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ABSTRACT

Objective: To identify updated trends in antipsy-
chotic prescribing patterns in patients with schizo-
phrenia in East Asia. Methods: Using the data from
the 2001, 2004, and 2008 Research on East Asia Psy-
chotropic Prescription (REAP) studies, we compared
the proportions of acute inpatients (stay <6 months),
new long-stay patients (6 months to 3 years), and old
long-stay patients (23 years), the rafes of excessive
dosing (more than chlorpromazine 1000 mg equiva-
lIent) and polypharmacy (the coprescription of more
than 1 antipsychotic). Findings: While the proportion
of long-term inpatients increased over time in Chi-
nese mainland and Taiwan, it decreased in Japan,
Singapore and Hong Kong. The proportion of acute
inpatients receiving more than one drug was highest
in Singapore, followed by Japan, Korea and Chinese
Mainland. Two-drug combination therapy was espe-
cially high in Singapore. Korea had the highest rate
of excessive dosing followed by Japan and Hong Kong.
While the rates of both polypharmacy and excessive
dosing decreased significantly over time in Japan,
polypharmacy increased significantly in Chinese
Mainland and Taiwan and excessive dosing increased
significantly in Korea and Hong Kong. Conclusion:
OQur results suggest that the change in antipsychotic
prescribing patterns, including excessive dosing and
polypharmacy, varied among the participating East
Asian countries/areas.

Keywords: Antipsychotic; East Asia; Polypharmacy;
Schizophrenia

1. INTRODUCTION

Antipsychotic polypharmacy, the prescribing of more

"Corresponding author.
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than one antipsychotic drug concurrently, is a common
prescription pattern in clinical practice [1]. Although the
prevalence of anitipsychotic polypharmacy varies, the
results from most studies ranged between 10% and 30%
[2). Polypharmacy may result exceed the total dose of
antipsychotics [3], and may cause increases in admis-
sions to hospital [4] and mortality [5].

Polypharmacy was frequently observed in patients
with severe conditions [4,6]. Long-stay patients are like-
ly to be severe and treatment-resistant; therefore, they are
at risk of polypharmacy. Recent studies showed that the
length of stay of patients receiving antipsychotic poly-
pharmacy was longer than that of patients receiving mo-
notherapy [7,8]. The prescription of high-dose antip~
sychotics is also of concern because of the lack of evi-
dence to support its effectiveness and because of its as-
sociation with greater adverse effects [9]. The probability
of the prescription of high-dose antipsychotics is in-
creased by polypharmacy {1].

Compared with the West, hospital care for patients
with schizophrenia is still prevalent in many East Asian
countries/areas. The treatment pattern of inpatients, how-
ever, is changing in East Asia [10]. Of newly admitted
patients, most are discharged earlier, but some stay
longer due to treatment-resistant and severe diseases [11].
Those who are newly admitted and stay longer in hospi-
tals are referred to as “new long-stay” patients in addi-
tion to “old long-stay™ patients who are older and resis-
tant to discharge.

The objective of this study was to identify updated
trends in the prescription patterns of antipsychotics in
patients with schizophrenia in East Asia. We compared
the proportions of acute, new long-stay, and old long-
stay inpatients and the rates of excessive dosing and po-
typharmacy in 2001, 2004 and 2008 using the data from
the Research on East Asia Psychotropic Prescription
(REAP) studies.
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2. METHODS
2.1. Study Design

The Research on East Asia Psychotropic Prescription
(REAP) studies were designed as hospital-based cross-
sectional surveys to examine the prescription patterns of
psychotropic drugs (antipsychotics, mood stabilizers and
antidepressants) among inpatients in East Asia. The de-
tails of the REAP studies have been described elsewhere
[12-15]. The studies were conducted in 2001, 2004 and
2008 in six Asian countries/areas (Chinese mainland,
Hong Kong, Japan, Korea, Singapore and Taiwan) using
a standardized protocol and data collection procedure.

The REAP studies were approved by the Institutional
Review Boards of all the participating centers in each
countrs. The Institutional Review Board of the National
Center of Neurology and Psychiatry, Japan, also ap-
proved the analy'sis of data for this study.

2.2. Participants

The participants were patients with schizophrenia who
were consecutively admitted to each site. We identified
inpatients using the diagnostic criteria for schizophrenia
according to the International Classification of Disease,
(0th edition (ICD-10) [16] or the 4th version of the Di-
agnostic: and Statistical Manual of Mental Disorders
(DSM-IV) [17]. The REAP study coordinators collected
data from the medical charts of inpatients at each site,
transcribed them into a uniform data entry sheet, and
forwarded the sheet to the national coordinating centers
of each country. Each national coordinating center com-
piled data from the participating centers and sent them on.
to the overall coordinator in Kobe, Japan, for compila-
tion and analysis. Patients with clinically significant
medical conditions or active psychotic symptoms related
to comorbid substance use disorders were excluded.

2.3. Patient Groups by Length of Stay

We divided the patients into three groups based on length
of stay: acute (stay <6 months), new long-stay (6 months
1o 3 years), and old long-stay inpatients (>3 years). New
long-stay patients ‘were defined as those who occupied
psychiatric beds for a prolonged period among individu-
als receiving services oriented towacds commuaity living

(1.
2.4. Variables

The primary psychiatrist completed uniform question-
naires about the participating patient at each site. Alter-
natively the questionnaire was completed by a member
of the research team with the agreement of the primary
psychiatrist [15]. The questionnaire included sociode-

Copyright © 2012 SciRes.

mographic information and clinical characteristics in-
cluding psychopathology and all psychotropic drugs
prescribed. Depot antipsychotics given within 30 days of
admission were also documented. Daily doses of antip-
sychotics, including depot preparations, were converted
to approximate daily mean chlorpromazine mg equiva-
lents (CPZeq) using standard guidelines [18-21].

2.5. Indicators of Antipsychotic Prescription

In this analysis, we assessed the excessive dosing of an-
tipsychotics and antipsychotic polypharmacy during in-
patient care. In terms of excessive dosing, we divided the
prescribing patterns of the total daily doses of antipsy-
chotic medications into two categories: 1) those patients
receiving <1000 CPZeq mg per day (appropriate dosing
group) and 2) those receiving >1000 CPZeq mg (exces-
sive dosing group). The second indicator, antipsychotic
polypharmacy, was defined as the concurrent use of more
than one antipsychotic drug.

2.6. Analysis

Data were analyzed using SPSS 13.0 for Windows. We
performed t-tests, Mann-Whitney U tests and chi-square
tests. The one-sample Kolmogorov-Smirnov test was
used to assess the normality of distribution of continuous
variables. The level of significance was set at 0.05
(two-tailed).

3. RESULTS
3.1. Participants

The 2001, 2004, and 2008 studies included 2399, 2136,
and 1906 participants with schizophrenia admitted to
psychiatric hospitals at the study sites, respectively.

3.2. Changes in Patient Groups

In 2008, the proportion of patients in acute care was
57.7% in Chinese mainland, 68.9% in Hong Kong,
33.0% in Japan, 63.9% in Korea, 100% in Singapore,
and 43.2% in Taiwan (Table 1), and was significantly
higher in Hong Kong, Japan and Singapore and lower in
Chinese mainland than in 2001.

3.3. Prescription of Antipsychotics for
Acute patients

The trend in the prescription of antipsychotics in acute
patients is shown in Table 2. Excessive dosing was seen
in 18.8% of cases in Korea, 15.3% in Japan and 13.7% in
Hong Kong in 2008. In Korea, the rate of excessive dos-
ing in 2008 was significantly higher than that in 2004
(7.0%). The rates in 2004 in Japan and Hong Kong were
significantly lower than those in 2001.

The rate of polypharmacy in 2008 was 74.0% in Sin-
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Table 1. Changes in patient groups.

2001 2004 2008 Multiple comparison
Patients by region n % a % n % p a b c
Chinese mainland

Acute 421 699 388 8.5 209 577 0.00 0.00" 0.00 0.007
Nesw long stay 110 18.3 70 142 99 273
Old long stay 71 118 36 73 54 149

Hong Kong

Acute 51 49.5 41 41.8 51 68.9 0.00" 0.35 0.02" 0.00"
New long stay 38 36.9 46 46.9 21 284
Old long stay 14 13.6 11 12 2 2.7

Japan

Acute 94 152 172 30.1 150 33.0 0.007 0.00° 0.00" 061
New long stay 119 19.3 11 19.4 85 18.7
Old long stay 405 655 289 50.5 220 484

Korea

Acute 254 58.4 228 57.4 69 639 0.08 - - -
New long stay 124 28.5 102 257 32 29.6
Old long stay 57 13.1 67 16.9 7 6.5

Singapore

Acute 149 512 90 100.0 96 100.0 0.007 0.00" 0.00° 1.00
New long stay 71 24.4 0 0.0 0 0.0
Old long stay 71 24.4 0 0.0 0 0.0

Taiwan

Acute 182 59.1 262 60.4 212 432 0.00" 0.91 0.00" 0.00°
Nesw long stay 73 237 102 235 172 350
Old long stay 53 172 70 16.1 107 218

P: p values derived by chi-squared test or Fisher's exact test; a: p values derived by multiple comparisons for proportional differences between 2001 and 2004:
b: p values derived by multiple comparisons for proportional differences between 2001 and 2008; ¢: p values derived by multiple comparisons for proportional

differences between 2004 and 2008. p <0.05.

gapore, 51.3% in Japan, 40.6% in Korea, 36.8% in Chi-
nese mainland, 29.4% in Hong Kong and 25.0% in Tai-
wan in 2008. In Japan, the rate in 2008 was significantly
lower than that in 2001 (73.4%). In contrast, the rate in
2008 was significantly higher than that in 2001 (25.2%)
in Chinese mainland, that in 2004 in Chinese mainland
(22.7%) and that in Taiwan (14.1%). The most frequent
patterns of polypharmacy in Singapore in 2008 were
risperidone and zuclopenthixol decanoate (n = 8), fol-
lowed by risperidone and flupentixol decanoate (n = 7),
and trifluoperazine and fluphenazine decanoate (n = 5).
The proportion of inpatients receiving three or more
antipsychotics in 2008 was 23.3% in Japan, 12.5% in
Singapore, 5.9% in Hong Kong, 4.3% in Chinese main-

Copyright © 2012 SciRes.

land, 2.9% in Korea and 0.9% in Taiwan.

3.4. Prescription of Antipsychotics for New
Long-Stay Patients

As shown in Table 3, excessive dosing was seen in
34.4% of cases in Korea, 17.6% in Japan and 17.2% in
Chinese mainland in 2008. In Chinese mainland, the rate
of excessive dosing in 2008 was significantly higher than
those in 2001 (0.9%) and 2004 (2,9%).

The rate of polypharmacy in 2008 was 65.9% in Japan,
50.5% -in Chinese mainland, 46.9 in Korea, 33.3% in
Hong Kong and 26.2% in Taiwan. The rate in 2008 in
Chinese mainland was significantly higher than that
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Table 2, Excessive dosing and polypharmecy in acute patients by region.

2001 2004 2008 Multiple comparison

Region n % N n % N n % N ES P 20001932008 2001 vws2008 2004 ws 2008
Polypharmacy
106 252 421 88 227 388 770368 W% 025 0.007 0.45 501 5007

Chinese
maintend

HongKong 19 373 51 6 146 41 s 294 51 017 005 - - -
Japan 89 734 %4 106 616 172 77 S13 150 046 000 014 0.00" 0.14
Korea 8 335 254 47 294 228 28 406 6% 0.4 020 - - -

Singapore 102 685 145 69 77 90 7170 % 002 035 - - -

Taiwen 36 198 182 37 141 260 53 250 212, O.43 001 029 029 0.01
Excessive dosing

Shinese 07 64 an 26 67 ;s 17 81 W 007 07 . - -

HongKong 1l 206 SI | 24 4 7 137 51 021 002 003 0.44 014

Jepan 35 266 94 22 28 (72 25 153 150 028 00U 002 0.09 0.2

Koea 33 130 254 16 70 28 13 188 69 046 00 009 030 oor

Singapore 1§ 120 14% 11 122 %0 7 i3 %% 046 043 - - -
Taiwan 8 4.4 182 16 6.1 262 21 99 212 022 Q08 - - -

n: number of patients receiving two or more antipsychotics (polypharmacy) or greater then 1000 CPZeg mg antipsychotics {excessive dosing); BS: Cohen’s
effect size index for differences in proportions between 2001 and 2008; p: p values decived by chi-squared test or Fisher's exact test for proportional differences
among three years. p <0.05.

Table 3. Excessive dosing and polypharmacy in care for new long stay patients by region.

2001 2004 2008 . Muitiple comparison

Region a % N a % N o % N ES P 2000vs2004 2001 vs2008 2004 vs2008

Polypharmacy

Chinese
mainland

Hong Kong 2 316 38 15 326 46 7 333 21 004 099 - - -

320 291 110 26 374 70 S50 s0.5 9% 044 00U 0.34 6.01 .24

Japan 92 773 119 72 649 I 56 659 &5 026 008 - - -
Korea 47 379 124 52 510 102 15 46.9 3z 0% g - - -
Singapore 52 72 0T 0 - 0 0 - 0 - - - - -
Taiwan 20 274 73 15 147 102 45 262 172 003 0.06 - - -

Excessive dosing

Chinese .
mainland

Hong Kong 5 32 38 1 22 45 3 43 21 003 007 - - -

1 0.9 110 2 2.9 iy 17 172 §9 086 000

Japan 28 235 119 19 170 i 15 176 85 0.5 D4l - - -
Korea 29 234 124 31 304 102 L 344 32 024 033 - - .
Singapore 13 183 7N 0 - 0 a - ) - - - - -
Taiwan 5 6.8 73 5 4.9 102 10 5.8 172 004 091 - - -

o: number of patients receiving two or more antipsychotics (polypharmacy) or greater than 1000 CPZeq mg antipsychotics (excessive dosing); ES: Cohen’s
effect size index for differences in proportions between 2001 and 2008; p: p values derived by chi-squared test or Fisher’s exact test for proportional differences
among three years. p <0.05.
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12001 (29.1%).

3.5. Prescription of Antipsychotics for Old
Long-Stay Patients

In the prescription of antipsychotics for old long-stay
patients in 2008, excessive dosing was seen in 18.6% of
cases in Japan and 14.3% in Korea (Table 4). In Japan,
the rates in 2008 (14.3%) and 2004 (23.5%) were sig-
nificantly lower than that in 2001 (35.3%).

The rate of polypharmacy in 2008 was 63.6% in Japan
and 33.6% in Tatwan. The rate in Japan in 2008 was sig-
nificantly lower than those in 2001 (81.5%) and 2004
(73.7%). In Taiwan, the rate in 2008 was significantly
higher than that in 2004 (10.0%).

4. DISCUSSION

The trends in the number of inpatients and in excessive
dosing and polypharmacy varied across East Asia. While
the proportion of long-term inpatients' increased over
time in Chinese mainland and Taiwan, it decreased in
Japan, Singapore and Hong Kong. In Singapore and
Hong Kong, inpatient care is now focused on acute care.
Japan and Korea, where the numbers of beds per capita
and long-stay inpatients are high, seem to be in a process
of deinstitutionalization. In contrast, inpatient-care facili-
ties are still lacking and the number of beds is increasing
in Chinese mainland [22}, thus, long-stay inpatients linger.

Japan has been often criticized for the use of poly-
pharmacy [13-14,23]. There are multiple factor involved
in the use of polypharmacy, such as physician distrust of
the practice guidelines, requests to increase the number

of nursing staff members, and patient characteristics [24].

The change in reimbursement which encourages the use
of less than three antipsychotics over the use of more
than three antipsychotics and third-party evaluation
might have facilitated the changes in antipsychotic pre-
scription patterns. Japan had the highest rate of the pre-
scription of three or more drugs, but the percentage of
patients treated with polypharmacy. in acute care has
been decreasing over time.

The rate at which acute care inpatients were prescribed
two or more drugs was highest in Singapore, followed by
Japan, Korea and Chinese mainland; however, the pre-
scripion pattern in Singapore is different from those in
the other countries/areas. A high rate of polypharmacy in
Singapore has been demonstrated by previous studies
[12,13]. However, the prescription of two drugs only was
most prevalent, and most of these prescriptions are
co-prescription with depot. Chinese mainland, Korea,
and Taiwan show opposite trends of increased poly-
pharmacy.

Although polypharmacy has long been discouraged
due to’ issnes of limited efficacy, long-term safety, mor-
tality and higher cost [2], an increase in antipsychotic
prescriptions has been prevalent [25,26]. According to a

Table 4. Bxcessive dosing and polypharmacy in care for old long stay patients by region.

2001 2004 2008 Muitiple comparison
Region n % N n % N N % ES P 2001 vs 2004 2001 vs 2008 2004 vs 2008
Paolypharmacy
Chinese ]y 54 0.90 . - B
mainland 15 211 71 6 16.7 36 10 185 0.07 .9

Hong Kong 7 50.0 14 3 2713 11 1 50.0
Japan 330 815 405 213 737 289 140 636
Korea 23 404 57 36 537 67 2 286

Singapore 55 715 71 0 B 0 0 -

Taiwan 13 245 53 7 100 70 36 336

0.00 0.60 - - -
220 041 0.00° 0.04" 0.00° 0.04"

025 021 - - -
107 020 0.00" 0.11 0.32 0.00°

Excessive dosing

Chinese
mainland

Fong Kong 2 143 14 0 0.0 11 0 0.0
Japan 143 353 405 68 235 289 41 186
Korea 19 333 57 24 358 67 1 14.3

Siagapore 20 282 7L 0 - 0 0 -
Taiwan 8 15.1 53 10 143 70 7 6.5

4 5.6 7 1 2.8 36 4 7.4

54 0.07 0.69 - - -

0.78 0.56 - - -
20 038 0.00" 0.00" 0.00" 022
0.46 0.62 - - -

107 0.28 0.14 - - -

n: aumber of patients g two or more

) or greater then 1000 CPZeq mg anhps)choucs (excessive dosing); ES: Cohen’s

(
effect size index for differences in proportions bemeen 2001 and 2008 p: p values derived by chi-squared test or Fisher’s exact test for proportional differences

among three years. p <0.05.
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meta-analysis of randomized controlled trials comparing
single-drug and multiple-drug regimens in schizophrenia,
polypharmacy was demonstrated to be superior in terms
of efficacy and the discontinuation of medicine [2],
which suggests that polypharmacy may not necessarily
always be contraindicated. However, it remains contro-
versial {2,9].

Regarding excessive dosing, Korea had the highest
rate of patients who received excessive dosing, followed
by Japan and Hong Kong, while this rate was relatively
low in Singapore. Interestingly, while the rates of exces-
sive dosing were declining significantly in Japan, the rate
of excessive dosing was increasing in Korea. This study
demonstrated the characteristic prescribing trends in
Chinese mainland and Korea. Previous studies reported
that the antipsychotic dosage prescribed in Chinese
mainland was lower than that prescribed in Japan [23].
However, the results of the present study demonstrated
that the dosage was increasing among long-stay inpa-
tients in Chinese mainland. China is currently undertak-
ing a policy of expanding mental hospitals and psychiat-
ric departments in general hospitals [22], which is lead-
ing to an increase in the number of patients who become
resistant to treatment, resulting in higher rates of exces-
sive dosing. Higher antipsychotic doses may be needed
in cases with more severe illness [27], but the efficacy of
higher doses (sometimes with polypharmacy) should be
employed only as a strategy for dealing with treatment-
resistant schizophrenia [28,29].

A further question to be considered is whether the
prescription styles used in the treatment of fong-stay in-
patients influence the prescription practice for acute care
patients. [mplementing changes in care styles, such as
improving polypharmacy and excessive dosing, takes a
long time; for example, Japan needed at least 20 years to
improve the prescription patterns and nearly 50 years to
achieve deinstitutionalization in psychiatric inpatient
care because of the predominance of private hospitals.

There are several limitations to this study. First, due to
its cross-sectional research design, this study does not
investigate the efficacy of different prescription regimens.
Second, we examined the antipsychotic prescription pat-
terns at a single or several sites within each country. Al-
though we could examine the chronological changes that
occurred in each country, it is difficult to determine
across-country differences because the population sam-
ples used are non-representative.

Despite these limitations, this cross-sectional study
provides insights into the antipsychotic prescription pat-
terns for inpatients with schizophrenia in East Asian
countries. The West and the East have pursued different
paths in the field of mental health care. Western countries
started to reduce the number of psychiatric beds in the
middle of the 20th century and shifted from traditional

Copyright © 2012 SciRes.

hospital care to community care [30,31]. In contrast, in-
stitutionalized care has remained a mainstream practice
in many Asian countries [10]. Although a recent global
trend involves a shift in care from hospitals to communi-
ties, the role of inpatient care is different among individ-
ual Bast Asian countries, and the development of com-
munity services is at different stages in each of these
countries. At any stage, the recommendations for the
prescription of antipsychotics should be followed in
practice.
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Lessons learned in developing community mental
health care in East and South East Asia
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This paper summarizes the findings for the East and South East Asia Region of the WPA Tuask Force on Steps, Obstacles and Mistakes to
Awoid in the Implementation of Community Mental Health Care. The paper presents a description of the region, an overview of mental
health policies, a critical appraisal of community mental health services developed, and a discussion of the key obstacles and challenges.
The main recommendations address the needs to campaign to reduce stigma, integrate care within the general health care system, prioritize
target groups, strengthen leadership in policy making, and devise effective funding and economic incentives.
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This paper is part of a series describing the development
of community mental health care in the various regions of the
world (see 1-6), produced by the Task Force appointed by the
‘WPA as part of its Action Plan 2008-2011 (7,8). The WPA
Guidance on Steps, Obstacles and Mistakes to Avoid in the
Implementation of Community Mental Health Care, devel-
oped by the Task Force, has been published in this journal
(9). In this article, we describe these issues in relation to East
and South East Asia.

The region includes 15 countries (4 in East Asia and 11 in
South East Asia), with marked cultural, religious, and socio-
economic diversity. All these countries devote only a small
fraction of their total health budget to mental health (less
than 1% in low income countries; less than 5% in high in-
come countries) (10). Because of varied historical back-
grounds and colonial heritages, health care systems diverge
even among neighbouring countries.

OVERVIEW OF MENTAL HEALTH POLICIES
IN THE REGION

Table 1 shows the presence of mental health policies and
laws in the region. Despite 20 years of effort, China does not

Table 1 Mental health policies and laws in countries of East and
South East Asia

Mental health lcgislation

Present Absent
Mental Present Ind ia, Japan, Cambodia, China,
health Malaysia, Mongolia, Laos, Philippines,
policy or Myanmar, North Viet Nam
programme Korea, Singapore,

South Korea, Thailand

Absent Brunei Timor-Leste

Souxces: Jacob et al (11), World Health Organization (12), Tebayashi (13), Thai-
Jand Mental Health Act (14)

186

yet have a national mental health law, but it has instituted a
mental health plan (15), while Hong Kong has a mental
health ordinance (16). In Thailand, mental health legislation
came into effect in 2008 (14).

Family involvement is a characteristic of the region. Even
in Singapore and Malaysia, where the Western influence is
quite prevalent, the family plays a major role in the patient’s
admission and treatment. Involuntary admission with family
consent is legalized in Japan and South Korea. China also
permits involuntary admission with family consent, although
the practice is not legalized, and the legal guardians include
not only family members but also public officers (17).

The legislation ensures community integration in Japan,
Malaysia, Mongolia, and South Korea, while the rest in the
region has community-based mental health care policies or
programmes, except for Burnei and Laos (12).

OVERVIEW OF MENTAL HEALTH SERVICES
IN THE REGION

The number of psychiatrists and of psychiatric beds per
10,000 population are shown in Figure 1, except for East-
Timor, Japan has the highest number of psychiatrists per
10,000 people in the region (9.4), followed by South Korea
(3.5), Mongolia (3.3), and Singapore (2.3). Despite a recent
decrease in admissions, Japan. (28.4) has also the highest
number of psychiatric beds, followed by South Korea (13.8).
Mongolia also maintains a hospital-based care system with
an occupancy rate of above 80% (18).

Non-governmental organizations (NGOs) have set up
model mental health services, and trained both health care
and non-health workers in post-conflict countries, such as
Cambodia and East-Timor, where all mental health resources
were destroyed (12,19,20). In Malaysia, local NGOs provide
residential care, day-care services and psychosocial rehabili-
tation services in the community (18). In the Philippines, col-
laborative activities between local NGOs and university
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Figure 1 Number of psychiatrists and psychiatric beds in countries of East and South East Asia

Sources: Jacob et al (11), World Health Organization (12)

groups compensate for the government’s limitations (21).
Most NGOs’ activities cover screening and assessment, and
talking treatments. Psychological, rather than Western-style
phamacological treatment, is popular in these countries.

Home care and day hospital services are used as alterna-
tives to hospital admission in several countries of the region.
In Singapore, a mobile crisis team (community nurses as-
sisted by a medical officer or a medical social worker) con-
ducts home visits for crisis intervention, while community
psychiatric nursing teams offer home care to discharged pa-
tients living in the community, including assessment and
monitoring and psychological support to their caregivers
(22).

In China, psychiatric hospitals send professionals to the
homes of persons with severe mental disorders to provide
“home-bed” services (23,24). For persons with chronic men-
tal disorders, sheltered workshops for rehabilitation and a
“rural guardianship network” for their supervision and man-
agement are also available, but their effectiveness is contro-
versial (24,25). In China, non-government services such as
private psychiatric clinics, non-professional counselling clin-
ics, telephone hotlines, and folk treatments are becoming the
dominant form of community mental health services, but
their sustainability is of concern (15,26).

Most early intervention and assertive community treat-
ments are provided in pilot specialized community mental
health projects. In the Philippines, more than 7,000 patients
were hospitalized in the mental hospital in Manila; however,
the introduction of acute crisis intervention services reduced
this number by more than half (27).

Japan, South Korea, Singapore and Malaysia have intro-
duced assertive community treatment (ACT) with cultural
modifications. A Japanese study in pre- and post-pilot phase
reports the reduction of length of stay, while a subsequent
randomized clinical trial shows a decrease of inpatient days
and higher Client Evaluation of Services-8 (CSQ-8) scores in
an ACT group compared to a control group (28). In South
Korea, in a pre-post comparison, the number and duration
of the admissions were also dramatically reduced and the
clinical and social outcomes were significantly improved
(29,30). In Singapore, the ACT programme was effective in
reducing the frequency and duration of admissions in a clin-
ical trial. The employment status of patients also showed
improvement over the course of study (31).

Chronic beds for long-stay patients are being converted
into residential facilities and group homes in communities,
such as the private nursing homes of Malaysia (32).

In Malaysia and Thailand, community mental health pro-
motion and prevention activities are conducted through pub-
lic places, such as schools, churches, temples, and commu-
nity halls (18).

Asia is vulnerable to natural disasters, including earth-
quakes and floods. These tragic disasters often deepen aware-
ness of the need to develop community mental health sys-
tems. Mental health and psychosocial support are included
in disaster preparedness in Indonesia (33), Myanmar (34)
and Thailand (35). In Indonesia, a community mental health
nursing training programme was developed after the Tsuna-
mi (36).
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OBSTACLES AND CHALLENGES
Human rights

Traditional beliefs that mental illness is caused by mali-
cious spirit possession or weak character persist in several
countries of the region. According to a national survey in
South Korea, people often consider mental ilinesses to be
self-limiting disorders that will resolve on their own (37).
Much stigma is still attached to persons with mental illness,
as well as to psychiatric institutions and services (22). One
study in Singapore found that the main predictors of people
seeking help were not availability and access to care but per-
ceptions of mental illness and health care (38). Public mis-
conceptions about mental illness result in prejudice which
leads to discrimination. There is a gap between the legal
framework and the reality of the mentally ill, who are often
abused in many countries (39).

Family involvement

Strong family involvement in mental health care is a char-
acteristic of Asia (40). Family plays an essential role in the
care of people with mental disorders in the community; how-
ever, the poor knowledge of mental illness and negative at-
titudes about the patient prevents many people in need from
seeking care (40). Many persons with mental illness are aban-
doned by their families. The establishment of partnerships
with families and the assignment of necessary resources are
priorities in the region.

Traditional healers

In many Asian countries, it is common for people to con-
sult traditional healers for their health problems even if med-
ical services are available. Healers rarely cooperate with each
other, nor do they collectively work-with formal health care
providers (32). Cambodians often seek help from Kru Khmer,
who are mainly herbalists (41), and it is also common to
consult traditional healers in Bast-Timor (20). Families often
bring the patient to religious healers first, although the gov-
ernment of Viet Nam prohibits this act (42). In Indonesia, up
to 80% of people consult traditional healers as a first resort
(43). The 1993 swrvey in Singapore shows 30% of patients in
a national hospital visited traditional healers, dukun, before
consulting physicians (44). Such behaviour is one of the rea-
sons for the low formal service use in the region.

Distribution of services and continuity of care

Mental health services are available only in certain areas
of a country. Most people with severe mental disorders are
unable: to access services in low-resource countries, and
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mental health resources are centralized in large cities in me-
dium-resource countries. In Japan and South Korea, policy
proposals exist to convert current long-term psychiatric care
beds to outpatient/ambulatory clinics or long-term commu-
nity-based care, but in reality, many discharged patients have
failed to make use of such services. A survey in South Korea
shows a high readmission rate immediately after discharge
(45), while one in Malaysia reports a lower rate of followed-
up and treated patients at one year (46). South Korea is
quickly developing a comprehensive mental health service
system in each catchment area (47).In Japan, people lack an
awareness of the “catchment area” due to the negative effects
of the universal insurance system which is the greatest con-
tribution to Japanese health (48).

Funding

Most of the countries in the region are seeking to balance
the public and private financing and provision of care. Funds
for development of community services usually come from
savings made from the reduction of beds in hospitals, but
such cutbacks and increasing community services are not
always balanced. Furthermore, in rapidly aging countries,
community services are urgently needed for people with de-
mentia. There is a concern that most of the mental health
budgets will be spent on treating those with this disease. If
the boundary between mental health and elderly care be-
comes unclear, a smaller amount of money will be earmarked
for people with severe and persistent mental disorders.

LESSONS LEARNED AND RECOMMENDATIONS
Legal process and anti-stigma campaign

A legal process is needed to protect the human rights of
persons with mental illness in countries without appropriate
legislation. In Japan, the mental health act legally acknowl-
edges for the first time that mental illness is a disability, and
stricter criterfa and a psychiatric review board for involuntary
admissions have been established after a series of scandals
regarding human rights violation (49).In the context of anti-
stigma campaigns, renaming schizophrenia has been well
accepted in Japan and Hong Kong (50,51). Similar move-
ments are seen in other East Asian countries where Chinese
characters are used.

Integration into the general health system

The best way to create a cost-effective system is to utilize
the existing general medical sector, providing training of pri-
mary health workers. Singapore has been successful in pre-
paring general practitioners for providing mental health care,
with psychiatrists’ support (52). Primary care is generally
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more acceptable by persons with mental disorders and their
families - (52). Collaborative networks are needed among
stakeholders to avoid fragmentation and must include ser-
vice-users/families, hospitals, community health workers,
NGOs, and traditional healers (53).

Prioritization of target groups

Due to limited resources, we have to prioritize care. Com-
pared to depression or mild mental disorders, which are gen-
erally more accepted and better funded, persons with severe
and persistent mental disorders are often missed and left be-
hind in planning and budgeting. Prioritized services should
be provided to severely disabled persons.

Leadership and policy making

Strong leadership is needed to navigate changes. Very few
mental health professionals are actively involved in policy-
making. Consequently, the lack of leadership allows the al-
location of more money or resources to general health care
services rather than to mental health. It is not uncommon
that non-mental health professionals have negative attitudes
toward mental illness. It is necessary to change their ways of
thinking.

Not only central but also local governments need to par-
ticipate in the development of sustainable community men-
tal health care systems. In recent times, former patients have
more opportunities to speak publicly and participate in men-
tal health policy making (54).

Funding and economic incentives

The overall mental health budget should be increased. Fi-
nancial insecurity keeps persons with mental illness and
their families from seeking medical services. It is essential to
develop a funding system in which all people who need help
are able to receive care.

Economic incentives are necessary to promote communi-
ty-based mental care services. Hospitals and mental health
professionals are reluctant to shift to the community because
of poorer funding and lower salaries (24). Transitional costs
may be necessary for retraining mental health workers. ACT
and employment support are not fully covered by medical
expenditures. A flexible financial structure over medical and
social boundaries is required.

CONCLUSIONS

After a long history of asylum, a slow deinstitutionaliza-
tion is occurring in East and Southeast Asia. Now this region
is in a transition period from institutional to community care.

Unlike the West, Asian countries fear the confusion engen-
dered by rapid change; they are cautiously reducing psychi-
atric beds, and simultaneously trying to build community
services. This attempt has not yet been successful, mainly
because of system fragmentation. Role differentiation is re-
quired between the hospitals and community services, and
the public and private services. Ensuring the quality of care
is the next challenge for community mental health care. We
can learn lessons from other regions in constructing the fu-
ture of mental health care in Bast and South Asia.
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