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APREELER
SUMMARY

A study was carricd out on the pathways to
psychiatric carc in Harare, Zimbabwe. Encounter
forms were completed on 48 patients admitted to
psychiatric beds. Analysis indicated that there was a
by-pass of primary care facilitics, with a significant
number presenting directly to tertiary care facilitics.
here were lengthy delays before secking care, but
delays while receiving care were modcrate.,

The sample as a wholc was composed of major
disorders, displaying scvere symptoms, and there was
a suggestion that some paticnts become more
disturbed along the pathway. As a whole, the sample
is very different to samples screened from primary
carc settings, and the consequences of this are
discussed.

INTRODUCTION

Epidcmiological studics in recent years have
indicated that psychological disorders are common
both in community and primary carc samplcs. It has
also been observed that very few paticnts with
psychological disorders cver receive specialist
psychiatric care.
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This work suggests that only severe or chronic
disorders rcceive such specialist attention, and,
furthermore, that many psychological disorders
receive no atteation at all.

The Western studics have been complemented by
studics in other parts of the world, and the African
studics su%gcsl dircct comparability with the Westem
studics.® > In Zimbabwe, the studics, which have
been mainly carricd out on primary care populations,
conform 10 these general findings.™

Goldberg and Huxley have carlier proposcd a
Filter Modcl for psychiatric carc, which describes the
pathways 10 psychiatric carc for paticnts suffering
from psychological disorders.!

This model assumed that cases receiving specialist
psychiatric carc were the residue of a progressive
filtering process, but it was also recognised that some
paticnts may reach psychiatric services by other than
the cstablished palhways.6

Studics of paticents in specialist psychiatric settings
arc therefore likely to represent a somewhat skewed
sample, and this limits the generality of such studies.

It is also important to the development of effective
mental health services that the referral network to
such services is well-understood, and it was with this
aim that the World Health Organisation has proposcd
a programme of rescarch to improve the quality of
mental health services.

This programmec cnvisaged a scrics of
complementary studies, several of which were scen
as nccessary, One study, the “100 patients study”,
was aimed at understanding the prevalence of
psychological disorder in primary carc settings, and
such, studies have been  conducted  in
Zimbabwe. >

The sccond study involved the investigation of
referral networks, the “pathways to psychiatric
carc’”’, as well as the calculation of annual inccption
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rates for psychological disorders. Gater and
Goldberg, as mentioned above, have conducted such
a study for the psychiatric service for South
Manchester.® This study provides and interesting
comparison, since the South Manchester and Harare
mental health services are both embedded in a filter
model service model, with a stress on a primary carc
base.

The present paper reports upon an attempt o
investigate the pathways to carc in Harare,
Zimbabwe.

MATERIALS AND METHODS

All patients referred to the psychiatric services in
Harare during the period 1st June to 1st July 1989,
were 1o be assessed. All patients who were returning
for trcatment or had sought care during the previous
years were to be excluded, but all patients beginning
a new episode of care were to be included.

A series of meetings were held with the psychiatric
staff in the two units involved (Harare Psychiatric
Unit and Ward 12), and the purpose of the exercise
was explained. The units involved provide
psychiatric services, inpatient and outpaticnt, to the
meftropolitan area of Harare, as well as operating as
a referral service to the outlying Provincial Medical
services. In practice, the catchment area for the
psychiatric service covers a large proportion of the
northern area of Zimbabwe.

Instruments: A specially prepared encounter
form, provided by the World Health Organisation,
was used to record various details of the patients. The
psychiatric staff were instructed in the use of the
form, which took about fifteen minutes to complete.

The encounter form is divided into seven sections,
cach recording various items of information about the
patients. Basic information on the Centre and mental
health professionals is recorded. Demographic
information about the patient is also recorded,
including age, gender, marital status, social position
and past history of psychological disorder. The
remaining five sections relate to the pathway to care,
and detailed information about various carers, types
of problems presented, kinds of treatment offered,
and the tmes of various events (onset of disorder,
journey 1o care, time taken in referral, etc.) were
recorded.
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The study protocol, devised by the World Health
Organisation, also required specific 1ICD-10
diagnoses, but this was dispensed with in the present
study. The rationale herc was that the psychiatrists
had been attempting to follow DSM-III guidelines,
and it was felt that it was better 10 allow staff to
express their diagnoses in their most usual form. In
practice, the diagnoses that were assigned were of an
informal nature, and no record was kept of the system
being utilised in making the diagnoscs.

RESULTS

Encounter forms were completed upon 67 patients in
all, but complete data was only available upon 488
paticnts. All of these paticnts were admitted to
psychiatric beds. Nincteen patients were excluded
from the study, mainly because the encounter forms
were incomplete in most respects. It appears that busy
stafl were unable to complete these forms when
clerking the patients, and subscquent examination of
paticnt notes did not remedy the deficit. The settings
in which these patients were scen are indicated below
in Table I.

Table I: Settings where patients seen.

Setting Number
Psychiatric OPD, Mental Hospital 1
Admission to psychiatric ward 18
Medical ward 19

As can be scen, the scttings were restricted 1o central
hospital facilitics, and therefore represents a selected
sample, from a potentially wider source of settings.
No data was available for outpatient contacts or
contacts with other mental health professionals, such
as clinical psychologists. This omission resulted in
the inability to calculate incidence rates, but did,
nonctheless, allow the pathways to be investigated.

The sample itsclf appears little different from
samples screencd from primary paticnts. However, as
can be seen from Table II below, there are some
differences. There is a large proportion of single men,
which is different to samples screened from primary
care clinics, where there tends to be parity in the
distribution of s¢xes, with perhaps a slight tendency
towards a preponderance of women.
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Table II: Demographic characteristics of sample.

AGE:
Mean 28,2 years
S.D. 9.4 years
GENDER:
Male 33
Female 15
MARITAL:
Single 23
Married 15
Married (apart) 7
Widowed 0
Divorced 3
SOCIAL POSITION:
Above average 3
Average 37
Below average 8
PAST HISTORY OF PSYCHOLOGICAL DISORDER:
In survey area 36
Outside survey area 12
SUGGESTION FOR CARE:
Patient 2
Previous care 12
Family/others 34

A pathway was also carricd our, with the routcs to
specialist mental health care being described (sec
Figure I below), and mean delays in wecks on the
pathways were also calculated (sce Figure II). These
latter values are somewhat mislcading since the
numbers of patients using some of the routes is very
small (n=2 in some cases).

As can be scen from Figure I, many paticnts
initially consult a traditional hcaling system, and
thereafter proceed through a varicty of routes in an
indirect fashion. Fcw of these patients are directly
referred to Western-style health facilities. A sizeable
percentage by-pass primary care facilitics altogether,
and present directly to tertiary care facilities.

These findings, taken together, describe the very
different picture to a comparable study from the West,
where the majority of paticnts will initially consult a
general pracLiLioncr.6 The number of pathways used
in Zimbabwe is smaller than in the South Manchester
study, which probably reflects the health position in
Zimbabwe with relatively underdeveloped services,
and also a relative paucity in the varicty of health
service options.

Figure II describes the delays experienced by
paticnts using the various pathways. As can be seen,
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the shortest delays are those inpaticnts identified to
the police, and this scems to be associated with “bad”
bchaviour. Generally, there is a lengthy period
between onsct of symptoms and contact with a carer,
but thereafier the delays would scem modcrate. Even
those paticnts who initially consult traditional healers
do not cxpericnce great delays before sccing mental
health profcssionals (MHPs). Here, the police would
scem to provide the longest delays in referring on
paticnts, and this may be duc to complications over
misdemeanours, crimes and oflen access (o ransport.

Ovecrall, as can be scen from Figures I and II, the
pathways show a clear by-pass of primary care
facilitics with most prescnung dircctly to tertiary
carc. This figure is higher if the routes involving the
police and traditional hcalers are included.

Problems presented: The majority of paticnts (74
pc) presented with problems that may be considered
to be severe: psychotic symptoms, disturbed
bchaviour and violence. There arc few paticnts who
present with minor disorders, and surprisingly, only
a small pcrcentage who present with somatic
symptoms. This last is surprising since somatic
symptoms appcar very frequently in cascs
prescriptively screened from primary care
samplcs.4'

As can be scen from Table 1T below, the longest
delays arc expericnced before patients scck care. The
delays before sceking care are quite variable, whilst
the delays between secking care and secing an MHP
arc modcrate. This latter delay can be inferred from
the difference between Total Delay and Delay Before
Care.

The most marked change scems (o be the increase
of violence amongst patients. Howcever, the changes
do not alter the finding that psychotic symptoms,
disturbed behaviour and violence account for over 70
pc of the presenting problems. This bolsters the
conclusions of carlicr African studics and reviews,
that only thc most scvere cases (and usually only
psychosis) receive the attention of mental health
profcssionals.

Table 1V shows the analysis for the diagnosis
assigned to these patients. As mentioned above, these
diagnoscs arc informal and cannot be taken as
accurate. It should also be noted that three cases we-
HIV posiuve, but no prevalence can be est
since not all cascs were prescriptively scre
their HIV status. As can be scen from bott
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Figure I: Pathways to psychiatric care: Frequency of patients using various pathways.
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Table III: Problems presented and their delays.

Mean delay in weeks
for patients presenting

No. of patients

Problem presenting problem problem to first carer o
Delay before Total
First MHP care delay
carer {psychiatrist) (in weeks) (in weeks)
Violence 12 13 8.0 14.2
Psychotic symptoms 1 12 152 189
Disturbed behaviour 12 g 10,4 16
Somatic symptoms g 3 1.6 2.7
Depression 3 4 53,3 £56.4
Organic symptoms 1 ] 3,0 50
Substance abuse 1 i - 79 - 1 5
Table 1V: Diagnosis viven and thewr delays
No cf patients Mean defay in weeks
presenting for patients
Diagnosis problems presenting problem
Delay before Total
care delay
(in weeks) (in weeks)
Schizophrenia 23 16.2 20.4
Affective disorder 7 16.6 18.4
Personality disorder 6” 07 10.3
Organic disorder 4 1.0 44
Substance abuse 5 56 9.8
Neurosis 3 496 505

lincludes 3 cases identified as HIV positive)

and Table 1V, there is a trend towards greater delays
being associated with minor disorders, which again
is supported by the studies indicating poor detection
of minor disorders by primary care workers, ™

DISCUSSION

Taken as a wholc, these results are interesting and
complemcat the gencral picture emerging from
epidemiological investigations of psychological
disorders in Zimbabwe. The skew in the sample is
clear; it is confined to admissions to psychiatric
wards, and provides no information on other contacts
with the psychiatric scrvices.

Accepting these limitations, what can we conclude
frorn these findings? The most obvious conclusion is

that patients with severe disorders tend to by-pass
primury care lacilitices.

As could be scen from Figures T and I, a large
proportion of patients present dircetly to tertiary care,
cither to the psychiatric service itself or to a hospital
doctor.

An cqually significant proportion of paticnts
consult traditional healers, but, interestingly, these
consultations do not seem 1o be associated with unduc
delays before receiving specialist mental health care,
Primary carc facilitics are rarcly uscd, which is in
marked contrast to the comparable study from the
West.® However, once contact has been made with a
care-giver, the delays while recciving care scem little
different for the various routes. The lengthiest delays
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all take place prior to the decision to consult, and this
may well be a factor in the severity of the disorders
seen.

The delays while receiving care are all moderate,
with the somewhat surprising trend towards shortest
dclays being experienced on the traditional healer
route. This finding suggests that we should pay closcr
attention to the role that traditional healers play in the
health system, and, obviously, to the role they play in
psychological disorders. The present study docs not
support the frequently expressed view that traditional
healers have an obtrusive effect on major disorders,
but the role of traditional healers requires morce
invcsti%ation than at present. The point was make
carlicr,

There is also the suggestion that delays while
receiving care may lead to further deterioration in the
condition of patients, This is suggested by the
increased number of problems of violence reported
by mental health professionals. Twenty-five percent
of patients showed problems of violence to the first
carer, and this proportion had increased to 38 n¢ by
the time the patients had seen mental health
professionals. This raiscs the difficulty of whether
violence should be seen as an index of severity or as
a conscquence of the failure of care. This finding too
would scem o require more attention in the future.

The differences in the delays experienced by
sufferers of “major” and ““minor” disorders is clear,
but perhaps unremarkable, when placed against the
general cpidemiological background. As was
indicated above, African and Zimbabwean studics
have shown very low rates of detection of minor
disorders by primary care workers,

It has also been noted, in one study, that few cases
of psychosis (severe casces) are misscd by this same
gr()up.9 Thus, the lack of representation by minor
disorders is not surprising. What is interesting is the
manner in which severe cases by-pass primary carc
workers altogether, and, together, these two findings
suggest that primary carc has little current utility for
paticnts suffering from scvere psychological
disorders. The need for primary carc workers 10 lcarn
detection skills is thus crucial, and this may not be an
cnormous problem o solve, as recent studics have
demonstrated.”

This by-passing of primary care, and indeed of all
the “filters of care’ is not trivial, however, and has
important implications both {or service delivery and
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rescarch. As far as service delivery goes, the use of
the psychiatric services as the point of entry for care
may result in paticats with physical illness, that
prescents in psychological form, receiving
inappropriate care. The presence of three patients
who were HIV positive, and were diagnosed as
suffering from Personality disorders, lends support to
this view.

In view of the HIV cpidemic, the relationship
between HIV status and psychopathology needs
carcful examination. It will be important to determine
whether the HIV status of paticnts, such as those
indicated above, is matcrially rclated of their
admission, or merely represents an epiphenomenal
relationship. It will be important to understand the
impact of high rates of HIV infection on psychiatric
morbidity, since there are reports of psychotic-like
rcactions in HIV infected persons.

The issuc of HIV infection is not trivial, for as
Goldberg and Huxlcy have commented, psychiatric
scrvices rarely reject cases, and thus the probability
of accepting falsc positives remains very hi(g,h,l There
remains the very real possibility of overburdened
psychiatric services accepting cases that they perhaps
should not. Where no filter exists heitween
community and psychiatric care, a possible solution
is to require all admissions to be admitted 1o general
hospital beds before referral to the psychiatric wards.

For rescarch, the finding has different
impheations. The sample for many African studics
has been too frequently drawn from patients under
the care of mental health professional. For cxample,
Lamont’s impressions of  Zimbabwcan
psychopathology were based upon a similar
population to that being presently rcportcd.m Earlier,
Carothers had donc the same for East African
populmions,“ with the crroncous conclusion that
neurosis was uncommon in Africans. Clearly, their
conclusions can only be seen as descriptive of severe
cases who receive specialist psychiatric care. They
have no applicability for the remaining morbid
population. This point has been made carlier. 12

For this rcason, it is imporiant that studics of
psychopathology focus on both primary and iertiary
care, with perhaps an emphasis upon primary carc, as
Michacl Shepherd has argucd.] 3 Thef iltering process
that determines access to specialist psychiatric care
nceds o be clearly understood, and the study of the
pathways to psychiatric care is a uscful method for
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deriving this understanding. The present study, with
its shortcomings, provides a beginning to such
understanding.

CONCLUSIONS

An examination of thc pathways to psychiatric care
in Harare, Zimbabwe, rcveals a picture somewhat
different to that of a British pathway. The results
suggest that there arc long delays between the onset
of symptoms and the secking of care. The routes 10
care indicate a by-pass of primary care, and the use
of psychiatric services, as the initial point of entry 1o
carc for a significant number of paticnts. Scverity of
symptoms would scem o be the major factor behind
secking carc, and major illncss would seem o be
more common than minor illncss. Furthecrmore,
minor illness would sccm to occasion lengthicer
delays, both before and after secking care, and some
cases of physical illncss appeared to attract diagnosis
of minor illncss. The use of traditional healers docs
not seem 1o led to delays in recciving specialist
mental health care, which may be reassuring for those
who assume that traditional hecalers have a
detrimental cffect upon psychological disorders. It
may equally indicate that traditional healers were
ineffective or even noxious. The role of traditional
healers gencrally requircs more attention that it does
at present.

Overall, the study of pathways to care seems 10
provide a uscful cpidemiological tool. It indicates
possible sampling difficultics, and may also indicate
ways in which service delivery may be rendered more
efficient. However, the omission of outpatient
contacts is a methodological fimitation, and linuts the
confidence we can have in these conclusions.
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