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INTRODUCTION

Community, according to Le Boen [ Dennis 193381, is oone of
those words which are ‘uftared with saiemnity, and as soon -aé
they are pronounced én éxpreséian is Qisible on every countenancé
and all heads are bowed!. Some have also felt that the concept
has-é moral imperative [Hawks 197537, wﬁile yet cthers see it és a
paéQIar devic; to conceal various cdnfuéinné énd '~ntrad1gt1nns
[Finker 19821 or as a code ward to eﬁbraée all.goad work. Titmuss
[19363] expressed a similar view, seeing the ‘statutcry magic and
comforting appellation’ of community care as pulling the waaol

cver our own and other pecple’s eyes.

‘Community?’ has also been employgd ta refer to the ‘communi-—
ty mental hospital’, which would not aonly provide in-patient
facilities but develop cut-patient services within the community
it served [WHO 13531, as well as toa the ‘therapeutic community’
consisting =f a ‘dynamic?, non—-instituticnal forms of psychiatric

care [Hinshelwood % Manning 1'97391.

anally, there is a very useful definition of community

1o

psychiatry by Sabshin E1966] - ‘the utilization =f the tech-

A

niques, methuds and theorles of soc1al psy-h1atry and uther be-
hav1nra1 sciences tn 1nvesthate and meet the mental health needs
of‘ a funrtznnally ar geuqraphlcally defined populatlon .oveé é
Signifitant pericd of time, and the feeding back of information

te meodify the central body of sccial psychiatric and other be-
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havioural science knowledge’. This was contrasted with the public
health maodel, particularly as advocated by Caplan [13643, which
saw cammunity psychiatry as being primarily concerned with apply-
ing techniques af_ prevention, at different levels, and with
achigving' such vééue %iﬁs as ‘pasi#ive menéai health;: ig the
usA, the development of comprehensive community mental health
centres was strongly influenced bx.CapHan’s views and started
with the assumpticn that tsese faﬁilities contld prevent. ééééhi;—
tric illness, promcote health, and imp;ove the genéral quality of
life. éuch ambitiouws aims were not achieved, thqugh most %Qtpa*
tient care continued to be provided by private practiticners,

while the centres made a disappointing contribution to the major

problems af chraonic psychosis and dementia.

The history of community psychiatry and of the community
mental health movements has roaots that go back to the 1Bth cen-
tury,when the French psychiatrist Phillipe Finel vremoved the
chains fram psychiatfic patients,and to the 19th century, when
the .schaol of moral treatment in the United States' s£ressed a
huﬁa;e and rehabilitative approach to the mentally ili. -Als;
playing a role were Dorothea Lynde Dix, who worked to better the
1ot Gf. the mentally ill in the mid-13th century, _and _C};ffa{d
Beers,v fmgnder of the Mental Healgh essmciation, whq inwlgbé
pugligﬁea 4 ;A Mind That Found Itself’, a’ QEsériptian .af‘ ﬁié
experiences as a mental haospital patient that has be;nme a‘ clas;

sic text.

Community psychiatry in the late 1980's is far different
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from the much publicized and much critisized community psychiatry
=f the 1960's. Community psychiatry of the 1360's generally ne-—
glected the chronically mentally ill and instead focussed on less
sick ‘patients,primary preventicn and community activism in ef-—
forts to change basgc fabric aof society. This gave rise to criti-
cisms such as that community psychiatry "has branched cut well
beyond mental illness into prablems that it is not especially
qualified to handle such as community, naticnal and internaticonal
affairs,. poverty, politics and criminality. In each areas, we
have responsibilities as citizens and human beings; we have yet
toa demonstrate the competence of psychiatrists [kKety 13741,
Morecover, praoblems such as homeless mental iil have demonstrated
the major problems in the way of deinstituticnalization, prablems
for  which the community psychiatry of past decades has to  share
the blame. Madern day community psychiatry generally recagnizes
that the chronically mentally ill should be given the highest
pricrity in public mental health efforts. Frimary prevention has
been brought intc perspective; research is encouraged but large
scale service programmes with little evidence for their efficacy

have been curtailed.

Community? is, therefore, a term which can be attached to
treatment -outside haspital walls, ta'treatmgnt in the  hospital
itself, ta the work of clinicians cutside the hospital, . to. -the
public health approcach and to prevention [Acheson 19851, At the
present time, it seems to have most meaning as a way of. werking
in which professicnal, patient, and their families or  cther

supporters from new partnerships and use those services which

w
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anyone uses.

DISTRICT PSYCHIATRY

Psychiatry, which cught ta concern itself with whole commu-—
nities rather than with individual patients alone, therefore
needs to bé aware of the saocial structures of these communities
and with their enviranments. Those psychiatrists whao have a
district respansibility will have the copportunity toa become very
familiar.with living canditicns in theéir territory, and may well
wish to intervene when avercrowding or high-rise accommodation,
for instance, seem to be affecting pecple adversely, though there

have been few instances of this happening in practice. Within

each community, the pattern of social netwarks — a factor  first
clearly analysed by Batt [13957]1 - seems to be relevant tao 'many
psychiatric discrder, 'particularly n&n—psychotic conditians,

Deficiencies in the social environment are a well established
consequence of being mentally ill, while some of the increased

prevalence of neurctic marbidity observed, e.g. 'in the lcowest

social c¢lass may be partly explained by deficiencies of social
bonds [Hendersaon 13801, However, determining which of these
elements. is primary, or whether a third leads ta both, is a

preblem on which research still continues. The relationship of
psychiatric disorder to saocial factors is extremely complex- and
not only may different sccial factors be iméortant in different
diseases,'but the same social factors may operate differently in
separate conditions. Jones [1988] has painted cut the illegicali-

ty whereby ‘scciety’ is blamed for being at the roaot of psychia-

tric discrders, yet when redefined as ‘the community’, is sup-
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posed: to be the healing matrix within which these praoblems are
best managed. Furthermore, the virtues of communities were being
discoavered Jjust arcound the time when sccial and cultural changes
were causing them to break up and lose their cohesion in many
cases — for instance, the long established working-class communi-—

ties of the north of England, which were mostly bulldozed out of

‘existance arcund the 139&0s.

District psychiatry though,is a concept which has ncot devel-
cped an.g theoretical basis such as that of soccial netwarks or
psychodynamics, but rather thraugh(pragmgtic acticon, and it has
been mainly studied from the viewﬁaint of social administration.
Aamcng the prafessional staff invelved, it has required psychia-
trists particularly to step out of their traditiconal clinical
role in certain respects, and to intervene as ‘the professicnal
in the community caré context is a facilitateor, coocrdinator, and
integrator’ [Mechanic 1983]. The character of district psychiatry
has been strangly iﬁfluenced until now by the relationship
between primary medical care and specialist services within the
NHS; overall, the most common vreason for referral by a GF ta  a
psychiatrist is failure of the patient to respond ta the GP's
initial treatment - which is usually medication. . One  of the
cammonest forms of activity developed.by psychiatists in district
gservices is that of regular visits to priméry health centres,
where consultations can be held with the care team and patients
be seen nearer to their homes. In some cases,-but by no means

all, & useful dialegue develops between specialist and primary

care staff as & result of this regular contact [(Strathdee &% Wil-
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liams 13841. However, since the most common pathway to specialist
psychiatric care up to now has been referral by a GF to & psychi-

atrist for a medical consultation, the trend to multidisciplinary

‘teamworl in mental health services — where initial cantact might

be with. a member ﬁf one of several professions - will  require
some rethinking of these accustomed methaods.

Though mental and physical health are closely related,
facilitigs for the mentally ill throughout the world have been
segregated into a separate category for as lang as  they have
existed. This category has always been.an inferior cne in respect
of status, resources, and the stigmatisation of its patients,
whatever may be the advantages of specialisation of experience or
of the more extensive space of mental compared with general
hospitals. Psychiatric services everywﬁere have mastly been il11-
co—ordinated with the overall pattern of medical and social care,
and often fragmented within themselves so that, for instance, the
staffs of mental hospitals have no responsibility for patients
cutside — a situaticn still to be found in many parts of Eurcpe.
One further._factor that has usually distinguished psychiatric
from general hospitals is some form of gecgraphically defined
reéponsibiLity, resulting from mental haspitals being provided by
a-level of government which did not-accept any financial reponsi-

bilities outside its political boundaries. o . L

Related tc these issues, concerning the introduction of new
community-based services, is the need to ensure that treatments

are targeted at those most in need, and that facilities are
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lacated in close gecgraphical proximity to the residential laca-
tion of the target client group. This implies some knowledge of

the distribution of disease within the target populaticn, which

-in turn rests on the ability to identify population characteris-

tics that . either ﬁredict need cr are carrelated with service
utilisation. It is important to distinguish between problems of
given areas of the population on the one hand, and the services
pravided on the other, as well as abtaining independent measures
of both! since they may bear only a weak correlatiocon to ocne

ancother .

Whether or not community-based services promate advantages
over hospital-based services, other than the preventicn of ‘sec—
ondary’ handicaps due to tinstituticnalisation’, remains a maot
issue, champicned perhaps mast eloqueﬁtly by Mosher £13831, who
carncluded from & review of the American experience that such care
is cheaper and more effective than hospital admission. He sug-
gested that the failure of community psychiatry to command great-
er respect lies largely at the feet pf psychiatrists, who collude
with sociaty to keep patients ‘out of sight' and attain greater
financial rewards through inpatient care. However, Tantam [138%5]
has. pointed to number of issues which cast doubt on these advan-
tages. -as being as great as were suggested in the United States,
let "alene in Britain. First, in many of the studies qucted, the
patients in the experimental groups (i.e. receiviné community—
based care? reported fewer symptams than  their hospital ised
contral. Prominent advantages were largely confined to the amount

af time living in care aor in sheltered employment and the extent
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of subsequent readmissicns or contact with casualty departments -
an observation which may reflect the more assiducus follow-up  of
the eiperimental patients. On the whaole, these studies suggest
that hospital admissicon remains necessary for same patients, and
it is likely that.cmnsumer satisfaction wauld be as great in
these cases if attention to after—-care and suppowvt on discharge
was a&s intensive as was evident for +the experimental groups.
Finally, ﬁn the issue of costs, intensive community programmes
may cﬁsp move in financial terms than heospitalization [Weisbraod
et al 19801 and may carry some increased rvrisk to & patient’s
safety [Weisbrod et a1 1980, Esroff 13811, although the latter

remains a moot point [Stein & Test 13980, Grad % Sainsbury 13681,

The development of effective community—-based services far
psychiatric discrder depends largely un‘the intelligent interpre-
taticn 'af research findings caoncerning the distribution and
course of disorder in the general populaticon, where such services
are aimed.

Community psychiatry will continue to face an.uphill tasky
in this struggle, it will need to base growth on sound empirical

evidence, to plan and develop services for the populations and

the demcgraphic areas which most need them, and avoid, at  all
casts, a voluntary amputaticn of this far reaching limb from the
body which constitutes comprehensive psychiatric care.

Caplan and Caplan(1267) proposed a number of community
psychiatry "principles". These principles have proaven to be

10
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useful and wvalid, although only to varying dearees, and have
undergone considerable rethinking and change in  the succeeding

decades. -
Responsibility tc a Population

The concept of a catchment area, that is, a community mental
health centre taking responsibility for a total populaticn in a
gecaraphic area, has great appeal. Theoretically, a community
mental health centre would identify all the mental health needs
of its catchment area, formulate a plan toa meet these needs;, and
provide services based not on the staff’'s preferences with regard
too the kind of mental health activity in which it wants to
engage, but rather on the actual needs of the population. These
needs would be determined by both citizens and staff and would

take into account the cultural bkackgrounds of the population.

The catchment area concept has worked well where the catch-
ment area includes a discrete area, both politically and-. gec-—
graphitally. There have, hmwevef, been many problems when this
concept has been used in large metropalitan or sparsely populated
rural areas. In metrapdlitan areas, the boundaries are aften
artificial, and where boundaries rigidly .adheved to, persaons
moving from cne part of a city to ancther find themselves trans-—
ferrea to & whale new treatment system. Thus, continuiﬁy of care
is‘>inéerrﬁpted and patients and staff have to begin anew the

process of getting to know each each other. Many patients, espe-

cially the chraonically mentally ill, do nat or cannoct  make his

11




transition and become laost to treatment. The catchment area  may
not reflect political boundries and natural communities and as
result may haye difficulty serving its population. There have
been problems where federal afficials have required each communi-—
ty mental health cen%er to provide the whole array of services or .
run the risk aof being denied funding (President's Commiszicn on

Mental Health 13978).

In rural areas, a minimum pcopulation of 73,000 may result in
a rcatchment area so large gecgraphically that great distances

make the rational provision of services unwieldy.
Treatment Close to the Patient's Hame

As has already been menticned, éhe principle of having
treatment available clase to patients’ homes grew out  of, at
least in part, the military experience. Clearly, proximity facil-
itates the patient's and his or her family's utilizing that
treatment. Sending patients to a haspital far from home severs
the patients’ connectiocns with their community and their families

and discourages the families’ involvement in treatment .

RFural Areas

It is now generally held that the risk of psychiatric i11-
ness are at least as great in rural places and that rural indi-
viduals tend to be expaosed to a variety of stressors which can

result in a need for psychiatric care (President's Commission o
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Mental Health 1378). Physical isolation, low levels of education,
inadequate funding, and ignorance of psychiatric problems and of
technigues for addressing them further inhibit optimal psychia-
tric serwvice utilization. Thus, rural populations in the United
States are cmnsideréd tx have a substantial need for, but gener-

ally poor access to, psychiatric services (Bachrach 1983).

In térms of space, the sheer dimensicons of rural service
areas can be overwhelming. Most rural mental health catchment
areas, for example, exceed 5,000 square miles. The largest mental
health catchment area in the United States, lacated in Arizona,
consists éf &0, 000 square miles. In conjunction with conditions

of physical idsclation, low populaticn density, a limited tax

se, and persocnnel shortages, space may create major barriers to
a ¥ = ?

providing care.

13




The urban bias is general in health and human services
planning. Thus, Wylie (1976) states, "Sccial planners are urban-
natured. Most live in'metropolitan areas and their theoretical
canvictions and queétions derive from a planning literature that
is almost whally drawn from the urban scene. The concept of de-
sigﬁing .mental health catchment areas ccocnsisting of 735,000 to
=00, 00 people is strictly an urban notion. To include populations
that large in a service area in most of rural America usually
means ignoring naturai and social boundaries and planning  for
jurisdicticns sa large gecgraphically that they thwart realistic

programme planning.

Working in rural areas can present many problems for psychi-
atrists and other mental health prafegsianals. They may have to
provide & variety of services and thus be service generalists.
They .may be cultural cutsiders,and that, together with the fact
that they are mental health professionals, may make them suspect
in. .the . local cammunity. They may experience proafessicnal iscla-
ticn with the problems of lack of peer support and lack of abili-
ty to learn from fellow mental health professionals. Further,
rural service agencies tend to be understaffed, and as a result
war k. loads may be excessive. All of these gersonnel issues ‘can

cambine to cause Jjob dissatisfacticon -and staff burnout. .

There are alsc advantages in rural areas. The rural sense of
cammunity may provoede a potential scurce of support for  mental

health efforts that is rarely found in urban areas. Taolerance of

14




deviance may also be greater. There must, of course, be sensitiv-
ity to the local culture, but the rural sccial crganization; when
preperly utilized, may well be an advantage in the "delivery of
psychiatric services (Rachrach 1983). The sericusly ill ' psychia-
tric patient may have high visibility in a rural area, but this
has the advantage of causing these patients toa get help socner
than - they might in a more ancnymous urban  culture. Moreover,
rural psychiatrists may learn abocut their patients in the normal

course of conversation and everyday life in a rural community.

Preventicon

Froven techniques in psychiatry have been shown to  be
extremely effective in preventing many & psychiatric illnessess.
Psychiatric cohplications af syphilis and vitamin deficiency are
seldam seen tocday in developed nations. Decreased rates of birith
injury and improved prenatal care have lowered the incidence of
ma.jor >psychiatric prablems that vesult from. congenital brain
damage. Other comman neurm—psychiatric disorders such as straoke
and head injury have been shown to be highly preventable. Elimi-
naticn of lead from house paint has reduced the number of child-
ren.suffering from organic brain syndromes, and contral of indus-—
trial toxins has virtually eliminated "mad hatters" and octher
such problems.

‘There are newer preventive programs that should alsc reduce

the incidence of certain illpess. For instance, counselling pros—
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pective mothers not to delay prégnancy until the later childbear-
ing years is likely to reduce the incidence of mongolism. Other
programs show promise but await solid research findings demon-
strating their effectiveness. Interventicns directed toward
abusing parents, su;h as Parents Anocnymous, seem likely to prove
effective in breaking the cycle of ;hild abuse, which has been
shown to be sacially transmitted from genevation to generation.
Faising infants in impersonal institutions or without a consist-—
ent mother figure ocver a lang period of time has been demonstrat-—
ed tm.be deletericus. Programs to replace instituticons for home-
less children with long term, high—quality foster care o  adop-
ticn should help to prevent personality disturbance. With the
mounting evidence of genetic influence on  the ococcurrence of
s-chizophrenia and manic—depressive psychosis, the appropriate use
birth control  and genetic counselliné should be effective in
preventing the births of individuals who would be &t high  risk

for development of these illnesses.

pttenticon is required, not only to basic survey informa-—
tion, but alsc to the development of systems of monitoring bﬁur—

rent therapeutic activities, and to devising quantifiable meas-

ures of the more comlex concepts of medical, soccial, and personal

'néeds’, ‘demands’, and ultimately fcosts'i Pﬁrtly through léck

of foresight, partly as a consequence of inadequate support  for

reséaFCh monitoring of clinical activities, many of our cﬁrreﬁf
;;étéms af health care remain essentially articles ‘gf' ¥ait5:
Unfortunately, clinical and research practices are too aften

viewed as inherently incompatible. The setting up of novel treat-

1&




ments with ill-defined goals, based on  inadequate scientific
infermation and too little inférmaticon about how these goals can
reascnably be achieved, is surely sufficient recipe for disaster;
vet if this were not encugh, such innovatory schemes are: threat-
ened fram other qua;ters as well., The failure*tq intergrate such
new services with existing clinical practice may have contributed
to the fall in popularity of community mental health centres: in
the USA; failures to serve the needs of the chronically ill, a
selective ‘bias taowards ‘less severe! discrders, and isclation
from the mainstream of psychiatry have made them bath unpgpular
with psychiatrists and ineffective in preventing admission to
state hospitals or in implementing the sort of crisis interven-
ticn programmes that were the reason behind their creaticn [Fink

% Weinstein 1973, Mollica 1380, Doncovan 138017,

The amount and type of emaoticnal discorder occcocuring in prim-
ary &are has been a t@pic of incréasing interest in recent years
(Goldberg et al 1376]1. Studies using inventories that screen  for
psychiatric. disorders ’as'a éraup have eséablished ‘pre;aiencé
rates rvanging from 16% to 43% of practice attendees [Goldberg &
Blackweli 19701. Other st;éies using inventories to aséess de-
pressiéh;the most  coammon psychiatvic condition  in primary

care,have found prevalence rates of 12% té& 48%, with the wide

re

i

range reflecting the level of depressive symptomataology chosen as
significant,as well as possible differences in the préctice

papuiéfiaﬁs [Nelscon % Williams 1380;Rarnes % Prosen 138473,




Felatively few studies have examined the prevalence of

specific disorders in primary care. Before the 1370's the unreli-

_é ability of psychiatric diagnosis and the absence of systematic

assessment methods were formidable obstacles to obtaining such "a
data in a meaningful fashicn. With the develcopment of psychiatric
classification system with established reliability for individual
disorders,such as the Research Diagnostic Criteria [Sptizer et ai
19751, DSM-II1I1 L[AFA 19801 and ICD-10 [WHO 19921 accurate determi-

pnaticon of the amount and type of specific disorders became possi-

ble. PFrevalence rates for individual disorders were obtained
ranging from 5.8%4 for major depressicon and phobic discorders ta
1.6% for generalized anxiety discrder. The established prevalence
for all RDC disaorders was 26.7% fo practice attenders THoeper et
é al 13731. Other common discrders were alcochol abuse 8.2%;  other
substance abuse,7.1%; and phabic disordérs,&.ex. Fewr & Baltimore

teaching hospital cut-patient clinic Van KHorff et al [12873 using

a two stage assessment,determined the prevalence of specific
discrders using the DIQ ta be B8.5% for any anxiety or depressive
disorder. and 25.0% for any psychiatric disorder. These studies
are the anly ones in print that have reported prevalence data for

gpecific discrders for a representative sample of primary - care

attendees..

hat . co » = -

Recent studies have demonstrated a high‘pravalence of mental
disorders among patients of primary care providers in the .United
States. Earlier studies estimated that between 15%:and.:20% . of
primary care patients have a diagnosable discrder,and more recent

work suggests that approximately 304 of primary care patients

18
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using services within & year have a diagnosable peychaitric
disocrder,mast  of which are mainly affective,such as the depres-
sive disaorders L[Gaoldsberg 13731, It has alsa been demonstrated
that primary care practiocners in the US are exposed to the full
spectrum of psychiatric discrders, acute as well as  chronic
disorders, severe cases as well as mild. fhese studies and others
[Hoeper et al 1379; Shapherd‘et al 1%€6; Stumbo et al 12821 have
shown  that general medical practiticners generally under-report
such illpessess. 0f what consequences in this ¥ If those illness—

ses are predominantly minor and transient in nature, it might

less critical tham if physicans were neglecting to rvecord

=eem
major  disorders. To addrese this issue, studies following up
patients cover time with multiple assessments are necessary.

There 1is much evidence to show t%at conly a praoparticon of
patients with significant paychiatvic disarder wha present  them-
=elves to their general practiticoner are recocanized as such: the
rhidden psychiatric marbidity! [L&Gcldberg % Elackwell B b O
Foldberg and his calleagues (132821 have shown that this misiden—
tificaticon, or mieclassificaticon, can be thought af as consisting
in two components: bias (an individual doctors consistent tenden-
cy ta make or avoid making a psychiatric diagnosis); and accuracy
(the extent to which the GF's assessment of psychiatric disorder
cancurs either with the patient’'s own assessment or  with  an
independent psychiatric assessment). There is evidence that bias
is . iargely determined by factores such as the personality, at-—

titudes and experience of the GF, whereas accuracy carrelates

with his behavicur during the consultation [Goldberg & Huwl ey
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There is much evidence to show that only & proporticn of
patients with significant psychiatric disarder who present them-—
selves to their general practitioner are recognized as such: the
rhidden psychiatric marbidity’ [Goldberg &% Rlackwell 13703.
Goldberg and his caolleagues [1'982]1 have shown that this misiden-
tificatiaon, or misclassification, can be thought af as cansisting
in two. components: bias (an individual doctors consistent tenden-—
cy toe make or avoid making a psychiatric diagnosis); and accuracy
(the extent tao which the GP's assessment of psychiatric disorder
cancurs either with the patient’s cwn assessment or with an
independent psychiatric assessment). There is evidence that bias
is . iargely determined by factors such as the personality, at-
titudes and ewperience of the GP, whereas accuracy correlates

with his behavicur during the consultation [Gcldberg % Huxley
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198013. Among the issues discussed, two concerns seem ta be moast
pressing: first,toc many individuals with mental disorders do naot
seek treétment,and; secondly of those that do seek treatment, a
majority . .da not procure services fram mental health profession-
als. Regiertlgazl'néted that about 204 of the estimated 32 mil-
licon persons with mental disorders do not obtain any care, ancoth-
er 607 seek help fraom primary*health professicnals. In the Epide-
miclogical Catchment Area study, Shapiro et al [19841 found that
cnly between 24% and 38% of all ambulatory visits by persons with

Diagnastic Interview Schedule disorders were to mental health

prafessionals.

Finally, there is as yet no easy sclution - such &s primary
preventicn  — to salve the praoblems that face praofessionals  wha
serve the mentally ill. Dur difficult patients will not magically
go away. We will havé to struggle with the discauraging and often
averwhelming obstacles to avercoming mental illness and resist

the temptaticon of uncritically embracing simple soclutions of fered

to us.

A BRIEF HISTORY OF MALAYSIAN PSYCHIATRIC SERVICES

The earliest. recarded evidence of a. psychiatric facility
was the existence of a lunatic asylum in the area of what is
today the general hospital grounds in Fenang, for the East
India Company in the late 18th century. The next record-is.. the

building of the Central Mental Haspital in Tanjong Fambutan, Ferak

in 1911 tco house the mentally ill,presumably of the whole cCoun-—-
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try. It was built on such a large scale with over seventy wards

. in over 600 acres that it must have been coanceived as a central-

ized hospital for the mentally ill patients. In 1335, ancther
large hospital of almost the same size was bBuilt in the south  of
the peninsular at.Tampai. Arocund the same pericd,a 300-bedded
hespital for mental pat;ents was built in Hucing,Sarawak. In the
1920's,a small 100-bedded 'psychiatric hospital was built in

Sandakan at Buli Simsim.

-

During the Becand.warld War,the mental hospitals throughout
the country were emptied of patients for the most part to house
! the Japanese troops and the psychiatric population was dissipated
throughouwt the country. The end of the war brought the haospitals
rapidly to overwhelming so that by 1357, just twelve years after
the end of the war,there were seriaug allegations of security

breaches,corrupticn and ill treatment in the country’s largest

psychiatric haspital at Tanjong Rambutan. Then the lenghty and
aften times intruiging inguiry brought to light the many draw-
pbacks aof institutional psychiatry,that held sway over the mental -
ly 1ill in the 1950's. The ;isit‘by an Australian WHO adviser,Dr
Cunnungham Dax in 1960 and his subsequent repaort on the psychia-
tric services in Malaya and the recommendations he made for
decentralization,a better training programme were very:  timely.
Since then several other -WHO reports have ailuded to the need for
deinstitutionalization and better staffing. Today despite the
peychiatrist population ratic of about 12330 000 in "Malaysia

which is far below recommended levels for developing

-auntries, there have been steady advances in the state of psychi-
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atry with deinstituticnalization and improved quality of care,in
and outside hospitals. A number of community agencies and over

gighty cutlying clinics have also cropped up.

The situaticn with regards to facilities for mental health

care,however, has not kept pace with the improvement in the

number <=f psychiatrists inthe country. Overcrowding of the
psychiatric wards,;especially in the urban areas,is a severe
problem gﬁill,with quite a few psychiatrvic patients being made to
sleep on mattressess on the floor. One obvicus reasan for this is
that the inéreése in the number of psy;hiatric beds has not  kept
pace with the increase in the population. Movecver,in scme places
the locks and the iron grills and bars have become part of  the
fivture s mucﬁ sa that some of our doctors canncot imaagine that
you can astually have peychiatric wards without loacks or bars  ar
grills. Mechanical restraints are still frequently used and
appears to be more preferved tHan chemical restrainﬁﬁ,even to the
extent of causing severe lacereations scmetimes. However,nowadays
patient abuse has become an uncammon event and this is  something

ane can really be proud of,considering the patient lcad they have

ot lock after.

Ancther important change that has cccured is the substantial
reducticn in the number of beds in the psycﬁiatric hospitals and
the increased emphasis that has been given to community based
mental health care. Similar changes have cccured throughout. the
world, resulting in the premature closure of many a psychiatric

hospitals. The motive behind this policy of deinstituticnaliza-
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tion is praisewswthy; it is in its implementation that the prob-
lem arises. And the problem arises because the reduction in  the

beds has not been matched by the coancommitant in the infrastruc-—

tural facilities to suppovrt the chronic schizophrenics and
families in the community - facilities such as hal fway
homes,psychiatric hostels,day care centres or sheltered work-

A

shops. It is not an uncommon sight to see chronic  schizophrenics
discharged from the hoépitals rummaging in the dustbins behind
restraunts for food or smiling and gesticﬁlating by himself in
the city streets. Rightly cr wrongly one gete the impression that
these chraonic schizaphrenics are simply dumped into the streets
ar too the unprepared family, with nc support agiven ta them or the
community  to help them cope with these chronic pat{enta, muizh

1eses to rehabilitate them.

Another aspect of the mental health care is the community’s
percepticons,attitudes,beliefs and health seeking practices. The
society copes up with the mental illnessess and the mentally il1
in particular ways, which are many times undesirable because af
the differences between mental and the physical illnessess, In
general,the mental illnessess are nxt recognized easily, their
causes are poorly undérstood and often misinterpreted by magicco-
relig;aus explanations and their treatment requires cther adjust-
ments besides medication over longer pericds. The public Sfigma
attached to the use of psychiatric treatment interferes with the
williﬁgness‘ af individuals to ceek specialised services. In
additicon many lack confidence in the effectiveness of psychiatric

treatment while others find it too expenive.
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Yat, ancther problem facing Malaysia is that it is not
uncommon  ta find a person with mental illness untreated for
several years in a-Malay village éTan Eng % Wagner 19712. It is
chbserved that most (390%L) patients with mental illness brought to
the hospital bave previcously visited a traditicnal healer, bomch,
or oSinseh or a boba hizan. It is cnly when these efforts fail
that the perscn is brought to the modern medical facility. This
indicateé that magico-religious beliefs about the causation are
still pervasive in the Malaysian Society and dirvectly influence
health seeking behavicur. In Malaysia the delay in haospitaliza-
ticn after the cnset of illness beyond & months is. significantly
more  frequent in those who had consulted bomohs. I£ is aften
feared that consultation of the traditicnal healers prevents

instituticon from early treatment with modern medicine.

Thus we =ee that in Malaysia still the community mental

health services are lacking in the fallowing areas;

i. There is still no treatment close to the patient, instead the
patients has to come to the hospitals far away from their
homes.

2 Comprehensive psychiatric services are not available,such as
hal f way homes, day care facilities and ather rehabilitaticn
pr ogy ammes.

3 Multidisciplinary team apprcach is lacking. Very few places

have teams comprising of psychiatrist,psychalagist, psychia




