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Mental Health Centre - The operating principles
and its role in the prevention of psychiatric    
disorders and the promotion of mental health
MENELAOS SOT. THEOCHARIS*

Summary

The Mental Health Centre is the main provider of
psychiatric services in the community, serving the ob-
jective of Community Psychiatry at ensuring the psychi-
atric care organisation. Following the basic principles of
sectorisation, therapeutic continuous, integrated serv-
ices and in cooperation with other structures meets the
needs of the community. Each Mental Health Centre
can operate at all three levels of prevention; primary,
secondary and tertiary. The detection of risk factors, the
provision of quality mental health services, the early de-
tection and management of mental disorders and the
rehabilitation and social integration of patients are the
main preventive measures. It should develop mental
health promotion programmes aimed not only to combat
risk factors but primarily to enhance the mental health
both individual and public. With the increase of positive
mental health, reduction of inequalities and building of
social capital, the promotion of mental health aims to re-
duce the mental health gap between social groups and
countries.
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Introduction

Community Psychiatry develops and investigates all
forms exercised by psychiatry in the community. Its aim
is to secure the organisation of psychiatric care based
on good operation principles of a Community service
and interconnection with the hospitalisation units and
specialised psychiatric services (Papadimitriou et al.
2013). The mental health centre (MHC) is the basic unit
of outpatient psychiatry providing psychiatric services,
much broader than the usual outpatient clinics which

were historically the first form of outpatient care (Kon-
taxakis et al. 2010).

Operating Principles of a Mental Health Centre

One of the basic principles of the Mental Health Cen-
tre is the establishment of an area of responsibility
(catchmentation - sectorisation), 70.000 - 150.000 in-
habitants, in order to serve effectively as otherwise it
floods with requests which cannot be satisfied in their
entirety. In Europe the institution of sectors was greatly
developed, but the sizes varied between countries. Ger-
many has sectors of around 250.000 inhabitants and the
Netherlands of 300.000 while the Scandinavian coun-
tries have clearly smaller areas ranging from 25.000 to
120.000. Italy has better adapted the meaning of a sec-
tor with the Law 180 of 1978 and created sectors of
50.000 to 200.000 (Gelder et al., 2007). In Greece the
law 2716/1999 provides that each prefecture corre-
sponds to a sector, although for the region of Thessa-
loniki correspond three sectors and for Athens eleven.

The main advantages of sectorisation are the follow-
ing:

o  Defined responsibility for each person who seeks
help
o  Network of local connections between the institu-
tions of the sector and development of connections
between institutions of primary health care
o  Comparability of the services in different sectors
o  Strengthening of cooperation of the treating team
members with the community
o  Better transparency in the budget
o  Enhancement of treatment at home or day care
provider
o  Possibility to be treated and cared for by different
carriers in the same sector
o  Ability to integrate healthcare, social and voluntary
services
It is obvious that all the mental health services are

provided to the community. The community oriented
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ill patients can continue living integrated in society (Min-
istry of Health, 2006). An issue to be resolved regarding
the sectored services is that they offer less potential op-
tions of therapists to patients. However, a well organised
local service can in most cases respect the wish of a pa-
tient to change clinician, transferring the case to another
team member or in some cases to a scientific group of
a neighbouring sector. The boundaries of the areas of
responsibilities should be considered flexible rather than
rigid and insurmountable (Gelder et al. 2007). Accept-
ance of an area of responsibility means also that tradi-
tional medical perception of the ill expands and extends
to an entire population making more actions necessary
the main being prevention (Sakellaropoulos 2010).

Another basic principle is that when psychiatry is
practised in the society and not in a psychiatric hospital,
the ability of the mental health professionals to deter-
mine their working conditions is reduced. Patients and
their families have more scope to act in the process of
meeting the personnel of the unit and the development
of the therapeutic procedure. This obliges them to find
appropriate ways to approach and seek allies and col-
laborators in the environment of the patient to implement
the most appropriate therapeutic means. When the
MHC gains “good reputation” in the population (e.g. with
lectures, preventive interventions in the community and
particularly with the seriousness and effectiveness of its
function), then the approach of patients who avoid to re-
sort to mental health services will be achieved as well
as the change of the consolidated negative perception
a big part of the population has for mental illness (Kon-
taxakis et al. 2010).

Of central importance is the easy access of the
MHC, both geographically (e.g. easy service by the
means of transport), and in terms of operating hours
(e.g. working in the afternoon in order to be accessible
to working patients) and the possibility of rapid assess-
ment and handling incoming requests (e.g. direct serv-
ice of emergency cases). The distance of a resident of
the community from the MHC must be between 1 to 15
minutes. In sparsely populated areas the mobile units
are very useful, as they provide psychiatric care of small
towns and villages. The MHC is also required to accept
all categories of patients with the exception perhaps of
drug users, who usually are referred to specialised serv-
ices. Must provide all the services that modern psychi-
atry provides (clinical monitoring, drug therapy,
psychotherapy, counselling, family interventions, psy-
chological support, brief psychiatric hospitalisation, hos-
pital or day centre etc.) through the appropriate medical
staff, psychologists, nurses, social workers and occupa-
tional therapists (Kontaxakis et al. 2010). In case the
hospitalisation is necessary, it must be done if possible
in a brief hospitalization unit of the Mental Health Centre 

or in small interconnecting hospital units (e.g. the CMHC
of Vironas-Kaisariani with Eginition hospital) (Madianos
2000) and the residence time to be reduced to the least
possible. The specialised clinics (e.g. psycho-geriatric,
specific psychotherapies etc.) can be organised with the
cooperation of more community psychiatric units (Pa-
padimitriou et al. 2013).

Moreover, it has been shown that the lack of conti-
nuity in the treatment and in the services provided from
units, which do not cooperate with each other, is a neg-
ative factor especially noticeable in the care of severe
mental conditions (e.g. schizophrenia and affective psy-
choses). The accumulation of unrelated provided serv-
ices is a burden also to the cost of the psychiatric
service. The MHC having the responsibility for the pop-
ulation, must ensure the continuity and coordination of
these services and actions. Where reference is made to
other services, the MHC maintains the moral responsi-
bility of the continuity (continuity of care) and its coordi-
nating role (Ministry of Health 2006). Furthermore, in
order to operate effectively, the MHC cooperation with
other hospitals on issues related to hospitalisation and
specific forms of patient care is fundamental.

An important issue, which must be explored, is the
effective cooperation with of primary health care
providers (general practitioners, multipurpose health
centres, etc.), as physicians of other specialties monitor
a large number of patients (comprehensiveness), who
present mainly anxiety and depression symptoms (Min-
istry of Health, 2006). This collaboration is particularly
important in the care of psycho-geriatric cases, due to
the coexistence of multiple health problems. 

Another principle is the establishment of mental
health professionals into a team (mental health group –
therapeutic team). In a MHC are employed people who
belong to several professional groups with different ini-
tial education and roles. In the traditional asylum the au-
thority of a psychiatrist was unquestioned and was
limited only by the legal provisions concerning the inclu-
sion process. The nursing staff and later on the clinical
psychologists, the social workers and occupational ther-
apists, constituted the “paramedical support staff” in a
subordinate position. The creation of multi-purpose
teams working in various combinations gave to the psy-
chiatrist a coordinating role, which became more and
more complicated due to the demands of professional
autonomy by the, until now, “paramedical professions”.
In certain cases, mostly in MHCs in USA, the psychia-
trists who were a small minority in the group and had an
increasingly less control over its operation, resented
what they considered to be loss of their medical status
(Gelder et al. 2007). However, working in an open social
environment constantly generates new organic and
functional needs and thus requiring ongoing education 
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and overcoming the old roles. Through continuous ed-
ucation or even with the cooperation of other members
of the health care team, everyone is able to participate
in activities such as public awareness, preventive and
mental health actions, developing relationships with the
local authorities to promote the psychosocial rehabilita-
tion of the seriously ill, interventions in patients’ family,
etc. All activities can be covered efficiently, if the em-
ployees have been set up accordingly to certain scien-
tific disciplines and its members have the opportunity to
undertake additional roles or/and to cooperate with
other institutions.

In our time, despite the fact that the concept of com-
munity has undergone significant changes and has be-
come quite loose and vague, reference to the
community remains significant both in terms of ‘belong-
ing’ to a certain group and the services provided. The
support of the neighbourhood, the municipal authorities
and informal institutions facilitate the work of a MHC
easier. The collaboration with the community served by
the MHC, provides an opportunity for offering services
(psychiatric coverage of community institutions such as
KAPI, activities relating to the prevention of mental ill-
ness and the de-stigmatisation of patients, counselling
services etc.) and also obtaining support for the work of
a MHC (disposal sites for housing activities, opportuni-
ties for employment for patients) and working with infor-
mal providers of community services (Kontaxakis et al.
2010). According to WHO, a MHC should seek cooper-
ation with the employees in community projects, alter-
native therapists, family members, self-help groups,
advocacy services and religious leaders who offer infor-
mation on dealing with traumatic situations and other
exceptional events. Particular attention is given to vol-
unteer groups that educate parents and young people
on mental health issues and to volunteer groups that
provide humanitarian aid in emergency circumstances
(WHO 2003). 

Necessary is also the continuous effort to improve
the quality and organisation of the services provided.
Significant is the involvement of the mental health pro-
fessionals in the process of quality improvement as in
this way are more likely to offer correct and realistic so-
lutions to the problems and hence to apply the changes.
(WHO 2003).

The role of the Mental Health Centre in the preven-
tion of psychiatric disorders

The Mental Health Centre operates in primary, sec-
ondary and tertiary prevention. Its priorities should relate
to the quality of mental health services, suicide preven-
tion, earlydetectionandmanagementof mental disorders

and rehabilitation and social integration (Fiorilo et al.
2013). 

Primary prevention is defined as the detection and
elimination of the factors that contribute to the onset of
mental disorder. It focuses mainly on the modification of
pathogenic behaviour and the detection of high risk pop-
ulations. These include people unemployed, elderly and
alone, deprived and socially marginalised, exposed to
stressful events. Also, immigrants, people with serious
health problems, troubled or single-parent families, fam-
ilies of addicts, alcoholics, mentally ill, people in the
process of retirement, teenagers who have left home
and school, etc. It is evident that these categories of
people cover a wide range of the population, which can-
not be accessed by a small group of specialists, for rea-
sons both ethical (we have no right to invade people’s
lives, because they are ‘at risk’ of getting sick) and sci-
entific (it is very difficult to encode specific intervention
goals and the necessary epidemiological tools). Exces-
sive exposure to prevention activities can be detrimental
to the primary healing process of the unit (Kontaxakis et
al. 2010). For these reasons, the objective is broader
publicity for attracting high-risk populations, so many of
them ask for help. In most countries, social groups that
avoid mental health services are men and people with
fewer years of education found in both ends of the age
and income range (Wang et al. 2007). 

A prerequisite for timely intervention at an early
stage is the detection and identification of people at risk.
A first step in this direction is the creation of information
and awareness programmes and programmes to com-
bat the social stigma (Goffman 1963). Particularly in
Greece studies have highlighted a serious lack of knowl-
edge of serious mental disorders such as schizophrenia
(Economou et al. 2009).

The secondary prevention aims to reduce the preva-
lence, the time with active symptoms and prevent or
delay the relapses. It constitutes, at least quantitatively,
the main area of preventive activity of a MHC, and it is
closely linked with the therapeutic activity of the unit.
The effectiveness of the action depends on a well or-
ganised network of referrals (by local social institutions
and authorities, primary health services, hospitals, pri-
vate doctors, etc.), the accessibility of services (geo-
graphical but also organisation of the working hours in
order to serve a wider social spectrum of residents) and
reception capacity (rapid service, ability to assess de-
mands and the urgency or not of their nature). Of par-
ticular importance is the possibility of home visits (for
groups of patients who are unable or refuse to move)
and generally on managing the crisis (both the potential
risk assessment and measures that have a positive out-
look for the patient). The rapid reception of a request of
a patient and his relatives, the early diagnosis, support 
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and treatment of the patient and possible hospitalisation
are the basis of secondary prevention. This type of pre-
vention involves other specialities apart from psychiatry
as often mental disorders can manifest themselves in
physical symptoms, while a number of physical dis-
eases are likely to occur with symptoms from the mental
realm.

Tertiary prevention aims to achieve steady and sus-
tainable improvement of symptoms and the patient's
functionality. Exercised both via the current work of the
MHC with patients exhibiting major psychopathological
problems and the work of psychosocial rehabilitation
(structures within the area of responsibility of the MHC)
to limit the disease impact on the affected individual, his
family and society. Tertiary prevention concerns the ac-
tual psychiatric symptoms as the major mental illnesses
are in need of concerted efforts at many levels (e.g.
pharmacotherapy, clinical monitoring, family support,
learning social skills etc.).

The psychosocial rehabilitation was developed, as a
special branch of psychiatric care, in the last 20-30
years. Its initial object were inmates in psychiatric insti-
tutions and then extended to broader groups of patients
with major psychopathological issues. This happened
from the moment it became apparent that skilled labour
is needed to provide a way out of the stage of develop-
ment of a mental illness, where remission of active psy-
chopathology is observed, but is dominated by negative
symptoms and the resignation of the patient facing var-
ious difficulties (Madianos 1994). Long term treatment
in a closed psychiatric institution has proven particularly
an aggravating factor for the future course of the pa-
tients. Even for patients hospitalised for decades, their
transfer to psychosocial rehabilitation facilities was
found to improve their clinical condition steadily while
important changes were observed in autonomy, social-
isation, and expression of will without at the same time
any deterioration (Furlan et al. 2009). In addition to the
effort for shorter hospitalisation, partial hospitalisation
(day centres and hospitals day) has proved particularly
important as it fulfils multiple needs of the patient without
drawbacks of being removed from his usual environ-
ment.

Adverse environmental factors such as insufficient
support system, social isolation or/and great lack of re-
sources are included within the tertiary prevention. The
reduction or elimination of these adverse factors is one
of the main objects of labour of psychosocial rehabilita-
tion (Furlan et al. 2009). The strengthening of a patient
in social life, family and neighbourhood is necessary as
therapeutic and educational efforts still have a chance
of success. Additionally, housing in hostels or sheltered
flats, for a certain period of time, may be necessary to
patients in great conflict with their family while exiting 

long term hospitalisation orare in search of work.
The occupational rehabilitation of patients requires

– alongside the stabilisation of the clinical manifesta-
tions of the disease – the coverage of learning gaps and
the gradual familiarisation with the working conditions.
Often specific working conditions are required (e.g. part-
time) and special training of the staff, to accompany the
patients on this path. Finally, tertiary prevention aims to
reduced self-esteem and discouragement of the patient.
Very often patients under the burden of the symptoms
and social problems, refrain from personal and social
life and are marginalised. If this trend is not reversed
other actions become futile. A large part of the clinical
work and the psychotherapeutic methods look forward
to this reversal (Zissi 2001).

Mental health promotion in the community

The World Health Organization (WHO) defined men-
tal health as a condition for physical health and it de-
fined it as “… a state of wellbeing in which the individual
realises his capabilities, is in a position to cope with
common stresses of life, can work productively and ef-
ficiently, and is able to offer to his social environment”
(WHO 2004). But, despite great efforts, the growth rate
of new cases could not be adequately controlled. This
led the scientific community in search of additional tools
and methods for the protection of mental health. The de-
velopment of the subject of Mental Health Promotion
(MHP) is considered today as one of the most significant
efforts to limit the increase of mental disorders. This is
because it aims not only to combat risk factors but
mainly to enhance mental health at individual and public
health. This is achieved through the development of in-
dividual skills, strengthening individual capacities to ad-
dress stressful life events, as well as through proper
information, education and awareness of the socio-po-
litical institutions associated directly or indirectly with
mental health (Vassiliadou, 2008; Charalampous et al.
2008). With all the above will be achieved both the en-
hancement of mental health and the creative treatment
of stressful events on a personal level and the creation
of appropriate conditions to prevent and combat the fac-
tors related with the installation or recurrence of mental
disorders (Knapp et al. 2007).

In real conditions it is difficult to be understood as
effective an intervention to prevent a disease without si-
multaneously developing the factors that are positively
associated with mental health, so the subject of Mental
Health Prevention seems as limited in relation to the
subject of Mental Health Promotion (Vassiliadou, 2008).
Mental disorders and mental health cannot be described
as the different ends of a linear scale, but rather as two
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overlapping and interrelated components of a single
concept of mental health (Detels et al. 2002). Prevention
uses strategies of mental health promotion to achieve
its objectives (WHO 2004; Hosman et al., 1999). There-
fore, the individual’s skills needs to be developed simul-
taneously (mental health skills), to be able to deal with
everyday stresses, but also the potential, psycho-trau-
matic events, such as natural disasters, deaths of loved
ones, serious socio-economic losses, etc., which are
often related to the development of mental disorders
(Warnke et al. 2010). Investigation of mental health
components and mainly the answer to the primary ques-
tion about “what is it that makes someone to be healthy”,
is one of the main research objectives of the subject of
MHP (Papadimitriou et al. 2013). With the increase of
positive mental health, reduction of inequalities and
building of social capital, MHP aims to reduce the men-
tal health gap between social groups and countries
(WHO 1997). According to WHO effective mental health
promotion interventions that can be applied to the com-
munity in partnership with the MHC are the following
(WHO 2004):

Childhood/ Adolescence

¬   School programmes to develop skills in problem
solving

¬ School holistic interventions that combine building
skills and changes in the environment

¬ Access to preschool education
¬ Cognitive – Behavioural programmes for children

at risk of depression
¬ Techniques for stress management
¬ Social policies for the promotion of social support

and inclusion and prevention of social exclusion – Visits
at home

Adults

¬ Interventions for parents with difficult children
¬ Residential visits to depressed mothers
¬ Techniques for stress management
¬ Brief interventions for alcohol
¬ Timely diagnostic interventions
¬ Physical exercise - Psychoeducation

Conclusion 

The significant burden of mental disorders on per-
sonal, family and social level is indisputable and discus-
sions on improving the mental health services are
gaining ground amongs leaders. A key issue is the shift
of care from institutional situation to the community with 

the main recipient being the Mental Health Centre.
Based on the guiding principles of care for the mentally
ill, Mental Health Centres can contribute decisively to
the prevention and promotion of mental health and rein-
tegrate patients into society.
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