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Editorial

In the fourteenth century, Lithuania was one of the largest countries of Europe, stretching from the Baltic to Ukraine and

incorporating Belarus and much of Poland and Russia. For two hundred years it was largely amalgamated with Poland

until the 1770’s when it was swallowed by its neighbors, mainly the Russian empire. Between the wars, it was a smaller
but independent entity until the Soviets and then the Germans and then again the Soviets occupied it from 1940 until

March 1990.

By John Bowis and Robert van Voren

Teacher and
students at
Viltis

Twenty-one years ago, Lithuania
was the first Soviet republic to dare
to do what virtually nobody ever
thought would happen: it reinstated
the independence itlost with the first
Soviet invasion in 1940 and by do-
ing so, set a process in motion that
very much contributed to the disin-
tegration of the Soviet Union the fol-
lowing year. Independence brought
an enormous sense of enthusiasm
and hope, and the nation set itself
the task of reuniting with free and
democratic Europe and reforming
its outdated Soviet economy and
social structures to modern Euro-
pean ones. In the sphere of mental
health, this desire to reform was no
less strong. An independent Lithu-
anian Psychiatric Association was
formed, a system of mental health
centers to be housed in general
hospitals was devised, child and
adolescent mental health services

were overhauled and “Viltis,” a par-
ent organization of children with

intellectual disabilities, became
the largest NGO in the country. It
seemed that within a decade or two
Lithuania would have shed the dark
shades of the totalitarian past.

Global Initiative on Psychiatry was
there from the very start. During
all these years, our organization
invested in mental health reforms
in Lithuania, supporting reformers,
assisting newly established NGOs,
bringing Western expertise and
advice, setting up projects with
Lithuanian colleagues and step
by step helping to transform the
mental health landscape. In 2000,
we opened a regional office in the
Lithuanian capital, Vilnius, which
became the region’s motor for men-
tal health reform. Projects focused
on all the possible areas of mental
health: community-based mental
health care services, psychogeriat-
rics, eating disorders, forensic psy-
chiatry and prison mental health,
intellectual disability, user and fam-
ily involvement in mental health —
both individual care and treatment
decisions and service planning,
patient advocacy, mental health
economics and developing men-
tal health policy both locally and

nationally. The country was an ex-
ample to others and reformers from
many other former Soviet republics
as well as from other Eastern and
Central European countries came
to Lithuania to see what had been
accomplished.

In 2004, Lithuania joined the
European Union, thereby fulfill-
ing probably its biggest and most
improbable dream: it had rejoined
Europe within a period of less than
fifteen years. However, joining the
European Union also meant that
reform was no longer seen as a
prerequisite to becoming part of
the European family and millions of
structural funds from the European
Union soon found their way into
maintaining the old system, rather
than investing in innovation. Lithu-
anians saw their diplomas recog-
nized in Western Europe and, as a
result, a mass exodus started which
to date has resulted in the emigra-
tion of approximately one-fifth of
the country’s population. Among
these have been many doctors and
nurses, whose salaries in Lithuania
are so low that it is virtually impos-
sible to live off one salary — while
much more can be earned working
abroad.
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The result is a very painful situation,
with a country that suffered heav-
ily from the economic recession, a
population that has lost many of its
brightest and most active citizens
to emigration, an increasingly anti-
European political climate and a
stagnating mental health system,
where the process of reform has
come to a halt because of a combi-
nation of factors: a severe decrease
in available funding, a lack of bright
young and innovative minds, and a
general attitude that further change
is no longer necessary.

This edition of Mental Health
Reforms is, therefore, an unusual
issue. It not only reports on suc-
cesses, it also very much reports
on failures: failures to change the
system fundamentally and perma-
nently, a failure to depart fully from
the past of a biologically oriented
and institutionally based Soviet
mental health care system, a failure
to continue to take the lead and
show other countries in the region
how mental health services can

maybe more than those filled with
stories of success and optimism.
It functions as a warning that, after
twenty years of investment, things
can develop in an adverse direc-
tion; that investments can fail; that
high optimism can eventually come
up against reality with sometimes
unpleasant consequences. It is
also a warning that membership
of the European Union in itself is

John Bowis is a former Health and
Social Services Minister in the UK, a
former member of the European Par-
liamentand is currently a health policy
aavisor and Secretary of the Board of
Global Initiative on Psychiatry.

Robert van Voren is Chief Executive
of Global Initiative on Psychiatry.
John Bowis: johnbowis@aol.com
Robert van Voren:
rvworen@gip-global.org

be remodeled to the benefit of its
users without an abundance of fi-
nancial means.

no guarantee that the process of
Europeanization will continue. To
the contrary: being “in” might be
reason enough to stop changing,
because it is no longer a condition
for being “in.”

We decided, however, that this
journal is a very necessary issue,

GIP Vilnius Celebrates World Mental Health Day 2011

For the third year, GIP/Vilnius joined with the Vilnius City Mental
Health Center (Vasaros Clinical Hospital) and the Ministry of Health to
celebrate “World Mental Health Day 2011.” On October 7 of this year,
the event titled “Let’s Make Friendship 2011” was held in V. Kudirkos
Square in the heart of the city from 12-5 p.m. There were many ac-
tivities organized in tents and on stage, including a museum of psy-
chiatry. The Mental Health Biblioteca brought many publications on
the theme and viewers admired the masterpieces of artists suffering
from mental health problems. Young artists created “costumes” of
depression, schizophrenia and other mental disorders and one tent
allowed visitors to attempt crafts that are used in therapies for pa-
tients. Mental health services in other countries were highlighted and
medical student volunteer and those working on hot lines for children
and youth explained their work. Psychiatrists and psychologists dis-
cussed mental health issues and provided consultations. Individuals
with intellectual disabilities presented musical performances on stage
next to professional musicians and singers.

These events intended to celebrate World Mental Health Day and
remind each of us about the essence of good mental health for both
individuals and society. In addition, demonstrations of strengths and
capabilities of persons with mental disorders facilitated their integra-
tion into society — with friendships established among all of us.
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Evidence-Based

Mental Health Policy in Lithuania

Since an independent Lithuania began demo-

cratic reforms in 1990, there have been several
attempts to introduce evidence-based mental
health policy. The first step was the adoption of
the Mental Health Law in 1995. Even though this
was an important step, it later appeared to have
no significant direct influence on the existing

system of psychiatric care.

By Dainius Puras

Another important step was the
development of outpatient mental
health centers in the level of mu-
nicipalities, starting in 1995-1997,
when the obligatory health insur-
ance system was introduced. At
that time, the transformation from
the system of outpatient policlinics
(“dispensaries”) in larger cities into
outpatient mental health teams as a
part of outpatient general (somatic)
policlinics led to some increased
funding for outpatient mental health
services. This resulted in the ad-
dition of a small number of psy-
chologists and social workers to
the traditional workforce previously
dominated by psychiatrists treating
the biomedical component of treat-
ment of psychiatric disorders. In
addition, this step had the positive
component of de-stigmatization
since the location of outpatient
psychiatry moved from psychiatric
institutions to general medical cen-
ters.

However, these changes have
not been enough to change the
traditional culture of mental health
services. Several independent
studies, carried out with the help
of international foundations (GIP,
Open Society Foundation, etc.)
from 1998 to 2004, convincingly

demonstrated that mental health
services continue to be ineffective
and that they contribute to the in-
crease of stigma and social exclu-
sion. Although the number of beds
in psychiatric hospitals decreased,
the number of places in large
residential social care homes re-
mained very high. Another problem
is a lack of political will to address
adequately high rates of suicidal
and other self-destructive behavior.
Although Lithuania had a highest
suicide rate in the world during the
last decade of the 20th century and
the first decade of the 21st century,
no comprehensive suicide preven-
tion strategy with sustainable activi-
ties and measurable outcomes was
implemented. The only strategic
investment  during  1995-2005
has been a substantial increase
in reimbursements for modern
psychotropic medications (antide-
pressants and antipsychotics) and
improvement of the conditions of
stay in psychiatric hospitals and
residential care homes.

In 2005, a then-new Minister of
Health, Zilvinas Padaiga, after the
WHO Ministerial Conference on
Mental Health in Helsinki, initiated
a Task Force for Development of
a National Mental Health Strategy.

The findings from the aforemen-
tioned studies on the poor state
of public mental health indicators
among the population and ineffec-
tive management of mental health
services have been used by the
Task Force as the analytical part for
drawing recommendations for new
mental health policy. It was agreed
that the main goal was to adopt the
policy document, based on mod-
ern principles, and not to address
the funding issues in that stage.
For this reason, Seimas (Lithuanian
Parliament) approved the new
Mental Health Strategy on April 3,
2007, without any larger debates.

The new Lithuanian Mental Health
Strategy is very clear about mov-
ing to modern principles of mental
health care adopted by the WHO in
the 2001 World Health Report and
by WHO Ministerial Conference in
2005. These principles focus on
the following:
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e community based services,

e effective programs aimed at
mental health promotion and pre-
vention of suicides, violence and
other mental health problems,
deinstitutionalization,

e promotion and protection of hu-
man rights in psychiatric institu-
tions, with independent monitor-
ing mechanisms established,
and

mental health policy and services
evaluation and research, so that
effectiveness of invested resourc-
es could be monitored and policy
makers could be informed about
the situation.

The four years following the adop-
tion of the Mental Health Policy have
been marked by vague attempts to
implement it. Basically, no political
will was demonstrated to imple-
ment the main principles of the new
policy. To do this, new incentives in
funding schemes should be imple-
mented to fill obvious gaps and
to reduce existing unbalances in
mental health care. However, insti-
tutional care, which is overused in
Lithuania on the large scale, is likely
to be supported again and again as
a priority by the Government, even
after the adoption of National Men-
tal Health Policy which declares
deinstitutionalization as a basic
priority. Instead of gradually clos-
ing large psychiatric institutions,
the Government, in recent years,
has allocated substantial amounts
of EU Structural Funds to renovate
existing residential psychiatric insti-
tutions. Also, a huge disproportion
of investment in biomedical and
psychosocial components within
outpatient mental health care re-
mained; thus, municipal mental
health centers, officially established
as outpatient community-based
care teams, have very little to do
with  modern community-based
services. To conclude, out of five
obligatory components needed for
modern community-based servic-
es for severely mentally ill persons,
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only one component has been and
remains adequately funded, and
this is reimbursement of psycho-
tropic medications for the patients.
The other four components — psy-
chotherapy, psychosocial rehabili-
tation, vocational rehabilitation and
supported housing, are still in their
infancy, and there is no intention in
the recent plans of policy makers to
implement the new mental health
policy in a serious way.

Preliminary analysis of the failure to
implement the modern principles
of public mental health in Lithuania
indicates that this has to do with
general societal problems in Lithu-
anian society. There is a high level
of intolerance to different vulner-
able groups (including mentally ill
people) in the general population.
Politicians have heard from interna-
tional organizations about the need
to deinstitutionalize mental health
services and to liberate mentally ill
people and the whole field of psy-
chiatry from outdated stigmatizing
institutions, but they never heard
about this need from their voters.
On the contrary, a large portion of
the electorate would like to have
less liberal legislation and to isolate
people with mental health prob-
lems. Other stakeholders, such as
professional groups of psychiatrists,
the academic sector, and organiza-
tions of mental health service users
and their relatives tend to lobby
for improvement of the existing
system and not to basic changes
in the culture of services and infra-
structure of services. Principles of
autonomy and participation of men-
tally ill people, which have been a
driving force in many countries, are
not popular and a paternalistic ap-
proach still dominates the culture of
psychiatric services.

In this situation, it is crucially im-
portant to establish a coalition of

those organizations and individuals
who are willing to facilitate positive
changes and to implement the Na-
tional Mental Health Strategy so that
basic principles of modern mental
health care can be implemented in
Lithuania. This should be the main
goal of all organizations working in
the field of mental health and com-
mitted to humane and evidence—
based psychiatry and mental health
care for the near future.

Dainius Puras is Head and Associ-
ate Professor of the Centre of Child
Psychiatry and Social Paediatrics at
Vilnius University. He is the Chair-
man of the Board of GIP-Vilnius.
His email address is:
dainius.puras@mf.vu.lt




Vilnius’s Mental Health Plan:
A City that Cares

A working committee to establish a long-term policy
for mental health service development in the city of
Vilnius was established by Vilnius City Municipality
and Global Initiative on Psychiatry in the fall of 2004.
The members were Lithuanian and Dutch experts
on a wide variety of aspects of mental health care:
Maarten Boon, Gintautas Daubaras, Arunas Germa-
navicius, Christoph Hrachovec, Henriette Kuipers,
Dainius Puras, Sigita Radziukynaite, Rasa Laiconiene,
Rimanta Rozanskaite, Violeta Toleikiene and Robert

van Voren.

By Robert van Voren

Aleksandras  Avramenko func-
tioned as secretary of the work-
ing committee, Dr. Puras and
Dr. Hrachovec were appointed as
chairmen. This initiative in Lithu-
ania came after a World Health
Organization (WHO) sponsored
Ministerial conference where a
European Mental Health Declara-
tion and Action Plan for 2005-2010
were endorsed.

The committee concentrated on
the whole field of mental health
care, for pragmatic reasons ex-
cluding forensic psychiatry, addic-
tion disorders, services in jails and
police cells and learning disability.
However the presented model for
strategic developments could also
be used as an example for the
excluded sections of mental health
care. Of course the working com-
mittee was convinced about the
necessity of collaboration and co-
operation with the field mentioned
above.

Fulfilling the recommendations of
the WHO, the principal criteria of
a new servicing model in the field
of mental health care include the
following:

e service efficiency,

e sustainability,

e orientation towards patient’s
needs,

e integration into the infrastructure
of general city health as well as
social and educational services,

e mitigation of negative attitudes
concerning mental disorders
and raising awareness about
research evidence that mental
health problems can be ef-
fectively tackled if modern ap-
proaches are implemented.

The Committee acted on the belief
that three overall objectives of any
health policy can be equally ap-
plied when formulating the objec-
tives of a mental health policy:

1. Improving the health of
the population: the policy
should clearly set out its objec-
tives for improving the mental
health of the population. Ideally,
mental health outcome indicators
should be used, such as quality of
life, mental functioning, disability,
morbidity and mortality. In devel-
oping countries, however, informa-
tion systems are generally poorly
developed and ministries of health
may have to use some process in-
dicators, e.g. access and service
utilization.

2. Responding to people’s
expectations: in mental health
this objective can relate to both,
respect for persons (human rights,
dignity, confidentiality) and client-
focused orientation.

>

3. Providing financial
protection against the cost of
illness and establish a modern
system of health care financing.

An explicit mental health policy is
an essential and powerful tool for
the mental health section in any
Ministry of Health. When prop-
erly formulated and implemented
through plans and programs, a
policy can have a significant im-
pact on the mental health of the
population concerned. A mental
health policy is commonly es-
tablished within a complex body
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of health, welfare and general
social policies. The mental health
field is affected by many policies,
standards and ideologies that are
not necessarily directly related to
mental health. In order to maximize
the positive effects when mental
health policy is formulated, it is
necessary to consider the social
and physical environment in which
people live.

The components of mental health
services as recommended by the
Committee are listed below:

Mental health services in-

tegrated into the general

health system

e Mental health services in primary
care include treatment services
and preventive and promotional
activities delivered by primary
care professionals. Among them,
for example, are services pro-
vided by general practitioners,
nurses and other health staff
based in primary care clinics.
Primary care services are eas-
ily accessible and are generally
better accepted than other forms
of service delivery by persons
with  mental health disorders.
This is mainly attributable to the
reduced stigma associated with
seeking help from such services.
Training is needed for gen-

eral practitioners to improve their
mental health knowledge.

Mental health services in gen-
eral hospitals include certain
services offered in district gen-
eral hospitals and academic or
central hospitals that form part of
the general health system. Such
services include psychiatric in-
patient wards, psychiatric beds
in general wards and emergency
departments, and outpatient
clinics. There may also be some
specialist services, e.g. for chil-
dren, adolescents and the elder-
ly. These services are provided
by specialist mental health pro-
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fessionals such as psychiatrists,
psychiatric nurses, social work-
ers, psychologists, and physi-
cians who have received special
training in psychiatry. The func-
tion of liaison psychiatry should
be organized and financed in
order to strengthen the collabo-
ration between somatic and psy-
chiatric care.

Community mental health
services

Formal community mental health
services include  community-
based rehabilitation  services,
hospital diversion programs, mo-
bile crisis teams, therapeutic and
residential supervised services,
home help and support services
and services for special popula-
tions such as trauma victims, chil-
dren, adolescents and the elderly.
Community mental health services
are not based in hospital settings,
but need close working links with
general hospitals and mental hos-
pitals. They work best if closely
linked with primary care services
and informal care providers work-
ing in the community.

Well-resourced and well-funded
community mental health ser-
vices provide an opportunity for
many persons with severe mental
disorders to continue living in
the community and thus promote
community  integration.  High
levels of satisfaction with com-
munity mental health services are
associated with their accessibility,
a reduced level of stigma, and a
reduced likelihood of violations
of human rights. However, they
are sometimes associated with
resistance from the communities
in which they are placed, and this
too needs attention. Private initia-
tives, already existing in Vilnius,
should be formalized. This means
that equal possibilities for being
financed and accessibility for the
public should be established.

Informal community mental health
services may be provided by local
community members other than
general health professionals or
dedicated mental health profes-
sionals and paraprofessionals.
Informal providers are unlikely to
form the core of mental health ser-
vice provision and countries would
be ill-advised to depend solely on
their services, which, however,

can be a useful addition to formal
mental health services.

Specialized mental health
services

Specialist institutional  mental
health services are provided by
certain outpatient clinics and by
certain public or private hospital-
based facilities that offer vari-
ous services in inpatient wards.
Among the services are those pro-
vided by acute and high security
units, units for children and elderly
people, and forensic psychiatric
units. They meet very specific
needs that require institutional set-
tings and a large complement of
specialist staff, who have received
proper training. Specialist services
are usually tertiary referral centers,
and, in general, patients who are
difficult to treat make up a large
proportion of their case-loads.

Dedicated mental hospitals mainly
provide long-stay custodial servic-
es. In many parts of the world, they
are either the only mental health
services or remain a substantial
component of such services. In
many countries, they consume
most of the available human and
financial resources for mental
health. In modern mental health
care they play a much smaller, but
nevertheless important role in the
consecutive chain of mental health
services.

Strengthening the role of
service users and the non-
governmental sector
Patient and family councils can
play an important role in reorga-
nizing mental health care from
within. We always should realize
that patients not only are the real
objects of our services, but also
are the individual subjects with
experiences that can lead to a bet-
ter understanding of the impact of
diseases and treatment.

Nevertheless we know that it can
be quite hard to start a function-
ing system of patient councils and
participation. Therefore we advise
to search close relations and affili-
ation with already existing groups
in Europe. Non-governmental or-
ganizations such as GIP can be of
great value in the development of
these contacts.



Protection of human rights
Vilnius City Municipality should
establish an independent patient
advocacy program for clinical
settings, daycare, mental health
care centers and all other officially
acknowledged mental health care
providers. This program should
be totally independent from the
targeted facilities and financed
through the municipality and the
state. It should offer legal support
for individual patients and should
monitor the development of the
protection of human rights for
psychiatric patients. User orga-
nizations and non-governmental
organizations must be invited to
co-operate in this process.

Information and preven-
tion

Information concerning psychiatric
diseases and mental health care
problems is an important vehicle
for destigmatizing and improving
the health care services and the
mental condition of the population.
Social welfare and health care
should co-operate in this subject.
Basically information should be
provided orally and via leaflets.
Because of the special problems
of Vilnius, one should start with
an overall easily accessible view
about the possibilities of getting
care and treatment. Special atten-
tion has to be paid to children and
adolescents and to special risk
groups. The problem of the huge
suicide rates in Lithuania asks for a
profound investigation and recon-
sideration.

Funding

The problems of financing health
care, insurances and funding the
system during a period of change
and reorganization was considered
to be beyond the reach and ex-
pertise of the working committee.
Therefore, it requires the establish-
ment of a taskforce to prepare and
present proposals for alternative
funding mechanisms for long-term
investments in the mental health
care sector. Special attention
should be paid to issues such as
substitution, capital investments
and the possibility of long-term
financing arrangements.

Service evaluation and sci-
entific assessment

When a country wants to change
mental health care facilities, it first

should make the right decisions,
then implement and next evaluate
the course of action. Therefore, it
is very important to monitor the
developments by a system of
service evaluation and scientific
assessment. The Center of Social
Psychiatry at Vilnius University can
play an important role.

Follow-up

The mental health plan was adopt-
ed by Vilnius municipality, among
others, thanks to strong support
by the then Vilnius mayor, Arturas
Zuokas. Unfortunately, due to a
combination of factors including
his departure as mayor and the
financial crisis of 2008, which se-
verely affected Vilnius municipal-
ity, the majority of the proposed
improvements  were  scrapped
and some of the existing services
were curtailed. Still, the mental
health plan is used as a refer-
ence tool during discussions and
negotiations and in that sense the
work done is not in vain. When bet-
ter times come, we hope it will pro-
vide the necessary guidelines for
the future development of mental
health care services in Vilnius.

Robert van Voren is Chief Executive
of Global Initiative on Psychiatry.
rvvoren@gip-global.org
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Institutions of Residential Care
in Lithuania: Inglorious Past, Vague
Perspectives

In the past, big residential care institutions were
built with the very best intentions and the belief
that individuals with special needs are most effi-
ciently served when they are concentrated in one
location. Residential care institutions became
part of modern society and integral to the care
system and social policy, both based on society’s
understanding about people with mental disabili-

ties and their needs.

By Eglé Sumskiene and Dovile Juodkaite

During this period of time, institu-
tions were broadened, recon-
structed, and new ones were
built with increased numbers of
residents and a variety of services
and employees. These changes
significantly improved the quality
of care; however, they preserved
the institutional atmosphere,
hierarchical relations between
staff and residents, numerous hu-
man rights violations and closure
to society. These characteristics
caused residential care institutions
to be placed in the same category
as other institutions of disciplin-
ary society: prisons, hospitals,
lagers. According to Foucault
1995, the abovementioned institu-
tions are powerful tools of control
whose aim is to discipline human
behavior. Two Lithuanian authors,
Ruskus and Mazeikis 2007,2 called
their isolating function “social cap-
sulization.”

During the last decades of the
20th century, residential care was
seriously criticized and regarded

as a last resort when all other
services were proven to be inef-
fective. It is agreed that care must
be individualized and tailored to
the needs of a person in care,
whereas standardized, universal
and “wholesale” provision of ser-
vices is not efficient and effec-
tive. Paradoxically, it is a difficult
process to develop community
care in Post-Soviet countries even
though it better meets the needs of
persons in care and is more cost-
effective and useful to individuals
and the whole society. Various
authors identify three main groups
of reasons influencing persistence
of residential care system:

e structural reasons — general sys-
tem of social security, ineffective
financing, lack of political will;

e external reasons — Western sup-
port of residential care institutions
in Post-Soviet countries; and

® negative attitudes in society
towards residents of social care
homes, in particular, and mental-
ly disabled persons in general.

Let’s have a closer look at Lithua-
nia and its system of social care for
the mentally disabled after twenty
years of independence, democ-
racy and commitment to respect
human rights. Since the beginning
of Lithuanian independence, the
in-patient social care institutions
inherited from the former Soviet
Union prevailed. Great numbers
of people with mental disabilities
live in these large residential in-
stitutions (social care institutions,
psychiatric hospitals) which went
against the goals of de-institution-
alization and modern social care
standards, based on the principle
of autonomy, consciousness rais-
ing, empowerment and emancipa-
tion, as well as the right to the least
restrictive surrounding.

Prior to entering the European
Union, a total of 6,095 people with
mental disabilities, or approxi-
mately 27.5 per cent of the 22,121
people who declared themselves
as having mental disabilities, were
living in social care institutions?

"Foucault, M. (1995). Discipline and Punish: The Birth of the Prison (A. Sheridan, Trans.). New York: Vintage.

2 J.Ruskus, G.MaZeikis. Neigalumas ir socialinis dalyvavimas. Kritine patirties ir galimybiu Lietuvoje refleksija, Siauliu universitetas,

2007.

3 According to the 2001 Census.
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The photographs in this article
were taken by boys released from
Orhei Institution for People with
Mental Disabilities

in Lithuania. This group included
5,217 adults in adult facilities and
878 children living in social care
institutions for children and young
people with mental disabilities. By
January 1, 2005, there were 5349
persons (2882 male and 2467 fe-
male) and 659 children (373 boys
and 286 girls)* in state social care
homes. For every 10,000 popula-
tion, there were 15.3 placed in
social care homes.®

Data by the Department of Sta-
tistics of the Government of the
Republic of Lithuania disclose fur-
ther changes in numbers of social
care homes as well as numbers of
residents. In 2005 and 2006, there
were 27 care homes for adults with
mental disabilities (including intel-
lectual disabilities), with approxi-
mately 5,429 and 5,425 residents
respectively. In 2007, there were
30 social care homes with 5,400
residents; in 2008 and 2009, there
were 26 social care homes with
approximately 5,302 and 5,279
beds respectively. It is notable that
there was only a small decrease
in numbers in 2009 as compared
to 2008. In 2009, there were 708
applications received for residen-

“Even after entering the EU on May, 2004, this number slightly
increased, since on 1 July 2004, there were 5344 persons (2865

tial services in the care homes for
adults with mental disabilities, this
being 193 applications less than
in 2008. Approximately % of those
were accommodated in the social
care homes, and only 1 in 10 of
those received care and support
at home or in day centers.

To conclude, this data show only
a very minimal decrease and
change in numbers of persons
with mental disabilities being re-
ferred to and receiving services
in the long-term in-patient social
care institutions during the last 10
years in Lithuania. International
practices and trends related to
deinstitutionalization provide the
arguments that community care
is more cost effective than institu-
tional treatment,® as well as provid-
ing better outcomes, such as qual-
ity of life and respect for human
rights. Nevertheless, there is still a
huge disproportion with regards to
funding allocated to the traditional
institutional system as opposed to
modern community care.

Authors of the report Wasted Time,
Wasted Money, Wasted Lives ...
A Wasted Opportunity? 7 ask why
some countries continue to use
this funding to perpetuate the
long-term institutionalization  of
people with disabilities, an invest-
ment that clearly does not improve
their lives although the European
Union has allocated the Struc-
tural Funds to improve the lives of
Europeans? Several Post-Soviet
countries, even those poorer than
Lithuania, are taking serious steps
towards deinstitutionalization. For
example, in the beginning of 2011,
Moldova announced that in the
next 3 years, 136 more persons
will move from the Orhei Institution
for Persons with Mental Disabili-
ties (Moldova) to the community,
thereby benefitting from commu-
nity services. In addition, new ser-
vices will be developed such as:
3 Community Homes, 9 Supported

page 1.

male and 2479 female) living in social care intitutions for adults

with mental disabilities. Data received from Department of Audit
and supervision of social establishments, accessed at website
http.//www.sipad.lt/main/index.php?act=menu&id=>57.

> This number increased, since data for 1st of January 2004
showed that for 10 000 population there were 14,6 places in

social care homes.

¢ David McDaid, GrahamThornicroft. Mental Health II. Balancing

Living places, 9 Mobile Teams, 26
Foster Care services, 30 “Respite”
services for families providing
care for persons with disabilities,
30 Specialized Social services,
48 Educational Support services,
and 25 services of Personal As-
sistance. Furthermore, 90 families
will benefit from material support
for personal space for children/
young people in the process of
reintegration into the biological or
extended family.s

Bulgaria is starting to implement
an EC-funded pilot project aimed
at developing alternative services
for children with disabilities. Estab-
lishment of the abovementioned
Family Type Placement Centres
is an important step considering
Bulgaria’s long-term political com-
mitment to close large institutions.
Another important development
towards deinstitutionalization was
Bulgaria’s political decision to di-
rect the entire European funding
(20 million Euro) towards improve-
ment of community services to
children and families. The Bulgar-
ian government officially declared
that none of the European money
will be invested in institutional set-
tings.

Unfortunately, Lithuanian social
policy is far from being similarly
progressive. In 2009-2010, mil-
lions of euros of the EU Operational
Program for Promotion of Cohe-
sion were directed to reconstruc-

Institutional and community-based care. Policy Brief. WHO 2005,

7 European Coalition for Community Living, March 2010. Wasted
Time, Wasted Money, Wasted Lives ... A Wasted Opportunity?
— A Focus Report on how the current use of Structural Funds

perpetuates the social exclusion of disabled people in Central

and Eastern Europe by failing to support the transition from
institutional care to community-based services

Shttp.//www.somato.md/index.php ?option=com_content&task=vie

w&id=118&Itemid=1&lang=en
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tion of residential care institutions
although human rights and mental
health NGOs reported on severe
violations happening in these set-
tings. These organizations initiated
public discussion on the future of
residential care and promoted the
advantages of community care.
Such political actions influence
public opinion, which currently
supports the existing system and
the stigmatizing attitude towards
mentally disabled people. One-
third of Lithuanians believe that
the human rights of the disabled
received insufficient attention in
2004° and that the disabled were
thought to be the second most dis-
criminated social group.™ The situ-
ation of the mentally disabled has
been notably problematic. Opinion
polls have shown that every other
Lithuanian would prefer to isolate
individuals suffering mental dis-
abilities in institutions caring for
mental patients on a regular basis.
Sadly, only 30.8% of respondents
answered that the above men-
tioned disabled persons should
live in the community, at home,

together with people without dis-
abilities, guaranteeing them ap-
propriate social services, thus
integrating them into the society
and eliminating stigmatizing fac-
tors. It has been widely believed
that mentally disabled people are
dangerous for others and that
restrictions on their rights can be
justified."

Regrettably, the attitudinal and
discriminatory  approaches to-
wards people with mental disabili-
ties have not changed at all since
2004, when Lithuania entered the
European Union. According to the
results of Eurobarometer [2010],
there is huge stigma attached to
mental health problems in Lithu-

ania. More respondents from Lith-
uania than any other country felt
they would find it difficult talking
to someone with a mental health
problem (52%)." Societal opinion
polls in the year 2010 also reveal
negative attitudes towards people
with intellectual disabilities and
mental health problems with this
group of people considered to be
the second most discriminated
group in Lithuania.'

In the beginning of the 21st cen-
tury, Lithuania tried to position
itself as an advanced leader of the
post-Soviet region successfully im-
plementing integration of disabled
persons to the society and devel-
oping community care, thus aiming
towards deinstitutionalization. The
current situation of care for men-
tally disabled persons in Lithuania
can be summarized by adapting
Walker’'s 1997 statement: ™ with the
spread of community care and in-
tegration of disabled persons into
society, we started to believe that
mental health reform is moving for-
ward and that Lithuania is a brave
and progressive country. But it is
enough to take a short look at any
of the existing 26 care homes for
people with mental disabilities:
nicely reconstructed buildings
and frightful looks of residents will
rather remind you that it is Potem-
kin’s village.

Dr. Eglé Sumskiené works at the
Vilnius ~ University Social Work
Department. Her email address
is: egle.sumskiene@gmail.com or
esumskiene@gip-global.org.

Dovile Juodkaite is Director of
Global Initiative on Psychiatry — Vil-
nius at M.K. Oginskio 3, LT 10219,
Vilnius, tel. +370 5 2715762, fax.
+370 5 2715761, www.gip-vilnius.|t
E-mail: djuodkaite@gip-global.org

9 The Situation of Human Rights in Lithuania and Evaluation of
Human Rights Protection System., representative public opinion
survey (N = 1,000), conducted by Vilmorus Market Research
within the framework of the National Human Rights Action Plan.

" How Does the Community Rate the Situation of Human Rights
in Lithuania?. Public opinion survey, Human Rights Monitoring
Institute, 2004.

" Human right in Lithuania. Overview 2004. Human rights
Monitoring Institute, Vilnius, 2005.

2 An average of 22% of EUZ27 citizens surveyed saying they would
find it difficult to speak to a person with a “significant mental
disorder”. Special Eurobarometer 345 / Wave 73.2 — TNS Opinion
& Social, Mental health. Available at http://ec.europa.eu/health/
mental_health/docs/ebs_345_en.pdf (last accessed 24.11.2010)
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'8 |.Saukiene , The most discriminated are retired people,

and the most unfair — courts, Seimas*, available at
http.//www.delfi.lt/news/daily/lithuania/labiausiai-
diskriminuojami-pensininkaineteisingiausi-antstoliai-teismas-
seimas.d?id=39551833 (last accessed 07.01.2011)

™ Politicians, from the outset sensitive to the unpopularity of the
image of ‘water towers and chimney stacks’ associated with
asylums and institutional care, used the term ‘community care’ so
frequently in the period 1948 1979 that in the public imagination
it was thought of as having already been achieved. Walker, A.
(1997) ‘Community Care: Past, Present and Future’, in S. lliffe
and J. Munro (eds) Healthy Choices, Future Options for the NHS.
London: Lawrence and Wishart.



The Lessons from Reforming a

System of Child and Adolescent
Mental Health in Lithuania

| received an email recently asking me to write an
article for Mental Health Reforms about Child and
Adolescent Mental Health (CAMH) in Lithuania. My
colleague also mentioned that the deadline for this
job was in one week. That reminded me of the time
when | had the pleasure of being a part of the GIP
team and | agreed to support GIP again. This article
is not a deep and comprehensive analysis of the
situation in Lithuanian child and adolescent mental
health, but it contains my reflections and thoughts
based on experience working in different countries.

By Vytautas Blazys

After regaining independence in
1990, Lithuania inherited the Soviet
style psychiatric system and Child
and Adolescent Mental Health was
a “Two-fold Cinderella” there; psy-
chiatry, as such, was not a priority
in Soviet medicine and Child and
Adolescent Psychiatry was not a
priority in Soviet Psychiatry as a
whole. There was no place for Cin-
derella among her sisters. Pediatri-
cians, Child Cardiologists, Child
Pulmonologists and other “olo-
gists” had their clinics in Policlinics
(Out-Patient Departments) easily
reachable for families; but, as you
could guess, Child and Adolescent
Mental Health specialists did not
have their offices in polyclinics: they
were exiled to Psycho-neurological
Dispensaries usually located near
big psychiatric hospitals. They
were based there, because there
were no small psychiatric hospitals
at all. Nobody wanted to visit these
places because everything related
to mental health was greatly stig-
matized in Soviet society.

After March 1990, some enthusi-
astic mental health specialists de-
cided to reshape the mental health
systemin Lithuania. One of the main
ideas was to develop Community-
Based Mental Health Services in-

stead of treatment in hospitals, and
finally Mental Health Centers were
established in every administra-
tive region of Lithuania. The same
center usually provides services for
both adults and children. Mental
Health Centers have been function-
ing for around 15 years now and we
could learn some lessons from the
development of these Centers.

Lesson No. 1

Usually Community-Based Mental
Health Services are at the second-
ary level and tertiary level of the
health systems in other countries,
but, in Lithuania, the Centers were
created as primary level services.
This means that patients and fami-
lies do not need a referral from their
General Practitioner (GP), pediatri-
cian, etc. to access Child Mental
Health Specialists. The main idea
of this arrangement was to make
access to the Services easier for
users. At first, we considered this
to be a very progressive step, but
later on we saw that it did not work
very well. Firstly, there was no gate
keeper to the services; for this rea-
son, there was quite a long waiting
list for some services. This system
also created a temptation for clini-
cians to work for a long time with
less complex patients and not pro-

vide sufficient support for the most
complex patients. Secondly, GPs,
pediatricians, etc. were removed
from providing support for young
people with mental health prob-
lems and this had and still has very
serious consequences. In general,
itis possible to say now that it was a
mistake to put CAMHS into the pri-
mary level, but it is difficult to move
this service to another, for various
bureaucratic reasons.

Lesson No. 2

Child and Adolescent Mental
Health Services were developed in
every administrative region of Lithu-
ania, following a tradition that every
region should have its own special-
ists in different areas to provide
easier access to the service for
families. But the consequences of
this design were detrimental to Lith-
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uanian CAMHS. Outpatient mental
health services are financed by “per
capita” rule in Lithuania, as in many
other countries; however, this didn’t
work well for children and adoles-
cents because that population of
the catchment area is so small that it
is not possible to have a multidisci-
plinary team for young people since
the money coming to the service by
the “per capita” rule is not sufficient.
In many rural areas of Lithuania, the
CAMHS consists only of 0.5 WTE of
child and adolescent psychiatrists
for this reason. Understandably, this
“service” cannot deliver appropriate
support for young people.

A small CAMHS with no resources
has a negative impact on in-patient
child and adolescent departments.
Mental health centers are not able
to provide proper services for their
patients and they are referred for
in-patient treatment far from their
homes and families - not because
they need in-patient treatment, but
because there are no out-patient
resources in the community. This is
not only a clinical or ethical issue,
but a serious financial problem also.
The in-patient treatment in child and
adolescent psychiatry is very ex-
pensive and that means that if you
do not have an adequate and rela-
tively cheap out-patient treatment
option, you must pay much more
for in-patient treatment. For those
trying to develop CAMHS in their
countries, it very important to avoid
these mistakes.

Communication with  colleagues
from outside CAMHS (Social Ser-
vices, Child Protection agencies,
schools, etc.) is an essential part
of CAMHS work, but it takes time.
Do clinicians have time for this? No,
they do not. Why? Simply because
senior managers or clerks from the
Ministry of Health do not know the
specifics of CAMHS work. Thus, it
is very important to educate them if
one wants to try to develop services
for young people in your countries.

MentalHealthReforms

As there is a lack of collaboration
between mental health and other
agencies - social services, schools,
etc. - other professionals do not
know what CAMHS can or cannot
do. This could lead to black and
white thinking. Colleagues from
these agencies could think that if a
child has mental health problems,
the CAMHS can do everything and
there is no need for their additional
involvement. In fact, children and
young people with mental health
problems need more support than
other children. Here is another les-
son (Lesson No. 3) from the
Lithuanian experience — do not
blame your colleagues from child
protection services and education,
but educate them and collaborate
with them.

Another issue related to the child
and adolescent mental health sys-
tem in Lithuania is a “psychiatriza-
tion” of it. Usually even non-medical
treatments - different psychological
therapies are delivered only by psy-
chiatrists. But trained nursing staff
and/or social workers could deliver
many of the evidence based thera-
pies - Cognitive Behavior Therapy,
Family Therapy, etc. This could al-
low for easier access for families
to nonmedical (“talking”) therapies
and it could help save money as
well.

Lesson No. 4

So, if you want to have an effective
CAMHS, revise the role and train-
ing of mental health nurses in your
country.

A big surprise for reformers was
that not all people in Child and
Adolescent Mental Health Ser-
vices wanted to see changes in the
system and this was a significant
obstacle. Some professionals felt
that they were doing a good job
and they did not think they needed
to change anything. And they were
right to some extent — they were
excellent clinicians, but they were
placed in an inefficient system.

Lesson No. 5

It is very important not to criticize
your colleagues but, rather, criticize
the system and try to explain your
goals to the colleagues who are
doubtful about the reforms.

Almost 20 years have passed since
we started reforms in Mental Health
in Lithuania. Enthusiastic reformers

thought that it would take around
five years to achieve the main
changes and in 10 years’ time, the
reform would be fully completed
and we would have a new system
of Mental Health. Yes, many things
have changed dramatically since
1990, but there has been only
slight progress in some areas; and
there is still a lot to do to improve
the system of child and adolescent
mental health in Lithuania. And this
is another important lesson from
our experience — (Lesson No. 6)
to change the system usually takes
more time and resources than ex-
pected and you need to have com-
mitment and patience to achieve
your goals.

Dr. Vytautas Blazys is Consultant
Child and Adolescent Psychiatrist,
Ayrshire and Arran CAMHS, UK.
His email address is
vblazys@googlemail.com .



Interpretation and Implementation
of the International Human Rights
Standards in Lithuania

By Dovile Juodkaite

Starting with the adoption of the
Universal Declaration of Human
Rights in 1948, the United Nations
set a strong human rights treaty sys-
tem which clearly established the
legitimacy of international interest
in the protection of human rights.
With respect to human rights, the
sovereignty of the separate states
is limited and international supervi-
sion is valid for the states that be-
come accountable to international
authorities for domestic acts affect-
ing human rights. At the moment,
the UN human rights treaty system
encompasses nine major treaties.’

Every UN member state is a party
to one or more of the nine major

human rights ftreaties, thus the
universal human rights legal sys-
tem applies to virtually every child,
woman, or man in the world.

Since 1991, when Lithuania re-
gained its independence, there
were a lot of changes and demo-
cratic reforms carried out in the
society. New and amended legisla-
tion was adopted that established
the basis for a democratic state, as
well as guarantees and protection
for its citizens. Lithuania became

an active member of the United
Nations and European Union, and,
thus, pursued the main purposes
and principles of both of these
international organizations - includ-
ing encouraging respect for human
rights and fundamental freedoms
for all.

Lithuania has ratified most major
international human rights instru-
ments, including those with provi-
sions relating specifically to the
rights of people with disabilities.?
It acceded to the International
Covenant on Economic, Social

"the Convention on the Elimination of all forms of Racial
Discrimination (in force 4 January 1969); the International
Covenant on Civil and Political Rights (CCPR) (in force 23 March
1976); the International Covenant on Economic, Social and
Cultural Rights (in force 23 March 1976); the Convention on the
Elimination of all forms of Discrimination Against Women (in
force 3 September 1981), the Convention Against Torture, and
Other Cruel, Inhuman or Degrading Treatment or Punishment (in
force 26 June 1987), the Convention on the Rights of the Child
(in force 2 September 1990); the International Convention on the
Protection of the Rights of All Migrant Workers and Members of

Their Families (in force 1 July 2003); Convention on the Rights of
Persons with Disabilities (in force 3 May 2008); the International
Convention for the Protection of all Persons from Enforced
Disappearance (in force 23 December 2010).

2EUMAP report “Rights of People with Intellectual Disabilities.
Access to Education and Employment. Lithuania”, Vilnius, 2005.

October 2011

Robertas
Povilaitis (1)
and Dovile
Juodkaite (r)
at the 10th
anniversary of
GIP-Vilnius

15



16

and Cultural Rights (ICESCR) and
the International Covenant on Civil
and Political Rights (ICCPR), both
protecting all people against dis-
crimination. Lithuania ratified the
Convention on the Rights of the
Child, which specifically talks about
mentally or physically disabled chil-
dren and their rights. It has ratified
the European Convention on Hu-
man Rights (ECHR), as well as the
revised European Social Charter,
thus becoming bound by its Article
15 on the rights of persons with dis-
abilities. It has also ratified both the
UN Convention against Torture, and
Other Cruel, Inhuman or Degrading
Treatment or Punishment (UNCAT),
as well as the European Convention
for the Prevention of Torture and In-
human or Degrading Treatment or
Punishment. In 2010, Lithuania also
ratified the UN Convention on the
rights of persons with disabilities
and its Optional Protocol (CRPD),®
thus bearing all legal obligations
under this Convention.

Nevertheless, there still remain
important international treaties not
yet ratified by Lithuania. Although
under the obligation with regards to
prohibiting any kind of inhuman and
degrading treatment or punishment
under the UNCAT, Lithuania has not
yet acceded to its Optional Proto-
col of 2002 (OPCAT).*This means
that Lithuania is not bound by the
obligations laid down in OPCAT for
creation of independent national

3Law on ratification of UN Convention the Rights of Persons with
Disabilities and its Optional Protocol // State news, 2010, No.

67-3350.

mechanisms for the prevention
of torture in places where people
are deprived of their liberty at the
domestic level. OPCAT, for the first
time on an international level, es-
tablished requirements, criteria and
standards for the effective national
preventative human rights monitor-
ing. Such a mechanism is an in-
novative element of human rights
systems, since currently human
rights mechanisms and institutions
are more of a reactive nature. OP-
CAT also very clearly indicates that
human rights protection is primarily
a national responsibility of states,
which should be implemented by
the establishment of independent
national protection systems.

International organizations respon-
sible for human rights and protec-
tion against torture, inhuman and
degrading treatment or punishment
have more than once recommend-
ed that Lithuania establish an inde-
pendent human rights monitoring
mechanism.s Nevertheless, Lithu-
ania has not taken these recom-
mendations into account. Success-
ful implementation of the human
rights treaty standards depends
very much on their accessibility to
the victims of human rights abuse.
This means both familiarity with the
standards and access to remedial
mechanisms. Accordingto society’s
opinion polls, there is still a lack of
understanding and awareness
about human rights and protection
possibilities throughout Lithuania.
Society’s opinion poll performed in
2010 revealed that 54 percent of re-
spondents have information about
their rights. Nevertheless, 48.5
percent of respondents indicated
that they didn’t know what actions
to take if their rights were violated.®
Itis logical that people with disabili-
ties have even less knowledge and
awareness about these issues than
the general public. Thus, it can be
concluded that the human rights
situation and national legislation of
Lithuania, especially with regards
to persons with disabilities, does

not totally correspond to interna-
tional human rights standards. This
insufficient compliance is due to
the ongoing inappropriate prac-
tices of guardianship, involuntary
hospitalization and treatment, and
legal representation of persons
with mental disabilities, etc.

Dovilé Juodkaite is Director of
Global Initiative on Psychiatry —
Vilnius at M.K. Oginskio 3, LT 10219,
Vilnius, tel. +370 5 2715762, fax.
+370 5 2715761, www.gip-vilnius.|t.
E-mail: djuodkaite@gip-global.org

Lithuania carried out by the European Committee for the
Prevention of Torture and Inhuman or Degrading Treatment or

Punishment (CPT) from 17 to 24 February 2004 and from 21 to 30
April 2008. Available at: http://www.cpt.coe.int/documents/Itu

4 Optional Protocol to the Convention Against Torture, and

Other Cruel, Inhuman or Degrading Treatment or Punishment
of 2002, that entered into force in 2006, after first twenty states’

ratifications.

5 CPT reports to the Lithuanian Government on the visits to
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6 Saukiene “The most discriminated are persons of retirement
age, the most unfair — court, Seimas,” available at: http.//www.

delfi.lt/news/daily/lithuania/labiausiai-diskriminuojami-pensininkai-
neteisingiausi-antstoliai-teismas-seimas.d?id=39551833 (last

accessed 04.01.2011).



Lithuanian Psychiatric Association -

1990 Goals vs. the Current Situation

By Dainius Puras

Lithuania experienced amazing
times in 1989-1991. The pervasive
fear of 50 years of dictatorship
disappeared and the entire nation
seemed to have wings, willing to
reestablish its own country and to
build democracy. Needless to say,
psychiatry had a lot to rethink and
change after being a part of Soviet
psychiatry for 50 years. Separation
from the All-Union Society of Psy-
chiatrists, Neurologists and Nar-
cologists was not that easy as

many leading Lithuanian psychia-
trists had been very close to the
Moscow school of psychiatry. While
many other professional groups
(such as, for example, psycholo-
gists or architects) in Lithuania
separated from Soviet structures
quickly and without any hesitation,
for Lithuanian psychiatry it took
some more time. The First Found-
ing Congress of the Lithuanian Psy-
chiatric Association (LPA), which
took place on January 13, 1990,
appeared to be unsupported by
the majority of psychiatrists in Lith-
uania (only about 40 professionals
attended, or about 10-15 percent),
but the basic problem was that
the elite of psychiatry (academic
leadership and directors of psychi-
atric hospitals) were reluctant. But
political events were developing in
1990 with such enormous speed
that after 4 months, on April 7, the
Founding Congress of the LPA took
place in Vilnius with almost univer-
sal attendance of psychiatrists.

| was elected President of the LPA
at this Congress. My vision was
very clear. We needed to reestab-
lish the reputation of the psychiatric
profession through open dialogue
with society and with the new gov-
ernment, and to move to develop
modern mental health services
based on the principles of protect-
ing human rights of mentally ill peo-
ple and evidence-based mental

health policies and services. One
of the first tasks of the new Board
was to evaluate the extent of politi-
cal abuse of psychiatry in Lithuania
during Soviet years. Although this
idea was not accepted by some
of the leading psychiatrists, some
fragile consensus still was found.
During one of the next Congresses,
the decision was made by the LPA
that political abuse of psychiatry
did take place in Lithuania during
Soviet rule. Interestingly, this deci-
sion was made by voting, as it was
impossible to reach consensus.
Even more interestingly, the next
vote was on whether or not the LPA
regrets and apologizes about the
facts of political abuse of psychia-
try, and the result of this vote was

no.

These first several years of the LPA
activities were marked by the spirit
of democracy and hot debates,
with  an open and enthusiastic
search for truth and the way to go.
However, this spirit started to fade
away in the end of the 1990s, and
this kind of unexpected regressive
development continues through the
first decade of the 21st century. It
is my subjective view that opportu-
nistic tendencies have dominated
the activities of the LPA, with the
increasing role of pharmaceuti-
cal companies and the lack of will
among the psychiatric community
of Lithuania to develop the culture
of self-regulation so that high ethi-
cal standards could become the
highest priority for the members
of the LPA. During the last con-
gresses of the LPA, there were no
open discussions about the most
controversial aspects of the psychi-
atric profession during the period of
transition in Lithuania, and the pro-
grams of the LPA meetings have
been dominated by presentations
on effective psychotropic medica-
tions.

My interpretation is that the psychi-
atric profession has decided, at this
moment of its development in Lithu-
ania, to take from modern psychia-
try only one component, and this is
modern psychopharmacotherapy,
and not to change the culture of
mental health services from the
pattern of paternalistic approach
to patients and the pattern of psy-
chiatry having power over the other
stakeholders. This is why the LPA
has not been on the side of human
rights activists when the issues of
violations of human rights in psychi-
atric institutions have been raised.
Also, the LPA voice is not heard in
the current situation when modern
principles of mental health care are
ignored by the Government and
institutional care is strengthened
instead of moving to deinstitutional-
ization policies.

The current situation in the Lithu-
anian Psychiatric Association does
not resemble, in any way, the spirit
of the LPA during the first years.
This may be not surprising as we
watch similar signs of disappoint-
ment and nostalgia for the years of
communism among a large portion
of the population in Lithuania. It
is likely that psychiatry is not very
different from the society at large;
or, to say it in other words, society
has the psychiatry that it deserves.
Hopefully, both society and psy-
chiatry will have a new stage of
progressive development in the
nearest future in Lithuania.

Dainius Puras is Head and Associ-
ate Professor of the Centre of Child
Psychiatry and Social Paediatrics at
Vilnius University. He is the Chair-
man of the Board of GIP-Vilnius.
Dr. Puras is a Member and expert
of the UN Committee of the Rights
of the Child. His email address is:
dainius.puras@mf.vu.lt
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Policy Study on Prevention of Suicide
in Lithuania

Introduction: Lithuania’s Suicide Crisis

The problem of suicide in Lithuania is a serious and enduring crisis that has not yet been resolved
in over 20 years since independence from the Soviet Union. Lithuania is home to the world’s highest
suicide rate. In 2009, for example, there were 31.5 suicides per every 100,000 people. Lithuania’s
suicide rate is triple the average of the European Union of 10.1 per 100,000 and twice the average of
the region. Every year since the early 1990s, there have been over 1,000 suicides in a country of only
3.4 million, with the suicide rate for men seven times higher than women (58.5 vs. 8.8), especially be-
tween 30-49 years of age and living in rural areas. This policy study carried out in 2009-2010 adopted
quantitative comparative analysis as well as qualitative analysis from interviews with national experts
on mental health policy. Dr. Dainius Puras, ex-Dean of Faculty of Medicine, Vilnius University, former
President of Lithuanian Association of Psychiatrists and co-author of Lithuania’s 2004 emergency
suicide bill, describes the state of suicide in Lithuania: “It’s an epidemic,” he says. “If it wasn’t suicide,
but an infectious disease that was killing over 1500 people a year...the government would spend
millions...There is a lot of cynical thinking in Eastern Bloc countries, that it is maybe better to let the
weak die.”" However, despite the world’s highest suicide rates and clear evidence that the phenomena
is relatively new to Lithuanian society, there has been no concerted mental health policy effort to
reduce the suicide rate to lower levels over time. Therefore, this article shall examine two questions:
Why did suicide emerge as a major problem in Lithuania over the past twenty years and why has the

government not done much more to prevent suicides?

By Ramon J. Pebenito Jr. and Aruinas Germanavicius

Trends - 1924-2009

A review of Lithuania’s suicide mor-
tality statistics firmly establishes the
recent trend of extremely high rates
as a new phenomenon emerging
from the transition period of the
1990s with no roots in broader Lith-
uanian history. According to Danute
Gailiene, the suicide rate during the
Pre-War Independence period was
8 per 100,000. During Soviet occu-
pation the suicide rate increased to
16 per 100,000 in 1962 and later to
36/100,000in 1984. However, much
of the increase is from 1970-1984,
during which time the rates grew by
44.6%. With the beginning of the
Perestroika period, a sharp decline
was observed in 1986, from 36 per
100,000 to 27 per 100,000 by the
beginning of Lithuania’s regained
Independence.?

" Webster, Jason. “Lithuania’s Suicide Epidemic’. Insight News
TV. Insight News Television Ltd. 2004. Accessed April 22, 2008

http://www.insightnewstv.com/d74

However, from the onset of formal
Lithuanian Independence in 1991,
and the beginnings of political,
social, and, most significantly, eco-
nomic transition, an explosion in the
Lithuanian suicide rate occurred.
From about 26 per 100,000 in
1990, suicide rates nearly doubled
to about 47 per 100,000 in 1996.
Suicide mortality is most prevalent
among males, particularly among
rural middle-aged to elderly males.
The latest Eurostat figures show
a steady decline in suicide rates
followed from 1995-2007. This
ended in 2007 with a suicide rate of
28.4/100,000. From 2007 to 2008,
suicide rates increased to 30.1, and
the suicide rate increased again for
2009 with a rate of 31.5/100,000.
While this rate is smaller than the
all-time peak of the mid-1990s, it

is still larger than the pre-transition
suicide rate of 26/100,000. More-
over, it presents an alarming new
trend after years of decline. This
new trend is likely related to the
ongoing economic crisis, which
began in Lithuania in 2007-2008
and persists to this day.

Causal Factors

For an issue as complex as suicide,
a number of possible explanations
exist. However, scholars in the field
of sociology going back to Emile
Durkheim and health experts in the
present day generally agree that
economic and social disruptions
usually have an adverse effect
upon a society’s suicide rates. Lith-
uania is no exception. Many schol-
ars have observed that Lithuania’s
difficult socio-economic transition

2 Gailiene, Danute, “Vicious Circle: Suicides in Lithuania After
Independence”. Psichologia, 2005. Accessed February 15, 2011

hitp://www.leidykla.vu.lt/fileadmin/Psichologija/31/7-15.pdf
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from living under Soviet occupation
in a command economy towards
democracy and a market-based
economy likely contributed to the
massive increase in suicide rates
throughout the 1990s transition
period.

For example, Eidukiene unambigu-
ously cites the suicide crisis as in-
fluenced in large part by “the state
of anomie in contemporary society,
conditioned by decades of Soviet
occupation and the dramatic transi-
tion period,” adding “the exception-
ally high suicide rate is a symptom
of society’s anomie[...] The period
of radical reforms which Lithuanian
society is still experiencing is bring-
ing about a crisis of values, togeth-
er with increasing psychological
and social insecurity and feelings

3 Lithuanian Human Development Report 1998. State and Human
Development. United Nations Development Program, 1998 p. 78

of helplessness, and social exclu-
sion.” Suicide and other forms of
external mortality also increased
throughout the former Soviet Union
during the 1990s, but not to the ex-
tent of Lithuania. What accounts for
this variation?

After the fall of the Soviet Union, Lith-
uania and the other Baltic countries
embarked on an extremely rapid,
Neo-Liberal economic transition
program to move from communism
to capitalism. Lithuania, Latvia, and
Estonia’s “shock therapy” approach
was directly contrasted by the more
gradual reforms of other post-com-
munist countries, like those in the
Caucasus, or neighboring Belarus,
Ukraine, or ex-Satellite countries
such as Romania and Bulgaria.
While these gradual countries

favored slower privatization of
state-owned enterprises and more
deliberate liberalization of trade
and price controls, Lithuania and
the other Baltic countries adopted
a radical and swift transformation
that caused considerable social
stress, anxiety, and hopelessness
among its people. As these reforms
were implemented, unemployment
and inflation exploded.* Lithuania’s
first independent government was
so unpopular as a result of these
reforms that, in 1992, they lost a
parliamentary election to a party
dominated by former communists,
led by Mr. Algirdas M. Brazauskas.

Budrauskaite, et al, place the
Lithuanian state at the center of
its speedy economic transforma-
tion: “The government of Lithuania

4 Svejnar, Jan. “Transition Economies: Performance and
Challenges.” The Journal of Economic Perspectives Vol. 16, No.
1, (Winter, 2002) p. 16
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planned to achieve a radical struc-
tural change in ownership and a
rearrangement of the institutional
structure. Priority was given to the
adjustment of the legal framework
for functioning of amarket economy,
liberalization of prices, privatization
of enterprises and liberalization of
trade and external sector.” Despite
these vast changes in the economy
and the new experience of mass
unemployment for Lithuanians, no
corresponding social outreach pro-
grams were developed to facilitate
a socially cohesive transformation
from the communist system to the
intense competition, uncertainty,
and instability of emerging capi-
talism. During the early transition
period, many were left vulnerable
and felt excluded from the new
Lithuania, and inevitably turned to
alcohol. The seminal 2009 Lancet
article by Stuckler, King, and Mc-
Kee, “Mass Privatization and the
Post-Communist Mortality Crisis:
a Cross-National Analysis,” helps
establish the acute sensitivity that
health outcomes in the transition
economies of the former Soviet
Union and Communist Bloc bear
towards macroeconomic transfor-
mations.

The Absence of Suicide
Prevention Policies

The abject failure of the Lithu-
anian government to put forth a
systematic policy response to the
ongoing suicide crisis in the coun-
try is directly tied to its failure to
comprehensively reform its national
health system. In many ways, the
Lithuanian health system strongly
resembles the defining characteris-
tics of Soviet times: inefficient, cor-
rupt, and organized on the biomed-
ical principles of epidemiological
containment of infectious diseases.
Germanavicius observes, “Despite
sporadic efforts [...] the direction
of investments remains based on
historical principles: emphasis on
psychiatric institutions, medica-
tions, and social exclusion [...]
neglect of public health approach,

° Budrauskaite, Aline, Jypara Mamytova, Katarina Mlinareviee,
and Alla Savina. “Trade Policy and Economic Growth: Cases of
Belarus and Lithuania.” Privredna Kretanja | Ekonomska Politika

No. 90 (2002) p. 74-76

psychosocial interventions, com-
munity based approaches, and GP
involvement in public health.”

Likewise, the role of the general
practitioner/family doctor is mar-
ginalized in the Lithuanian health
system. General practitioners are
poorly-paid, under-trained, and
often un-incentivized to diagnose
and pro-actively help patients who
may suffer from mental illnesses

>

like depression, alcoholism, or from
physical illnesses such as cardio-
vascular disorders. Many GPs sim-
ply refer their patients to specialists
in large hospitals. Lithuania’s sui-
cide rate is the world’s highest, but
it is also among Europe’s leaders
for external mortality, mortality from
heart disease, circulatory illness,
and certain forms of detectable
cancer. Yet, despite the clear fail-
ings of the health system and the
potential to reduce avoidable mor-
tality from suicide, heart disease,
and cancer using evidence-based
interventions at the municipal level,
government resources continue
to prioritize large institutions, both
somatic and psychiatric.

In conclusion, suicide prevention in
Lithuania is a priority of the highest
order. The steps required to lower
the suicide rate in the long-term are
clear: stronger GP involvement in
mental health to detect depression
and alcohol, larger public invest-
ment in public health and social
outreach programs to provide
support for vulnerable groups, es-

pecially rural men, and an overall
systemic transformation towards
community-based solutions. How-
ever, these recommendations are
not new. Reformers in the country
as well as international groups like
the WHO have long-criticized the
health system in Lithuania. The total
absence of political will among poli-
cymakers to challenge the powerful
health system establishment and
confront medical elites at the larg-

est institutions

has created
paralysis at the
policy  reform

level. There can
be no long-term
solution to the
suicide crisis in

Lithuania  until
this political will
emerges.
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Empowerment Strategy for Mental
Health Care Users in Decision
Making (Lithuanian Experience)

These authors conceptualize the nature of empow-
erment as the transformation of mental health care
users from a position of slavery (where users have
no rights to their own opinions) to an empowered

position, where they are treated as respectable
partners in the system. This concept includes all
aspects of the mental health care system, including

rehabilitation, social integration and participation in
decision making at all levels. There are two aspects
of empowerment - the individual aspect and organi-

zational (institutional) aspect.

By Arunas Germanavicius and Saulius Peciulis

The most important factor of indi-
vidual empowerment is the fulfill-
ment of all personal rights, fixed
in national law and strategy of the
improvement of the mental health
care system. These personal rights
include the participation in decision
making about treatment of each
mental health care user. A major
problem in Lithuania is the fulfill-
ment of the right of user to defend
him/herself in court when decisions
are being made about compulsory
treatment (this right is fixed in na-
tional law, but almost never works
practically).

Institutional aspects of empower-
ment include working with users or-
ganizations. In Lithuania, there are
two types of users’ organizations:
1) Self-help organizations, which
are active in rehabilitation and so-
cial integration (patients clubs are
counted here); and

2) Patient councils, a more ad-
vanced form of organization, which
represents the rights of users and
is elected by all patients of a men-
tal health care unit. In Vilnius, the
mental health care center (Vasaros
str. 5, Vilnius) Patient council has
five years of experience working
with the hospital administration and
other professionals. It consists of

seven members and meets twice
a month. The concept of Patient
councils in Lithuania is imple-
mented by consultation of mental
health users from the Netherlands.
A good first step in user empower-
ment is the participation of users’
representatives on the Board of
the hospital. Only an independent
Patient council has the real capac-
ity to be heard by professionals
and to elaborate on the most quali-
fied proposals for improvement of
services at the hospital level and
even more — at the level of national
policy and international practices.
This means that users should be
regarded as professionals, should
have job descriptions, and receive
payments for their expertise. This
latest thesis was never implement-
ed in Lithuania and has hardly been
acknowledged even in developed
democratic health and social care
systems.

The Lithuanian experience shows
that empowerment of users through
the patient council concept is one
of the best possible ways of em-
powering users in participation of
decision making. However, local
data shows that its implementation
is very slow. A study of human rights
and conditions of care undertaken

by users groups in Lithuania of
long term care facilities for severely
mentally ill people showed that
none of the six institutions had us-
ers’ councils despite the official le-
gal requirements for such councils
in social care homes. (“The Cata-
logue of Social Services” and “Nor-
matives for Social Care Homes”)
(Samsanaviciute Zina et al., 2005;
internet reference: http://sena.sam.
It/It/main/news?id=76377 ). A year
later, a human rights monitoring
project found that only a very small
number of institutions visited do
have such Patient councils (inter-
net reference: http://jga.lt/uploads/
studijos/zmtesiu_stebejimo_uz-
darose_inst_ataskaita.pdf). A plau-
sible relationship was hypothetical
between a better. quality of care
and existence vs. an active role of
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patients in users’ councils, but was
never proven in a scientific way. It
is also important to note that often
administrations of such institutions
do not understand practically the
positive role of users’ councils and
the concept of users’ involvement
remains only on paper.

It is regrettable that after 20 years
of independence, Lithuanian men-
tal health care services do not have
a general strategy for ways that
mental health care users could be
active partners in planning, imple-
menting and monitoring services.
Professionals still maintain very
defensive positions about differ-
ent roles in services by splitting
traditionally into service providers
and service recipients (Lithuanian
Psychiatric Association has de-
leted patient rights and wellbeing
protection from the aims of the
statute of this organization). Mod-
ern concepts of social psychiatry
that emerged in the United States,
Western Europe, Australia and oth-
er progressive places around the
globe, has had almost no influence
on mental health services in Lithu-
ania. Only slight and very formal
shifts towards users’ involvement
have been observed (e.g. Ministry
of Health/Ministry of Social Welfare
and Labor sometimes invites rep-
resentatives of user organizations
during the preparation of some
legal documents; some user or-
ganizations have been involved in
the committee deciding on the list
of state-reimbursed medications,
but it is frequently manipulated by
pharmaceutical companies and
professionals). That is why mental
health care users’ organizations in
Lithuania still remain weak, scat-
tered and do not have a strong
voice in decision making. We defi-
nitely believe that if the Lithuanian
users’ movement was strong, the
usage of European Union structural
program finances for modernizing
Lithuanian psychiatric hospitals in
2009-2011 would not be allocated
for buying ECT (electro-convulsive
treatment, so-called electroshocks)
machines or for observational video
cameras.

We still believe that some of these
first positive examples of user
involvement and empowerment
in Lithuania (users’ clubs and
councils) might develop into a na-
tionwide consortium or umbrella
organization, and a productive

movement that could enhance
transition of Lithuanian psychiatry
towards modern social psychiatric
community-based services. Also
we hope that this example might be
useful for other countries, especial-
ly with similar cultural and historical
experiences.

Dr. Arinas Germanavicius is As-
sociate Professor at the Clinic of
Psychiatry and at the Public Health
Institute, Faculty of Medicine, Vil-
nius University, Lithuania. Email:
agermanavicius@gmail.com.  Dr.
Saulius Peciulis was a Senior Re-
searcher at the Clinic of Psychiatry
at Vilnius University. (See obituary
on page 27.)

This article was never published
before. It was written shortly before
the death of Dr. Saulius Pecillis.
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Development of Patient’s Person of
Trust (POT) Program in Lithuania

The idea of POT position came from the Netherlands where it has been working since 1982. After be-
ing modified and adapted for the Lithuanian situation, POT started its activity in Vilnius in 2006, under
the coordination of GIP-Vilnius office. POT services are included in the Vilnius City Mental Health
Strategy and financed from the Vilnius city council sponsored health program.

By Ruta Juodelyte

The purpose of POT is to create
and establish a representative
model of mental health service us-
ers’ rights protection. POT is seek-
ing equal opportunities for persons
with  mental health problems to
integrate into society and contrib-
ute to construing a chain of mental
healthcare services in Lithuania
according to the priorities adopted
in National mental health strategy:
(1) guarantee of human rights, (2)
provision of services that meet pa-
tient's needs, (3) encouragement of
autonomy and participation, and (4)
strengthening of patients, their fam-
ily members and nongovernmental
organizations.

Essential features of the POT posi-
tion are independence from mental
healthcare institutions and the

full support of the client in his/her
relation with the healthcare institu-
tion. The person of trust assists the
patient in realizing his/her rights by
performing three essential func-
tions of the position: (1) mediation
and representation in case of com-
plaints (2) provision of information
on patient’s rights and (3) identifi-
cation of the shortcomings in pro-
viding mental healthcare service.

| 4

During the years of implementation,
POT has proved to be successful
and necessary for both — mental
health service users and in-patient
and out-patient mental health ser-
vice providers in seeking mental
healthcare services of better qual-
ity and respectful for human rights.
For more information please contact
paciento.patiketinis@gmail.com

or call +370 5 2715760.

<

October 2011

Rata Juodelyte
(L) and
Klementina
Gecaite (R).

Rata Juodelyte
and Klementina
Gecaite are
patients’
persons of trust.
Email:
paciento.
patiketinis@
gmail.com

23



Primary Mental Health Care
in Lithuania

Since 1996, 80 community mental health centers have been established in Lithuania that work at

the community medicine level and are controlled by the municipality. Psychiatrists are the key people

at these centers. On January 1, 2006, there were 224 psychiatrists, 110 medical psychologists,

160 clinical social workers, and 220 mental health nurses working in these centers. The population

of Lithuania is approximately 3.5 million in 10 districts and 60 municipalities.

By Eugenijus Mikaliunas

The goals of these centers are as

follows:

A. To educate families as to how to
live with the patients;

B. To prepare the community to ac-
cept the patient, thereby reduc-
ing the stigma in the community;
and

C. For psychiatrists to establish the
modes of operation for this new
strategy.

If these goals could be accom-
plished, the treatment results would
increase. The main tasks for the
psychiatrist working in a commu-
nity based mental health center in
Lithuania are as follows:

A. To diagnose mental disorders;

B. To prescribe drugs (if necessary);

C. To consult with the families of
patients;

D. To provide instructions and con-
sultation with the psychologists,
nurses or social workers related
to the treatment; and

E. To provide strategies for preven-
tion of mental disorders.

The center psychologists do the
psychological diagnostic work and
provide psychological assistance
to the patients, as ordered by the
psychiatrists.

The benefit of this growth of the
mental health center movement is
evident:

e The quality of services improved
as provided by teams of mental
health specialists.

e The disease diagnosticsimproved
and were quicker; treatment and
rehabilitation also improved.

e There are expanded possibilities
to get consultation not only from
psychiatrists, but also from medi-
cal psychologists, clinical social
workers, mental health nurses,
and, in some cases, from psy-
chotherapists and rehabilitation
specialists.
Psycho-neurological  dispensa-
ries didn’t do follow-up care; no
one provides follow up care.
There is a positive influence over
patients and staff on stigma re-
duction.
There is close contact with the
family doctor in the team. In the
future, such work will be funda-
mental and work closely with day
hospitals, rehabilitation centers,
patient’'s societies, clubs, pa-
tient's families clubs, vocational
rehabilitation centers and other
community services.

The result of such work is that the

number of beds will decrease in

psychiatric institutions.
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The positive aspects of this system

are:

e People can consult with a psychi-
atrist without waiting for a referral
from the general practitioner,
thereby decreasing stigma and
avoiding delay in treatment;

e Psychiatrists diagnose diseases
more accurately and faster than
other professionals.

The mental health centers are pro-
gressive; but, also, substantially
expensive compared with services
extended by the family doctor.

The pro-capita financing system for
primary mental health care relates
to the costs based on the number
of individuals living in a particular
catchment area, rather than on the
volume or content of service. The




benefit of the pro-capita financing
system is that the entire Lithuanian
population, without exceptions, can
access mental health services in
an emergency situation and those
individuals with health insurance
have the possibility of access-
ing a wide variety of ambulatory
services. On the other hand, the
disadvantage is that this financial
system may discourage a higher
quality and quantity of work.

In addition to treatment issues, psy-
chiatrists in primary mental health
care in Lithuania are responsible for
ensuring public safety (e.g., issuing
permissions and health certificates
for fitness to drive a car, own a
weapon, etc.) and prevention of
mental disorders. In Lithuania, both
the family doctor and mental health
center psychiatrists are responsible
for these work tasks. All information
about an individual’s health history
received from the family doctor and
treatment institutions is stored at the
work place of the specialist. In the
future, it would be better to gather
this information and prophylactic
health control would be easier by
establishing e-health projects. In
the future, specialists from public
health offices should be working on
the prevention of mental disorders.

This work is certainly needed; one
suggestion is that the mental health
center coordinates the work but
that public health officials would do
the actual work.

Some primary mental health care
centers are legally and financially
independent, but the majority are
dependent on polyclinics. This
independence question depends
on the intentions and initiative. It is
likely, in my opinion, that the situa-
tion will remain the same as it is at
present because those who are in
favor of independent mental health
centers have already eastablished
them, while those who don‘t want
the independence will prefer the
status quo. If a change is to be
made, the persons with the interest
would be responsible for imple-
menting this change.

The next steps of this strategy are:

e To establish rehabilitation day
outpatient departments (centers)
near these mental health centers,
where the multidisciplinary team
would give psychosocial rehabili-
tation services;

e Psychiatrists, working with the
team, will prescribe not only psy-
cho-pharmacological treatment,
but also alternative methods of

treatment in order to evaluate
their effectiveness.

There are about 400 psychiatrists
in Lithuania, half of them working
at the community based Mental
Health Centers and the other half at
inpatient services. Thus, there is a
balance; and every service, at the
time of state transformation, devel-
oped its field in accordance with
available reserves and finance. In
Europe, psychiatrists with equal
professional preparedness gather
different experiences, depending
on whether one works in a wealthy
or developing country, whether in
outpatient or inpatient services.

Professor  Eugenijus  Mikalitinas
is the Director of Siauliai hospi-
tal branch mental hospital, M. K.
Ciurlionio g. 12, Siauliai, Lithuania.
Tel.: +370 41 524181,

e-mail: sekretore@sapl. It
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Primary Care Systems in Lithuania:

the Role of Psychiatrists

Lithuania has withessed a substantial increase in community mental health care centers over the

years. This has served as a good stimulus for the move from predominantly in-patient mental health

care of past years.

By Robertas Bunevicius

However, this move has created
two parallel primary care systems,
one for general medicine and an-
other for mental health, thus seg-
regating psychiatry from general
medicine at the primary care level.
The system limits the involvement
of primary care (family) doctors in
mental health and causes the sta-
tus of psychiatrists to be vague. If
they are working in primary mental
health centers, they may be treated
as primary care physicians; if they
are working in secondary or tertiary
level facilities, they are treated as
specialists. A significant percent-
age of psychiatrists serve as man-
agers of the primary mental health
centers rather than working as
psychiatrists.

The costs of the provision of prima-
ry care are constant and strongly
dependent on the population living
in a particular catchment rather
than on the volume or content of
services. This does simplify the
financial administration of primary
health care but it does not stimulate
an increase of quality and quantity
of services provided.

While public safety and prevention
is not a direct responsibility of the
psychiatrist, who is overqualified

for such activities, these specialists
may provide considerable profes-
sional expertise in these fields.
Public health centers and public
safety institutions should provide
such services but could call on the
specialists when needed.

| would suggest a deeper integra-
tion of community medicine and
mental health care where mental
health services were provided by
community health care centers
along with general medical servic-
es. These centers should include
psychiatric nurses and psycholo-
gists and psychiatrists could serve
as consultants. It would be the
responsibility of municipalities to
implement such changes but the
respective laws would need to be
changed.

We have not achieved integration of
psychiatry to general medicine nor
at the primary care, secondary or
tertiary levels. Forensic psychiatry
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maintains close ties with Eastern

counterparts instead of moving
forward towards modern Western
psychiatry.

Robertas Bunevicius is Director,
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sity of Health Sciences in Palanga,
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In Memoriam

SAULIUS PECIULIS
(1960-2010)

“When your roof is falling down — the
sky opens to you.” With such sayings,
one of the famous Lithuanian mental
health care users, Saulius Peciulis, was
constantly cheering people around
him. He fought stigma, acknowledg-
ing that “stigma begins in the hospital,
when other mental health care users
are treating you like jail inmates.”

In his famous book, Ten Secrets to a
Successful Life for People with Mental
Problems (2002, Vilnius), which is also
translated into English and Russian, he
emphasized that the role of the psy-
chiatric professional is not merely as
a treatment provider, but they “should
be occupied ... with the education of
users as personalities and their moral
training.”

Saulius was one of the great dreamers
about mental health reform in Lithu-
ania; he also practically implemented
his ideas in his role as president of
Vilnius “Kulgrinda” users club, estab-
lished in 1994,

From 2005 until his death, S.Peciulis
worked as senior researcher at the
Clinic of Psychiatry, Vilnius University.
His PhD in social sciences (economy)
from Moscow State Lomonosov
University gave him the perspective
of a researcher with a user's back-
ground, able to contribute greatly to
the European Union project “EMILIA”
(“Empowerment of mental health care
users through education, support and
action,” Framework 6, Life Long Learn-
ing). Together with other users and
professional researchers of the Vilnius
Clinic at Vasaros 5, he co-authored
“Training Program for Suicide Preven-
tion for Mental Health Users” — first of
such users-led training programs. |
remember his very fragile and, at the
same time, very flexible and strong
attitude towards participants when he
led the course giving examples of his
personal breakdown due to psychosis,
his long path to recovery with periods
of hope and hopelessness, sometimes
thinking about suicide. Saulius’s at-
titude that all types of religions prohibit

suicide was very helpful not only for
him, but also for other users who re-
ceived inspiration to live for life.

He was a great lecturer and it was great
satisfaction to hear and watch him dur-
ing his lectures. One of the first great
public international appearances of
Saulius was in 2002 during the World
Psychiatric Association congress in
Yokohama (Japan), when he debated
psychiatric reform towards community
mental health with Prof. T. Tomov and
Dr. D. Puras. Later, together with the
prominent user from the United States,
Mr. Joel Slack, they together made the
“Respect Seminars” in Lithuania for
mental health care users in 2004. Sau-
lius was inspired by Joel's arguments
on stigma: “Stigma is social death ...
Just as stigma begins with ourselves,
it must end with ourselves.” S.Peciulis
writes about stigma — as a phenom-
enon which begins with other users in
a psychiatric hospital as they relate to
a newly admitted inmate. These ideas
are based on his own experience and
should be very seriously regarded as

an argument for creating “First Psy-
chosis Services,” thus stopping hos-
pitalizing young patients together with
long term patients in acute psychiatric
wards.

Saulius Peciulis was not only an ac-
tive and productive user. He was at
the beginning of the Sajudis move-
ment (Lithuania liberation organization
from SSSR, established in 1988), very
active politically, later an economic
adviser for First Prime Minister and
woman of Independent Lithuania - Ms.
Prunskiene. He also established the
Lithuanian Stock Exchange and some
other very important economic founda-
tions of newly re-created state.

Saulius Peciulis’s work and activities
are inevitable parts of the positive
development of Lithuanian modern
history and social psychiatry moving
towards a modern system of care. The
only thing he wished — that it would go
much faster!

Dr. Arunas Germanavicius
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In Memoriam

MELVIN SABSHIN
(1925-2011)

To capture Melvin Sabshin in a short obituary is
almost a contradictio in termine, yet one thing is
absolutely clear: those who knew Melvin Sab-
shin invariably remember his imposing stature,
his supreme intellect and his analytic and ever
questioning mind, as well as the typical broad
smile on his face and the big cigar stuck in the
corner of his mouth.

Melvin Sabshin, former Medical Director of
the American Psychiatric Association (APA),
passed away on June 4, 2011. He had his
roots in Russia, which may explain his keen
interest in the issue of Soviet political abuse
of psychiatry in the 1970s and 1980s. At the
beginning of the twentieth century, his parents
emigrated from an area that is now in Belarus,
fleeing from anti-Semitism under the Tsar, and
were socialist activists before and after their
emigration. Born in 1925, Sabshin grew up in
New York, being a brilliant student and gradu-
ating in 1940 from High School shortly after
having turned fourteen years of age. Then, at
the young age of 14, after active lobbying by
his mother, he was admitted to the University of
Florida, from which he graduated in 1943 at the
age of seventeen.

In 1944, Melvin Sabshin entered Tulane Uni-
versity in New Orleans, Louisiana, after having
spent one year in the US Army as a volunteer.
Here he became politically active in the civil
rights movement, defending equal rights for
blacks (for instance by refusing to enforce
separation between white and colored at the
blood bank at Charity Hospital in New Orleans)
and eventually even joining the American
Communist Party, a fact he kept concealed un-
til I interviewed him for the first time in February
2009. It was a typical Melvin Sabshin situation:
| had to find out myself, but when | deducted
this from a sequence of hints he made in the
course of the interview and asked whether he
had been a member only in spirit or also factu-
ally, he was visibly pleased that | had caught

his hints, and answered with the usual big grin
on his face: “You could say: both.”

His membership, which he ended in the early
1950s when he became disenchanted with the
political course of the party, haunted him well
into the 1970s when he was already at the APA.
His FBI-file is 400 pages thick and documents
the intense scrutiny by the FBI, his dishonor-
able discharge from the US Air Force as being
“politically unreliable,” the interrogations by the
FBI in the late 1950s and the fact that he was
not allowed to join government commissions
even when being Medical Director of the APA
because of this political past.

In spite of FBI resistance, he became Director
of the Psychiatric and Psychosomatic Institute
of Michael Reese Hospital (IPP) and later also
Acting Dean of the Medical School of the
University of lllinois. Here he met his second
wife, Edith Goldfarb, a trained psychoanalyst
like himself, who became his constant and lov-
ing companion until her death in 1992. Edith's
death left him deeply depressed and disorient-
ed, until he met and married Marion Bennathan
in 2000, with whom he spent the rest of his life
living mostly in London, and who cared for him
with much love and affection until his death.

In 1974, Melvin Sabshin moved from Chicago to
Washington D.C., after having been appointed
Medical Director of the American Psychiatric
Association (APA). Under his 23-years of lead-
ership, the APA would become the most pow-
erful psychiatric empire in the world. During his
tenure as Medical Director, Sabshin became,
in fact, the intellectual leader of the psychiat-
ric profession in the United States. During his
tenure, among many other accomplishments,
he was instrumental in developing one of the
largest psychiatric publishing houses, (Ameri-
can Psychiatric Press) and was instrumental in
developing and promoting one of the leading
classifications of mental disorders, the Diag-
nostic and Statistical Manual (DSM); DSM-1V is
dedicated to him as a sign of his involvement:
“To Melvin Sabshin, a man for all seasons.”

During his time at the helm of the organization,
the APA became probably the most revered
organization in international psychiatry, with
Ellen Mercer directing the Office of Interna-
tional Affairs and greatly expanding the APA's
international network, e.g. developing links with
China. Many older psychiatrists worldwide re-
member this period as the heydays of the APA,
when APA Annual Meetings were considered
the most interesting international events in
world psychiatry.

From 1983-1989 Melvin Sabshin also functioned
as a member of the Executive Committee of the
World Psychiatric Association (WPA), the main

psychiatric body that unites psychiatric asso-
ciations around the globe. Here he showed his
unique diplomatic skills, meandering through
the minefield of, on one hand, supporting the
fight against political abuse of psychiatry in the
USSR (the reason why | met him for the first
time in the early 1980s), on the other hand the
realities of being on the board of a global or-
ganization including those who did not support
his position vis-a-vis the USSR, and the chal-
lenge to promote improved mental health care
worldwide. Typically of him, he befriended both
those who vehemently fought Soviet psychiatric
abuse and, at the same time, the East German
member on the same WPA executive, Prof.
Jochen Neumann, with whom he remained
close friends until his death. He was instru-
mental in finding the final compromise in 1989,
which led to the return of the Soviets to the WPA
from which they had been forced to leave in
1983, without giving up his ethical stand and
his support for human rights.

During the last years of his life, physical ail-
ments increasingly impaired his ability to move
around and participate in professional life as
actively as he would have liked. However, his
mind was unaffected, and when needed, he
would gather all his strength and dominate
the discussions. In 2008 he published his
memoirs, “Changing American Psychiatry,”
and during the subsequent two years, we met
frequently while working on my book “Cold War
in Psychiatry” in which he figures as one of the
two main characters (the other being his friend
Jochen Neumann). He often left me wondering
who determined the course of the long inter-
views. In fact, he quickly made the project to
a large degree his own, all the time pushing
me to dig deeper and to find better answers to
difficult questions. It was an exhilarating period
that unfortunately came to an end when the
book was finished.

The last time we physically met was during the
presentation of the book in October 2010. Frail,
hardly able to walk, exhausted, he gathered all
his strength during the presentation, quickly
taking the lead and turning the discussion to
his favorite subject — the DSM classification, in
which he strongly believed and which, in his
view, had been one of the important tools in
curbing and finally ending the political abuse
of psychiatry in the USSR.

Melvin Sabshin is survived by his wife, Marion;
his son James Sabshin, M.D., a neurosurgeon;
four granddaughters, two of whom are psychi-
atrists, and by many friends all over the globe.
He truly was a unique personality.

Robert van Voren
This obituary was earlier published in
The Psychiatrist, September 2011
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Russian Summaries

By Elena Mozhaeva

PepakumnoHHan ctatbA
bxoH Boync n PobepT BaH BopeH

37107 BbINyck Mental Health Reform otnmyaetca ot
Opyrux. B Hem oTpa>keHbl He TOMbKO yCnexu, HO U1
Heynaun B pehOpMUPOBAHNN CUCTEMbI NMCUXNYECKOTO
300poBbA B JIutBe. B yacTHOCTK, peyb naeT o
COXpaHaAtoLLeMCcA JOMUHUPOBAHUN B1OMNOrMYECKOro
noaxofa n akLeHTe Ha cTauMoHapax, HefoCTaTO4yHOM
yyeTe UHTEPECOB NaLUNEHTOB, O KOHCEPBATUBHOM
no3uumm JINTOBCKOM NCUXMATPUHECKOA accoLmanmn u
T.4. MMycTb 3TOT HOMEp NOCAYXUT NPEAOCTEPEXEHNEM:
Kak oKasasnocb, nocne ABaauaTyi NeT BOXEHNUN B
pechopmmpoBaHune gena MoryT nouTy B 06paTHOM
HanpaBfeHUy, ONTUMU3M CO3UAATENBHOCTN MOXET
CTONKHYTbCA C XXECTKOWN peasibHOCTbio, Moavac ¢
HebnaronpuATHbIMKU NocneacTeuAMU. MycTb 31O 6yaneT
npeaynpexaeHnem o ToM, YTO YfieHCTBO B EBpocotose
camo o cebe He rapaHTUpyeT npouecca AanbHenLuen
eBponensauum CTpaHbl.

HokasaTtesnibHaA NonuMTMKa B 06racTu
NCUXUYECKOro 340poBbA B Jlutee
Oannwnyc Mypac

C Havanowm B Jlutee B 1991 gemMokpaTnyeckmnx
pecbopm, B CTpaHe HeOAHOKPATHO NpeanpUHMManicb
NonbITKN BBEAEHNA foKa3aTeNlbHON NOMUTUKN

B 061aCTV NCUXNYECKOTO 340POBbA. Tak, bbin
NPUHAT 3aKOH O NCUXNMYECKOM 340P0BbE, CO3A4aHa
CeTb MyHULMMNANbHBIX LLEHTPOB MNCUXUYECKOro
3[0pOBbA, NPUHATA HOBAaA HauMoHasbHaA cTpaTterna
NCUXMYECKOro 3[40POBbA C aKLEHTOM Ha crny>6ax

Ha OCHOBE CO00OLLECTB, 3(hhEKTMBHBIX NpOorpaMmMax
pasBUTMA NCUXMYECKOTO 340POBbA, NPOhUNaKTUKN
CyvMuMaoB, HacUIMA 1 Np., AeUHCTUTyUManm3auum,
NPOABUXEHUN 1N OXpaHe NpaB YenoBeka B
NCUXMaTPUYECKUX 3aBEAEHNAX, MOHUTOPUHrE
paboTbl cnyx6 u T.4. BmecTe ¢ Tem, nonnutuyeckomn
BOSIM B OTHOLUEHWM CfleA0BaHNA 3TUM NpuHUmMnamM

He HabnopaeTcA. [MpuopuTeToM NpaBuTeNLCTBA
0CTaeTCA MHCTUTYUMOHaNbHaA noMoLb. bonblwme
CpeacTBa BKaAblBATCA B PEMOHT KPYMHbIX
ncuxmaTpuyeckux 6onbHUL, OrPOMHbIE AUCNPOMNOPLIMN
CYLLECTBYIOT B (hMHAHCUPOBaHUN BUOMEANLIMHCKOTO
1 MCUXOCOLMAnbHOrO KOMMOHEHTOB B CUCTEME
BHEOOMBHNYHOW NOMOLLM, (DAKTUHECKMN aAeKBaTHO
rHaHCMpyeTCA Ny NcuxodapmakoTepanums.

B obLecTBe BbICOK YpPOBEHb HETEPMUMOCTH

K YA3BMUMbIM rpynnam, u 3Ha4MTenbHaA 4acTb
anekTopara xotena 6bl ybpaTb NCUXMHECKN BOMNbHBLIX
¢ a3 ponoi”. NMpuHUMMNbI aBTOHOMUM 1 yaep>XXaHusA
ncuxmnyeckn 60MbHBIX B COOBLLECTBE HE MOMb3YI0TCA
MonynAPHOCTBIO, @ B KYNbType NCUXuaTpuyeckmnx
cny>6 npofomkaeT AOMUHMPOBATb NaTepHanuam. Ana
W3MEHEHVA CUTyauun NpeacTaBnAeTcA HeobXoAMMbIM
€034aTb KOANMLUMIO CUJ1, 3aUHTEPECOBAHHbIX B
peanusauny HaunoHanbHoM cTpaTermm NcuxnyYeckoro

3[10POBbA.

Mnax BunbHioca B 06nacTu oxpaHbl MCUXMYECKOTro
3nopoBbA: He6e3pa3nuyHbii ropoa.
Pob6epT BaH BopeH

OceHbto 2004 MmyHUUmMnanuTeT BunbHioca u
[nobanbHaa nHmumaTuea B ncmxmatpum (FTUMM) cospgann
pabo4yto KOMUCCUIO MO pPa3paboTKe AONTOBPEMEHHOM
NOMINTUKMN Pa3BUTUA CIY>K6 NCUXNYECKOrO 300POBbA.
B Hee BoOwNM NUTOBCKUE U HUAEPNAHACKME SKCMepThbl,
npeacTasnAlLLMe camble padHble acrnekTbl NpobremMbl.
C yyeTom pekomeHzaumn BO3, 6bina paspabotaHa
MOAenb CTPaTern4eckoro pasBnTuA, KotTopas
npeacTasneHa B cTaTbe. ATOT NaH 6bin yTBEpXAeH
MyHULMNanMTeToM BunbHioca, HO MOTOM, B cuny pAaa
hakTopoB, HONBLUMHCTBO 3anaHNPOBaHHbIX LLIAroB
6bINN OTMEHEHbI, @ HEKOTOPbIE U3 YXe CyLLEeCTBYIOLMX
cny>6 nogcokpalleHbl. Ho nnaH He noTepAn cBoew
LIEHHOCTU, U Ha Hero NPOAOIKAOT CCbINaTbCA B
AVCKyccuAxX 1 neperosopax. Bo3amoxHO, ero 4epen
npuaeT B byayLiem.

YypexxaeHuAa uHtepHatHoro Tuna B Jlutse:
6eccnaBHoe npotunoe, HeAcHoe byayliee
3rne LymckneHe n Josune tOoakante

YupexxAeHVA MHTEPHATHOIO TuNa 3acny>eHHO
06BUHAIOT B BbIMNONTHEHWUM (DYHKLUMK “’coumarnbHOM
Kancynmsaumm” n CTaBAT B OOMH pAL C TIopbMamu,
6onbHMUamMKn 1 narepAvu. JluTea yHacneposana
cucTeMy yxoda 3a MHBannaamm rno ncuxnyeckomy
3p0poBbto 0T CoseTckoro Cotosa. K coxanenuto,
NMTOBCKaA coumanbHana NonMTuka okasanacb He
OYeHb NPOrpeccuBHO 1 HonbLLE OpUEeHTUpPOBanach
Ha noaaepXKaHue CyLLeCTBYHOLWEro NoroXeHnA, Yem
Ha AEUHCTUTYLManu3aumio 1 UHTErpaumio B yCroBUAX
nomoLum Ha ocHoBe coobluecTsa. [MNpucoeanHeHve
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K EBpocoto3y He noBnekno 3a cobown npexkpalleHns
[OVCKPYMUHALMM UHBANIMAOB MO NCUXUYECKOMY
3aboneBaHuto B HaceneHun. Cenvac B CTpaHe
CyLLEeCTBYeT 26 MHTEPHATOB As1A NMCUXOXPOHUKOB!
3[aHuA HeJaBHO PEKOHCTPYMPOBaHbI, HO OCTATOYHO
B3rMMAHYTb B UCNyraHHble nuua obutarenei, 4Tobbl
MOHATb — 9TO BCEro NLLb ovepeaHan 'NoTeMKUHckan”
[epeBHs.

Ypoku pechopMUpoBaHUA CUCTEMbI MCUXUYHECKOTO
300pOBbA AeTelr U NoapocTKoB B JluTee
ButayTtac bnasuc

LocTaBwasnca Jintee B Hacneactso oT CCCP cuctema
NMCUXNYECKOro 340POBbA AeTeN U NOAPOCTKOB

6bina ’ aBaxkabl 3onywkKon” - n cpeam NcMxmnaTpoBs

1 B obLen meanumHe. [1nA Hee He 6bIO0 MecTa

B MOSIMKNHKUKAX, NTErKO AOCTYMHbIX HACENEHMIO.

Ee nomewanu nog, kpbino MHO nnu KpynHbix
ncuxmarpuyeckmnx 6onoHuu. Mocne 1990 B Jlutee
NOABMNNCH LIEHTPbI MCUXNYECKOrO 340POBbA Ha
ocHoBe coobulecTs (LIM3C), koTopble obcnyxusaroT
Kak B3pocCriblX, Tak 1 getein. OnbIT nx paboTbl
NO3BOMAET N3BMEYb HEKOTOPbIE YPOKU. Tak, 6b110
owmnbkon cosganune LIN3C B nepBom sLlenoHe
NOMOLLM -3TO NPUBESO K ASIMHHBLIM NUCTaM OXUAaHUA,
136bITOYHBIM 3aTpaTam Ha NpocTble cryyaun u
HegoCcTaTKy NoAAEPKKN CIOXHbIX MNaUMEeHTOB.
CyuwecTByowan cuctema hvHaHCUPOBaHWA He
nossonAeT co3aath B LIN3C mynbTuancumnanHapHsie
6puraabl. OuwyaeTcA HegOCTaTOK COTPYAHNYECTBA
LIN3C ¢ konneramu u3 cnyxo6 sawuTbl geTen

1 cucTembl 06pas3oBaHnA. He ucnonssyotca B
NOSIHOWM Mepe BO3MOXHOCTU MCUXMATPUHECKNX
MencecTep B NPOBEAEHUN CEMENHON N KOTHUTUBHO-
noBeAEeHYECKON Tepanuu. HekoTopble Bpayu He BUAAT
HeobHXx0AMMOCTU B pehOpMUMPOBaHUM CUCTEMBI: Camu
OHU - OTNINYHBIE KMUHULUUCTbI, HO MOMELLEHbI Npur
9TOM B HEA(PPEKTUBHYIO cucTemy. [NoaTomy BaXKHO
KPUTUKOBATb HE KOMJEr, a CUCTEMY, U NblTaTbCA
pasbACHUTL Lenu comHeBatowmmea. W nocnegHee:
ONA N3MEHEHUA cucTeMbl 06bI4HO TpebyeTcaA

60rblle BPeMEHN U peCypcoB, YeM U3HavasibHO
npeanonaranock, U, KPOMe TOro, Hy>XHbl MPeAaHHOCTb
Oeny 1 TepneHne B JOCTUXKEHUN LiEnen.

WHTepnpeTauua u cobniogeHue MeXkxayHapoaHbIX
CTaHpapToB npas 4YenoBeka B JlutBe
Losune lOoakanTe

[Nocne nony4eHna Hesasucumocth B 1991 Jlntea
patucmumpoBana 60nbLUMHCTBO OCHOBHbIX
Me>AyHapOAHbIX MHCTPYMEHTOB NpaBs YesioBeka,

B T.4. OTHOCALUMXCA K NpaBaM nHBannaos. Ho Ha
CEroaHALIHWIA AeHb, CUTyaumA ¢ NpaBaMu YesioBeKa u
HauMoHanbHoe 3aKoHOAaTeNbLCTBO JINTBbI, 0COHEHHO
B 4acTu Nofer ¢ orpaHNYeHHbIMU BO3MOXHOCTAMM,
He MOSIHOCTbI0 COOTBETCTBYIOT MEXAYHAPOAHbLIM
cTaHAapTam, Tak Kak Npoao/karTcA HapyLueHna
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B 061acTV ONEeKyHCTBa, HeA0OPOBOSILHON
rocnutTann3aumm n ne4yeHmna, 3aKoOHHOro
npeactaBuUTenbCTBa MHBaNIMAOB MO NCUXNYECKOMY
3abonesaHuto.

JluToBCKaA ncuxmaTtpuyeckaa accoumauuma — uenu
90-X U HbIHELIHAA CUTyauusa
Hannunyc lMypac

OTtpaenexve B npownom oT BececorosHoro obuiecTsa
MCMXMaTPOB OKa3asochb HEMEerknm, Tak Kak BeayLume
NUTOBCKME BbININ TECHO CBA3aHbI C "MOCKOBCKOMN”
wKonow. MNepsble roabl AeATensHocTy JITMA

6bISIM OTMEYEHbI AyXOM AEMOKPATUM 1 TOPAYUMA
nebaramu, HO NOTOM 3HTy3ma3m 90-x cMeHuna
perpeccuA ¢ AOMUHMPOBaHMEM OMMOPTYHUCTUHECKMX
TEeHAEHUWI, yeuneHvem ponv hapmMKomMnaHnm u
HeXXenaHuem caMmux NncmMxnaTpoB passmBaTb KynbTypy
camoperynuposaHuA. CknaablBaeTcA BneyaTneHue,
YTO neuxmaTpuydeckan npodeccus pelmnna B3ATb U3
COBPEMEHHOM MCUXNATPUN NNLLb OANH KOMMOHEHT

— COBPEMEHHYI0 ncmxodapmakoTepanmio — 1 He
MEHATb KynbTypy Cy>6 NCMXUYECKOro 30POBbA 1

He yXOAMTb OT NaTepHanuncTcKoro noaxoaa. B uenowm,
NCUXMaTPVA He O4eHb OTIMYaeTCA OT obLlecTsa B
Lesniom, T.e. 06LeCcTBO UMEET Ty NCUXMATPUIO, KOTOPYIO
3acnyxwmBaeT. Xo4eTcA HafaeATbCA, YTO M 06LLEeCTBO, 1
ncvxvartpvA B 6nvkariem 6yayuiem BONAyT B HOBYHO
hasy NporpeccnBHOroO pa3BnUTUA.

WccneposaHue NONUTUKKU NpeBeHUMU CyULUAOB B
Jlutse
PamoH k. MNebennto (Mmn.) n ApyHac [epmaHasunyyc

MokasaTtenb cynumaos B JINTBE — OAMH U3 CamblX
BbICOKUX B MUpe. MHorue y4eHble CBA3bIBAOT

€ro ¢ TPyAHOCTAMMN COLMAnbHO-3KOHOMUYECKOrOo
nepexona ot COBETCKON OKKynauum K AeMOKpaTm

1 PbIHOYHOW 93KOHOMUKE, OCOBEHHO B CTpaHax
MpubanTtukn. “LLokoBana TepanvA” B Jlutse, JlatBun
1 OCTOHUM CUIBHO OTNIMYanach OT NOCTENEHHbIX
pedhopM B ApyrMx NOCT-COLMANUCTUYECKMX CTPaHaXx.
B MNMpunbanTtuke Ha4Yanuce paavkanbHble 1 ObICTpble
nepemMeHbl, ¥ OHW CTaIM MPUYUHON 3HAYUTENBHOTO
coumanbHOro cTpecca, TPEBOrU U YyBCTBa
6e3Hafne>xXHOCTU B HACeNEeHNn ¢ Hen36e>KHbIM POCTOM
ankoronusauum. Cuctema 3apaBooXpaHeHuaA npu
3TOM COXpaHAET XyALuve YepTbl COBETCKOW: OHa
HeahbheKTMBHA, KOPPYMMNMPOBaHa, OpraHn3oBaHa Ha
61ONOrMYecKNX NPUHLUMMNAax aMMAEMUONOrMYECKOro
cOepXXUBaHMA MHEKLUMOHHbBIX 6Oe3HeNn.

lntoc nonHoe oTCyTCTBUE MONMUTUYECKOW BOMU
noaHATb Npobriembl 1 NOTPeboBaTb UBMEHEHNI Y
MOTYLLECTBEHHOrO NCTEBNMLLMEHTA 34paBOOXPaHEHNA
N MEAMLIMHCKON 3anuThbl. HMKakoro fonroBpemMeHHOro
paspeLueHnA Kpuauca ¢ cynumpamu B Jintee 6bITb He
MOXeT 6e3 NoABNEHVA JaHHOW NOMUTUYECKOW BOMU.



CTparerusa ycuneHusa nosnb3oBarenieit cryx6
MCUXMYECKOro 340POBbA B YacTU NPUHATUA
pelueHuit (JIMTOBCKUIA ONbIT)

ApyHac [epmaHasuyyc n Cannuyc Nevynuc

ABTOpbI paccMaTprBatoT NPUPOAY YCUNeHnsa

Kak TpaHcdopmaumio noTpebuTena nomoLm B
cchepe Nnenxm4eckoro 340pOBbA U ero Nepexos, ¢
nonoxexua paba (C oTCyTCTBMEM Npasa Ha CBoe
MHEHME) B MOMOXeHne “yCuneHna’”, Koraa K Hemy
OTHOCATCA B CUCTEME KaK K yBaXKaeMoMy napTHepY.
[laHHaA KoHUenuuA BKoYaeT B cebA BCe acneKThbl
CUCTEMbl OKa3aHWA NMoMoLLM, B T.4. peabunutauuio,
COLManbHyto MHTErpaumio 1 y4actue B NPUHATAN
peLleHnin Ha BCcex ypoBHAX. BblaeneHsl ABa acnekra
YCUNEHWA: MHAMBUAYanbHbIW, T.e. peanusauma Bce
JINYHBIX NpaB 1 NX PUKCaUMA B HALMOHANIbHOM
3aKoHoAaTenbCTBE U CTpaTernn passuTA CUCTEMbI
NMOMOLLM, Y OPraHN3aUMOHHbIA (MHCTUTYLMOHANbHbIN),
NpeacTaBfeHHbIN OpraHM3aumnAMM CamMOMOMOLLM

1 coBeTamu naumeHToB. K coxanenuto, aaHHanA
KOHLIenuua peannayeTcA o4eHb MeaneHHo. B Jlutee
nocne 20 neT He3aBMCUMOCTU BCe eLle HeT obLuen
cTparerum npespalleHna NnoTpedbuTenemn nomoLm B
napTHEPOB MO MMIAHNPOBaHWIO, COy4acTuio B paboTe
1N MOHWUTOPWHTY CNY>K6 NCUXUYECKOro 340POBbLA.
[Mpodeccronanbl NpofomKaloT 3alwmiaTb CBOU
no3nLMmn N He XOTAT U3MEHEHWA POel B cUCTeMe.

Pa3BuTue B JIutse nporpamMmmbl JOBEPEHHbIX NuUL
naumeHToB
Piota lOopenute

Moea nosepeHHbix vy naunenTos (A1) npywna

13 Huaepnarpos, rae AN pa6oTtaeT ¢ 1982

roga. 3Ty nporpamMmy HECKOMbKO U3MEHWUMN 1
ajanTmposanu K ycrnosuAmM JIUTBbI, 1 OHa bbina
BrepBble 3anyLieHa B BunbHioce B 2006. 111
He3aBVCUMbI OT CIYX6 NCUXNYECKOro 340POBbA 1
BbIMOMHAIOT PyHKLMM NOCPEAHNKOB U NpeacTaBneHna
VHTEPEeCcoB NauneHToB B cryyae >kanob Ha ycrosua
coAepXxaHua unu Tepanuun, obecnedyeHns nHpopmaumm
0 npasax NauMeHTOB, BbIABMEHNA HEAOCTATKOB B
paboTe cnyx6 ncuxmnyeckoro 3goposbA. OnbiT AJM
okasarncs ycrneluHbIM Kak B CTauMOHapHbIX, TakK 1

B ambynaTopHbIX 3aBedeHnAX U crnocobCcTBoBarl
MOBBILLIEHUIO Ka4eCTBa OKa3aHNA MOMOLLM 1
YBa>KEHVIO NpaB YenoBeKa B OTHOLLEHWN NaUMEHTOB.

MepBu4yHaa nomoulb B chepe NCUXmyeckoro
3a0poBbA B Jlutee
OyreHnyc MukaynuHac

C 1996 ropa B Jlutee 66110 co3aaHo 80 LEHTPOB
NMCUXNYECKOro 340POBbA HA OCHOBE COObLLEecTBa
(LIN3C), nog4MHEHHbIX MyHULMNanMTeTam.
OcHoBHbiMu Lenamm LIN3C asnatoTea: (1) obyyveHne
cemelt, IMEeIoLLMX NCUXNYECKN BONbHbIX; (2)
noAroToBKa coobLlecTBa K MPUHATUIO MauneHTa un

CHWXeHWe CTUrMbl B 06LiecTBe; (3) yTBepXaeHne
HOBOro cnocoba AencTBUi ANA NCUXMaTpoB B paMkax
[aHHow ctpaterun. Cuctema LIN3C umeet MHOro
NPEenMyLLECTB B CUTY MPUOIMIKEHHOCTMN K MaLUMEHTY,
CBA3el C Bpayamu obLei NpakTUKN 1 Hanm4nA
MyNbTUANCUMMIIMHAPHBIX 6puras, ocyLLecTBAAIOLLMX
BmewlatenscTea. Ha LIM3C Takxe Bo3noxeHa
06A3aHHOCTb BblAAa4u pa3peLleHuii 1 cnpaBok o
[OMyCcKe K ynpaBreHno TPaHCMOPTHLIMU CPeacTBamm
1 BNafeHNIo OpyXXnem.

Mo npyyrHe noayLlesoro NpuHUMNa uHaHCMpoBaHna
cuctema LIHIM3 okasbiBaeTcA 3aMeTHO OOPOXe,

MO CPaBHEHWIO C yCryramvi AOMALLHUX Bpayen.
BOonbLWMHCTBO LIEHTPOB ABMAIOTCA CaMOCTOATENbHbIMU
B IOPVANYECKOM U (PUHAHCOBOM CMbICTIE
3aBeileHUAMM, HO BOMBLUMHCTBO AENCTBYET Mpu
nonvKnuMHWKax. Ha byayLlee nnaHnpyeTca co3gaHve
npu LeHTpax peabunmTaumoHHbIX AHEBHbIX
CTauMoHapOB, a TakXe Ha3HayeHve ncuxuarTpavmm

He ToNbKOo hapmakoTepanuu, HO 1 APYrMx BUAOB
neYeHunA.

Cucrtembl nepsuyHOM nomoluu B JIuTBe: ponb
ncuxmaTpos
Pobeptac ByHeBnuyc

PasBuTtre B HoBOW JITBE CUCTEMbI MOMOLLUM Ha
ocHoBe coobuecTtsa B Buae LINMH3 ctano xopowwmm
CTUMYJIOM K OTX04Yy OT AOMUHMPOBAaBLUEro B NpoLusiom
cTaumoHapHoro neyexus. C apyrom CTOPOHBI,
cospaHve LIMH3 npuseno K hopMmnpoBaHmio AByX
napannenbHbIX CUCTEM NEPBUYHOM NMOMOLUM — OAHOMN
AnA obLein MeanUMHBI U APYron AnA NCUXUYECKoro
3[10pOBbA, T.€. ICUXMaTpUA okasanacb oTaeneHa

OT o6LLelrt MeAULIMHbBI B MEPBOM SLLENOHE NMOMOLLM.
3T0 NpuBENO K pasmbiBaHUIO cTaTyca nemxuarpa B
LIMH3, kKoTopbIi Hepeako okasbiBaeTCA B POnM Bpada
obuen npakTuky. LieHTpbl Takxke AomKHbI B 6onbLien
Mepe MCronb30BaTb BO3MOXHOCTU NCUXNATPUYHECKNX
Me[cecTep 1 NCYXoNoroB, OCTaBUB 3a NcuxmaTpaMmu
PYHKLMIO KOHCYNbTaHTa.

MamATu yweawmnx
Cannuyc Mevynuc (1960-2010)

MensuH CabimH (1925-2011)
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Other themes addressed by Global Initiative on Psychiatry to be covered in future

issues of Mental Health Reforms: /\,/; IniTiaTive on

~ PsvcHiaTrY

e Community Mental Health Care

¢ Mental Health and Human Rights
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¢ User Involvement in Mental Health Services
e Substance Abuse Prevention

Global Initiative on Psychiatry

Global Initiative on Psychiatry (GIP) is a federation of international not-for-profit or-
ganizations for the promotion of humane, ethical and effective mental health care
worldwide. The federation is registered in Hilversum, The Netherlands, and works
closely with its federation members in Bulgaria, Georgia, Lithuania, The Nether-
lands, the United Kingdom and the United States, and a country office in Tajikistan,
as well as with numerous NGOs, governmental and international organizations.

In addition to being a major contributor to improved mental health care systems in
Central and Eastern Europe and the Newly Independent States (CCEE/NIS), GIP
also works in other regions of the world such as Africa, Indochina and the Indian
sub-continent. In all regions our goal is to empower people and help build improved
and sustainable mental health services that are not dependent on continued
external support.
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