally related, are by no means a homogeneous group.  They are as diverse in their sociological profiles and economic fortunes as siblings for whom providence had apportioned contrasting lots.  Yet, having regard for the implications of the emerging order for their individual viability as small states, circumstances dictate that the destinies of the peoples of this region will be inextricably interwoven for the foreseeable future.  This is essential if they are to survive the dynamics of a fiercely competitive global economic and trade environment.
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	Antigua & Barbuda
	85,632
	18,691
	47
	…
	…
	

	
	Bahamas
	307,552
	20,253
	52
	…
	73.2
	

	
	Barbados
	284,589
	17,956
	37
	4
	77
	

	
	Belize
	307,899
	6,734
	93
	73
	76
	

	
	Dominica
	72,660
	7,893
	73
	…
	…
	

	
	Grenada
	

104,739
	7,344
	74
	…
	75.3
	

	
	Guyana
	952,940
	2,782
	114
	48
	66.5
	

	
	Jamaica
	2,825,928
	6,079
	100
	51
	71.7
	

	
	St. Lucia
	160,267
	9,786
	69
	26
	73.6
	

	
	St. Kitts & Nevis
	46,131
	14,481
	62
	…
	…
	

	
	St.Vincent & Gr’dines
	104,574
	7,691
	91
	…
	71.4
	

	
	Suriname
	481,267
	7,813
	97
	46
	68.8
	

	
	Trinidad & Tobago
	1,229,953
	23,507
	64
	27
	69.2
	

	
	 
	6,944,131
	 
	 
	 
	 
	


Table I:   Some development indicators for CARICOM States (2008)
Table I portrays some developmental indices of CARICOM states.  Particularly noteworthy, in the context of this discussion, is their ranking among 177 countries, which were assessed for the United Nations Human Development Report with regard to their Human Development Index (HDI) and their Human Poverty Index (HPI).    

The indices in Table I, it must be remembered, take into account the entire populations of the respective states; not just the healthy.  It is easy to embrace the notion that an enabling environment permits persons in the business and professional classes, or tradesmen and artisans to develop their full potential and to be creative and productive citizens, contributing to the development of a nation.  It is not as readily appreciated, unless we have been socialized to be at ease with the particular viewpoint, that this concept bears relevance to persons with mental disorders.  To be persuaded thus, however, has great merit.  It is not only philosophically sound but socially and politically pragmatic, and the validity of this premise also bears far-reaching economic and developmental implications.
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[image: image1.emf]     Countries    Population    AAI US$      HDI / 1 82      HPI - 2 / 52  Life  Expt.  

OECD:       

Norway  4,7 00,000  53,433  1  2  80.5  

Australia  20, 9 00,000  34,923  2  14  81.4  

Canada  32,9 00,000  35,812  4  12  80.6  

U S A  308 , 7 00,000  45,592  11  22  79.1  

UK  60, 9 00,000  35,130  21  21  79.3  

      

CARICOM (ranges)  6,944,131    11,616  37 - 114  4 - 73  72.27  

      

Asia/Pacific:       HPI - 1 / 1 35   

Vietnam  8 6 , 1 00,000  2,600  11 5  55  74.3  

India  1,164,700 ,000  2,753  134  88  63.4  

Papua New Guinea  6 , 4 00,000  2,551  1 44  121  60.7  

Bangladesh  157 , 8 00,000  1,241  150  112  65.7  

Nepal  2 8 , 3 00,000  1,049  14 4  99  66.3  

      

Africa:       

Rwanda  9 ,500,000  872  1 67  100  49.7  

Cote d’Ivoire  20,100 ,000  2,827  163  119  56.8  

Central Afr. Repub.  4,3 00,000  990  177  125  46.7  

Mali  1 2 ,400,000  1,086  1 80  133  48.1  

Sierra Leone  5, 4 00,000  855  1 80  128  47.3  

 


Table II:  Some comparative  developmental indicators for

selected: OECD , Asia/Pacific,  and African Countries (2008)

The observation must be made here that although CARICOM States may differ from their non-CARICOM Caribbean brethren in their colonization history, current partnership alignments and economic fortunes there are strong historical and socio-cultural bonds, myriad shared values and a convergence of interests that binds our Caribbean peoples naturally and that seem to demand deeper and wider engagement of all our peoples in all spheres. 

SLIDE # 7, 8 & 9 

(one minute between each of the three slides)

The strength of unity should not be lost and cannot be overstated for this, our sub-region.  It is undoubtedly the reason that an increasing number of Caribbean states and territories are forging novel links with CARICOM; It is the reason that Pan Caribbean Partnership against HIV and AIDS has become a beacon of global best practice.

RATIONALIZING A MILLENNIUM POLICY      

[SLIDE # 10]
A WHO report (1994) on mental health care in developing countries
 points to some basal factors that encumber the development of modern mental health services.  Among these are: inappropriate laws from the colonial era inherited by most developing countries; overcrowding of existing facilities; insufficiency of trained personnel; lack of interest in and negative attitudes to mental health among general health and health administrative personnel; lack of baseline epidemiological data on the prevalence of major mental illnesses; over-centralization and over-specialization.  To this might be added the absence of sound policy guidelines.
These hindrances, and more, have plagued the Caribbean and have effectively hampered its social and economic development.  The result has been the under-serving and marginalizing of a substantial segment of what would otherwise have been a part of its productive sector – persons with various severities of mental illness.  These post-colonial conditions still prevail, but though the problems are not peculiar to the Caribbean, in the absence of economies of scale they have more impact than would be the case in larger states.  However, none of these obstacles is insurmountable where the political will is amenable and where necessary human and budgetary resources can be mobilized.  
A mental health service must reflect a philosophical view emerging from some basic, clear beliefs and ideas, and born of many considerations.  These considerations include an appreciation of the economic and socio-cultural setting of the people concerned and a sufficient knowledge of what research literature, professional experience, consumer feedback, and conventional wisdom, including folk wisdom, all bear out. 

A fundamental hurdle to be overcome in elaborating any progressive mental health policy has always been the educating of policy makers; redefining for policy makers their dismal view of the problem which constrains their actions, and agitating so as to influence meaningful changes

In Western society, during the decades of the 80s and 90s the consumers of mental health services and their families emerged as formidable advocates and lobbyists to an extent that influenced policy and legislative actions in hitherto unimaginable ways. They determined that the services afforded in the community mental health systems were by and large ineffective, too controlling, and not respectful
.   The perception of severe mental disorders continued to be that of an illness marked by lifelong degeneration, chronic and unremitting disabilities.  The inadequacy of policies and programs generally reflected and reinforced that common, terminal view.  

Antithetical to that view, people who use mental health services actually do so with the hope of recovering from their illness and not with the aim of becoming dependent.  A mental health system should therefore be sufficiently responsive to assisting an individual in going beyond managing his/her symptoms so as to optimize recovery and attain an independent and meaningful life, with family, a social network, employment, and a home, just like you and me.  Where there is no incentive for such persons to rebuild their lives, and low expectations for the quality of life, there is likely to be loss of hope and accelerated cycles of relapse.
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The WHO Report 2001 (Mental Health) challenges policy formulators to ensure that policies respond affirmatively to the following questions
:

· Does the policy promote the development of community-based care?

· Are services comprehensive and integrated into primary health care?

· Does the policy encourage partnership between individuals, families and health professionals? 

· Does the policy promote the empowerment of individuals, families and communities?

· Does the policy create a system that respects, protects and fulfills the human rights of people with mental disorders?

· Are evidence-based practices utilized wherever possible?

· Is there an adequate supply of appropriately trained service providers to ensure that the policy can be implemented?

· Are the special needs of women, children and adolescents recognized?

· Is there parity between mental health services and other health services?

· Does the policy require the continuous monitoring and evaluation of services?

· Does the policy create a system that is responsive to the needs of underserved and vulnerable populations?

· Is adequate attention paid to strategies for prevention and promotion?

· Does the policy foster inter-sectoral links between the mental health and other sectors?

These WHO policy challenges are consistent with the UN Human Development Framework, and are not at variance with any of the policy ideas being advocated for the Caribbean.  

CONCLUSION
Mental disorders are common, affecting at least a quarter of all people at some time during their lives.  Mental disorders are more common among the poor, the elderly, and those with compromised biological, psychological, or social circumstances.  The human, social and economic burden on such persons and their families is enormous. Major advances in the understanding of mental health satisfy us of its inseparability from physical health and should persuade us that a public health approach is desirable.  

These realities place a formidable challenge in the hands of Caribbean mental health professionals.  The response to this challenge should be informed by critical appraisals and followed up with the provision of resources at the local and regional levels.  In this regard, my recommendation would be that a regional administrative position (perhaps within PAHO) should be dedicated to the development and implementation of A Millennium Mental Health Policy for the Caribbean.  

We may need to acknowledge that in the Caribbean, mental health consumers and their families have felt that the services are by and large not effective, too controlling and not sufficiently respectful
.  Some individuals have become profoundly mistrustful of a system that was intended to help them.   They have hoped for an improvement of the revolving door admission routine and for more effective maintenance of affected individuals in the community.  This would supplant dislodgement and ostracism of consumers from the community, conditions which merely increase the cost of treatment and hinder community reintegration, and which incur less apparent economic and social costs.  Caribbean mental health professionals have not delivered on that implicit promise.

The true test of civil society lies in how it treats its weakest members.  With regard to the mentally ill, the Caribbean has not done well on this test.  We have traditionally shunned and ridiculed a class of people who are in no way responsible for their misfortune.  We have treated them unequally, compared with sufferers from physical ailments, in spending money on their care and treatment. We have failed to provide them with equitable opportunities in employment, education and housing
.  We have also used the prisons as a mechanism to compensate for the absence or failure of our policies.  

By this we seem to have failed not only consumers but ourselves.  Society’s development has been stymied because a substantial sector has been denied the opportunity to realize its potential, to contribute to development and to live fully as citizens.  The development of the Caribbean region has not benefited, as it should have, from the contribution that could have been made by a sector in which resides much potential and much latent creativity.

“[These] services will require transformation of the way professionals are trained to think about their roles.  The re-conceptualization will include an understanding that the helper’s role should be facilitative rather than directive, hope inspiring rather than discouraging, respectful rather than paternalistic, and collaborative rather than autocratic.  Recovery-oriented services will enhance the capacity for every individual to reach their full potential, each to his own capacity.  These guidelines can be used by organizations to assess their own progress in establishing ROS and to begin the process of establishing measurable indicators for quality monitoring.  They will also be useful to larger systems and regulatory agencies in developing standards and establishing accountability.  They should be useful to consumer advocacy groups in their attempts to transform stagnant systems of care.”  

Mental health professionals are well situated, working in collaboration with other disciplines, to bring about changes necessary for the realization of this vision.  History would not absolve us if we prove to have lacked courage to influence the formulation of policies and programs necessary for progressive services on behalf of the sector of the citizenry we were committed to serve.  Individuals, working in unison, form and shape societies.  As mental health professionals we should, individually and as a group, determine for ourselves what leadership roles we could reasonably be expected to play in providing for the proper care of the severely mentally ill and in the elimination of disease, hunger and poverty from this sector of our societies.  By so doing we can bolster their recovery and ensure their fullest participation in the development and general progress of our Caribbean nation(s).  
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