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Is antipsychotic polypharmacy associated with
metabolic syndrome even after adjustment for
lifestyle effects?: a cross-sectional study
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Abstract

Background: Although the validity and safety of antipsychotic polypharmacy remains unclear, it is commonplace
in the treatment of schizophrenia. This study aimed to investigate the degree that antipsychotic polypharmacy
contributed to metabolic syndrome in outpatients with schizophrenia, after adjustment for the effects of lifestyle
Methods: A cross-sectional survey was carried out between April 2007 and October 2007 at Yamanashi Prefectural
KITA hospital in Japan. 334 patients consented to this cross-sectional study, We measured the components
consisting metabolic syndrome, and interviewed the participants about their lifestyle. We classified metabolic
syndrome into four groups according to the severity of metabolic disturbance: the metabolic syndrome; the pre-
metabolic syndrome; the visceral fat obesity; and the normal group. We used multinomial logistic regression
models to assess the association of metabolic syndrome with antipsychotic polypharmacy, adjusting for lifestyle.
Results: Seventy-four (22.2%) patients were in the metabolic syndrome group, 61 (18.3%) patients were in the pre-
metabolic syndrome group, and 41 (12.3%) patients were in visceral fat obesity group. Antipsychotic polypharmacy
was present in 167 (50.0%) patients. In multinomial logistic regression analyses, antipsychotic polypharrmacy was
significantly associated with the pre-metabolic syndrome group (adjusted odds ratio [AOR], 2.348; 95% confidence
interval {Cl], 1.181-4.668), but not with the metabolic syndrome group (AOR, 1.269; 95%Cl, 0.679-2.371).
Conclusions: These results suggest that antipsychotic polypharmacy, compared with monotherapy, may be
independently associated with an increased risk of having pre-metabolic syndrome, even after adjusting for
patients’ lifestyle characteristics. As metabolic syndrome is associated with an increased risk of cardiovascular
mortality, further studies are needed to clarify the validity and safety of antipsychotic polypharmacy.

Background
Metabolic syndrome is a cluster of metabolic dysfunctions,
including central obesity, hypertension, glucose, and lipid
abnormalities. Those with the syndrome have a two- to
threefold increase in cardiovascular mortality and a two-
fold increase in all-cause mortality [1]. Patients with schi-
zophrenia are more likely to have metabolic syndrome
than the general population [2].

To date, a few research studies have reported an asso-
ciation between antipsychotic polypharmacy and
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metabolic syndrome [3,4]. Limited evidence currently
exists regarding the benefits of antipsychotic polyphar-
macy, and antipsychotic monotherapy is consistently
recommended in the treatment of patients with schizo-
phrenia [5,6]. Antipsychotic polypharmacy is, however,
commonplace in the treatment of schizophrenia [7-11],
and has been reported to occur in a wide range (13-
90%) of cases. In Japan, in particular, polypharmacy has
been reported to occur at a higher rate than in other
countries {12].

If antipsychotic polypharmacy, which is not recom-
mended, is associated with a greater risk of metabolic syn-
drome, the spread of polypharmacy is a serious concern.
However, it remains unclear among earlier studies
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whether antipsychotic polypharmacy is associated with
metabolic syndrome as a direct result of patients’
unhealthy lifestyle. Patients with schizophrenia are likely
to make poor dietary choices, have low rates of physical
activity, and smoke cigarettes {13}, and their unhealthy
lifestyle is assumed to be associated with an increased risk
of metabolic syndrome. However, as little information is
available on the association between metabolic syndrome
and antipsychotic polypharmacy in conjunction with
patients’ lifestyle, further research is needed any such
association.

In this cross-sectional study, we aimed to investigate
the relationships between antipsychotic polypharmacy
and metabolic syndrome in outpatients with schizophre-
nia, with adjustment for the effects of lifestyle.

Methods

Study participants

Participants who lived in the community and received
psychiatric outpatient treatment were recruited from
April 2007 to October 2007. The study inclusion criteria
were: regular attendance at Yamanashi Prefectural KITA
Hospital, Japan; an ICD-10 diagnosis of schizophrenia,
schizotypal and delusional disorders; and age 18 years or
older.

During the study period, of all 599 patients who ful-
filled the inclusion criteria in this study, 399 consented
to participate in the study. As 65 of these patients did
not complete the questionnaire, data from 334 patients
were used in the analysis.

The study design was approved by the Ethics Commit-
tees of Yamanashi Prefectural KITA Hospital. Written
informed consent was obtained from all participants.

Assessment

Assessment in this study consisted of sociodemographics
(age, gender), duration of psychiatric treatment, family
history of lifestyle-related disease, metabolic syndrome,
prescribed antipsychotics, and participants’ lifestyle. In
addition, psychiatrists in charge of the participants
assessed the patients on the Global Assessment of Func-
tioning (GAF) scale.

Metabolic syndrome

Rather than using the discrete diagnostic category of
metabolic syndrome, we divided metabolic syndrome
into four groups based on severity of metabolic distur-
bance (metabolic syndrome, pre-metabolic syndrome,
visceral fat obesity and normal), since metabolic
syndrome is continuously disturbed in nature [14]. In
accordance with the diagnostic criteria proposed by the
Japanese Committee of the Metabolic Syndrome Diag-
nostic Criteria [15], metabolic syndrome was defined as
visceral fat obesity (abdominal circumference: 285 cm for
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males, 290 cm for females) and at least two of the follow-
ing three criteria: elevated blood glucose (fasting glucose
level 2110 mg/dL), lipid abnormalities {triglycerides 2150
mg/dL and/or high-density lipoprotein (HDL) cholesterol
<40 mg/dL), and elevated blood pressure (systolic blood
pressure 2130 mmHg and/or diastolic blood pressure
285 mmHg). Current treatment with diabetes, lipid-
lowering, or antihypertensive medication fulfilled the cri-
terion for elevated blood glucose, lipid abnormality, and
elevated blood pressure, respectively. Pre-metabolic syn-
drome was defined as the presence of one of the above
three criteria in addition to visceral fat obesity.

We classified metabolic syndrome in the following
four groups: the normal group did not fulfill the criteria
of visceral fat obesity, the visceral fat obesity group ful-
filled only the criteria of visceral fat obesity, the pre-
metabolic syndrome group was defined by the presence
of only one of the three criteria above in addition to
visceral fat obesity, and the metabolic syndrome group
was defined by the presence of at least two of the three
criteria above in addition to visceral fat obesity. Partici-
pants were given written instructions to fast overnight
on the day before assessment, and asked to confirm
their fasting status before blood samples were taken, A
single venous blood sample was withdrawn and analyzed
for glucose, triglycerides, and HDL cholesterol. Nurses
measured abdominal circumference and blood pressure.

Prescribed antipsychotics

We investigated prescribed antipsychotics from patient
charts on the day we measured the participant’s meta-
bolic syndrome parameters. All dosages of antipsychotic
drugs were converted into chlorpromazine equivalents
[16] in order to estimate the total daily chlorpromazine-
equivalent dose.

In this study, polypharmacy was defined as the concomi-
tant use of two or more antipsychotics, while monother-
apy was defined as the use of only one antipsychotic.

Antipsychotic treatment in Japan was subject to special
conditions during the study period. First, clozapine had
not been launched at this time. Second, olanzapine and
quetiapine were contraindicated for patients with dia-
betes or a history of diabetes because it was reported that
some patients that were treated with olanzapine and que-
tiapine developed severe hyperglycemia and diabetic
coma.

Assessment of participants’ lifestyle

We assessed the participants’ dietary habits, physical
activity, and smoking habits. With regards to dietary
habits, these were assessed by an originally designed self-
reporting questionnaire that consisted of the following
four items, which have been used in earlier studies: snack
eating (Do you eat snacks?), intake of fatty foods (Do you
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eat fatty foods?), preference for a high-salt diet (Do you
put soy sauce or Worcestershire sauce on your food?),
and consumption of soft drinks (Do you drink soft
drinks?) [17,18]. Each item was scored on a 4-point scale
(1 = never, 2 = rarely, 3 = sometimes, 4 = always),

To assess the participants’ physical activity, we used
the Exercise and Physical Activity Guide for Health Pro-
motion 2006 [19]. In this guide, physical activity consists
of exercise and non-exercise activities (e.g., walking,
cleaning the floors, and walking up and down stairs).
The units used to express the intensity and quantity of
physical activity are “MET” and “MET x hour”, respec-
tively. MET is calculated as energy expenditure (oxygen
uptake, mL/kg/min) during a specific physical activity
divided by sitting/resting energy expenditure. Defining
the MET of sitting/resting as 1, that of normal walking,
for example, is 3. The unit “MET x hour” (expressed as
“Ex” for Exercise (Ekusasaizu in Japanese)) was calcu-
lated by multiplying the MET by the duration of the
activity (hour). The goal for physical activity was set at
23 Ex or more per week, with 3 MET of physical activity
set as the minimum (cut off).

Using the Compendium of Physical Activities [19], we
interviewed participants about their exercise and non-
exercise activities with more than 3 MET in the one
week prior to the study day, and calculated the quantity
of their physical activity.

Participants’ smoking habits were rated as 1 (=21 or
more cigarettes per day), 2 (= 6 to 20), 3 (= 1 to 5), or 4
(= no cigarette).

Data analyses

Analyses of variance, chi-square tests, and Kruskal-Wallis
tests were used to compare demographic, treatment and
clinical variables in the classification of metabolic
syndrome,

To examine the effects of antipsychotic polypharmacy
on metabolic syndrome, we conducted multinomial
logistic regression analyses, with the classification of
metabolic syndrome as the dependent variable. For the
analyses, we entered the variables whose p-values were
less than 0.1 in univariate tests into the model. A p
value of <0.05 was considered statistically significant.
Data were analyzed using SPSS 14.0 ] for Windows.

Results

Characteristics, lifestyle, and antipsychotic treatment of
participants (Table 1)

The mean age of the 334 participants was 44.2 years,
and 42.8% were female. The mean GAF score was 53.5,
48.8% had a family history of lifestyle-related disease,
and the mean duration of psychiatric treatment was 18.2
years. The mean value of physical activity was 22.4 Ex,
and the mean score for smoking habit was 3.0.
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The mean dose in chlorpromazine equivalents was 596.6
mg/day, and 35.0% received olanzapine and quetiapine.
One hundred six (31.7%) patients received two antipsycho-
tics, 48 (14.4%) patients were on three antipsychotics, and
13 (3.9%) patients were on four antipsychotics. According
to the definition in this study that polypharmacy was
the concomitant use of two or more antipsychotics, 167
participants (50.0%) were receiving antipsychotic
polypharmacy.

Category of metabolic syndrome

Of the 334 participants, 176 (52.7%) fulfilled the visceral
fat obesity criteria, 92 (27.5%) fulfilled the elevated blood
glucose criteria, 138 (41.3%) fulfilled the lipid abnormality
criteria, and 105 (31.4%) fulfilled the elevated blood pres-
sure criteria. Seventy-four (22.2%) patients were in the
metabolic syndrome group, 61 (18.3%) patients were in
the pre-metabolic syndrome group, 41 (12.3%) patients
were in the visceral fat obesity group, and 158 (47.3%)
were in the normal group. The characteristics, lifestyle and
antipsychotic treatment in each group are summarized in
Table 1. The rate of polypharmacy in the groups of meta-
bolic syndrome, pre-metabolic syndrome, visceral fat obe-
sity and normal were 52.7%, 63.9%, 61.0%, and 40.5%,
respectively.

Compared to the monotherapy group, the polyphar-
macy group was more likely to fulfil the visceral fat obe-
sity criterion (61.7% vs. 43.7%, p = 0.0014) and the
elevated blood glucose criterion (32.9% vs. 22.2%, p =
0.037), and less likely to fulfil the elevated blood pressure
criterion (26.3% vs. 36.5%, p = 0.045). The prevalence of
the metabolic syndrome group in monotherapy and poly-
pharmacy showed no significant difference (23.4% vs.
21.0%, p = 0.60). However, the polypharmacy group was
more likely to be the pre-metabolic syndrome group
(46.7% vs. 34.1%, p = 0.019).

Multinomial logistic regression analyses (Table 2}
Multinomial logistic regression analyses revealed that
the metabolic syndrome group was associated with
being male, longer duration of psychiatric treatment,
and heavier smoking habit. The pre-metabolic syndrome
group was associated with being male and antipsychotic
polypharmacy. The visceral fat obesity group was asso-
ciated with being male and higher antipsychotic total
daily dose.

Thus, overall, antipsychotic polypharmacy was not
related to the severity of symptoms in the metabolic
syndrome group but was related to the severity of symp-
toms in the pre-metabolic syndrome group.

Discussion
Our study shows that antipsychotic polypharmacy is not
correlated with metabolic syndrome but is correlated
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Table 1 Characteristics, lifestyle and antipsychoti in total partici and four groups
Total Normal visceral fat obesity pre-metabolic Metabolic P

(n = 334) {n = 158) (n=41) (n=61) (n=74)
Characteristics
Age, mean (SD), y 442 (123) 435 (13.2) 424 (11.4) 4340122 47.2 (106) 011
Female, % (n) 428 (143) 62.7 (99) 220 (9) 213 (13) 29.7% (22) <001
GAF, mean (SD) 535 (153) 546 (150) 513 (155) 533 (156} 525 (15.6) 058
Family history, % (n) 488 (163) 487 (77) 488 (20) 443 (27) 52.7 (39) 081
glg)ation of psychiatric treatment, mean 182 (121) 168 (12.2) 187 (11.8) 172 (113) 215 (12.1) 004

Y

Lifestyle
Snacks eating, % (n) 039
1= never 129 (43) 133 1) 98 (4) 131 8) 135 (10)
2 = rarely 269 (90) 285 (45) 244 (10) 279 (17} 243 (18)
3 = sometimes 40.7 (136) 392 (62 317 (13) 410 (25) 4856 (36)
4 = always 195 (65) 19.0 (30) 341 (14) 180 (1) 135 (10)
Fatty foods, % (n) 0.18
1 = never 24 (8) 5.1(8) 00 (0) 00 (© 00 ()
2 = rarely 216 (72) 234 (37) 1717 230 (14) 189 (14)
3 = sometimes 590 (197) 57.0 (90) 659 (27) 590 (36) 595 (44)
4 = always 171 (87) 146 (23) 171.(7) 180 (11) 216 (16)
High salt diet, % (n) 077
1 = never 45 (15) 32(5 16 (1) 16 (1) 108 (8)
2 = rarely 20.1 (67) 222 (395) 195 (8) 197 (12) 162 (12)
3 = sometimes 422 (141) 430 (68) 366 (15) 508 (31) 365 (27)
4 = always 3320111} 316 (50 415 (17) 279 017) 365 (27)
Consumption of soft drink, % (n) 0.6
1 = never 11137 133 21 98 4) nsom 68 (5)
2 = rarely 216 (72) 266 (42) 283 (12 98 (6 162 (12)
3 = sometimes 419 (140) 367 (58) 293 (12) 49.2 (30} 54.1 (40)
4 = always 254 (85) 234 (37) 317 (13) 295 (18) 23007
Smoking habit, per day, % (n) <001
1 =21 or more 186 (62) 139 (22 733 246 (15) 29.7 22}
2=61t020 216 (72) 17.7 (28) 268 (11) 246 (15) 243 (18)
3=1t05 39(13) 518 24(1) 330 27 (2
4 = none 56.0 (187) 633 (100) 634 (26) 475 (29) 432 (32)
Physical activity, mean (SD), Ex 224 (37.3) 210 38.1) 179 (19.5) 300 (519) 217 (27.3) 034
Antipsychotic treatment
Total daily dose, mean (SD), mg/d 596.6 (4534) 5103 (4196) 769.2 (437.6) 6684 (452.3) 6262 (497.9) <001
Antipsychotics contraindicated for 350 (117 62.7 (99) 65.9 (27) 639 (39) 56.8 (42) 074
diabetes, % (n)
Antipsychotic polypharmacy, % (n) 500 (167) 405 (64) 610 (25) 63.9 (39) 527 (39 001

with the wider range of the syndrome when adjusting
for the effects of lifestyle in outpatients with schizophre-
nia. These findings indicate that antipsychotic polyphar-
macy contributes in part to metabolic syndrome.

It remains unclear why antipsychotic polypharmacy is
correlated with metabolic disturbance. Earlier studies sug-
gested that various receptors effects, such as Hy, Dy, 5-
HT4, 5-HT5c, 012, and Mg, might contribute to metabolic

disturbance [20]. We speculate that the complex receptor-
binding profiles of antipsychotic polypharmacy might be
one of the causes of metabolic disturbance.

Among earlier studies, the association between meta-
bolic syndrome and antipsychotic polypharmacy was not
certain. For example, Correll et al. [3] observed that
patients who receive antipsychotic polypharmacy had
significantly higher rates of metabolic syndrome in
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Table 2 Mult | logistic regressi ly
visceral fat obesity premetabolic syndrome metabolic syndrome
Variable AOCR 95% Cl AOR 95% CI AOR 95% Ci
Gender (male) 7.104 2.990-16.879 6.122 2.955-12.683 3.427 1.835-6.401
Smoking habit, per day
21 or more 0353 00931337 1726 0.750-3.974 2,298 1.074-4.916
61w 20 0882 0.357-2.183 1103 0.483-2521 1537 0.714-3308
Tws 0480 00544286 0784 0.144-4.266 0736 0.143-3.799
none (reference) 1 - 1 - 1 -
Duration of psychiatric treatment, y 1006 0574-1.039 0590 0862-1019 1028 1.003-1.054
Total daily dose (10 mg units) 1.01 1.003-1.019 1.007 0.999-1.015 1.005 0.998-1.012
Antipsychotic polypharmacy 1580 0.709-3521 2348 1.181-4.668 1.269 0679-2371

The dependent variable has four categaries: normal, visceral fat obesity, pre-metabolic, and metabolic syndrome. The latter three categories are compared with

the normal category.
AOR: adjusted odds ratio, Cl: confidence interval
Nagelkere's R square = 0.26.

univariate analyses, but antipsychotic polypharmacy was
not independently associated with metabolic syndrome
in logistic regression analyses which accounted for
demographic and clinical variables. They speculated that
antipsychotic polypharmacy was not a primary factor for
metabolic syndrome, and that factors related to antipsy-
chotic polypharmacy, such as inactivity, contributed to
the risk of metabolic syndrome.

Physical activity was not associated with metabolic
syndrome of any severity in this study. We infer that the
association between metabolic syndrome and antipsy-
chotic polypharmacy is not certain because of the effect
of antipsychotic polypharmacy on lowering blood pres-
sure, rather than because of the effect of inactivity. It
was reported that polypharmacy was associated with a
significantly higher drop in systolic pressure than mono-
therapy [21]. This might be due to the effects of a
higher dose than that received during monotherapy or a
drug interaction which created dopaminergic and nora-
drenergic deficiency conditions, such as Shy-Drager syn-
drome. Similarly, in the present study, patients receiving
antipsychotic polypharmacy were less likely to fulfil the
criterion of elevated blood pressure. Consequently,
because antipsychotic polypharmacy tended not to be
associated with elevated blood pressure, which is one of
the three criteria for metabolic syndrome, polypharmacy
may not have been correlated with metabolic syndrome,
which needs to fulfil two or more of the three criteria,
but rather with pre-metabolic syndrome, which needs to
fulfil one or more of the criteria. We speculate that anti-
psychotic polypharmacy is directly associated with meta-
bolic disturbance and increases the risk for metabolic
syndrome, but the effect on lowering blood pressure
masks the diagnosis of metabolic syndrome.

Another reason for our finding that polypharmacy
contributes in some way to metabolic syndrome is that
psychiatrists might be reluctant to prescribe additional

antipsychotics for patients with metabolic syndrome to
avoid worsening their metabolic profiles; however, for
patients with pre-metabolic syndrome, they might not
hesitate to prescribe additional antipsychotic.

Antipsychotic polypharmacy was not significantly
associated with the visceral fat obesity group. That may
be why the sample size in the group was small. We
speculate that the association between polypharmacy
and the visceral fat obesity may become significant if
the sample size is larger.

Among the lifestyle factors, smoking habit was asso-
ciated with prevalence of metabolic syndrome. It is con-
sidered to be an important risk factor for metabolic
syndrome in the general population [22,23]. The preva-
lence of smoking in schizophrenia greatly exceeds that
in the general population [24-26]. For the prevention of
metabolic syndrome, it is necessary to provide guidance
for lifestyle, such as smoking cessation advice, to
patients with schizophrenia, especially those receiving
antipsychotic polypharmacy.

The limitations of our study were a cross-sectional
design, moderate sample size, high rate of refusal to parti-
cipate in the study, and non-assessment of other psycho-
tropic drugs except antipsychotics. In addition, special
conditions were imposed on antipsychotic treatment in
Japan at the time of the study, that is, clozapine had not
yet been launched and olanzapine and quetiapine were
contraindicated for patients with diabetes or a history of
diabetes. Clozapine and olanzapine, in particular, are
known as high-risk drugs for metabolic syndrome [27].
Therefore, the above special conditions are likely to have
affected the results in this study.

Conclusions

Our study is the first attempt to clarify the relationship
between metabolic syndrome, antipsychotic polyphar-
macy, and patients’ lifestyle. The findings indicate that
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antipsychotic polypharmacy, compared with monother-
apy, may be independently associated with an increased
risk of having pre-metabolic syndrome, even after
adjusting for patients’ lifestyle characteristics. Despite
the fact that there is little evidence regarding the effi-
cacy of antipsychotic polypharmacy in schizophrenia
and that it is not recommended in its treatment of schi-
zophrenia, it has been common practice in the past. As
metabolic syndrome is associated with an increased risk
of cardiovascular mortality, further studies are needed to
clarify the validity and safety of antipsychotic polyphar-
macy in this patient population.
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In 2008 the WPA General Assembly approved the Action
Plan of the Association for the triennium of the Presidency
of Professor Mario Maj. One of the items of the Plan is the
production of guidelines on practical issues of interest to psy-
chiatrists worldwide (1,2). The present document, providing
guidance on lessons learned and mistakes to avoid in the
implementation of community mental health care, is part of
that project. In subsequent publications we shall desctibe in
more detail the particular challenges and solutions identified
in the various regions worldwide.

Mental health problems are common, with over 25% of
people worldwide developing one or more mental disorders
at some point in their life (3). They make an important con-
tribution to the global burden of disease, as measured by
disability-adjusted life years (DALYs). In 2004, neuropsychi-
atric disorders accounted for 13.1% of all DALYs worldwide,
with unipolar depressive disorder alone contributing 4.3%
towards total DALYs. In addition, 2.1% of total deaths
worldwide were directly attributed to neuropsychiatric disor-
ders. Suicide contributed a further 1.4% towards all deaths,
with 8% ofall suicides being committed in low- and middle-
income countries (LAMICs) each year (4). A systematic re-
view of psychological autopsy studies reported a median
prevalence of mental disorder in suicide completers of 91%
(5). Life expectancy is lower in people with mental health
problems than in those without (in some countries dramati-
cally so) also due to their higher levels of physical illnesses

(6). Mental health problems, therefore, place a substantial
burden on individuals and their families worldwide, both in
terms of diminished quality of life and reduced life expec-
tancy. The provision of high-quality mental health care is
vital in reducing some of this burden (7).

In this context, the aim of this report is to present guidance
on the steps, obstacles and mistakes to be avoided in the imple-
mentation of community mental health care, and to make re-
alistic and achievable recommendations for the development
and implementation of community-oriented mental health
care worldwide over the next ten years. It is intended that this
guidance will be of practical use to psychiatrists and other men-
tal health and public health practitioners at all levels, including
policy makers, commissioners, funders, non-governmental or-
ganizations (NGOs), service users and carers. Although a
global approach has been taken, the focus is mainly upon
LAMICs, as this is where challenges are most pronounced.

WHAT IS COMMUNITY-ORIENTED
MENTAL HEALTH CARE?

There are wide inconsistencies between, and even within,
countries in how community-oriented care is defined and
interpreted. Historically speaking, in the more economically
developed countries, mental health service provision has
been divided into three periods (8):
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The rise of the asylum (from around 1880 to 1955), which
was defined by the construction of large asylums that were
far removed from the populations they served.

The decline of the asylum or “deinstitutionalization” (after
around 1955), characterized by a rise in community-based
mental health services that were closer to the populations
they served.

The reform of mental health services according to an evi-
dence-based approach, balancing and integrating ele-
ments of both community and hospital services (8-10).

Within a “balanced care model”, most services are pro-
vided in community settings close to the populations served,
with hospital stays being reduced as far as possible, and usu-
ally located in acute wards in general hospitals (11). Differing
priorities apply to low, medium and high resource settings:

» In low-resource settings, the focus is on establishing and
improving the capacity of primary health care facilities to
deliver mental health care, with limited specialist back-up.
Most mental health assessment and treatment occurs, if at
all, in primary health care settings or in relation to tradi-
tional/religious healers. For example, in Ethiopia, most
care is provided within the family/close community of
neighbours and relatives: only 33% of people with persis-
tent major depressive disorder reach either primary health
care or traditional healers (12,13).

In medium-resource settings, in addition to primary care
mental health services, an extra layer of general adult men-
tal health services can be developed as resources allow, in
five categories: outpatient/ambulatory clinics; community
mental health teams; acute inpatient services; community-
based residential care; and work, occupation and reha-
bilitation services.

In high-resource countries, in addition to the above-men-
tioned services, more specialized ones dedicated to spe-
cific patient groups and goals may be affordable in the same
five categories described for medium-resource settings.
These may include, for instance, specialized outpatient and
ambulatory clinics, assertive community treatment teams,
intensive case management, early intervention teams, crisis
resolution teams, crisis housing, community residential
care, acute day hospitals, day hospitals, non-medical day
centres, recovery/employment/rehabilitation services.

It is this balanced care model approach that has been
taken here in considering community-oriented care. In low-
resource settings, community-oriented care will be charac-
terized by:

¢ A focus on population and public health needs.

Case finding and detection in the community.

Locally accessible services (i.e., accessible in less than half
a day).

Community participation and decision-making in the
planning and provision of mental health care systems.
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Self-help and service user empowerment for individuals
and families.

Mutual assistance and/or peer support of service users.
Initial treatment by primary care and/or community staff.
Stepped care options for referral to specialist staff and/or
hospital beds if necessary.

Back-up supervision and support from specialist mental
health services.

Interfaces with NGOs (for instance in relation to rehabili-
tation).

Networks at each level, including between different ser-
vices, the community, and traditional and/or teligious
healers.

Community-oriented care, therefore, draws on a wide
range of practitioners, providers, care and support systems
(both professional and non-professional), though particular
components may play a larger or lesser role in different set-
tings depending on the local context and the available re-
sources, especially trained staff.

FUNDAMENTAL VALUES AND HUMAN RIGHTS

Underpinning the successful implementation of commu-
nity-oriented mental health care is a set of principles that
relate on the one hand to the value of community and on the
other to the importance of self-determination and the rights
of people with mental illness as persons and citizens (14,15).
Community mental health services emphasize the impor-
tance of treating and enabling people to live in the commu-
nity in a way that maintains their connection with their
families, friends, work and community. In this process it ac-
knowledges and supports the person’s goals and strengths to
further his/her recovery in his/her own community (16).

A fundamental principle supporting these values is the no-
tion of people having equitable access to services in their
own locality in the “least restrictive environment”. While rec-
ognizing the fact that some people are significantly impaired
by their illness, a community mental health service seeks to
foster the service user’s self-determination and his/her par-
ticipation in processes involving decisions related to his/her
treatment. Given the importance of families in providing
support and key relationships, their participation (with the
permission of the service user) in the processes of assess-
ment, treatment planning and follow-up is also a key value
in a community model of service delivery.

Various conventions identify and aim to protect the rights
of service users as persons and citizens, including the recent-
ly ratified United Nations (UN) Convention on the Rights of
Persons with Disability (UNCRPD) (17) and more specific
charters such as the UN Principles for the Protection of Per-
sons with Mental Illness and for the Improvement of Mental
Care adopted in 1991 (18).

The above-mentioned and other international, regional
and national documents specify the right of the person to be
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treated without discrimination and on the same basis as oth-
er persons; the presumption of legal capacity unless incapac-
ity can be clearly proven; and the need to involve persons
with disabilities in policy and service development and in
decision-making which directly affects them (18). This report
has been written to explicitly align with the requirements of
the UNCRPD and associated treaties and conventions.

METHODS USED BY THE WPA TASK FORCE

This guidance has been produced by taking into account
the key ethical principles, the relevant evidence, and the
combined experience of the authors and their collaborators.
In relation to the available evidence, systematic literature
searches were undertaken to identify peer-reviewed and grey
literature concerning the structure, functioning and effective-
ness of community mental health services or obstacles to
their implementation. These literature searches were orga-
nized for most of the World Health Organization (WHO)
Regions, reflecting the context of the report’s main authors.
There are limitations to this approach, in particular the WHO
Eastern Mediterranean Region was not fully represented,
and this report focuses upon adult mental health services.
Accordingly, this guidance does not address the service needs
of people with dementia or intellectual impairment, and of
children with mental disorders.

Searches varied according to local expertise and resources.
Medline was searched for every region. Other databases
searched were EMBASE, PsycINFO, LILACS, SciELO, Web
of Knowledge (ISI), WorldCat Dissertations and Theses
(OCLC) and OpenSigle. Searches, adapted for each database,
were for M.E.S.H. terms and text words relating to commu-
nity mental health services and severe mental illness.

Other electronic, non-indexed sources, such as the WHO,
Pan American Health Organization (PAHO), WPA, other
mental health associations, and country-specific Ministry of
Health websites, were also searched. Google was searched
for PDFs published in European and African countries which
contained the words “community mental health”. Searches
were limited to articles published in the languages spoken by
the authors covering each WHO Region, and authors sought
relevant advice from WHO Regional Advisors.

Electronic searches were supplemented by searches of the
reference lists of all selected articles. Hand searches of issues
from the past five years of three key journals relevant to Af-
rica (African Journal of Psychiatry, South African Journal of
Psychiatry, and International Psychiatry) were also conduct-
ed. In addition, key texts were identified: these included rel-
evant papers and book chapters published by authors of the
current work (19-24) and a special edition of the Lancet on
Global Mental Health (25-29). WHO publications which
provide information regarding community mental health ser-
vices worldwide were also sourced (7,31-33).

For the Africa Region, original research was conducted in
order to supplement published data. Twenty-one regional

experts completed a semi-structured, self-report question-
naire concerning their experience in implementing commu-
nity mental health care in sub-Saharan Africa (34). The ex-
perts were from 11 countries and one NGO active in several
countries across sub-Saharan Africa.

COMMON ISSUES IDENTIFIED IN IMPLEMENTING
COMMUNITY MENTAL HEALTH SERVICES

International and inter-cultural differences can play a sig-
nificant role in shaping what mental health services are need-
ed and possible within local settings (most particularly, the
level of financial resources available (28)). Nevertheless, in
preparing this report, we have been surprised to find that the
most fundamentally important themes (both in terms of chal-
lenges and lessons learned) apply to many countries and re-
gions. We therefore discuss next each of these key themes in
turn.

Policies, plans and programmes

One challenge common to many countries worldwide is
the difficulty in putting community mental health intentions
into practice. We distinguish here between:

* National policy (or provincial or state policy in countries
where health policy is set at that level): an overall statement
of strategic intent (e.g., over a 5-10 year period) that gives
direction to the whole system of mental heaith care.
Implementation plan: an operational document setting
out the specific steps needed to implement the national
policy (e.g., what tasks are to be completed, by whom, by
when, with which resources, and identifying the reporting
lines, and the incentives and sanctions if tasks are com-
pleted or not completed).

Mental health programmes: specific plans either for a lo-
cal area (e.g., a region or a district) or for a particular sec-
tor (e.g., primary care) that specify how one component of
the overall care system should be developed.

According to WHO's Mental Health Atlas (31), 62.1% of
countries worldwide had a mental health policy, and 69.6%
had a mental health programme in place in 20035 (with 68.3%
and 90.9% of the global population covered respectively).
Many of the countries without such policies were LAMICs.
Even where comprehensive evidence-based mental health
policies are in place, problems in implementing these poli-
cies are common (33,35). Some of the reasons may include
health staff not complying with policies due to difficulties in
accepting and implementing changing roles (33), the lack of
accessible evidence-based information or guidelines for
health staff, inadequate funding mechanisms, inadequate
training of health care personnel, the lack of mechanisms for
training and coaching health staff, poor supervision and sup-
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port, and an overall lack of human resources (35). Detailed
and highly practical implementation plans (taking into ac-
count available resources) are therefore necessary in enabling
effective community mental health care provision.

Scaling up services for whole populations

A turther challenge that needs to be addressed worldwide
is the massive gap between population needs for mental
health care (true prevalence of mental illness) and what is
actually provided in mental health care (treated prevalence)
(7), highlighting the importance of scaling up services for
whole populations. The evidence concerning the substantial
burden of mental disorders has not been translated into ad-
equate investments in mental health care (29). The treat-
ment gap is particularly pronounced in LAMICs, where com-
monly over 75% of people with mental disorders receive no
treatment or care atall, and less than 2% of the health budget
is spent on mental health (7). Whilst the high-income coun-
tries of the world have an average of 10.50 psychiatrists and
32.95 psychiatric nurses per 100,000 population (median fig-
ures), in low-income countries there are only 0.05 and 0.16
respectively (31). Furthermore, even within countries, the
quality and level of services often vary greatly according to,
for instance, patient group, location (with service provision
usually being higher in urban areas), or socio-economic fac-
tors (3).

Similarly, only 10% of global mental health research is
directed to the health needs of the 90% of population living
in LAMICs, and only a fraction of this research activity is
concerned with implementing and evaluating interventions
and services (36). Methods to estimate resource needs are
necessary in scaling up services. A systematic methodology
for setting priorities in child health research has been devel-
oped taking into consideration that interventions should be
effective, sustainable and affordable to reduce the burden of
disease (37). A similar methodology was applied by the Lan-
cet Global Mental Health Group, which focused on four
groups of disorders whilst setting priorities for global mental
health research: depressive, anxiety and other common men-
tal disorders; alcohol- and other substance-abuse disorders;
child and adolescent mental disorders; and schizophrenia
and other psychotic disorders (30). It was recommended that
interventions should be delivered by non-mental health pro-
fessionals within existing routine care settings, and special-
ists should play a role in capacity building and supervision
(38). A comprehensive review of packages of care for six
leading neuropsychiatric disorders - attention/deficit hyper-
activity disorder (ADHD), alcohol abuse, dementia, depres-
sion, epilepsy and schizophrenia - have also recently been
proposed as means to extend freatment in LAMICs (20-24).
An extensive set of treatment guidelines, also suitable for
LAMICs, will be published by the WHO in 2010 as a part of
their mhGAP programme. A survey of availability and feasi-
bility of various treatments for the most prevalent mental
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disorders in the various age groups has been recently carried
out by the WPA with its Member Societies (39).

Community awareness about mental illness

A further common barrier in identifying and treating men-
tal disorders worldwide is the lack of awareness about them
within communities, with stigma towards, and discrimina-
tion against, people with mental health problems being wide-
spread. This is important, because effective awareness-raising
campaigns can result in increased presentation of persons
with mental illness to primary health care (40).

Three main strategies have been used to reduce public
stigma and discrimination: protest, education, and social
contact (41). Protest, by stigmatized individuals or members
of the public who support them, is often applied against stig-
matizing public statements, such as media reports and adver-
tisements. Many protest interventions, for instance against
stigmatizing advertisements or soap operas, have success-
fully suppressed negative public statements and for this pur-
pose they are clearly very useful (42). However, it has been
argued (41) that protest is not effective for improving atti-
tudes toward people with mental illness.

Education interventions aim to diminish stigma by replac-
ing myths and negative stereotypes with facts, and have re-
duced stigmatizing attitudes among members of the public.
However, research on educational campaigns suggests that
behaviour changes are often not evaluated.

The third strategy is personal social contact with persons
with mental illness (43). For example, in a number of inter-
ventions in secondary schools, or with the police, education
and personal social contact have been combined (44 ,45). So-
cial contact appears to be the more efficacious part of the
intervention. Factors that create an advantageous environ-
ment for interpersonal contact and stigma reduction may in-
clude equal status among participants, a cooperative interac-
tion, and institutional support for the contact initiative (46).

Forboth educationand contact, the content of programmes
against stigma and discrimination matters. Biogenetic models
of mental illness are often highlighted because viewing mental
illness as a biological, mainly inherited, problem may reduce
shame and blame associated with it. Evidence supports this
optimistic expectation (i.e., that a biogenetic causal model of
mental illness will reduce stigma) in terms of reduced blame,
However, focusing on biogenetic factors may increase the
perception that people with mental illness are fundamentally
different, and thus biogenetic interpretations have been as-
sociated with increased social distance (47). Therefore, a mes-
sage of mental illness as being “genetic” or “neurological”
may be overly simplistic and unhelpful for reducing stigma.
Indeed, in many LAMICs, conveying a message emphasizing
the heritable nature of mental illness fuels stigma, for instance
making marriage more difficult.

Anti-stigma initiatives can take place nationally as well as
locally. National campaigns often adopt a social marketing
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approach, whereas local initiatives usually focus on target
groups. An example of a large multifaceted national cam-
paign is Time to Change in England (48). It combines mass-
media advertising and local initiatives. The latter try to fa-
cilitate social contact between members of the general public
and mental health service users as well as target specific
groups such as medical students and teachers. The pro-
gramme is evaluated by public surveys assessing knowledge,
attitudes and behaviour, and by measuring the amount of
experienced discrimination reported by people with mental
illness. Similar initiatives in other countries, such as See Me
in Scotland (49), Like Minds, Like Mine in New Zealand
(50), or the WPA anti-stigma initiative (51), along with simi-
lar programmes in other countries, including Japan, Brazil,
Egypt and Nigeria, have reported positive outcomes (40).

In sum, there is evidence for the effectiveness of measures
against stigma and against discrimination (52). On a more
cautious note, individual discrimination, structural discrimi-
nation and self-stigma lead to innumerable mechanisms of
stigmatization. If one mechanism of discrimination isblocked
or diminished through successful initiatives, other ways to
discriminate may emerge (53,54). Therefore, to substantially
reduce discrimination, stigmatizing attitudes and behaviours
of influential stakeholders need to change fundamentally.

Developing powerful consensus for engagement

The collaborative engagement of a wide variety of sup-
portive stakeholders is critical to successful implementation
of community-oriented mental health care. It is important to
have a systemic view of the change process. The support is
needed of politicians, board members and health managers
whose primary focus may not be on mental health, clinicians,
key members of the community including NGO providers,
service users and their families, and traditional and religious
healers. To involve them in the imperative for change will
require different strategies and a change management team
that includes people with a variety of expertise. Overall, hav-
ing clear reasons and objectives for the shift to community-
oriented care is essential. Messages should be concise, backed
by evidence and consistent.

Developing consensus for change requires a lot of work in
meeting and communicating with people. The main means
of communication need to include written material and op-
portunities to meet with stakeholder groups. Politicians and
administrators will require a compelling business case. How-
ever, others will need summaries of plans, slide presentations
and the opportunity to meet and work through proposals
and concerns, E-mails and website information and surveys
are now valuable supplements to the process, The emphasis
must be on a willingness to communicate in good faith and
to do so openly and honestly doing “what it takes” to con-
vince people of the benefits of the change process.

It is important to bear in mind that in some cases prejudice
and self-interest will have to be confronted. It is helptul, at the

beginning of the process, to identify both those who are like-
ly to support change, and those who are likely to oppose it. A
willingness to listen to concerns and to find ways of incorpo-
rating them, if possible, into the planning and implementa-
tion process is essential because, when such an attitude is
communicated, there is an opportunity for people to feel in-
cluded in the process. That done, boldness and firmness will
communicate to remaining detractors the seriousness of the
intent to implement change; it will also encourage supporters
to believe that their aspirations for better mental health care
will be realized, and thus embolden them in turn.

Engaging stakeholders requires both formal and informal
opportunities to meet, receive advice and work through is-
sues. The establishment of reference groups eatly on in the
change process is a key formal mechanism to achieving this.
These should include all the key stakeholders, in particular
service users, families, clinicians and service providers, with
the latter being essential to facilitate integrated systems of
care further on in the process. While it is important to struc-
ture the overall process with formal meetings and communi-
cations, it is also important to be willing to convene informal
meetings upon request to “trouble-shoot” situations of con-
cern, The consultation process should result in an amalgam
of “bottom-up” and “top-down” contributions to the change
process. Reports on progress are an essential way of main-

taining trust and building excitement to the process of suc- -

cessful implementation.

1t is also important to bear in mind that good mental health
services have established processes for ensuring that the voices
of service users, their families and community providers are
heard on an ongoing basis. The aim is not simply to achieve
discontinuous change, but to promote an ongoing quality im-
provement in which consumers of mental health services
know they have a major stake. Without such effective and
united consortia, policy makers may find it easy to disregard
the different demands of a fragmented mental health sector,
and instead respond positively to health domains (e.g., HIV/
AIDS) which demonstrate the self-discipline of united ap-
proach with a small number of fully agreed priorities.

Mistakes to be avoided

Several key mistakes are commonly made in the process
of attempting to implement community mental health care.
First, there needs to be a carefully considered sequence of
events linking hospital bed closure to community service de-
velopment. It is important to avoid closing hospital-based
services without having successor services already in place to
support discharged patients and new referrals, and also to
avoid trying to build up community services while leaving
hospital care (and budgets) intact. In particular, there needs
to be at each stage of a reform process a workable balance
between enough (mainly acute) beds and the provision of
other parts of the wider system of care that can support peo-
ple in crisis.
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A second common mistake is to attempt system reform
without including all the relevant stakeholders. Such initia-
tives especially need to include psychiatrists, who may oth-
erwise feel subject to “top-down” decision making and react,
either in the interests of patients or in their own interests, by
attempting to delay or block any such changes. Other vital
stakeholders to be directly included in the process will often
include policy makers and politicians, health service plan-
ners, service users and carers, service providers including
those in state and private practice, national and internation-
al NGOs, and those working in alternative, complementary,
indigenous and religious healing traditions, and relevant na-
tional and professional associations. Typically, those groups
not fully involved in a reform process will make their views
known by seeking to undermine the process.

A further common mistake is linking inappropriately the
reform of mental health care with narrow ideological or party
political interests. This tends to lead to instability, as a change
of government may reverse the policies of their predecessors.
Such fault lines of division or fragmentation may also occur,
for example, between service reforms proposed by psycholo-
gists and psychiatrists, or between socially and biologically
oriented psychiatrists, or between clinicians and service user/
consumer groups. Whatever the particular points of schism,
such conflicts weaken the chance that service reforms will be
comprehensive, systemic and sustainable, and they also run
the risk that policy makers will refuse to adopt proposals that
are not fully endorsed by the whole mental health sector.

Additional issues that may compromize the integrity of
community based services include: a) an exclusive focus of
community services on psychotic conditions, so that the vast
majority of people with mental disorders are neglected or
dealt with by professionals who do not have the appropriate
expertise; and b) the neglect of patients’ physical health.

Payment for services

A fundamental component in the successful implementa-
tion of mental health service provision is that of funding (10).
As indicated above, funding for mental health services in
LAMICs tends to be very low. This may be due in parttoa
stigmatizing attitude toward mental disorders, and to an ab-
sence of the recognition of the economic benefits that can
accrue from improved mental health care. Ideally, the share
of its health funding that a country devotes to mental health
care will be informed by careful consideration of the com-
parative health benefits of spending on alternative forms of
care. The data needed to carry out such an analysis are, how-
ever, typically not available in LAMICs.

Furthermore, whatever funding there is also tends to be
concentrated on inpatient services. Correcting this is, ini-
tially, a matter of budgetary re-allocation: using resources
that could have been used for other purposes to increase
funding for community-oriented care.

The issue then arises of how to pay public providers (hos-
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pitals, stand-alone programs, and possibly independent indi-
vidual providers such as psychiatrists) for the services that
they render. The simplest forms of payment are global bud-
gets for facilities and programs, which may be carried over
from year to year with minor adjustments for inflation, and
salaries for individual providers. These simple payment
mechanisms have the advantage of administrative simplicity.
At the same time, they have at least two important draw-
backs. First, they provide no incentive for increasing either
the quantity or the quality of service provision. Second, pop-
ulation shifts are likely to cause the demand for the services
of different providers to evolve and, without taking changes
in local demand into account, inequities in payment across
providers are likely to emerge and grow over time. This in
turn will compromize access to overburdened providers,
while possibly resulting in overprovision (e.g., excessive
lengths of stay) by other providers. Accordingly, countries
with the technical and administrative capacity to introduce
more complex payment systems should consider doing so.

For hospitals, a fairly simple alternative which is applica-
ble where care is sectorized is to modulate budgets on the
basis of the population of the facility’s catchment area. Coun-
tries with the technical capacity to do so may wish to adjust
the payment level per person on the basis of socio-demo-
graphic variables known to be related to the need for inpa-
tient mental health care (for example, poverty).

For hospitals that have overlapping catchment areas, a
combination of prospective payment (payment on the basis
of number of admissions) and retrospective payment (pay-
ment on the basis of bed-days actually provided) may be pref-
erable to exclusive reliance on one or the other. Pure retro-
spective payment encourages overprovision of services; pure
prospective payment, given the difficulty of assessing reliably
the degree of need for care of a person admitted for a psychi-
atric condition, may encourage underprovision.

For stand-alone programs or individual providers, the two
main options beyond a fixed budget or a salary are fee-for-
service and capitation. Fee-for-service payment encourages a
higher volume of services without regard to outcomes. If cer-
tain services (e.g., prescription of medications) are paid at a
higher rate per unit time than others (e.g., psychotherapy),
then fee-for-service payment will also influence the mix of
services provided. In addition, fee-for-service payment tends
to maximize contacts with patients who are less ill, more
compliant, and easier to treat. Difficult or more severely ill
patients receive less care unless payments are adjusted by
severity — so-called case-mix adjustments. Efficient uses of
clinical time such as telephone or computer contacts are ig-
nored because they are not reimbursed.

Capitation payment encourages increasing the number of
people served. It may lead to greater accountability for the
care of specific patients. In and of itself, however, unless
there is competition for patients across providers, it provides
no incentive for quality. Furthermore, programmes often fill
up to capacity and have difficulty shifting patients to less
intensive services.
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Countries with the technical and administrative capacity
(and political leeway) to do so should consider introducing
incentives for increasing quality, either for hospitals, pro-
grams, or individual providers. Following Donabedian’s
seminal work, quality is commonly conceptualized as related
to structure, process and outcomes (55). Adjusting payments
to hospitals, programs or individual providers on the basis of
structure or process indicators (e.g., formal qualifications of
staff, achievement of a certain score on a model fidelity scale)
assumes that these indicators actually predict quality. To the
extent that they do, providing incentives for achieving a high
score on those indicators is likely to be beneficial, with a
neutral effect on which types of patients the provider will
seek to serve. Adjusting payments based on outcomes (for
example, physiological indicators of metabolic syndrome,
rehospitalisation rates, employment rates) has the advantage
of being directly related to a system’s ostensible goals. It en-
courages, however, selection of less ill patients. More re-
search is needed on how to design effective systems for en-
couraging quality of communily-oriented mental health care
that are practicable in countries with more or less developed
technical and administrative capabilities.

In sum, payment systems influence patient selection, qual-
ity and amount of treatments, and outcomes, in more or less
favourable ways, and different ones require varying degrees
of technical and administrative capacity to be implemented
successfully. Determining the optimal system or combination
of systems for a particular health care setting probably de-
pends heavily on history, infrastructure, financial resources,
human resources, and other factors.

Training staff, human resources and
roles of psychiatrists

Human resources are the most critical asset in mental
health service provision. The gradual transformation to com-
munity-based care has resulted in changes in the ways hu-
man resources have been utilized (56). The essential changes
have been a reallocation of staff from hospital to community-
based service settings, the need for a new set of competencies
which include recovery and rehabilitation, and the training
of a wider range of workers, including informal community
care workers, within the context of the practical needs of a
country (57). Further, in many LAMICs, trained psychiatrists
work under conditions of heavy and relentless clinical ac-
tivities, and may not have dedicated time during the week for
any service development duties.

Another perspective to human resource development has
been the increasing emphasis on integration of mental health
into a primary care setting, thereby increasing access to the
vast majority of the underserved. This has necessitated the
training of general health staff in basic skills in mental health
care stich as detection of mental disorders, provision of basic
care, and referral of complex problems to specialist care. In
most developing countries, there is a need for a well-rounded

generalist who is capable of coping with most psychiatric
problems with little access to any mental health practitioner.
Further important issues are lack of insurance, out of pocket
expenses, and the economic burden falling on families.

The broadening scope and the shift to community-based
mental health services introduce greater levels of complexity,
affecting the role of psychiatrists, broadening it to areas such
as promotion and social inclusion. Psychiatrists need to
work in more settings, with more staff groups. Planning and
management will take a more central place. Psychiatrists are
seen to possess a unique expertise, and occupy leading posi-
tions in most countries, functioning as advisers to govern-
ments and chairing dralfting groups that are responsible for
the production of policies and action plans. There are coun-
tries where such groups comprise only psychiatrists. They
have therefore a unique opportunity to shape the process of
reform in the best interest of patients, families and carers, the
public and staff.

While psychosocial rehabilitation is an important part of
the overall process of successful management of chronic
mental disorders, its practice is still rare compared to the use
of medicines (58). In many developing countries, training is
scarce for occupational therapists, psychologists or social
workers. In countries with few psychiatrists, numerous med-
ical, administrative and leadership duties leave psychiatrists
little time to work with rehabilitation units. Even so, in many
LAMICs other resources are available - e.g., strong family
and community networks, faith groups, informal employ-
ment opportunities — that might be mobilized to support the
rehabilitation of people with longer-term mental disorders.

Organization development, quality assurance
and service evaluation

Initiation of community mental health care services gener-
ally requires strong leadership among stakeholders based on
community-oriented care concepts. It is practical to learn
from successful models by using basic tools including time-
tables, assessment forms, job descriptions, and operational
policies (9).

Coaching and maintenance activities are needed to make
services robust and sustainable. Manualization of operational
procedures, reference materials and ongoing supervision are
cssential. As community-oriented care becomes established
in several regions, service components are gradually stan-
dardized, and manualized standard care becomes available.

Quality assurance is feasible even in settings with limited
resources. Quality monitoring can be incorporated into rou-
tine activities by selecting target services, collecting data, and
using the results for system problem-solving and future direc-
tion. External evaluation takes place at different levels. Local
government checks whether service providers meet the re-
quirement of laws or acts, while payers focus on examining
the necessity of services provided. Professional peers and
consumers also participate in independent evaluation.
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Since the primary purpose of mental health services is to
improve outcomes for individuals with mental illness, it is
crucial to assess outcomes of treatments and services. Also,
the results can be used to justify the use of resources. More
research is, therefore, needed to provide the best possible
services that would directly link to better outcomes for those
in need of care.

RECOMMENDATIONS

Drawing upon the literature reviewed by our WPA Task
Force, and by our own accumulated experience, we have

@®

recognized a series of commonly occuring challenges and
obstacles to implementing a community-oriented system of
mental health care. At the same time we have identified re-
lated steps and solutions which may work in responding
positively and effectively to these barriers (19,27), as set out
in Table 1.

We recommend that people interested in planning and
implementing systems of mental health care which balance
community-based and hospital-based service components
give careful consideration to anticipating the challenges
identified here, and to learning the lessons from those who
have grappled with these issues so far.

Table 1 Obstacles, challenges, lessons learned and solutions in implementing community-oriented mental health care

Obstacles and challenges

Lessons learned and solutions

Saciety Disregard for, or violation of, human rights - Oversight by: civil society and service user groups, government inspectorates, international

of people with mental iliness

NGOs, professional associations,

- Increase population awareness of mental iliness and of the rights of people with mental illness
and available treatments.

Stigma and discrimination, reflected in - Encourage consumer and family/carer involvement in policy making, medical training, service

negative attitudes of health stafl

survey).
Need to address different models of
abnormal behavior

provisiun {e.g., buard member, consumer provider), service evaluation (consumer satisfaction

- Traditional and faith-based paradigms need to be amalgamated, blended, or aligned as much as
possible with medical paradigms.

Government Low priority given by government to mental - Government task force on mental iliness outlines mission as a public health agenda.
health - Mission can encompass values, goals, structure, development, education, training, and quality
assurance for community-oriented mental health system from a public health perspective.
- Establish cross-party political support for the national policy and implementation plan,
- Effective advocacy on mental health gap, global burden of disease, impact of mental health
conditions, cost-effectiveness of interventions. reduced life expectancy.
- Use of WHO and other international agencies for advocacy, linking with priority health

conditions and funds, positive response to untoward events,

- within g who have admini: and financial authority.
Absent or inappropriate mental health - Advacate for and formulate policy based upon widespread consultation with the full range of
poticy stakcholder groups, incorporating a rati ized public health ive based on
lation needs, ¥ ion of service

- Consumer involvement in policy making.

Absent, old or inappropriate mental health - Create powerful lobby and rationale for mental health law.
legislation - Modernize mental health law so that it is relevant to community-oriented care,
- Watchdog or inspectorate to oversee proper implementation of mental health law.

Inadequate financial resources in refation to - Help policy makers to be awarc of the gap between burden of mental illness and allocated

population level needs

resources, and that cffective treatments are available, and affordable.
- Advacatc for improved mental health

using refevant i ion, and

targets, ¢ & global burden of discase, mhGAP unmet needs
- Recruit key political and governance champions to advocate for adequate funding of

initiatives.
Lack of alignment between payment
methods and expected services and

- Design a system that directly relates required service and fi
categories of care, e.g., for evidence-based practices.

outcomes - Provide small financial incentives for valued outcomes.

- Create

of rei i with system strategy.

- Develop and use key performance indicators.
- Reserve transitional cost to reallocate hospital staff to move to community.

Need to address infrastructurc - Goverament to plan and finance cfficient usc of buildings, csscntial supplics and clectrnic
information systems and other ta direct, monitor, and improve the system and outcomes.

Need to address structure of community- - Design the mental health system from local primary care 1o regional care to central specialty

oriented service system

care and fill in gaps with new resources as funding grows.
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