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This paper is the sixth of a series describing the develop-
ment of community mental health care in regions around the 
world (see 1-5), produced by a Task Force appointed by the 
WPA as part of the its Action Plan 2008-2011 (6,7). The WPA 
Guidance on Steps, Obstacles and Mistakes to Avoid in the 
Implementation of Community Mental Health Care, devel-
oped by this Task Force, has been previously published in the 
journal (8). In this article, we describe these issues in relation 
to Latin American and Caribbean countries. 

The Latin America and Caribbean (LAC) region is com-
prised by 34 countries, with a population of approximately 
600 million inhabitants, mostly living in urban areas, with a 
vast ethnic diversity mainly composed of Amerindians, Mes-
tizos, Whites and Blacks. Although 44% are middle-income 
and 35% are upper-middle income countries, economic in-
equality is high, and near one-third of the population live 
below the poverty level (9). The one-year prevalence of men-
tal disorders varies from 20 to 25%, with a predominance of 
alcohol dependence (5.7%), depression (4.9%) and general-
ized anxiety disorder (3.4%) (10). Over the past decade, 
most LAC countries have experienced economic and scien-
tific growth (11,12), political shift from dictatorial to demo-
cratic regimes (13), civil rights movements, and implementa-
tion of national health policies leading to an increase in life 
expectancy and a reduction in infant mortality (8). 

Mental health policies and key experiences 

In 2001, 70% of LAC countries had a mental health policy, 
and only 10% had a specific legislation for mental health 
(14,15). In addition, 50% had a rate of psychiatrists lower 
than 2,0 per 100,00 inhabitants, 70% had less than 20% of 
psychiatric beds in general hospitals, 30% did not provide 
essential psychotropics, and most of the countries allocated 
less than 2% of the health budget to mental health. Treatment 
coverage is limited, and the majority of countries still central-
ize mental health activities in psychiatric hospitals (15). 

The Declaration of Caracas was the cornerstone to trigger 
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psychiatric reform in LAC countries (16-18). The guiding 
principles of the Declaration were to protect human rights, 
to promote mental health care within the primary health sys-
tem, to transfer inpatient psychiatric care from mental hospi-
tals to general hospitals, and to build up a community net-
work of options of care for people with mental disorders. 
These principles did stimulate the shift from hospital-based 
to community care (15,17), and since then, a new model of 
mental health care has been heterogeneously implemented 
according to local policies and financial resources (16,18). 
Some progress in integrating mental health to community 
care has been observed in countries like Argentina, Brazil, 
Belize, Chile, Cuba, El Salvador, Guatemala, Jamaica, Mex-
ico, Nicaragua and Panama (19,20). We selected eleven key 
experiences, which are summarized as follows.

Argentina: the Rio Negro experience

Rio Negro, a state in the Patagonia region in the South of 
Argentina, with a population of 600,000 inhabitants, was the 
region where changes in mental health services advanced 
most in Argentina. This occurred especially after the approv-
al of law 2440, in which treatment and rehabilitation were 
guaranteed for all people with mental disorders. The psychi-
atric hospital was closed and replaced by psychiatric beds in 
general hospitals and halfway houses. Mental health teams 
are now based in local general hospitals and provide supervi-
sion and care to patients referred from primary care (21). A 
course focusing on mental health services has been set up 
and a residency program in community mental health care 
aids the recruitment of mental health professionals. 

Argentina: the Neuquén experience

The Neuquén Province is situated in Patagonia, with 
350,000 inhabitants. Health reform was initiated in 1970, 
and this province led the development of community health 
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care systems in LAC countries. The province is divided into 
6 zones, with different levels of health care complexity. In 
rural areas, the first contact is made either with traditional 
healers or general practitioners, who act under specialist su-
pervision. The public system operates with 10 psychiatric 
beds in a general hospital and one detoxification unit. In 
1995, a non-governmental organization (NGO) launched 
the AUSTRAL rehabilitation program, which offers one-
month to one-year training for primary care physicians and 
mental health professionals. 

Belize

Belize is a lower-middle income country, located in Cen-
tral America with a population of 270,000 inhabitants (20,22). 
The health system is comprised of 37 primary health centres, 
3 polyclinics, 2 outpatient mental health services, 4 psychi- 
atric beds in a general hospital ward, and 8 general public 
hospitals (20). A program for training psychiatric nurses  
was launched with technical support provided by Pan Am- 
erican Health Organization (PAHO). The nurses are super-
vised by the two psychiatrists available in the country and 
they participate in the admission and discharge of patients, 
review side effects of medication, and perform psychothera-
py. They communicate with schools, organize activities for 
the patients and provide home care in rural areas. 

Brazil: the Sobral experience

Sobral is a city of Ceara, a State in the Northeast of Brazil, 
with 175,000 inhabitants. There are two specialized commu-
nity mental health centres, one psychiatric emergency unit, 
one residential care facility (sheltered home) and primary 
health centres with health family programs. These programs 
are run by medical doctors and other health professionals.  
Patients with mental disorders are screened and treated by 
general practitioners, and the severe cases are referred to 
mental health teams. Moreover, specialists provide continu-
ous supervision to general practitioners (23).

Brazil: the experience of Campinas 

Campinas is a city located in the State of Sao Paulo, com-
prising approximately 1 million of inhabitants. In 1990, the 
mental hospital was remodelled, and new services were cre-
ated: a crisis unit, a chemical dependency unit, outpatient 
unites and a social and cultural centre. The mental health 
system is now comprised of six 24-hr specialized mental 
health community centres, with 32 psychiatric beds (24). 
These services provide care for people with moderate and 
severe mental disorders. In addition, mental health teams 
provide support and technical supervision for health profes-
sionals in primary care (25). Thirty mental health residential 

facilities cover 150 long-stay patients discharged from the 
psychiatric hospital. 

Brazil: the experience of Belo Horizonte 

Belo Horizonte is a city in the State of Minas Gerais, with 
a population of 2,5 million inhabitants. There are 7 special-
ized community mental health centers including emergency 
care, and 8 primary health care centres (26,27). The commu-
nity mental health centres were conceived to deal with severe 
cases that used to be referred to the psychiatric hospital. 

Brazil: the experience of Santos

Santos is the biggest port of Latin America, situated in the 
State of Sao Paulo, with approximately 420,000 inhabitants. 
Psychiatric reform started 20 years ago. The main psychiatric 
hospital of the city was closed and community mental health 
services were implemented (28,29). In 2005, some important 
actions helped foster mental health systems: investments in 
developing community mental health units; an increase in 
the number of mental health workers; training in mental 
health for health professionals; and the implementation of 
the Return Home Program (benefits for psychiatric patients 
who leave hospitals). Currently, there are 5 community men-
tal health centres and 6 outpatient mental health services. 
Twenty-five psychiatric beds are provided in community cen-
tres and in the general hospital. There are 13 mental health 
teams working in primary health centres. There are no resi-
dential facilities for patients post-discharge and psychiatric 
beds are insufficient to cover needs for acute cases, meaning 
that some psychiatric hospitalization takes place far away 
from the city. 

Chile

The population of Chile is 16 million inhabitants. The 
Chilean reform was triggered in 1993, when group homes 
were established for newly deinstitutionalized populations, 
and mental health programs were developed in day hospi-
tals. In 1997, a mental health plan was developed by the 
Ministry of Health, based on priorities set up by epidemio-
logical studies (30). Afterwards, the impact of a trial showing 
that depression can be treated in a large low cost scale (31) 
led the government to set up a plan to treat depression on a 
national basis. As part of the Chilean Health Reform, depres-
sion was included in the Regime of Health Guarantees, pro-
viding financial cover and treatment for 56 priority diseases 
(32). The main component of the depression program was to 
incorporate mental health teams in primary care, performing 
standardized diagnosis, promoting education for patients 
and families, delivering psychosocial sessions mainly to 
moderate and mild cases, using antidepressants in the severe 
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cases, and monitoring and evaluating the feasibility and ef-
fectiveness of the program (33). 

Nowadays, the mental health system is based primarily in 
primary care and general hospitals, though including psychi-
atric specialized teams and psychiatric hospitals (32,33). 
Ambulatory mental health centres are often attached to gen-
eral hospitals, and there are many group homes for deinsti-
tutionalized and mentally ill across the country (33). 

Cuba

The population of Cuba is 11 million inhabitants. The Ca-
racas Declaration and the Havana Charter in 1995 both con-
tributed to reorient the mental health system (34,35). Com-
munity centers were designed to coordinate, organize, and 
train human resources in mental health all over the country, 
which contributed to increased coverage of the population 
(about 1 centre to 30,000 people) (36). The system operates 
at three levels of care: the primary level, comprised of com-
munity mental health centers, mental health teams in poly-
clinics and family doctors; psychiatric services in general 
hospitals where there are crisis intervention teams; and psy-
chiatric hospitals. 

Jamaica

The population of Jamaica is around 2.7 million inhabit-
ants. The health services are organized by regions. General 
hospital wards are used to treat acute cases, offering 24-hr 
emergency attendance. Outpatient clinics are run by psychi-
atrists and mental health officers (MHOs), who are special-
ized trained nurse practitioners, exposed to knowledge in 
community psychiatry, psychology, social work, psychophar-
macology, and patient management. The MHOs provide cri-
sis management, home treatment, and assertive outreach 
care, being authorized by an act of mental health law to per-
form detention whenever needed. MHOs see patients in pri-
mary care and outpatient clinics. Medication is initiated in 
collaboration with a primary care doctor, and severe and 
more complex cases are referred to psychiatrists (37,38). 

Mexico: the Hidalgo experience 

The Hidalgo experience relates to the shut down of the 
Ocaranza Asylum in the year 2000. This asylum was located 
in the Hidalgo State, a central region of Mexico with a pop-
ulation of 2.5 million inhabitants. Two NGOs, the Mental 
Disability Rights International, and the Mexican Founda-
tion for the Rehabilitation of the Mentally Ill, and civilian 
activists had a crucial role in triggering the reform process, 
by denouncing the extreme situation and human rights vio-
lations in psychiatric institutions. The asylum was replaced 
by 10 villas which were built as residential alternatives, plus 

a 30 bed acute psychiatric ward with a 24-hr emergency de-
partment (39). 

Lessons Learned

As shown in the previous section, many innovative initia-
tives are taking place in the region (40). The number of psy-
chiatric beds in custodial hospitals is declining; there has 
been a modest increase of psychiatric units in general hospi-
tals; and mental health care is slowly becoming an integral 
component of primary health care. However, the overall pic-
ture is mixed: in most countries very few community-based 
services are available, particularly for the young and the el-
derly, and the capacity to monitor and evaluate services and 
programs remains insufficient.

The experience of Chile documents the power of well-
conducted trials to influence policy. It was, in fact, the paper 
published in the Lancet by Araya et al (31) which led to the 
impressive nationwide expansion of treatment of depression 
in primary care. 

The Rio Negro and Hidalgo state experiences show that a 
system which is successful in a given region may serve as a 
model for expanding community care to the entire country. 

Several key experiences document the importance of in-
volvement of psychiatric nurses in community mental health 
care. In Belize, the success of the inclusion of psychiatric 
nurses was mainly due to the high level of training in mental 
health offered to these professionals, the close supervision by 
psychiatrists, and they fact that they work using standardized 
protocols and guidelines. In Jamaica, well-trained nurses 
were the cornerstone of integrating mental health care in the 
health system. In Rio Negro, psychiatric nurses were effective 
in decreasing resistance from health professionals to treating 
people with mental disorders and in educating families and 
the community about mental health care. 

Partnership with NGOs, private institutions and other in-
ternational agencies were essential in triggering psychiatric 
reform in Mexico (Hidalgo experience), through advocating 
for the human rights of people with mental disorders. De-
nouncing human rights violations has also triggered the clo-
sure of psychiatric hospitals in Brazil (Santos and Sobral). As 
shown by the Mexican experience, it is crucial to have all the 
involved parties together to develop a plan of action. 

Conclusions

Reform means to protect the human rights of patients, to 
provide the best available treatments, to treat severe cases in 
the community, and to use the least restrictive possible mo-
dalities of care. However, it is noteworthy that no mental 
health system can function with insufficient beds for acute 
admissions. Where less acute beds than needed were avail-
able, as in the Santos case, it was necessary to transfer acute 
cases to other cities, causing unnecessary suffering to pa-
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tients and their families. A crucial problem is represented by 
the scarcity of human resources, particularly psychiatrists and 
specialized nurses, which leads to an overload of work for 
mental health professionals, representing in some countries a 
powerful factor leading to brain drain. The example of Chile, 
where mental health programs were based on scientific data, 
should be taken into account especially by countries with 
more financial resources, like Brazil, Argentina and Mexico.
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