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Background

Successful scale-up of integrated primary mental healthcare
requires routine monitoring of key programme performance
indicators. A consensus set of mental health indicators has been
proposed but evidence on their use in routine settings is lacking.

Aims

To assess the acceptability, feasibility, perceived costs and
sustainability of implementing indicators relating to integrated
mental health service coverage in six South Asian (India, Nepal)
and sub-Saharan African countries (Ethiopia, Nigeria, South
Africa, Uganda).

Method

A qualitative study using semi-structured key informant inter-
views (n = 128) was conducted. The 'Performance of Routine
Information Systems' framework served as the basis for a coding
framework covering three main categories related to the per-
formance of new tools introduced to collect data on mental
health indicators: (1) technical; (2) organisation; and (3) behav-
joural determinants.

Results

Most mental health indicators were deemed relevant and
potentially useful for improving care, and therefore acceptable to
end users. Exceptions were indicators on functionality, cost and
severity. The simplicity of the data-capturing formats contributed
to the feasibility of using forms to generate data on mental health
indicators. Health workers reported increasing confidence in
their capacity to record the mental health data and minimal
additional cost to initiate mental health reporting. However,

Experience of implementing new mental
health indicators within information systems
In six low- and middle-income countries

Shalini Ahuja, Charlotte Hanlon, Dan Chisholm, Maya Semrau, Dristy Gurung, Jibril Abdulmalik,
James Mugisha, Ntokozo Mntambo, Fred Kigozi, Inge Petersen, Rahul Shidhaye, Nawaraj Upadhaya,
Crick Lund, Sara Evans-Lacko, Graham Thornicroft, Oye Gureje and Mark Jordans

overstretched primary care staff and the time-consuming
reporting process affected perceived sustainability.

Conclusions

Use of the newly developed, contextually appropriate mental
health indicators in health facilities providing primary care ser-
vices was seen largely to be feasible in the six Emerald countries,
mainly because of the simplicity of the forms and continued
support in the design and implementation stage. However,
approaches to implementation of new forms generating data on
mental health indicators need to be customised to the specific
health system context of different countries. Further work is
needed to identify ways to utilise mental health data to monitor
and improve the quality of mental health services.
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Wigl(lin the area of mental health, there is a orld ide initiati4 to
e pand access to care h integrating mental health into primay
healthcare." Scale-up of ap global health programme requires
reutine monitoring of kg indicators.” Member states of the
World Health Orgarﬂ ation (WHO) ha# committed to reporting
and monitoring national-le#l indicators for implementation of
the global Mental Health Action Plan, 2013-2020.> Ho elr,
most lo - and middle-income ceuntries (LMICs) do noty ‘et hastt
adequate mental health indicators to monitor their in-county
programmes.™*”

There is a pressing need to de#tlop eAldence-based mental
health indicators for local programme monitoring and to~ander-
stand ‘ho ’ data on these indicators can be collected in reutine
LMIC sgttings.6 The ‘ho ’ question can be addressed threugh
assessment of implemegtation of procedures to collect data on
kg mental health indicators, ith pag(tieular consideration of the
acceptabilit to patients and”conte taal feasibilit .” Attending to
the ‘ho ’ of implementation can tangiyl impro# mental health
serAlcE monitoring and is cracial for the Aabilit of ongoing
efforts to scale=up mental health ser#ces in LMICs.®

Development of mental health indicators in Emerald
programme

As part of the Emerald programme (Emerging Mental Health
$ stems in LMICs),” e established a set of ke indicators for
mental health programme monitoring, threugh a Delphi process
and threugh buildipg consensus among a broad range of stake-
holders across si LMICs: Ethiopia, India, Nepal, Nigeria, South
Africa and Uganda.'® The final set of indicators co#bred mental
health serAce-utilisation for priorit disorders,~nmet needs of
people  ith mental health problems, the qualit of ser4ices proAided
and tfe associated financial risk to the person and their famil .
The selected indicators allo ed measurement of kg dimensions
ofwnirsal health coArage, fneluding the proportion of the target
population receiing appropriate mental healthcare at district leAl
in the si Emerald countries. Implementation of mental health data
collection forms at a primay care le#] as e#ihuated quantitatist
to assess theiratilit and A'alid';t M Irf this s-t;g;i , e present find-
ings from a qualitati stugl aiming to e plore‘the acceptabilit ,
sustainabilit , feasibilit and percei#d costs of implementing the
ng mental health data collection forms in the conte t of integrated
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Table 1 Mental health indicators and its implementation

Tools capturing mental health
indicators

Out-patient registration book

Country Final list of indicators

Ethiopia

stock-out

South Africa  ROR, tick register/sheet.
PC101 guides to screen
patients, PRIME referral

forms

registers, OPD registers,
summary forms

Service utilisation by disorder (psychosis, bipolar disorder,
depression, alcohol use disorder, epilepsy, suicide
attempt, other), severity, referral, essential medication

Service utilisation by disorder (psychosis, bipolar disorder,
depression, alcohol use disorder, epilepsy, suicide
attempt, other), follow-up, referral

Nepal OPD register Service utilisation by disorder (psychosis, depression, alcohol
use disorders, suicidal attempt), severity, functioning,
follow-ups, referrals, referred by, approximate time since
the last appointment, payment for consultation and
medical expenses, out-of-pocket costs

India Screening register, case Service utilisation by disorder (psychosis, depression,

register, follow-up register, alcohol use disorders, suicidal attempt, other), severity,
referral slips and smile cards referral, number of trained mental health professionals,
medicines out of stock, readmissions

Uganda Patient’'s medical form, patient  Service utilisation by disorder (psychosis, depression,

registers alcohol use disorder, epilepsy, suicidal attempt, other),
severity, referral, essential medication

Nigeria Patient’s medical form, patient  Service utilisation by disorder (psychosis, depression,

alcohol use disorder, epilepsy, suicide attempt, other),
severity, referral, essential medication stock-out,
number of trained mental health professionals

ROR, Rationalization of Registers; PRIME, Programme for Improving Mental Health Care; OPD, Out-Patient Department; HMIS, health management information system.

Responsibility of data collection and data

reporting

Mental health focal person in the health centre
(general nurse or health officer)

Healthcare providers complete, tick register
and ROR and data is consolidated by the
data-capturing personnel in the facility

Health workers (prescribers) within the health
posts

Nurses supervised by PRIME Case Managers
for reporting

Dedicated HMIS officer supervised by the
facility manager

Primary healthcare clinician; Clinic Records
Officer; District (local government)
Monitoring and Evaluation officer; with
supervision from Emerald Programme
Officer

primay mental healthcare serces in the si I)E(merald countries.
A pre-e isting conceptual frame ork, the Performance of Reutine
Information § stem Management (PRISM) frame ork, as~ased
to assess the performance of these indicators. The PRISM frame-

ork describes the inputs of health informationy stems as determi-
nants affecting the process leading to better-qualit health
management informationy stems (HMISs).'?

Method

Study design

A cross-county qualitati# stug  as coneucted ith a frame ork
approach. Semi-stractured inter#le s ere cond!dcted ith 128 ke

informants across the sites. A qualitati#t approach’ as-—uased to
achie# rich and detailed~nderstanding of inter)i‘e ees’ points of

He 13
J .

Settings

The stugl  as carried out in each of the si Fj(merald LMICs herea
district 181 mental healthcare plan as being scaled~p to‘mtegrate
mental health into primay care and redwuce the treatment gap for pri-
orit disorders. Integration of mental health ithin primay care in
Ethiopia, India, Nepal, Uganda and So‘fth Africa as led b
Programme for ImproAng Mental Health Care (PRIME),14 and b
the FuropeAid programme in Nigeria. The district mental healthcare
plans has® been described pre#loust ;'* in brief, the incladed train-
ing of primay healthcare orkers in the WHO’s Mental Health Gap
Action Programme'® or'PC101 (in Seuth Africa)'’ for primay care
orkers, combined ith communit and healthy stem interAntions
to support this tasi—sharing model of care. Once the district mental
healthcare plans had been implemented and twnning for abeut
12 months, the ne mental health indicators and forms (health
facilit pro forma 3ilable~apon request) ere introdwuced.
For this stug , the term HMIS refers to ay stem of collec)tcing,
processing and anajl sing rewtine health data that alreag e ists in

the county ’s setting. At the primay care lel in the si l%(merald
countries, the initial data collection component of the mental
health information g stem is paper-based and managed $ health

orkers (mosfl murses). Ho e4er, the subsequent data compilation
becomes electronic. At the‘ district le#8l and aboA®, mental health
data in India, Nepal, Nigeria and Seuth Africa are compiled elec-
tronicaj}t . Ethiopia larggl relies on paper forms; ho efr, there
are some instances here electronic HMISg hast been piloted.
Data collection in health facilities in all si cewntries is managed
b health orkers, most often nurses.

The fnal list of indicators;yt pe of forms or registerssed for data
collection, and the focal person responsible for implementing the
ne forms in each of the si ceountries are described in Table 1.
Btfore introducing the ne  procedures for collecting the indicators,
strategies such as 2-dp "training cewrses for health ~ orkers/man-
agers, demonstration sessions and monthl superAiSion Asits ere

~uased. Thene mental health indicators had alreag been impleémen-

ted for 6-8"months before this qualitatif s~t-u;1‘ as conducted.

Sampling

Participants for interAle s ere identified and recrited based on
their roles and responsilbilfties ithin primay healthcare facilities.
InterAe s ere conducted fth ke informants, inckuding health
facilit i responsible fo¥ collecting mental health data (nuarses,
HMIS officers, record officers), clinicians, programme managers,
facilit heads/managers, superdisors and case managers in the
stugl districts (Table 2).

Health managers and medical officers/clinicians from the
PRIME scale=up facilities ere approached separatgt . The health
managers did not ha# ap role in choosing the clinicians or vice
versa. Those ho consented ere inchuded in the interAe .
Inter)f‘e ) e kept confidentfal and anoy mised.

Procedures and instruments

X
Data ere collected in each of the si countries bet een Februay
and‘A-ug-Jst 2017. A semi-structared topic guide‘ s deMloped in
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Table 2 Study samples in each Emerald country site

Health  Health managers/
workers/ programme
health  managers/facility Supervisors/
records heads/medical case Total
staff officers managers  respondents
Ethiopia 6 5 0 1
India 10 9 7 26
Nepal 22 2 4 28
Nigeria 15 15 6 36
South Africa 8 6 0 14
Uganda 3 10 0 13
Total 128

English and translated into the local languages here necessay
(Ethiopia: Amharic; India: Hindi; Nepal: Nepali;‘English aswsed
in Nigeria, South Africa and Uganda) forwse during the Hterde s.
Back translations of the topic guides ere not carried eut o ing to
time constraints. The researchers caty ing eut the interA€ s ere
based at the site offices and ere maint MS or PhD graﬁﬂa‘[es in
public health/health mana‘gement, pp cholog or other related
disciplines.

The topic guide as based on a subgrewp of the kg implemen-
tation eutcomes identified p Proctor et al,” namgl acceptabilit ,
sastainabilit , feasibilit and cost. Definitions for each of these
implementation ewatcomes are depicted in Table 3. Predoust
de#loped monitoring and ediluation topic guides from the
MIND ME project (https:/ .mhinno4tion.net/innoAtions/
mind-me-africa)  ere also Y& red for the de#lopment of the
topic guides.”

Ethical considerations

Organisational and ethical permissions from the appropriate in-

county institutions, as_ ell as cross-county approdil from

King’s College London” and the WHO Institutional Rede

Boards, ere obtained before approaching participants in each
v L -

county . All participants proAlded informed consent.

Data analysis

IndiAldual semi-stractared interAe s ere transcribed Arbatim for
the angl sis. Translations to Engh‘sh‘ ere carried eut for interAe s
conducted in local languages. v
The data anal sis aswnderpinnedd thematic anal sis princi-
ples.'® The process Narted ith open coding, here initial descrip-
ti# codes ere applied‘to the data. Thébe initial codes ere
subsequentt greuped into broader categories, reflecting emerging
common themes and —underpinning latent constructs (parent
themes). At this stage of the anal sis process it as noted that
these parent themes corresponded ith the input Jomains eutlined
in the PRISM conceptual frame Ork.'? At this point, a decision  as
made to-wse a frame ork approach to proceed ith data angl Sis,"
ith the PRISM frame ork inputs guiding‘wbsequent angl sis.
These inputs, summarised as parent themes for this stug , ere
categorised b the PRISM frame ork into technical, organisa-
tional/en#ronmental and beha#oural determinants. The PRISM
frame ork also details elements ithin each of these inputs; for
this ‘st-u;i , these ere considered as subthemes ithin the three
parent themes fsee Table 4 for an okrMe f the integrated
frame ork). d
nanat sis frame ork reflecting these parent themes and sub-
themes as cireulated to county researchers (D.G.,J.A., .M., N.M.,
C.H, g.A.) b a simple spreadsheet. This spreadsheet as subse-
quentl populated‘ ith data (author summaries,  participant

Implementing mental health indicators in Emerald countries

Table 3 Definitions of implementation outcomes assessed in this

study

Implementation outcomes - definitions by Proctor et al”

Acceptability: Perception among implementation stakeholders that a
given treatment, service, practice or innovation is agreeable, palatable
or satisfactory

Sustainability: The extent to which a newly implemented treatment is
maintained or institutionalised within a service setting’s ongoing and
stable operation

Feasibility/utility: The extent to which a new treatment or an innovation
can be successfully used or carried out within a given agency or setting

Cost: The cost impact of an implementation effort

summaries and quotes) b the county researchers. Fina}l , these
dataa erey nthesised b the lead researcher (S.A.).

Results

We first report findings on the technical factors to influence imple-
mentation of the ne mental health indicators. We then disewss the
role of organisatiohal/en#ronmental factors, presenting similarities
and differences bet een the processes in each county . Finall , e
elaborate on the behaloural components that emerged as enabfing
or hindering the integration of mental health data collection into
primay care in the si ceuntries.

The follo ing anal ses ere conducted at county lesl; ana-
yt sed data Vere collated a¥ cross-county le#l and are described
here to compare the similarities and differences across ceuntries.
Ho e#tr, hereber necessay , cadre-specific responses are also
hi?ghlighte‘d in the section bel&) .

Technical influences

InterAe ees in all countries percei#td that the ne mental health
forms Ted to generation of mental health data b~ making it easier
to document a patient’s records. Across ceuntries, for map of the
interAe ees, this as the most significant achie#ment of the pro-
gramme. One of the programme coordinators in India reported:

‘For the first time in 15 years we are getting some sort of monthly
reports from districts and even from CHCs [community health
centres]. The DMHP [District Mental Health Programme] is
quite old in Sehore district and we have for the first time been
able to build such data system.” (ID-05, Madh a Pradesh,
India).

Similast , in Ethiopia, a mental health focal person described the
importance of mental health indicators in his health centre:

‘We record on the register and follow up cases. For example, the
guidelines state that the patients with epileptic seizures who take
medications for 2 years should stop taking the medications if
they do not show signs and symptoms of seizure and epilepsy
anymore. So, to follow this up, it is necessary to record this on
the register. In my opinion, in this regard the register is very
good.” (ID-01, Ethiopia).

Most interAe ees in all si c):wntries agreed that the indi-
cators  ere clear and eag to—understand, and thgy e perienced
impro‘)éd aceurag  of their reporting o#r time, hich as parfl
because of the familiarit  ith-using the form as an integral part
of their‘ ork. As per a respondent in Seuth Africa:

‘The mental health referral form used in South Africa refers to a
one-page form where nurses are expected to tick impression,
diagnosis etc. Initially when the nurses first made use of the
referral form, there were minor issues with completeness and
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Table4 Parent themes and subthemes (based on PRISM framework)
and Proctor et al's implementation outcomes

PRISM framework: input determinants
and process description

Input determinants
Technical factors
Overall impression
Accuracy
Organisational factors
Governance and planning
Availability of resources
Training
Feasibility
Costs
Importance to HMIS for mental health
Supervision
Integration with national HMIS
Usability of these forms in future
Behavioural factors
Level of knowledge
Competence and confidence levels
for HMIS tasks
Motivation

Proctor et al's implementation
outcomes

Perceived acceptability

Perceived acceptability,
feasibility, sustainability
and cost

Perceived acceptability

Process description
(Mental health indicators and
implementation — refer to Table 1)

Not applicable

Tools used for HMIS
Data collection
Data processing and data analysis
Use of information and feedback on
HMIS to staff

PRISM, Performance of Routine Information System Management; HMIS, health
management information system.

accuracy of the form, e.g. nurses would tick “other” but would
not provide a narrative. It has improved now.” (ID-02, Seuth
Africa).

Ho efr, despite the simplicit and familiarjt _ ith the ne
menteﬂ health forms, gome respondents in India, Uganda, Nepal
and Seuth Africa e pressed concerns ahout the additional time
spent on filling eut the forms. For e ample, in Ethiopia, health

orkers highlighted that the lo le#l of literag in the twral popu-
lation lengthened the data—gecording time. In Nigeria, health
orkers suggested that the recording time Airied and e tended-ap
to 20 min, again highlighting that this as often hen the patient
as illiterate. One respondent at a hedlth post il Nepal elaborated
ho additional time for reporting mental health indicators as a
ajor concern for them. v

‘Mental health reporting takes time but we do not have proper
time, we cannot manage time according to the situation
because so many patients are coming to the health post with
so many types of disease, and for different types of service so
that we have difficulty to manage proper time to record the
information in this register. That is our problem.” (ID-11,
Nepal).

Respondents’ Ale s on the time barden Aried ith the kind of
information the health orkers collected. Finan&al indicators on
cost of medicine and ewt-of-pocket e penditure ere said to be par-
ticulagl diffiealt to collect  most respondents across countries.
Some respondents referred to the sensiti#jt of asking people to
diAulge information on financial indicators. In Ethiopia, infre-
quentl ~used indicators such as alcohol~use disorder ere feund
to be less important, maint because health centres a¥e not a pre-
ferred point of contact for the management of such disorders. In
Nepal and India, indicators on se)ér';t of illness and unctional

assessment ere diffieult to collect, as these indicators —ere per-
cei#d to be more time-consuming than others. v

Respondents reflected on the iterations of the forms that
ocearred earing the initial phase of implementation. On one
hand, some mental healthy stem indicators ~ere droppgd, but on
the other hand, cer;gin additions ere made to the e isting list of
indicators. For e ample, indicators on comorbidities ere added
in Uganda, Nigeria and Ethiopia, and an indicator measuring
‘ here patients are referred from’ as added in Nepal based on
the requirements of their health facilities. An indicator relating to
the raralfarban didlde as added in Ethiopia because it as consid-
ered a kg equit ilicator b the Federal Ministy‘ of Health.
Inclasion of a ‘histoy taking’ indicator in the ne mental health
forms as recommended in Seuth Africa because of its importance
in diagnosing patients ith mental disorders.

In some ceuntrieg, health superAsors and managers indicated
thatwsing the ne  mental health forms had impro&d their moni-
toring competencies. For e ample, health managers in Seuth
Africa  ere able to disseminate the findings from the ne mental
health” forms threugh internal meetings. Similagl , in Uganda, a
clinical officer reported their plans to compile mental health data
at the end of the month and reflect~pon it in health facilit staff
meetings. In three cowuntries (Ethiopia, India and Nepal), there

as no reported eldence to support-se of data in impro4ing ser-

Mces. Ho ehr, in Nigeria, respondents ere optimistic abewt the

—usefulnls of mental health data collected b these ne forms. In
Nigeria, a respondent mentioned: v

‘After collating it per facility, you know that we can collate it
monthly, we can collate it every three months, we can use it
every 6 months, we need to know where the problem is, what
the problem and where the problem is, so and we know how
to address it, how we can fix it, then we know, ah! Then who
are our main targets.” (ID-02, Nigeria).

Correspondingt , in Uganda, a senior medical officer pointed
out the importance of rewtine mental health data for organisational
planning:

‘This information [from the Mental Health HMIS] will help us
to plan well for patients with mental health problems in our hos-
pital. Now we have a shortage of drugs and it is because the gov-
ernment is not really aware that these are conditions that are
affecting its people.” (ID-05, Uganda).

OAbrall, interAe ees con& ed that an impro)ément in mental
health reporting atthe facilit le#tl ould enable better programme
monitoring. Thig as a moti4ition to continue-using the indicators.

Organisational influences
Coordinating mechanisms within/across departments

A need to~anderstand and acceunt for coordination issues ithin/
across departments  as an acti# issue in the implemenfation of
the ne mental he‘al‘r)lg forms, and_ as emphasised e pliciff P

four out of the si Emerald countries (Nepal, India, Ethiopia,
Seuth Africa). In Nepal, the non-inASl#ment of district officials
dely ed implementation. As a healtl} orker in Nepal pointed out:

‘[The] HMLIS section focal person of the DPHO [district pro-
gramme health officer] was not involved in our [implementation
of Emerald forms] process, so it created difficulties in coordin-
ation. The DPHO are aware that they need to keep the record
but no concrete mechanism/plan is in place to collect and
store the record.” (ID-07, Nepal).

Similagt , in India;«nclear directifts from the state health dir-
ectorate delp ed the allocation of mental health tasks, suc]% as
recording and ceunselling for mental health patients, to the e isting
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nurses/health  orkers and created confusion. In Seuth Africa, a lack
of coordination bet een prescribers and non-prescribers made
access to eut-patient department registers difficult, leading to infre-
quent and incomplete reporting. Issues also arose from parallel
reportingy stems in countries sach as Ethiopia and India. Nurses
at the district-hospital le#8l in Indiased the ne forms for report-
ing for the National Health Mission but also chtinaed reporting in
parallel for the district metal health programme.

Resource demands in introducing mental health forms

Despite a strong sense of the importance of the ne  forms, the add-
itional time taken to incorporate this chang% ithin reatine practice,
p oMrstretched health orkers, ase pressedh respondents in
India, Seuth Africa, Ne‘pal and 6ganda. Health orkers collecting
data mentioned that a cause of dely ed reporting as linked to
theyt pe of illness, as people affected p certain mental disorders
require longer consultation and reporting time. As described b a
murse in Uganda:

“The biggest challenges I face to finish my records is, now that it
is after a long explanation that some people may realize that
they have a condition.” (ID-01, Uganda).

Often, concerns abeut akhilabilit of space,®® ceunsellors
(Uganda) and specialists,”” and the timgl sappt of essential pg -
chotropic drugs (Ethiopia, India, Nepal, Seuth Africa, Uganda)
had an indirect effect on reporting. Correspondingl , procurement
of forms, registers and other basic administratis® igsues dely ed the
reportingint o (Seuth Africa, India) ewt of the si Emerald countries.

To strengghen the information g stems for mental health, all
countries e cept South Africa-utilised additional in-ser4ice training
of health orkers. Farther, training on mental health indicators of
staff at® higher organisational le#ls, such as  ithin the
Department of Health, ere suggested in Uganda and Ethiopia.

Inallsi ceuntries, the primay care facilities ere being run
the goArnment. Minimal or no additional cost. as anticipated in
the initiation of mental health reporting. Health —orkers in
Uganda, Nepal, Nigeria, Seath Africa and India, ho ‘e)ér, antici-
pated additional printing costs. In Nepal, the addfional human-
resource costs of additional staff required for data reporting ere
mentioned. In Ethiopia, respondents did not consider the
minimal additional cost for introducing mental health indicators
to be prohibiti#, but rather highlighted the importance of commit-
ting to sustain the scale=ap initiati4®.

To create a more sustainable en#ronment for mental health
reporting, all ceuntries suggested the need for supersion for
qualit assessment and for motiiting non-specialist orkers to
collect mental health data at primay care facilities. S4ccess of the
implementation of the ne datay stem as attribated to the super-
Ksion of health  orkdls threugh Etherald redle meetings in
Uganda, case manager Aisits in India and regular reble  Aisits to
complete out-patient department registers in Ethiopia.

Integration of mental health indicators within routine information
systems

In relatipn to the adoption of mental health indicators ithin the
pre-e isting health information g stems, all county respondents
reported that integration as possible. The follo ing enabling
factors for integration ere described: (a) the need to report on
mental health data (aﬂ countries); (b) the simplicit of the forms
(Nigeria, Uganda); (c) reducing duplicationp embedding into pre-
Hous reportingy stems (India*®) and (d) the perception that inte-
gration euld increase demand of mental health ser4{ces (Nigeria).

At'the time of data collection in Ethiopia, some mental health
indicators (measuring presilence and treatment rates for

Implementing mental health indicators in Emerald countries

beha#oural disorders, epilepg and other mental disorders) ere
alreag included in the HMIS. Ho edbr, more comprehgnsi)é
inchusion of mental disorders (e.g. to'separate pg chosis and depres-
sion) as considered important ¥ respondents in Ethiopia. Three
countries either did not report on the process of integration
(Seuth Africa) or reported poor likelihood of complete integration
(India, Nepal):

Yes, it will be hard to integrate everything. We now have a dif-
ferent register and we can know what the case, whom we should
call is. But if all of these go into the compiled register, then we
have to distinguish the cases. There is a different register from
the Government of Nepal for tuberculosis, leprosy, so if the regis-
ter of mental health is made that way, then it can happen but
compiling it together might be difficult.” (ID-05, Nepal).

Similar to Nepal, some respondents from India percei#td partial
integration to be feasible and others anticipated the need for alter-
nati# strategies tp achie# district-, state- and national-le#¥l inte-
gration. For e ample, for district and other lo er le#ls of the
health y stem, training modwles for management of information
¥ stems and combined training needs ere reported to be prerequi-
sites for adequate integration. Four eut of si ceuntries (India,
Nepal, Ethiopia, Seuth Africa) commented positi#§t ~ ith regard
to the-wsabilit of the ne forms in the future. It Nepal and
Ethiopia, health orkerd” percei#ed that the ne data g stem

ould be~aseful for monitoring indiAdwual patien‘g cases. In India,
respondents sa the ne datay stem as proAlding some baseline
information on the cofrage of mental health serAces in thefuture.

Behavioural influences

The le# of kno ledge, competence, confidence and motiition of
health. orkers ho ere implementing the health information
B stems ere o seel to affect the likelihood of implementation.
Measures such as on-the-job training of health —orkers (all coun-
tries) and brief pamphlets for health proAiders % prompt the inter-
Aention (India,*®) impro#d kno ledge on mental health indicators
and their implementation. In Yerms of competeny , all countries
reported self-sufficieng o#r the ne forms, hich or time
resulted in forming habits to compléte them. T o euat of the si
countries said thg had ay stem of reporting ‘e#n before actual
serhce deli)éy as initiated. In Sewth Africa, the confidence of
healthcare prolders increased ith the de#lopment and ailabil-
it of reseurces such as the PC101 guideline and referral forms.
Ho elbr, in Nepal and Uganda, health Xorkers demanded incen-
ti%es for the ne role. In Nigeria, e perience in implementing
similar information y stems for other programmes assisted in
boosting confidence in implementing the n‘e forms:

‘We are already used to routinely documenting patient records
for other patients. For such [mental health] patients that just
came to the hospital for the first time, we record .... [demographic
data], their number is on it. So, when they come back, that small
card helps us to fish out their main card. So basically, we have
been very sure on how to complete the new forms.” (ID-01,
Nigeria).

Discussion

Overall findings

In this cross-county ~qualitati# stug conducted in t 0 Seuth
Asign and feur sub-Saharan African ceuntries, e e‘plored the
e periences of front-line health orkers in implementing ne

forms to generate data on mentaPhealth indicators for monitor ng
the scale=up of integrated mental health programmes in primay
healthcare. We found that there‘ ere a namber of barriers and
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facilitators that affected implementation of the ne  forms. Some of
the facilitators and barriers o#rlapped across thé studied ceuntries,

hereas others did not. OArall, the ne indicators ere feund to be
feasible in the primay care facilities: v

Our results sho  that barriers to measuring ne  mental health
indicators related Yo the time consumed in recor(ﬂng some indica-
tors (particulagt se)ér'y of illness andfunctionalit ), o#brstretched
health ~orkers, poor coordination ithin and across departments
and poor ser#ice deli¥y (o ing o lack of medication, space and
counsellors),  hich indirec‘gl affected data capture. On the other
hand, simplicit of the forms, moti#ition and competence of
health orkers and, to an e tent, percei)éd«ase of mental health
indicators for monitoring and programme management, ere
reported as facilitators for better implementation ewtcomes.
Implementation strategies such as training courses to assist initial

~uase of ne forms and superdsion {wsing Airieus methods) to
ensure cdntinvedse ere reported to be essential.

Varieus ne indicators de#loped in the county sites ere
reported to hal% contributed to mental health serAice improAment,
sach as indicators measuring essential medication stock-eut in
Ethiopia, India, Uganda and Nigeria; appro imate time since the
last appointment in Nepal and mumber of trained mental health
professionals in Nigeria and India (refer to Table 1).

Advancement from previous studies

The successful implementation of mental health indicators is
dependent notonl on the strength of e#ldence regarding the effect-
i#ness of that indicator, but is equall afunction of its acceptabilit ,
feasibilit and sustainabilit .” Studies such as that  Ndetei and
Jenkins® ha#® identified the need for«ncon#éntional and innoAatif
approaches to collect data on mental health indicators; for e ample,
b —utilising commumnit health  orkers and primay and midgadre
health  orkforce. Gur stag has gone a step further e ploring
persp&ctifls on the-use of forms generating data on mental health
indicators b health orkers at a primay care le#tl, here mental
health serces ard beipg integrated. Fe stadidh from high-
income county conte ts hat reported eMllence regarding the feasi-
bilit of implementing performance indicators for mental healthcare
programmes,”' and fe er still in lg er-income county settings.’
PreAlous ebiluations’ of reutine health information g stems also
do not pro#ide insights on implementation eutcomes®>** and do
not cor the specific domain of mental health indicators.

Understanding acceptability, feasibility and
sustainability of introducing new forms

In our stug , across the si c)t;untries here the Emerald programme
as implemented, mental health forms to captare ne indicators
ere accepted because of their simplicit and generz‘il satisfaction
ith the content. Reported confidence and competence in complet-

ing ne mental health forms b participants further~anderlined

their‘acceptabil'y . Therefore, the percei)ég acceptabilit of the
ne reporting y stem as high. Conte twal considerations are
necessay  in implementation  and edtuation of information
¥ stems.””** Based on conte t, certain ceuntries in eur stugl tai-
lored approaches$ adding some indicators (on sociodemographics
in Ethiopia, patient histoy in Seuth Africa and patient referrals in

Nepal) and omitting others (indicators on cost in Ethiopia, Uganda,

Nigeria and Nepal, and se#rit in Nigeria and India).

As suggested from other studies and reports,”>*® ey health

orker in eur stug alsoanderstood the need for mental health infor-
mation generated from reutine informationy stems. Ho e4er, stuyt

participants reported little (Uganda, Nigeria, Seuth Africa) to no

(Ethiopia, India, Nepal) e#ldence on the-se of information generated

from the ne forms. Despite being a potentiall cost-effecti seurce

of Akuable information, there is little eAldence in the literatare on the
reported-ase of HMISs.”” More studies are needed to instigate the

~use of information to inform local planning. The learning health

¥ stem approach tries to do this and is being tested in Nepal and
Ethiopia as part of the OPAL (Optinfl ing ProAder Attitudes and
competence in Learning mental health g stems) project,”® and (in
Ethiopia) threugh the ASSET (health g stem strengthening in sub-
Saharan Africa) project.”’

Repeated measures to«anderstand acceptabilit and feasibilit of
informationy stems o#r time can assist in improAing their-use for
patient care and facilit management. Jordans et al measared-atilit
of these mental health indicators§ equantitati#§l anal sing health
records at t o time points during the implementation phase.'!
Nesting different assessment methods oAb time can redefine bar-
riers and refine implementation of datay stems in mental health
programmes.

The increased orkload resulting from completing the ne
mental health forms presents another set of sustainabilit chal-
lenges, particulagt = hen the same non-specialist staff are respon-
sible for both ta¥k-shared mental health ser#ice deli/y and
completing patient records. For they stem of mental health report-
ing tofunction, by -in from management staff is cracial to ensare
sustainabilit . Similar measures ha#t been suggested for strengthen-
ing hospital-based mental health informationy stems in Ghana and
Seuth Africa.*?

Qur stug  affirms the need for superAsion and acti# facilita-
tion for inception and normalisation of the ne reporting process
as ell as thewse of reutine data for local planning. This data can
bé-used for measuring-tilisation patterns o#r time. Similast ,
aceurag  and ofbrall qualit of immunisation records  as seen to
ha# been enhanced threugh auditing and sﬂper)fsim{31

All participants from the si ceountries supported the idea of
integration of mental health indicators ith other reutine indica-
tors, Jjth t o (India, Nepal) suggestin‘g partial integration. There
is Mtensi¥é eAdence of integrating mental health into primay
care, ith the aim of strengthening mental health information
¥ stéhs.? In a redle b Ndetei and Jenkins, challenges and oppor-
tanities ere identified in linking mental health datay stems to
other datay stems and vice versa for better clinical and o4rall eut-
comes.” Ho edbr, there is no clear eldence on integrating mental
health indlcators  ithin restine information g stems. Therefore,
farther measures are needed to assess the feasibilit of integrating
all datayp stems at the primay care le#tl on a large scale, to estimate
their cost and other g stem implications and to eiluate hether
integration impro#s data qualit and-usage at primay Hre leAl.

Study limitations
This stugl has sefral limitations. First, as this as a qualitatis®
stugl , e are reporting on the perceptions of respondents ith

respe& to the implementation of the ne mental health forms.
Nonetheless, the more in-depth—wnderstanding that as possible
complements the more representati#® findings obtain&d from quan-
titati#é approaches.'' Second, there mp ha#® been nested social
desirabilit bias considering that respondents ere—usuajl being
interAle ed at their place of ork. More ogjecti)é approaches,
includfng participant obser)!ltfon, could ha reduced social desir-
abilit bias. Third, a cross-county researcher anal sed ay nthesised
spreadsheet dg#loped b county researchers. Altheugh gqualit
checks of e ternal rede ing‘ ere pat in place, some of the local
naances my  not hastbeen captured. <

In conchusion, in this qualitati# stug e ploring the-se of ne
mental health indicators in primay care facilities across si LMI %
the Ale s of respondents from the different countries ere mi ed.
Barriers to implementation across settings‘ ere related to the
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time taken to complete indicators measuring the functionalit and
¥ mptom sebrit of people diagnosed ith mental disorders.
Ho eAlr, the simplicit of the ne data llection method, compe-
tehce and motidition of health orkers in completing the ne
forms, and the appreciation tha¥ the ne ¥ stem held Ailae ahd

-atilit ,  ere factors supporting impfementation of the ne
y stem. There is a pressing need to integrate mental health indica-
tors into rewtine healthxinformation ¥ stems. EAn so, further
research is needed to e amine the sustainabilit of this integration
and to find ¥ s to support the-use of mental health ser#ice data
to impro)é‘the reach and qualit of care.
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