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Preface

Schizophrenia is recognised as one of the most complex mental health disorders, entwined in both misconceptions
and truth. Historically, those diagnosed with schizophrenia have been subjects of both fear and admiration, with
their lives often marked by significant challenges, including early mortality. Nonetheless, individuals like Swedish
musician Ted Gardestad, mathematician John Nash, and writer Zelda Fitzgerald have made remarkable contributions
in fields such as art, music, mathematics, and science, demonstrating exceptional talent amidst their struggles.

During my time at university, a friend shared his experiences with psychotic episodes — tumultuous journeys
often culminating in disaster, and the vital role mental health professionals played in his recovery. This period
coincided with Sweden’s phasing out of its last mental health institutions, a move debated sparingly at the time.
We now understand that deinstitutionalisation, often executed without adequate alternative care, led to severe
consequences for many. Although care standards have improved, people with schizophrenia still face a reduced
life expectancy, emphasising the need to address their specific requirements in mental health care and policy
discussions.

First published in 2014, this report arose during an era when mental health was perceived as a static field. More
recently, I've observed a revival in the importance of mental health policy, largely driven by the onset of COVID-19
and an increasing awareness of the interconnection between mental and physical health. This has propelled

mental health on the policy agenda. Organisations like the EU and WHQO, along with various countries, now regard
mental health care as a priority. The realisation that mental health challenges can affect anyone, together with the
acknowledgment of the advantages of mental health awareness in the workplace and the clear link between mental
and physical well-being, has fuelled this positive shift in policy.

However, amidst these broader changes in mental health policy, there's a risk that the distinct needs of those with
severe mental illnesses, such as schizophrenia, might be overshadowed. We all acknowledge the benefits, both
individual and societal, of addressing mental health through legislation and guidelines. The question remains: does
this effort adequately cover the requirements of severe mental illnesses? The approach undoubtedly requires more
complexity. It needs to be comprehensive, encompassing policy formulation, treatment guidelines, and scientific
innovation, all working together to facilitate real advancement.

The authors of the original report played a pivotal role in raising the profile of mental health in policy discussions.

| express my profound gratitude to them and to the 13 authors of this latest version. Their exceptional expertise in
mental health, particularly in schizophrenia, offers invaluable insights into advancements in science, healthcare, and
policy. Their dedication and empathy have been evident throughout the development of this report.

Innovation in neuroscience, especially in drug research and development, continues to be a challenging and
intricate field. We are grateful to organisations like Lundbeck and Bohringer Ingelheim for not only sustaining their
interest in advancing this area but also providing independent educational grants to promote knowledge in this
field. These contributions have been essential in facilitating the creation of this report.

This report delves into the specific needs of people with schizophrenia, exploring supportive measures for their
welfare. While it may be too late for some, like my university friend, it's never too late to initiate change. This is
highlighted by our practical and achievable recommendations for change. Our message to all nations, policy makers,
payers, and healthcare professionals is unequivocal: aim for excellence, but most importantly — start somewhere!

Kajsa Wilhelmsson, LLM and MSc
Acting Director, Oxford Health Policy Forum CIC.



A word on language

How best to refer to people with schizophrenia is an emotive and sometimes controversial, question. The word
‘patient’is appropriate in a medical context, but may be too clinical for a person living in the community. Terms
such as‘service user, client’and ‘consumer’are used in some countries and settings, but they often do not
translate well elsewhere. In this report, the authors have chosen to use the word ‘patient’ when the setting is
strictly clinical, but ‘person with schizophrenia’ (or similar) is used in other contexts.

This publication is available to view and download online at the Oxford Health Policy Forum CIC:
https://www.oxfordhealthpolicyforum.org/our-work/schizophrenia/
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Executive summary

This report builds on the previous version published
in 2014,' providing a comprehensive overview of

the current understanding and consensus among a
global panel of mental health professionals, scholars,
patients, and caregivers with expertise and experience
in the field of schizophrenia. The necessity for this
revision stems from advances made in the last ten years,
encompassing improvements in practice standards,
policy development and emerging science. The
heightened focus on mental health by policymakers
indicates potential for broader change.

The overarching theme is clear: prioritising every
individual's access to quality care and social support,
regardless of geographic or economic barriers, is
paramount. Furthermore, recognising and valuing the
vital contributions of families and other caregivers is
crucial. This is especially true in the context of severe
mental health disorders like schizophrenia, whose story
is one of need and neglect. Whose story is also one of
extraordinary individuals making significant, innovative
contributions to our societal and cultural fabric.

The term schizophrenia describes a mental disorder
characterised by abnormal thinking, perceptual
disturbances, diminished or exaggerated emotional
expression, diminished speech and psychomotor
abnormalities.? It is estimated that schizophrenia directly
affects at least 24 million people worldwide, and twice
as many are indirectly affected by it (e.g., as caregivers)
resulting in high costs to individuals as well as the
healthcare system and wider society.? Studies have
shown that compared to other mental health conditions
schizophrenia has the highest median societal cost per
patient worldwide?

Schizophrenia commonly emerges in early adulthood,
significantly impacting lifelong quality of life. Individuals
with this condition face a 15-20-year reduction in life
expectancy compared to the general population.*®
People with schizophrenia frequently face comorbid
mental health conditions from childhood,” where initial
diagnoses may mask or delay the identification of
schizophrenia as they transition into adulthood. Early
intervention services have shown lasting improvements
in symptoms over a 5-year span.8 Therefore,

prompt diagnosis, comprehensive management of
schizophrenia symptoms, and treatment of coexisting

mental and physical illnesses are crucial, necessitating
an integrated, cohesive approach from healthcare
professionals and robust support from the health and
care system.

Current antipsychotic medications effectively

manage acute psychotic episodes and alleviate early
schizophrenia symptoms in 85% of patients.” With
long-term use, they also demonstrate a 60% reduction
in psychotic relapses'®and reduce suicidal behaviour."
Currently available medications, however, have limited
effects on the most disabling ‘negative’ symptoms such
as a lack of motivation, known as avolition and cognitive
impairment.'? There is strong evidence that these affect
important aspects of life, such as work, interpersonal
relationships and everyday life activities.”*'* Without
addressing these disabling factors people with
schizophrenia will still struggle in their daily lives. The
necessity for novel treatments targeting these aspects is
crucial and underway, showing promising progress.

In addition to antipsychotic medication, psychosocial
interventions not only bolster recovery but also
provide cost-effective solutions,’> reducing relapses
and hospitalisations by 20% with family involvement
in treatment.'®" Deinstitutionalisation, is promoted
as offering the best possible outcome, yet significant
financial, structural and strategic investment in
community-based services is needed to implement
these strategies.'

An environment which supports the recovery of
people with schizophrenia can help. For example,
people with schizophrenia are 6-7 times more likely
to be unemployed than the general population, and
only 10-20% are in competitive employment.'* Up
to one-third of homeless people in the USA have
schizophrenia and 15% of people with schizophrenia
in Europe have experienced homelessness.?' Contact
with the criminal justice system is also common.?
Consider the increased risk of homelessness or a jail
sentence associated with schizophrenia. Consider too
that people with schizophrenia are at an increased
risk of dying prematurely from conditions such as
heart disease or infectious diseases, or from suicide or
homicide *62***Add to this the burden that this illness
places on caregivers, and it becomes clear that better
support is needed on all fronts. Improving the care of
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people with schizophrenia should thus be a priority in
healthcare policy.

Despite growing recognition, resources for mental
health care remain inadequate, unevenly distributed,
and inefficiently used. The number of mental health
professionals is alarmingly low, with only 9 per 100,000
people globally, and an additional 1.7 million workers
needed in low- and middle-income countries (LMICs).?
Various initiatives like the World Bank and World health
Organisation’s (WHO) joint efforts, the Mental Health
Action Plan, and the inclusion of mental health in the
United Nations' (UN) Sustainable Development Goals
signify political support. Innovative approaches, such
as using non-specialists for care delivery and digital

tools for screening and treatment, are being explored.
However, there's a universal need for more mental
health care providers, with even affluent countries
facing significant service gaps. This situation calls for

a global commitment to improving mental health

care, adapting successful interventions across different
settings, and ensuring equitable access to quality
mental health services for all, particularly in underserved
communities.?

In this report, the author group collectively presents a
thorough set of recommendations, expressing hope
for strong political will and societal commitment to
improve outcomes for all people with and affected by
schizophrenia.



Recommendations for change

To improve the lives of people with and affected by schizophrenia and reduce societal burden, we must
start making changes, no matter how small. While our analysis within this report explores various
approaches and recommendations; our priority recommendations are:

Optimising schizophrenia treatment:

m Allocate public funds for research in health care, social care organisation and delivery, focusing on
transdisciplinary approaches.

m Ensure direct access to specialist care including psychiatrists, specialist nurses, psychosocial and
psychotherapy support.
m Whether this is delivered through dedicated centres or community services will depend on the country,

geographical context and health system.

m Ensure access to multidisciplinary teams able to provide comprehensive personal care assessment, and
personalised/integrated care, as well as wider support plans.

m Ensure continuity of care during transition from adolescent to adult services.

m Make treatment plans in partnership with the patient and their chosen caregiver that includes:
m a care and crisis management plan;
m identification of recovery options, and personal goals for recovery;
® warnings about potential physical and psychological side effects to prevent treatment withdrawal.

m | everage digital innovation in research, treatment and care pathways.

m Put in place mobile crisis intervention.

Going beyond treatment:

m |ntegrate mental health training into all levels of healthcare training, offering additional specialised training
for those pursuing mental health careers.

m Prioritise recovery, i.e. the attainment of a more fulfilled and valued life, as the primary goal of treatment.

m Ensure the involvement of people with schizophrenia and their chosen caregivers when deciding on what
services are required (e.g. financial security, supported housing, contacts with social workers, vocational
support and rehabilitation) and how these should be provided.

m Ensure holistic treatment plans taking into account social support and co-morbidities.

Taking care of the caregiver:

m Provide support to caregivers and families.

m Provide training programmes for informal caregivers and family members.

m [nvolve informal caregivers and family members in all levels of mental health policy, including development
and implementation.

Empowering people with schizophrenia:

m Address stigma and discrimination.
m Ensure the rights of people living with mental health disability are recognised and held up within the

context of individuals' decision-making capabilities.

m Mandate co-decision making, and right to appeal on care and support decisions for people with
schizophrenia and/or (in appropriate situations) caregivers.

m Financially bolster local, regional, national and international associations supporting people with
schizophrenia and their caregivers.

m Involve individuals with experience of schizophrenia in all levels of mental health policy, including
development and implementation.
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About schizophrenia

What is schizophrenia? The symptoms of schizophrenia

Schizophrenia is a severe mental disorder characterised
by abnormal thinking, perceptual disturbances and
diminished or exaggerated emotional expression. It is
estimated that schizophrenia directly affects at least

24 million people worldwide, and twice as many are
indirectly affected by it (e.g., as caregivers).? It is typically
diagnosed in adolescence or early adulthood, and

may affect a person’s wellbeing throughout life.26With
appropriate care and support, people can recover and
live within the community, with up to 50% of individuals
potentially having a good outcome ? %

Schizophrenia significantly affects an individual’s
thoughts, emotions, mood, and behaviour. The range
and course of symptoms experienced vary greatly
among individuals, personal circumstances and cultural
settings. According to the International Classification
of Diseases (ICD-11), schizophrenia is classified

within the “Schizophrenia spectrum and other primary
psychiatric disorders” This spectrum is characterised by
significant impairments in reality testing and alterations
in behaviour which manifest in ‘positive’® symptoms,
such as hallucinations; or ‘negative®” symptoms that
describe loss of emotional expression or motivation.*°
Disturbances in mood are referred to as affective
symptoms.® Cognitive functions, such as concentration,
memory and planning, are almost always impaired in
people with schizophrenia, and this can reduce insight
into their condition, affect their employment status and
their ability to live independently® (Figure 1).

Figure 1: Symptoms of schizophrenia

Negative symptoms’'

B Blunted affect: reduced amount of emotional
expression and reactivity to observed events.

B Alogia: reduced amount and content of speech
and short, incomplete answers to questions.

| Avolition: lack of drive and interest in everyday
activities, which can include poor self-care,
reduced enthusiasm and motivation.

B Anhedonia: |oss of interest/lack of enjoyment
in pleasurable activities.

B Asociality: lack of motivation in undertaking
social activities, resulting in reduced social
functioning or isolation (e.g., not going out to

see friends or to work).

Positive ‘psychotic’ symptoms?'

m Delusions: strongly held unfounded beliefs,
often persecutory and/or bizarre.

®m Hallucinations: most commonly auditory
(hearing voices*), but can also include tastes
and smells, as well as visual and tactile
hallucinations.

m Disorganised speech: rambling and
incoherent speech with illogical reasoning,
which is difficult to follow.

m Catatonic behaviour: purposeless behaviour,
odd dress or poor hygiene.

y 4

Cognitive impairment®'
B Poor concentration and memory.
B |mpaired ability to plan and execute activities.
B Decreased fluency in word production and thinking.

‘Please note: Other illnesses can also cause auditory hallucinations, even in the long term, so it is important to evaluate these in all cases.


https://icd.who.int/browse11/l-m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f405565289
https://icd.who.int/browse11/l-m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f405565289

What causes schizophrenia?

Schizophrenia is multi-factorial and may be caused

by a complex interaction of genetic, non-genetic and
biological factors (Figure 2).2**¢ Psychosocial factors may
also affect the onset and course of schizophrenia 3
Effects of psychosocial stress can be alleviated by
medication, social support, coping strategies and a

good understanding of mental illness.”

period of time; or acute, occurring suddenly and for a
short period of time.* Importantly, research suggests
that none of the genetic or non-genetic risk factors for
schizophrenia are strong enough to cause the disease
on their own and that interactions between them are
key to the development of schizophrenia.

When combined, genetic and non-genetic risk factors
can cause brain changes, which can predispose
individuals to developing schizophrenia.**3¢ Not all
people who have biological schizophrenia-associated
changes to their brain show clinical presentation and
develop the condition. Schizophrenia often presents
clinically following exposure to an acute non-genetic
risk factor, but this is not the case for all people with
schizophrenia.*!

Genetics, which are passed on in families and inherited
from parents, have an influence on schizophrenia
predisposition and development .3+ Non-genetic
factors, which are factors a person is exposed to during
their life in their living environment, also have an impact
on schizophrenia development.®*3” Non-genetic factors
can be chronic, with exposure consistently over a long

Figure 2: Causes of schizophrenia

The potential causes of schizophrenia are complex, multi-factorial and still a constantly developing area of research.

Genetic factors
Brain and central nervous system changes Schizophrenia clinical presentation

Non-genetic factors

Time

»

Genetic factors34384 Schizophrenia clinical presentation

Genetics are passed on in families and inherited from parents. It is
a combination of many inherited genes that increase the chance
of schizophrenia. In the general population, there is a ~1% lifetime
risk of schizophrenia development. Schizophrenia risk is increased
for people who have a family history of the condition: 3433

B The lifetime risk of developing schizophrenia for a parent,
sibling or child of a person with the condition is 6.5%.

B n identical twins, if one twin has schizophrenia the other twin
will have a 40% lifetime risk.

Brain and central nervous system changes?*
m Disruption of neurotransmitter (a chemical that transmits
electrical impulses between nerve cells) pathways in the
central nervous system, including dopamine, serotonin,
glutamate and y-aminobutyric acid systems.
® Dopamine and glutamate are thought to play a
particularly important role in pathophysiology of
schizophrenia.*

B Abnormal neurodevelopment pre- and postnatally
leading to progressive, abnormal brain changes, could
play a part.* Associated structural changes in the brain
can be seen on magnetic resonance imaging.*

m Not all people with the genetic, environmental or biological risk
factors will develop schizophrenia.!

B Some people develop schizophrenia without obvious genetic,
environmental or biological risk factors.*’

Non-genetic factors>+36:°4

Non-genetic factors, are factors a person is exposed to during

their life in their living environment. Some non-genetic

factors increase the risk of schizophrenia development. Non-

genetic risk factors for schizophrenia include:

m Complications at birth (e.g., prematurity, low birth weight
and lack of oxygen).

| Living in an urban area.

m Chronic lifestyle-associated stress and low-grade inflammation.
B Cannabis use has been shown to double the risk of developing
schizophrenia symptoms; however, only a minority of people

who use cannabis develop schizophrenia.

B Microbe exposure and neuroinflammation.

B Chronic psychosocial stressors: social isolation, bereavement,
sudden trauma (e.g., childhood trauma or abuse), migrant
status (being in a minority), family tensions.

1
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Diagnosis of schizophrenia

In terms of clinical presentation, there is no single test
for schizophrenia and a diagnosis usually requires at
least one assessment by a mental health specialist.
Guidelines for diagnosing schizophrenia include
confirming the presence of different aspects over time,
which can include:#*

m Delusions.

m Hallucinations.

m Disorganised speech or thinking.

m Experiences of influence, passivity or control:

m This could include the experience that thoughts
are not generated by the person, that they are
being placed in the person’s mind or withdrawn
from it by other people, or that the person’s
thoughts are being broadcast to other people.

Grossly disorganised behaviour:

m This could include unpredictable or inappropriate
emotional responses or behaviours that appear
bizarre or purposeless.

Negative symptoms.

Psychomotor disturbances:

m This could include restlessness or agitation or other
disturbed movement.

Social/occupational dysfunction.

Assessing and excluding other conditions that may

explain these behaviours.

Ongoing progress in neuroscience research means

that the list of potential outcomes that may be used to
validate a diagnosis of schizophrenia in the future might
include genetic, biological and chemical changes as well
as cognitive assessments.



The impact of schizophrenia

First person account

The stress of graduate school, along with other
factors, triggered the beginning of my illness. |
began fearing for my life because | thought that
people wanted to harm or kill me. | believed that my
house was bugged, that people could read my
mind, and that people were trying to insert evil/
destructive thoughts in my mind. The television and
radio began to send me secret messages and were
referring directly to me in their broadcasts. | felt
incapacitated and depressed. | could do nothing
and | lost all hope in myself and in life.

For several years, | lived in darkness and despair.
Fortunately, I had people in my life, like my mum,
who genuinely loved me and who believed in me
and never lost hope in me. With her steadfast
support, along with that of my psychiatrist and the
rest of my family, and along with my faith that
guided me through the darkest hours of my life, |
very, very slowly began to recover. Recovery was not
some magic wave that swept over me. | had to learn
to live life all over again, and it occurred in
painstakingly small, tiny steps over long periods of
time.

From Scotti P. Schizophrrenia Bulletin 2009.%

The impact on people with schizophrenia

Previous global estimates ranked schizophrenia

14™in terms of years lived with disability.*” In 2019,
schizophrenia resulted in 15.1 million disability adjusted
life years (DALYs), which is equivalent to 12.2% of the
total DALYs associated with all mental disorders.*” DALYs
reflect the overall disease burden associated with a
condition, expressed as the number of years lost to
ill-health, disability or premature death and provide

a way of comparing overall levels of health and life
expectancy across countries. The burden associated
with schizophrenia is also increasing, with this DALY total
reflecting a 13.5% increase between 2010 and 2019

Importantly, an assessment of these findings reported
that they may also underestimate the burden

of schizophrenia because of limited information
connecting schizophrenia and physical health outcomes
and reduced reporting of data from low-income
countries.®One of the most fundamental issues is

that people with schizophrenia die 15-20 years earlier
than the general population.*® Under-diagnosis and
under-treatment contribute to this high death rate.

It is therefore important not only to manage the
symptoms of schizophrenia but also to treat coexisting
physical illnesses. Furthermore, global estimates are

yet to quantify the impact of the COVID-19 pandemic
on schizophrenia burden fully.® It has been shown
however that people with schizophrenia have a worse
prognosis following COVID-19 infection compared with
the general population.® In a study conducted in the
UK, people with schizophrenia were less likely to have
been vaccinated than the general population, but the
authors concluded this was less to do with vaccine
reluctance and more to do with not having the right
support to enable them access to the vaccine’! The
authors concluded that support programmes for people
with schizophrenia living in the community, taking into
consideration ethnic differences in reasons for vaccine
hesitancy, may be beneficial in increasing vaccine
uptake in this vulnerable group.®

Despite the improvements in societal attitudes,

many people with schizophrenia still face social
isolation, prejudice and discrimination, making it more
difficult for them to live a productive life in society.

This discrimination can prevent them from seeking
help for their condition and can also disrupt their
personal relationships and employment. Schizophrenia
can adversely affect a person’s earning potential

in adulthood because it often develops during
adolescence and can severely disrupt education >3
People with schizophrenia are 6-7 times more likely to
be unemployed than those without the condition, %%
and they are also particularly likely to come into contact
with the criminal justice system, either as perpetrators
or more likely, as victims.>* A study in Sweden found
that people with schizophrenia are 1.8 times more likely
to be victims of homicidal death than those without
mental illness.®

13
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Figure 3: Types of Stigma*®

Type

1 Self-stigma

Stigma by association

Stigma

Public stigma

Structual discrimination

Stigma and discrimination associated with mental
health conditions occurs at different levels (Figure 3).>°
The impact of stigma and discrimination in mental
health is wide ranging and can often be overlooked. At
a structural level, it can impact legal frameworks, human
rights, and the delivery of psychosocial interventions.”

It also has far-reaching implications on health and social
care systems,*® contributing to worsening symptoms
and reduced likelihood of getting treatment.*® In
addition, self-stigma in severe mental health can lead to
negative effects on recovery.® Stigma and discrimination
can impact social and economic spheres, particularly

in the context of employment.>>*” People with
schizophrenia may face restrictions in certain jobs, either
personally, as a consequence of their condition and
their ability to carry out certain types of jobs, or work

in certain environments.®® Or legally, for example jobs

in public transport where typically licensing authorities
or insurance companies will need to assess each case
individually.****The impact of stigma and discrimination
may be especially severe for people with multiple
stigmatised characteristics (e.g., ethnic minority status or
sexuality as well as having a mental health condition).>®

Subtypes

Misinformation (knowledge)
Prejudice (attitudes)

Discrimination (behaviour)

Also known as

Internalised stigma

Affiliate stigma
Courtesy stigma

Systemic stigma

Organisational
stigma

Combating stigma and discrimination in schizophrenia
involves acknowledging the profound impact of
discrimination and misunderstanding on individuals
with this condition. It fundamentally involves enforcing
legislative measures to tackle discrimination; but
encouraging open, stigma-free conversations about
their experiences, such as hallucinations and delusions,
can also be significantly beneficial*® This approach, as
exemplified by methods such as those of Romme and
Ether (1989)®° and the International Hearing Voices
Movement,®' can foster a more positive and supportive
atmosphere for people with schizophrenia.®*%3

A study across 27 countries, including European
Member States, highlighted that people with
schizophrenia face significant stigma and discrimination
in personal relationships and employment.®
Interestingly, almost half believed they were
discriminated against even when this was not the case,
underscoring the importance of addressing perceived
discrimination alongside actual instances.®* To combat
these barriers, anonymous and private treatment



methods, such as computerised or online interventions,
have been proposed. In Finland, web-based patient
support systems offering psychoeducation for
schizophrenia have shown positive results, with a

high rate of engagement and task completion among
participants.® This method, as reported in the Joint
Action on Mental Health and Wellbeing's 2017
report on depression, suicide prevention, and e-health,
presents a promising approach to reducing stigma and
discrimination and improving access to care.%

The Global Anti-Stigma Alliance (GASA), established
in 2012, unites mental health experts from various
countries. The organisation aspires to eliminate the
stigma and discrimination associated with mental illness
worldwide. GASA's mission is to share knowledge and
best practices to improve outcomes for those facing
mental illness stigma. Emphasising collaboration,
integrity, and inclusion, the GASA leverages lived
experiences and credible research to advocate for
mental health improvements and anti-stigma
awareness globally.t”

First person account

First person account

My opinion is that the root cause of my paranoia
and hallucinations was feeling that whatever
appeared in my mind was true...Feeling that
something was true without reason was not an
event | detected as abnormal. On the contrary, this
feeling made me try to prove the thought...I kept
expanding the sphere of my paranoia due to my
paranoid mindset. | went from picking up people’s
words to picking up news, thinking they were
talking about me. It ran step by step until it went
beyond my immediate world and was replaced by

my imaginations. There were so many rationales and

new pieces of “‘evidence”| encountered once my
imagination set in...My major symptom was voices
in the form of inserted thoughts.

From Rudy Tian. Schizophrenia Bulletin Open 2022. %

My mother is 76 years old and has had schizophrenia for over 50 years. She suffers from hearing voices and
sometimes having hallucinations. She lives at home on her own and is cared for by the family. She is
housebound due to arthritis and she has other health issues related to cardiovascular disease, kidneys and
diabetes due the side effects of the drug given to manage her schizophrenia. She does not understand that
she has a mental illness, yet she knows she needs to take her medicine in order to feel better. She denies she
has an illness, so reasoning with her can be difficult. We monitor her everyday to ensure she takes care of
herself, in terms of eating, washing and general moving around. We organise ourselves around her, we shop,
clean the house and make her food while we also work in our own jobs and take care of our own families. We
have to arrange our holidays so that someone is able to stay with her. We have grown up knowing that there
was something not right with my mother. As we became adults, we started to understand the extent of her
illness. But there has never been any explanation from our GP on how it occurs and how we can handle her
when she goes into one of her episodes or starts talking about things that do not exist. Sometimes she can be
very lucid and perceptive but most of time we have to explain to her that what she is saying is not correct. We
try not to have too many visitors as we worry that she would offend people with her conversation.

| worry that, as the illness is genetic, | will pass it on to my children, so | am very vigilant for signs. We have
done a lot of internet searching to understand what she is going through and to understand what is best for
her. We have not been trained to take care of someone living with schizophrenia. We guide ourselves by
reading around the subject. My mother is lucky that she has a supportive family to whom she can invest her
energy with. I believe without that support she would have gone downbhill very quickly.

Davi Kaur, Caregiver, Antwerp, Belgium
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The impact of schizophrenia on caregivers and families

Schizophrenia also imposes a heavy toll on families significant others.® Many caregivers experience

and friends, who bear much of the day-to-day burden challenging emotions such as grief, exhaustion, anger
of care. A survey on this found that 68% of caregivers and fear for the future>* Some caregivers may find the
are parents or step-parents of the person with burden of care so excessive that they cannot continue
schizophrenia, 12% are siblings and 7% are spouses/ in their role.

Figure 4: Burden on family caregivers: what is the bigger picture?

m At the age of onset of a child’s mental illness, the age of family caregivers (40-60 years) and the possibility of
separation or divorce mean that they are at a time of great family stress and pressure.
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young adult
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Reproduced with permission from EUFAMI.

According to a Value of Caring report more than 43 hours of care every week, well in excess
commissioned by the Furopean Federation of of the average working week. Those who live with the
Associations of Families of People with Mental lliness person they support provide significantly higher levels
(EUFAMI): On average informal caregivers provide of care; on average more than 65 hours a week.”®


https://www.eufami.org/sites/default/files/2023-10/The%20Value%20of%20Caring%20Report.pdf

Compared with the general population, caregivers
of people with schizophrenia are at an increased risk
of developing stress-related disorders and physical
health problems. In one survey in the USA, 41% of

caregivers had provided care for more than 10 years,
and over half found it challenging to take care of their
own health when caring for somebody with a mental
illness (Figure 5).°

Figure 5: Caring for somebody with a mental iliness can take its toll on the caregiver. The figure

shows issues faced by caregivers in a survey by the US National Alliance on Mental lliness (NAMI).5®

Proportion of caregivers (%)

Have provided Provide Challengedto  Challenged to Feel taken Worry about
care for > 40 hoursof  find time for find time to advantage of what will
> 10 years care per week themselves take care of by loved ones happen to
their own health  living with loved one

Socioeconomic impact of schizophrenia

The economic burden of schizophrenia is substantial,
including direct treatment costs, social welfare
expenses, and indirect costs such as productivity
losses affecting both people with schizophrenia and
their caregivers.”" Indeed, despite its low prevalence,
schizophrenia was found to account for 8% of the
total costs associated with mental health conditions
in the UK.?A systematic review of 143 cost of illness
studies, including patients with a diagnosis of at least
one mental disorder, across 48 countries revealed
that compared to other mental health conditions
schizophrenia had the highest median societal cost
per patient worldwide at USD 13,256 purchasing
power parity (PPP) (mean 18,313;1QR = 13,671; range
3255-96 466) (Figure 6)3

Furthermore, a systematic literature review of the
societal cost of schizophrenia revealed significant
variations in annual costs across countries, ranging from
as low as USD 819 in Nigeria to as high as USD 94,587

in Norway,”? without adjustment for purchasing power

schizophrenia  when they die

parity. However, it is important to consider the potential
impact of adjusting for purchasing power and the year
that estimates come from. Additionally, the review
highlighted that productivity losses were the primary
cost driver, accounting for 32-83% of the total cost.”
The review mainly focused on studies that looked back
at past data. More recent improvements in treatment,
care, and changes in society may explain decreases in
the proportion of indirect expenses relative to the total
societal costs of schizophrenia, cited in more recent
studies.”®

What drives high costs for individual patients are results
of both individual, structural and treatment related
factors,” which is why it is crucial to look at how social
care, co-morbidities and treatment is organised.

Socio-economic factors also need to be taken into
account, not least as data show that younger people,
males and those without stable housing are most
likely to be associated with higher cost. The variability
may also be explained by differences in healthcare
systems, welfare system reforms, patterns of resource

17



Schizophrenia - The impact of schizophrenia

Figure 6: Taken from Christensen MK, et al.
Epidemiology and Psychiatric Sciences. 2020.
Societal cost per patient in US dollars adjusted

by country’s purchasing power parity and
inflation until year 2018 (USD PPP 2018) by
disorder group and country, ranked by USD

PPP 2018.
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Societal cost per patient in USD PPP 2018 (log scale)
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utilisation or diversity in the populations and data
sources assessed.

Research also indicates that different forms of supported
employment opportunities for people with severe
mental health conditions, can improve long-term
employment participation, for example as seen in
Scandinavia.”” Notably, nearly 40% of the studies did not
account for caregiver productivity losses, or productivity
losses due to premature mortality, which are significant
societal costs in themselves. The review also highlighted
the significant variability in methodologies used when
assessing the economic burden of schizophrenia.” This
variability largely stems from differing interpretations

of what constitutes direct and indirect costs across
countries. Such differences become particularly

evident during economic evaluations of schizophrenia
treatments.”®”” Consequently, the conclusions of one
analysis may not be universally applicable, limited

to the specific context and defined by the chosen
methodology.”¢””

For the purpose of this report, we understand the
different types of costs to typically be:

m Direct healthcare costs: inpatient, outpatient,
emergency department, long-term care, pharmacy
costs and other medical care.

m Direct non-healthcare costs: social services,
homelessness facilities, law enforcement.

m Indirect costs: wider socioeconomic costs such as
productivity losses from unemployment, and costs
such as informal caregiving.

Other costs such as the impact of stigma and
discrimination and premature mortality should not be
underestimated, although they are difficult to assess.

Looking at direct healthcare costs:

It is important to remember that studies focusing on
these costs may underestimate the overall burden.”
According to a 2020 overview in Europe, the annual
cost per patient varied from EUR 533 in Ukraine to

EUR 13,704 in the Netherlands, with inpatient costs
comprising the largest component. Drug costs
accounted for less than 25% of the direct healthcare
cost per patient. The study suggested potential savings
could be made through reduced hospitalisations,
targeted interventions, and improved patient adherence
to therapy.”

These findings align with a study from the USA, which
reported that two-thirds of the costs associated



with rehospitalisation were due to lack of treatment
efficacy, and approximately one-third were attributed
to lack of adherence.®® A reduction in the rate of
relapses underpinned the cost savings associated
with lurasidone (74 mg) compared to quetiapine XR
(300 mg), as assessed from the National Health Service
perspective in Spain and Italy.®'

Looking at non-healthcare costs:

Patients adhering to treatment have been found to

be cost saving, in a study from the Netherlands 2

and incremental cost savings per patient have been
observed when symptom burden is controlled. Indeed,
higher general Global Assessment of Functioning
(GAF) scores were associated with cost savings in
Sweden ® The GAF scale measures how much a
person’s symptoms affect their daily living on a scale
of 0 to 100 (with higher scores indicating improved
functioning compared with lower scores). These
findings suggest that attempts to improve personal and
societal functioning and avoid hospitalisation have the
potential to reduce the societal costs associated with
schizophrenia.

Contact with the criminal justice system is common,
incurring societal cost.?? However, this can be mitigated
by high-quality, early intervention services. Such
services can also reduce hospitalisations and increase
employment rates, leading to significant healthcare and
societal cost savings.?

Looking at indirect costs:

A critical indirect cost associated with schizophrenia

is the loss of patient productivity, as well as
unemployment, and caregivers'loss of productivity.”88
Related to this is the impact of negative symptoms.®
Difficulty in defining and measuring these symptoms
may mean they remain an underestimated aspect of
schizophrenia burden &£ Despite the limited data
availability, studies suggest that negative symptoms
contribute to higher healthcare cost.#* Negative
symptoms are a major component of long-term
morbidity and impaired functioning with respect

to the ability of people to live independently,

maintain relationships and to participate actively in
society.!314848889 A stydy on the impact of the negative
impacts also showed a link to the significant increase
in the number of workdays missed by caregivers®The
limited efficacy of current antipsychotics in alleviating
negative symptoms associated with schizophrenia may
therefore increase the cost burden #'%?

Direct and indirect cost studies covering various
countries across Furope (Ireland, Germany, the
Netherlands, Spain, Sweden, UK), the Americas (Canada,
Puerta Rico, USA), and Asia Pacific (Japan, South Korea),
indicated that the economic burden associated with
schizophrenia was primarily driven by indirect costs.
Indirect costs contributed to between 50% and 85%

of overall costs in 12 of the aforementioned studies.®
Similar results were observed from four studies in low
and middle-income countries (People’s Republic of
China, India, Sri Lanka and Thailand).*?

A review including 28 studies revealed significant
variations in caregiver burden across regions. Caregivers
in the USA spend on average 36 hours per week,

in Europe 29 hours, and in Asia around 8 hours per
week caring for people with schizophrenia. Annual
caregiver costs ranged from USD 1,586 in China to
USD 30,591 in the USA. In many cases, the burden

of informal care often exceeded that of formal care,
with 4% to 19% of caregivers stopping work due to
caregiving responsibilities. Loss of work productivity
emerged as a major driver of caregiving costs, with
significant variations across countries.”" Indeed, a
multi-national survey of 712 caregivers of people with
mental health conditions conducted between August
2019 and April 2020 found that informal care costs
are substantial, with mean weekly costs of care per
caregiver ranging from EUR 660 to EUR 2,223 depending
on living arrangements and valuation method. Overall
mean weekly hours of care were 43.42, rising to 65.41
for caregivers living with care recipients.** These
commitments also meant that 46% of the people
surveyed were balancing employment and caregiving
responsibilities and across all respondents, working
hours were reduced by 19 hours per week. These
changes may help to explain why more than half of
respondents were worried about their finances.

Recent studies highlight the higher average hours
and costs associated with schizophrenia caregiving

in Western countries (USA and Europe) compared

to other regions.”" Such differences may stem from
cultural, societal, and economic factors, as well as from
methodological differences in the studies. The severity
of symptoms has also been reported as a strong
predictor of indirect costs.”
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The patient pathway

The experience of every individual with schizophrenia will be different, but here is a visual representation of what
that journey could look like.

Figure 7: The schizophrenia patient journey.%¢-'%°
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The experience of every individual with schizophrenia will be different, but here are some examples of what some people might be experiencing at each stage

PRE-PSYCHOSIS

PATIENT

Patients may exhibit
disordered thinking and
speech, become
isolated, and begin to
behave erratically.

CAREGIVER
Caregivers often think
this is 'normal
behaviour, until
symptoms worsen and
the 1%t episode of
psychosis occurs.

NEEDS + ACTIONS

Better understanding of
mental health in
schools, addressing the
stigma of mental illness
and schizophrenia in
particular.

Education for parents,
teachers, and school
psychologists on signs
and symptoms of
mental illness in
children.

15T EPISODE OF
PSYCHOSIS

PATIENT

Patients often have an
outburst of positive
symptoms which
prompts hospitalisation.
Negative symptoms also
worsen. Misdiagnoses of
bipolar /depression are
frequent.

CAREGIVER
Caregivers first start to
realise medical
attention is required.

NEEDS + ACTIONS

Earlier identification of
prodromal psychosis,
leading to faster referral
to psychiatrist and
earlier intervention.
More accurate diagnosis
upon hospitalisation -
fewer misinterpretations
of 1%t episode of
psychosis as other
mental illnesses.
Appropriate treatment
given initially.

DIAGNOSIS

PATIENT

Patient experience of
diagnosis depends on
their acceptance, which
is influenced by the
physician relationship
and whether the
diagnosis comes early or
late relative to the 1°
episode of psychosis.

CAREGIVER

Caregivers become
more active at this point
and may attend
appointments.

NEEDS + ACTIONS

Patients may struggle to
accept diagnosis & the
prospect of long-term
treatment (especially if
they feel
'institutionalised').

In some cases patients
not told of their
diagnosis until later on,
making episodes
confusing and isolating.
HCPs need to engage
caregivers on what to
expect to better help
them support the
patient in the long term.

FIRST TREATMENT

PATIENT

Success or failure of first
treatment has a big
impact on the patient’s
attitude to the
treatment and their
condition.

CAREGIVER

Caregivers become
hopeful of a solution,
and may expect a “cure”.
They begin to find out
about the condition.

NEEDS + ACTIONS

Patients and their
chosen caregiver
should:

« be given realistic and
accurate information
about treatment
options, reasons for
chosen treatment,
limitations, and how
psycho-social factors
can affect outcomes.
identify recovery
options, personal
goals for recovery and
be involved in the

care planning process.

All patients:

should be warned
about potential
physical and
psychological side
effects to prevent
treatment withdrawal.
have the right to
psychological and
community care,
which should be
provided.
Caregivers should be
offered support and
training.

RELAPSE-RECOVERY
CYCLE

PATIENT

Patients begin to settle
into maintenance
therapy but factors such
as a lack of insight, poor
compliance, or
substance misuse may
lead to relapse,
prompting medication
review from their
psychiatrist or even
hospitalisation.

CAREGIVER
Relapses have a high
burden for carers and
may damage their
relationship with the
patient.

NEEDS + ACTIONS

Depending on their
level of insight, patients
may not understand the
importance of
adherence to
maintenance therapy.
Management strategies
for adherence & triggers
for patients and
caregivers & caregiver
emotional support for
relapse.

Patients and caregivers
may not recognise the
impending signs of a
relapse; this may also be
true of the HCP if they
have not had frequent
enough contact to
preventarelapseina
patient.

THE NEW NORMAL

PATIENT

Patients may grow
accustomed to their
condition and learn to
manage it. For those
patients with less
insight, each relapse
brings a worsening of
functioning and quality
of life.

CAREGIVER

Caregivers may settle
into routine of ongoing
support whereas some
may be unable to help
any further.

NEEDS + ACTIONS

Support for patients &
caregivers

getting lives set up for
stability and control (i.e.
help finding the patient
conducive work).
Ongoing engagement &
interest from HCPs in
their daily lives &
relationship with
medication, as well as
further HCP education
on relapse and disease.
Long-term compliance
support & relapse
management options.
Community support —
talking to other patients
with schizophrenia.




The goal of treatment: towards recovery

There is a widespread acceptance that some degree of
recovery is possible, despite the presence of residual
symptoms, and that some people with schizophrenia
may achieve full recovery.191% | ong-term studies have
shown that up to 50% of people with schizophrenia may
eventually reach some form of recovery.® This relatively
optimistic view stands in stark contrast to the previous
belief that schizophrenia should be regarded as a
chronic disorder with little hope of a good life.

Recovery in schizophrenia is defined in various ways.
Medical criteria for improvement or recovery generally
rely on changes in symptoms and measures of
functioning, assessed using various objective rating
scales; hence, clinical recovery is often defined as

the remission of clinical symptoms together with a
satisfactory level of functioning in the main life domains,
such as interpersonal relationships, work, school and
household.'®'%” For the person with schizophrenia,
definitions of recovery focus on progression beyond
the psychological effects of schizophrenia towards a
meaningful life in the community. '

Importantly, the recovery movement has been led by
people with schizophrenia. From their perspective,
recovery can be viewed as a process of personal growth
despite the presence of mental illness;'? thus, recovery
focuses on attainment of a fulfilled and valued life, rather
than on elimination of symptoms alone.'®'% Affected
individuals therefore consider themselves to be ‘in
recovery’and learning to live with their disorder, rather
than having recovered from'it.!%?

Recovery goals for schizophrenia should be determined
by the patient, as only they truly understand their
experience. Their recovery plan should therefore be
guided by their own choices and aspirations.
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Scientific advances in schizophrenia

Advances in diagnostics

Diagnostic criteria for schizophrenia are based on
subjective assessment of the presence and duration of
specific psychopathological symptoms and exclusion of
other conditions.'® This approach has limited predictive
value, particularly in the early disease stages. Today
however relevant biomarkers for timely schizophrenia
diagnosis are available:'%4

m Neuroimaging: Used to reveal changes in the brain.
m Peripheral biomarkers: Blood tests revealing brain
processes.

These biomarkers fall into two categories:

m Persistent biomarkers: Genetic markers that
categorise disease risk and potential benefit from
early diagnosis.

m Symptom-related biomarkers: Useful in assessing
disease progression and treatment response.

Despite these recent advancements in the

possibility of identifying genetic, inflammatory,
neurotransmitter, peripheral, and metabolic biomarkers
for schizophrenia,'® biomarkers for the prodromal
phase (i.e, characterised by early diseases signs and
non-specific symptoms) remain an unmet need.'”
Additionally, validated biomarkers for patient
subpopulation stratification to allow for more
personalised treatments are yet lacking."®

In terms of genetic and peripheral biomarkers,
understanding of schizophrenia’s genetic background
is growing. People with schizophrenia exhibit gene
expression alterations,'"' genomic variations,''? and
single nucleotide polymorphisms.'” Yet, this may only
identify a small patient subset (potentially less than
7%),''* indicating a need for additional cerebrospinal
fluid and/or peripheral markers. Heterogeneous
proteomic results'>and shared immune marker changes
between schizophrenia, bipolar disorder and major
depression®""”mean that multimodal approaches
may still be required to accurately identify positive
Signa|5.102,118ﬂ9

Regarding neuroimaging and electrophysiological
biomarkers, consistent brain morphology changes
in schizophrenia patients are apparent,*'2012! put

lack specificity and sensitivity for distinguishing
schizophrenia from other conditions.'#*'*

Although the fundamental importance of relationships
between healthcare professionals and patients within
care models also means that technological approaches
are unlikely to replace existing models entirely;'#
wearable technologies and passive monitoring also
show promise in augmenting diagnosis and monitoring
disease progression.'?1? Platforms like Health Outcomes
Through Positive Engagement and Self-Empowerment
(HOPES), and Mobile Therapeutic Attention for
Treatment Resistant Schizophrenia (m-RESIST) are
exploring the role of wearable devices in schizophrenia
management.'?® Current information mainly comes

from small-scale studies showing feasibility from the last
5-years,'?® with approaches like sleep pattern monitoring
and real-time autonomic dysregulation tracking.'?¢1%°
Continued work is needed to improve comparisons of
findings against clinically relevant assessment tools and
prioritise interventions that demonstrate improvements
in outcomes important to patients, such as treatment
adherence (the extent to which medication is actually
taken as prescribed) and relapse prediction.’!
Nevertheless, past studies indicate that young people
with a psychiatric history generally view wearables
positively,*? finding them acceptable while not inducing
any significant paranoia.'*

Advances in new drug targets and brain

stimulation interventions

Before we get further into this section, for those that are
unfamiliar with the science, we want to give you a quick
lay analogy, to help you digest the advances in this area.

The electrical signals that flow through our brains

are carried by specialised cells called neurons. These
electrical signals convey and transfer information,
that help to control how we think, move, experience
emotion and act. The transfer of information between
neurons, which happens throughout our brains, can
be likened to the flow of goods around the world.

In this analogy, our neurons act like packing and
distribution hubs and neurotransmitters can be
thought of as the parcels that are shared between
hubs. When a signal needs to be sent from one neuron



to another, neurotransmitter parcels are prepared and
sent across the gaps between them. Precise signals
can be orchestrated because receptor sites at the

next distribution hub, or neuron, are designed to only
accept certain parcels, in this case neurotransmitters.
When another distribution hub accepts a parcel, the
flow of goods is propagated. The intricate cycle of
sending and receiving neurotransmitter parcels allows
signals made up of multiple different parcel types to
be moved between distribution hubs across the brain
to their final destination with incredible accuracy. This
cycle and balance can be very delicate, with disruption
sometimes leading to mental health conditions such as
schizophrenia.

Schizophrenia is complex, because multiple ‘parcels’or
neurotransmitters in the brain may be affected, in their
balance, or transfer of information between neurons.
In schizophrenia, the neurotransmitters affected are
thought to be:

® Dopamine
m Glutamate
m Serotonin (5-HT)

m Acetylcholine

There may be other neurotransmitters and neurons
affected in schizophrenia, and we are still uncovering
the role of these neurotransmitters in schizophrenia
symptoms. Medications for schizophrenia aim to address
the balance of neurotransmitters.

Over the last decade progress in understanding,
diagnosing, and treating schizophrenia has been

slow. However, we now finally seem to be facing the
possibility of a meaningful improvement in treatment.

In phase 2/3 clinical trials, drugs targeting the balance of
neurotransmitters and neuronal signalling have shown
promise. For example:'

® Muscarinic acetylcholine receptors: Stimulation
of M4 muscarinic auto-receptors has been shown to
drive a number of processes that may be beneficial
in the management of schizophrenia symptoms,
including reducing dopamine transmission and
enhancing glutamatergic signalling."013413%

m TAARs: The activation of TAAR1 (a G-coupled
receptor activated by endogenous trace amines)
has been seen to modulate presynaptic dopamine
neurotransmission and signalling and regulate
glutamatergic signalling 22110140141 Taken together
these studies suggest TAART modulation may play a

role in schizophrenia. Nonetheless, additional research
is necessary to fully grasp the effects of TAART full

and partial agonists on dopaminergic signalling and
schizophrenia pathogenesis.'

m Serotonin: Drugs targeting the serotonin 5-HT ,
and 5-HT _receptors have shown promise in the
treatment of psychosis in Parkinson’s'** and potential
effects on negative symptoms in schizophrenia.™
There is also evidence that add on (augmentation)
therapy with drugs targeting 5-HT,, receptors further
alleviate positive and negative symptoms and
cognitive impairment, in patients already treated with
existing antipsychotic drugs."®

m Glutamate: Altered glutamatergic transmission
might contribute to schizophrenia,* with initial
treatment attempts falling short.? However, therapies
that inhibit glycine reuptake™®'* or d-amino acid
oxidase have shown some potential in improving
cognitive deficits, prompting further research."®

m Anti-inflammatory drugs: There may also
be potential benefit in using anti-inflammatory
medications as add-on therapies. Anti-inflalmatory
medications seem to effectively target the underlying
inflammatory states present in a subgroup of patients
with schizophrenia. 348150157 {Jsing such agents as
add-on therapies has shown promise in first episode
psychosis and in patients with predominant immune
alterations.!*81>2153 Future trials will aim to assess the
consistency of these promising initial findings.

These trials show the future potential to treat with
therapies that target different neurotransmitter systems,
or treat inflammatory processes, especially if such
approaches can be combined with biomarkers to
stratify patients. Importantly, many of the emerging
therapies for schizophrenia have shown positive results
in subgroups of patients and/or on certain symptom
domains, underlining the potential value of personalised
approaches.

Beyond pharmacological interventions, non-invasive
brain stimulation methods including transcranial
magnetic stimulation and transcranial direct current
stimulation (tDCS), have been shown to provide
potential adjunctive interventions for patients with
schizophrenia.'* Specifically, repeated administration

of tDCS has been shown to alleviate positive and
negative symptoms,'> as well as cognitive impairment'®
associated with schizophrenia.
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Advances in adherence to antipsychotic medicine

Adherence™ to antipsychotic medication can be
improved by understanding an individual’s reasons

for non-adherence and by involving the patient in
treatment decisions. Adherence therapy, combining
cognitive behavioural therapy and motivational
interviewing, is one way to ensure better adherence.

A systematic review of randomised trials assessing

the value of additional adherence therapy compared
with treatment as usual found a significant effect of
controlling psychiatric symptoms but only a minimal
effect on medication adherence.” Combining
educational and motivational strategies shows potential
benefits for adherence.”**Tailored multidisciplinary
approaches are most likely to succeed,” considering
the strengths and weaknesses of various methods.

The future might see telemedicine playing a role in
improving adherence, though more guidance is needed
on its optimal use.'s°

Long-acting injections (LAls) of antipsychotics are
another method to enhance medication adherence.
Despite evidence of improved rehospitalisation and
relapse rates,'®" barriers still exist that prevent the
widespread adoption of LAls and their use is often
limited to patients with established non-adherence
and a history of relapses.'®* Education for patients
and healthcare professionals is crucial to overcome
awareness, knowledge, and confidence issues in
prescribing LAIs.'®>183This includes understanding newer
LAls with fewer side effects, proper administration
techniques, and the timing of efficacy.'®* Considering
patient preferences is vital, and that LAls may be
perceived as coercive, earlier adoption may help to
encourage patients acceptance of the treatment.'®®
Furthermore, from a systematic review of clinical
practice guidelines, almost all (n = 18/19 [94.7%])
mentioned LAls, and 5 (27.8%) recommended use of
LAls for first-episode schizophrenia.'s®

A survey by the Global Alliance of Mental lliness
Advocacy Networks-Europe (GAMIAN-Europe) found
that being a member of a patient organisation/self-
help group has a positive influence on adherence.'s
Collaborating closely with caregivers and providing
comprehensive education can also prevent relapses and
support adherence.

“'Adherence’ requires patient participation and an effective partnership with
the healthcare provider, whereas‘compliance’has more to do with following
directions.


https://www.gamian.eu/
https://www.gamian.eu/

Treatments for schizophrenia: introduction

Schizophrenia arises from a multifaceted interplay

of biological, genetic, and environmental factors

(see Figure 2: Causes of schizophrenia).>**®
Consequently, its management typically involves a
blend of pharmacological treatments and psychosocial
interventions, alongside careful attention to physical
health and the treatment of comorbidities. Notably,
progress can be achieved even in the absence of some
of these components; it's not a binary scenario but
rather cumulative — the more we do (of the right thing),
the better.

Treatments for schizophrenia

Drugs that treat the symptoms of schizophrenia (known
as antipsychotic medication) form a cornerstone of
schizophrenia care.'” However, standard therapies

used to treat schizophrenia are only symptomatic

and provide control rather than cure.'®® Psychosocial
therapies are not always initiated until symptoms are
controlled. Medication, however, does not work in
isolation to improve symptoms. Moreover, there is some
evidence that not all people with schizophrenia require
long-term medication.'® Identifying patients who no
longer need treatment is very difficult, and important to
get right.

Management of comorbidities

In addition, coexisting physical illnesses (comorbidities)
are common in schizophrenia and need to be managed
alongside the psychiatric symptoms. Patients with
schizophrenia have a higher risk of cardiovascular
disease compared with the general population,'”
accounting for 17.4% of premature deaths of people
living with schizophrenia.'”! Thus, the psychiatrist should
be part of a multidisciplinary team, consisting of mental
health and other medical professionals, social service
providers and other relevant agencies (e.g., housing
authorities and employment agencies).

Importance of early intervention

There is a growing body of international literature
observing the benefits of early intervention in psychosis
assessed in randomised trials.'#'7> Furthermore,
longitudinal studies, observing a group of patients

with schizophrenia for 10-years after their first episode,
have shown that the first year is a key period for

social function interventions. In these patients, social
function interventions received within the first year
were demonstrated to improve long-term outcomes,
changing the trajectory away from disability. This
highlights the importance of multifaceted interventional
support early in the patient’s illness.'”® Research

has found that a combination of pharmacotherapy,
psychological therapy, and case management is optimal
for improving outcomes in early psychosis, particularly
in reducing psychotic symptoms and enhancing

social functioning. In a recent study, psychological
interventions showed greater effectiveness than
pharmacotherapy alone in reducing negative symptoms
of schizophrenia at 3-months and positive symptoms

at 1-year. Case management was also found to be more
effective than pharmacotherapy alone in reducing
positive and negative symptoms at 1-year'”’

Involving patients in treatment decisions

Treatment options should be discussed with and agreed
upon by the patient, who has the right to be fully

informed about their condition and available treatments.

This collaborative approach, where the patient’s consent
and understanding are at the centre, ensures more
effective and ethical recovery. It is important to note
however, that in cases where the patient may be a

risk to themselves or others, this approach might not
always be suitable. Other factors, such as facilitating the
removal of an individual from a stressful environment

to one in which they feel safe, can also play a key role in
recovery.'’®
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Figure 8: GAMIAN-Europe’s Charter for the Rights to Treatment and Care for People with

Schizophrenia.*®
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In 2019, GAMIAN-Europe produced a ‘Charter for 3. Provide a safe space prior to and during a crisis

the Rights to Treatment and Care for People with
Schizophrenia,” co-developed with individuals living

with and affected by schizophrenia. The purpose of the 4,

Charter was to define the rights to mental health care
and treatment and responsibilities of governments and

service providers.” Key recommendations from the 5.

Charter include:*®

1. Maintain patient rights, entitlements and
expectations for effective and safe treatment and
care.

2. Create mental health services that are respectful and
maintain patients’dignity and confidentiality.

episode, including alternatives to psychiatric
hospitals.

Ensure the provision of relapse prevention, early
intervention, wellbeing interventions and physical
health screening and care.

Provide recovery and beneficial social inclusion
activities including employment, voluntary and
other meaningful activities.


https://www.gamian.eu/wp-content/uploads/Patient-Charter-Schizophrenia.pdf
https://www.gamian.eu/wp-content/uploads/Patient-Charter-Schizophrenia.pdf
https://www.gamian.eu/wp-content/uploads/Patient-Charter-Schizophrenia.pdf

Treatments for schizophrenia: antipsychotic medications

Potential benefits and limitations of current
antipsychotic medications

Figure 9: Long-term (maintenance)
antipsychotic medication significantly reduces
the number of relapses (at 7-12 months) and
the number of hospitalisations in patients with
schizophrenia, compared with placebo (data
from a combined analysis of 65 clinical trials)."
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Most available antipsychotic medications primarily

act by blocking the effects of a neurotransmitter

called dopamine in the brain.'” Early introduction

of antipsychotic medication, can deliver sustained
demonstrable improvement in symptoms over 5-years.®
Maintenance therapy, or long-term medication has also
been shown to reduce the risk of relapse in people with
schizophrenia (Figure 9).'°

However, medications are usually not given early
enough, not until the severity of symptoms brings an
individual to the attention of psychiatric services.

Currently available drugs also have significant limitations
(Table 1). Full remission is achieved in only 30% of
patients’ and recovery in less than 15%.'% In between
20% and 50% of cases they may not control positive
symptoms'® and notably, they do not adequately

treat negative symptoms or cognitive impairment,

and many patients continue to experience persistent
psychotic symptoms.”*'2°1°2 This is a major concern,
because negative symptoms constitute a significant
barrier to independent living as they impact workability
as well as managing day-to-day chores and social
engagement.'?32181182|ndeed, negative symptoms are
more closely related to impaired functioning than
positive symptoms.'®

Cognitive impairment affects functions such as

verbal fluency, memory, attention, processing speed,
prioritising tasks and making decisions.'”'”? It usually
manifests years before the onset of full psychosis.'®” 18
Any improvements seen in cognitive impairment from
current antipsychotics appear to be due to reductions
in other symptoms, rather than direct effects on
cognition.'?'#1% Some have argued that effective
treatment of cognitive symptoms is the most urgent
priority for the medical treatment of schizophrenia.'”

Many patients show only a partial response to treatment.
Even when remission is achieved, few people are
completely symptom-free.'s”1”® In addition, up to one-
third of people with schizophrenia show a poor response
to antipsychotic medication, and some may develop

Table 1. Potential benefits and limitations of current antipsychotic medication

Benefits

m Reduction of positive symptoms

m Treatment of acute episodes

m Reduced risk of relapse

m Provision of stability and a platform for other
treatments

m Reduction of aggression and hostility

m Reduced suicidal behaviour

***For a description of symptoms see: Figure 1: Symptoms of schizophrenia

Limitations

m Limited efficacy against negative symptoms
m |nadequate treatment of cognitive impairment
m Troubling side effects or tolerability issues
m [ ow acceptability to some patients
m Poor adherence
m Negative perceptions
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treatment-resistant schizophrenia.'? Treatment resistance
is common,'®and in about 10% of cases it is apparent
after the first episode.'? Symptoms can be improved in
some patients with treatment-resistant schizophrenia.'®” 1€
Careful and specialist management and monitoring

are required in such cases,'®"" and timely intervention
may help to avoid prolonged treatment with ineffective
medications. The potential effectiveness of clozapine

in addressing key clinical aspects of schizophrenia is
reflected by its inclusion in national and international
treatment guidelines.'? Despite this, barriers to its use
persist, resulting in a low proportion of patients receiving
the drug and/or delays of several years prior to its

use.'” Systematic reviews of previous research studies
highlighted the need for education and training alongside
the utilisation of interdisciplinary teams who can deliver
integrated care as potential ways to address these
challenges.''** Adaptations may be required at the level
of individual prescribers and healthcare systems, while
expanded use of technology and development of clinical
monitoring checklists may also help. 1%

Antipsychotic medication is also associated with

a number of side effects (Table 2)."°"** These can

be severely troubling and may limit adherence to
treatment, thereby reducing the potential for recovery.
Individual agents differ in their side-effect profiles, but
among the most common effects are motor symptoms,
metabolic disturbances and hormonal disturbances.

Adherence is often low in people with schizophrenia at
about 50%.'22%20" Discontinuation of medication can
lead to serious consequences for the patient including
relapses and potential withdrawal syndrome; hence,
accurate, detailed clinical assessment is crucial in all
cases. Studies observed rates of recurrent episodes
following discontinuation of antipsychotic medication
of between 77% and above 90%,%* with non-adherence
to medication repeatedly cited as a driving force.” Non-
adherence is a complex concept and appears to involve
interactions between patient attitudes and perceived
stigma, healthcare systems factors as well as clinical

and treatment challenges.?® Furthermore, patients with
major psychiatric disorders are predisposed to being
non-adherent as a result of lack of insight about their
conditions and impaired reasoning.?® Individuals who
respond well to medication may be those who benefit
the most from continuing treatment and subsequent
psychosocial therapy.'#?% Most guidelines suggest that
antipsychotic medication for people with a first episode
of schizophrenia should be maintained for at least
6-months to 2-years, 1215207

Table 2. Potential chronic side effects of current antipsychotic medication'"%°

Movement
symptoms

Metabolic changes

| |
These can increase the risk .
of metabolic syndromeor ®
cardiovascular disease | |

Weight gain

Slow, stiff movement and tremor (parkinsonism)

Abnormal muscle tone or muscle spasms (dystonia)

Involuntary movements (tardive dyskinesia)

Subjective experience of restlessness and restless movements (akathisia)

Increase in blood glucose levels
Increase in cholesterol levels
Increase in triglyceride levels

Irregular heart rhythm (corrected QT (QTc) interval prolongation)

Symptoms caused : glry mouth
by changes to levels Uiy st
of acetylcholine m Slower than usual heart rate
m Constipation
m Low blood pressure (hypotension)
. o [ |
P:yswlogmal m Sleepiness (sedation)
changes m Seizures
|

Changes in the level of the hormone prolactin, which can lead to sexual dysfunction



Treatments for schizophrenia: psychosocial therapies

Psychosocial therapies play an important role in

the treatment of schizophrenia. These therapies

are aimed at improving the patient’s functioning in

the community, which in turn can result in clinical
improvements, such as reductions in the number of
relapses or hospitalisations. Substantial evidence already
supports the use of many psychosocial therapies in
schizophrenia, including cognitive behavioural therapy#
(CBT) for psychosis, cognitive remediation and social

skills training.'>19202208209 Sevieral other approaches also
show promise (Table 3)."° The disability associated with
schizophrenia is often wide-ranging, so psychosocial
therapies may be combined to address multiple issues.
For example, social skills training might be provided

as part of an integrated programme that also includes
family psychoeducation, cognitive remediation and
cognitive behavioural therapy."

Table 3. Many psychosocial interventions have been shown to improve outcomes in schizophrenia
(evidence-based approaches), and others are being developed and evaluated (promising

approaches).%2%8

Evidence-based approaches

B Assertive community treatment

m Cognitive behavioural therapy for psychosis
m Cognitive remediation

Family therapy/psychoeducation

Peer support and self-help strategies

Social skills training

Supported employment

Integrated treatment for coexisting substance
abuse disorder

Assertive community treatment (ACT)

The assertive community treatment (ACT) model

was developed to address the rise in relapse and
hospitalisation rates that followed the shift from
institutionalised to community care in the USA from
the 1980s."° This approach, aimed at a subgroup of
patients who are high users of services, involves a
multidisciplinary team working in the community

to provide a range of services, including medication
management, practical support (e.g., with housing) and
rehabilitation. It is characterised by a high frequency

of patient contact and low patient-to-staff ratios,

thus making substantial demands on healthcare
resources.'”? However, for this and other psychological
therapies, the increased time spent with patients may in
itself contribute to positive outcomes.

Promising approaches
Cognitive adaptive therapy
Healthy lifestyle intervention
Interventions targeting older individuals

Social cognition training

[
[

[

m Prodromal stage intervention

[

m Social rehabilitation (Clubhouse Model)

Research from various countries indicates that ACT
leads to lower rates of homelessness and hospitalisation
compared to standard care. Previous analyses have
shown that patients receiving ACT were more likely to
live independently and ACT was also found to reduce
rates of homelessness.?'® Evidence also suggests that
ACT provides a cost-effective option while reducing

the average length of hospital stays and rates of re-
hospitalisation.?'

Although ACT can help people with schizophrenia
to live stably in the community, the available
evidence suggests that it has only a limited impact
on other outcomes, such as core illness symptoms,
social functioning, employment or arrests and
imprisonments.'#21°

$Cognitive behavioural therapy: a talking therapy that helps people manage their iliness by changing the way they think and feel
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Cognitive behavioural therapy (CBT) for psychosis

Psychotic symptoms may persist despite antipsychotic
medication, and this can create a significant barrier

to recovery.” CBT directed towards psychotic
symptoms aims to reduce the severity and resulting
distress. Many studies have shown that this approach
improves social functioning, reduces positive and
negative symptoms and decreases mood disturbances,
compared with control groups.'”?'? Other studies,
however, have not shown such improvements, and the
effects of CBT on outcomes such as hospitalisations,
depression, suicidality and insight have not been
clearly established.® A systematic review concluded
that CBT offers no clear advantage over other
psychosocial therapies, including family therapy and
psychoeducation 2’

Cognitive remediation

Cognitive remediation programmes usually involve
exercises designed to improve aspects of cognition,
often combined with teaching strategies to enhance
performance of these exercises; they may also include
strategies for coping with cognitive impairment.’® Most
studies have found that this approach is effective in
improving cognition, but its effects on psychosocial
functioning are more variable.'”?'*?"> Cognitive
remediation models differ considerably, however, and the
number of robust studies in this field is limited.?® It has
been suggested that cognitive remediation enhances
the effects of other forms of psychotherapy by increasing
the ability to learn new skills." Furthermore, there is
some (very limited) evidence that it may protect against
schizophrenia (related to loss of grey matter in the brain
over a 2-year period)?'® and improve the number and
functionality of nerve cell connections in the brain.?"

Family therapy/psychoeducation

Many people with schizophrenia live with their
families, so family therapy (also known as family
psychoeducation) can play an important role in
promoting recovery.'?'8 This process of educating
individuals and families about the nature and symptoms
of the illness enables them to develop adaptive coping
strategies, capitalise on their strengths and learn self-
care. An educated individual (and their family) is then
better able to participate in shared decision-making.
Family psychoeducation offers a valuable opportunity
for people with schizophrenia, their families and

healthcare professionals to exchange insights about
their personal experiences of schizophrenia and the
care available. Importantly, family members can provide
continuity for a person with schizophrenia, even if
healthcare professionals involved in their care change.

The family therapy/psychoeducational approach aims
to foster collaboration among family members and
healthcare professionals. Studies have consistently
shown that family psychoeducational approaches are
effective in reducing relapses and hospitalisations,

and to some extent in improving social functioning.
19208219220 There is also evidence that these benefits
persist during long-term therapy (5-years).””! One early
analysis showed that relapses and hospitalisations could
be reduced by about 20% when families were included
in the treatment, compared with usual care.'® In another
study, the relapse rate at 2-years was 40% in patients
whose families received psychotherapeutic support,
compared with 75% in those whose families received no
help.??2 The greatest benefits of family psychoeducation
appear to be seen in people with a first episode

of psychosis or a recent onset of schizophrenia.?®
Furthermore, the benefits of psychoeducation also
extend to family members, who report reduced levels
of distress, improved family relationships and enhanced
coping and empowerment, >4208221

Multifamily group psychoeducation

Multifamily group psychoeducation is another useful
family-based intervention. In this model, trained staff
lead a group of individuals with schizophrenia and their
families, who are provided with information about the
course and treatment of psychotic disorders. They are
also trained in the use of structured problem-solving
exercises designed to help them meet the challenges
of living with or caring for a person with a psychotic
disorder.22422> Such a multifamily approach can reduce
relapse rates to a greater extent than single-family
psychoeducation, which itself improves relapse rates
to a greater extent than treatment without family
psychoeducation.?#??” Moreover, the addition of
multifamily group psychoeducation to antipsychotic
medication approximately doubles the effect size of
medication alone 22622

Paradoxically, however, the provision of information
can increase ‘self-stigmatisation’among people with
schizophrenia, causing them to anticipate prejudice
and discrimination.®??822*Nevertheless, in the long

term, psychoeducation - supported by appropriate



antipsychotic and psychosocial therapies — appears to
be effective in reducing the burden felt by many people
with schizophrenia and their families. !

Supported employment

The right employment opportunities are shown to
improve emotional and psychological well-being in
people with schizophrenia living in the community.?
For people with schizophrenia, that have experienced
psychotic episodes, some jobs may be less suited to
their condition and support from a psychiatrist to
navigate this and/or their career may be beneficial.

Lost employment is one of the largest causes of cost
burden of mental health, to society.?*' Supported
employment programmes help people in joining or
re-entering the workforce.”' Programmes adopt a
“place and train” method, emphasising competitive
employment as the target, with continued support for
job retention.*! The Individual Placement and Support
(IPS) approach, a subset of supported employment, is
guided by eight core principles, including employment
specialists integrated into mental health services,
playing an intermediate role to match jobseekers
preferences with employers in a competitive job
market, and initiating rapid searches for competitive
employment.®' Systematic reviews indicate supported
employment interventions, particularly IPS, are

highly effective in helping people with mental health
conditions into work.?*'

Telemedicine

Telemedicine, encompassing tools such as video calls,
online forums, apps, texts, and emails, has become
increasingly important in mental health care, its
effectiveness particularly highlighted during the
COVID-19 pandemic’s isolation periods. This technology
enables flexible access to psychiatric services for
individuals with schizophrenia, either from their homes
or specialised facilities.?*

While telemedicine’s accessibility and convenience

are invaluable for the continuous management of
schizophrenia, particularly for those geographically

or physically restricted from reaching their healthcare
team, it also brings to the fore numerous ethical

and regulatory issues that are yet to be resolved.

These include concerns about patient privacy and

data security, especially given the sensitive nature of
psychiatric information. The need for robust frameworks,

for example as laid out in the Mental Health
Commission of Canada’s Assessment Framework
for Mental Health Apps, or the Australian
Government’s Guide for Service Providers becomes
crucial in this context. These frameworks must address
not only the safety and quality of digital mental health
applications but also the ethical implications of their
use.?*3* Furthermore, there is a pressing need for

clear regulatory guidelines to govern telemedicine
practices, ensuring that they comply with medical
standards and protect patient rights. While telemedicine
offers significant benefits for managing mental health
conditions like schizophrenia, its ethical and regulatory
challenges must be carefully navigated to fully realise its
potential in a responsible and patient-centric manner.?*

Peer support and self-help strategies

People with and affected by schizophrenia, can offer
powerful and eloquent insights into the condition. As a
result, peer-led interventions have an important place in
schizophrenia care, and this approach has been actively
promoted.?#%237 Peers play an active role in mutual
support or advocacy groups.2*?'® Peer-led groups such
as the National Alliance on Mental lliness (NAMI),
EUFAMI and GAMIAN-Europe work together to help
both themselves and the people they care for. Such
groups can provide support in a number of areas
(Table 4) >’

Table 4. Areas in which peer-led and advocacy
groups can provide support to people with
schizophrenia.?®’

m Social environment

m Provision of feedback about current status and
experiences

m Psychoeducational information
m Cognitive and environmental antidotes

m Beliefs and attitudes that define the activities
of group members

m The recovery model is an example of a
cognitive antidote that can change an
individual'’s attitude to their illness

m Patient and family education
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In a report from the UK Schizophrenia Commission,
48% of people with schizophrenia identified self-
management strategies as an important factor in their
recovery.>* The importance of peer-led interventions

is highlighted by experience with the Wellness
Recovery Action Plan- programme, which represents
an important landmark in the application of self-help
strategies in schizophrenia. This programme has been
shown to improve symptoms, hopefulness and quality
of life compared with standard care, in patients with
severe, persistent mental disorders.?*® Such support
can substantially improve patients' wellbeing and
quality of life and should be available to all people with
schizophrenia.

There is also some evidence that self-help strategies
may be useful in postponing readmission to hospital,
although one study found no differences in clinical or
social outcomes between individuals who participated
in self-help groups and those who did not.?* It has

been suggested that peer-led strategies in mental
health reduced psychiatric inpatient bed use in the US
and Australia, resulting in cost savings which outweigh
the costs of the intervention.**

Social skills training

In people living with schizophrenia, problems with
psychosocial functioning are related to impairments
in social skills that may be present before the onset
of illness and that persist if not addressed." Social
skills training can improve social and daily living
skills, community functioning and other aspects

of social functioning. This approach also has a

small but significant effect on relapse rates. 209!
The value of social skills training may be limited
somewhat by decreased attention in people with
schizophrenia.?® However, attention-shaping therapy
or cognitive remediation (i.e, strategies to improve

Table 5. Potential benefits of psychosocial therapies'® 208-243.244

Intervention

B Assertive community treatment

Cognitive behavioural therapy for psychosis

First episode intervention for psychosis

Cognitive remediation

Family psychoeducation

Peer support and illness self-management training

Social skills training

Supported employment

Integrated treatment for coexisting substance
abuse disorder

Potential benefits

m Reduction in rates of homelessness and length of
hospital stays

m Decreases in both positive and negative
symptoms and mood disturbances, and improved
social functioning

m Improvements in quality of life, social functioning
and adherence

m Improvements in cognition and psychosocial
functioning

® Some improvement in social functioning, and
family coping and empowerment

m Enhancement of empowerment and ability to
cope with the illness

B Improvements in social functioning

m |ncreases in employment rates, hours worked and
wages earned. Gains in self-esteem and quality of life

m Reductions in substance use and arrests;
improved functioning


https://www.wellnessrecoveryactionplan.com/what-is-wrap/
https://www.wellnessrecoveryactionplan.com/what-is-wrap/

attention and cognitive performance) appears to be
useful in improving the acquisition of social skills in
schizophrenia.

Limitations of psychosocial therapies

Psychosocial therapies may not be appropriate unless
symptoms are significantly well controlled, and patients
have insight into their condition and the need for
treatment. Patient selection, for example, may be
important for a successful outcome. Highly motivated
individuals generally respond to cognitive remediation
better than those who are less motivated.?*> Moreover,
some people with schizophrenia may, if not treated with
antipsychotic medication, worsen when stressed by
psychosocial interventions. 24

The cost of some therapies, such as cognitive
behavioural therapy, may be prohibitive in countries
where they are not available through public health
services. Where public funding for cognitive behavioural
therapy is available, priority may be given to patients
with other mental health problems deemed to have a
high likelihood of remaining in paid employment.?” In
the USA, many psychiatrists will not accept Medicaid
patients (covering low income US adults, children,
pregnant women, elderly adults and people with
disabilities),?*® who are therefore excluded from
potentially beneficial psychosocial therapies. Similarly,
family psychoeducation for relatives is not currently
funded in many countries.

The use of cognitive behavioural therapy could be
extended by using specialised therapies to treat
individual symptom domains; however, this raises the
important question of how to identify people who
might benefit from this approach, and how it should be
funded.

With regards to telemedicine, while countries like the
Netherlands, Sweden and the US have advanced tele-
mental healthcare by easing legal barriers, challenges
persist. Many nations lack the infrastructure for
widespread remote care. Further, the digital divide,
influenced by racial and economic disparities, hinders
access.

In addition, it is important to consider cross-cultural
differences in belief systems, including religion and
spirituality, which may have an impact on mental
health.** Such factors are relevant during diagnosis,
when spiritual ideas need to be differentiated from
delusions. They are also important from a treatment
perspective, when religious beliefs can potentially help
in the recovery process by encouraging help-seeking
behaviour and engagement with treatment.2*°
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Treatments for schizophrenia:
management of co-morbidities

Healthcare professionals sometimes pay too little
attention to treating physical illness in people with
mental illness,® despite it being well documented that
schizophrenia is associated with a substantial burden of
physical illness. On average, people with schizophrenia
die 15-20 years earlier than the general population
(Figure 10)*%%>122 — 3 sjtuation that has been described
as"a scandal® This burden is the result of a number of
factors, including: %2

m A high frequency of poor health behaviours (e.g., poor
diet, poor oral health hygiene, lack of exercise, high
rates of smoking and alcohol or substance abuse).

m Under-diagnosis of physical illness.*

m Decreased access to health care compared with
the general population (furthermore, when care is
provided it is often too late and of poor quality).>#¢

m Suicide.

m Self-stigmatisation (people with schizophrenia may
be reluctant to seek health care because they fear
prejudice and discrimination).

m Self-neglect or inadequate self-care, as a
consequence of schizophrenia.

The scale of the problem is illustrated by a survey of
people with mental health problems in 27 European
countries, 20% of whom had schizophrenia. This
survey found that 86% of participants had at least one
physical health problem, of which the most common
were weight gain (45.7%), smoking (38.3%) and heart
problems (25.2%).%* Physical conditions such as
microbiota changes, immune system changes, thyroid
and other hormone changes, breathing (oxygen supply)
have an impact on symptoms, but these are often
under-assessed in many countries.

Weight gain and metabolic problems are common in
people with schizophrenia. It is not uncommon, for
example, for an individual to gain up to 5 kg or 6 kg

in weight within 2-months of starting antipsychotic
medication,®* and in many cases this can result in an
increased risk of conditions such as obesity, type 2
diabetes mellitus or heart disease.?? Poor diet and lack of
physical exercise may also contribute to these changes,
with previous studies concluding that diet may often be
poor in people with severe mental illness.>*

Figure 10: People with schizophrenia die
earlier than the general population. The figure

shows the mean decrease in life expectancy at
birth in people with schizophrenia, compared
with the general population, in London, UK.®

¥ General population
| People with schizophrenia

816
774
719

70 628
60
40
30
20
10

0

Men

Women
Increased rates of heart disease, compared with the
general population, are major drivers of early death
and ill health among people with schizophrenia. A
study from Sweden has shown that deaths from heart
disease, while decreasing in the general population, are
increasing among people with schizophrenia.?*¢ Under-
diagnosis and under-treatment may contribute to this
high mortality.

Life expectancy (years)

Data from the USA shows that individuals with diabetes
mellitus and schizophrenia are less likely to receive
statins to lower their cholesterol levels, than those
without schizophrenia.?” In one study, people with both
diabetes mellitus and mental illness were less likely to
be hospitalised for treatment of diabetic complications
than those without mental iliness.?®

There may be potential in the use of glucagon-
like peptide receptor-1 agonists for the treatment
of cardiometabolic risk factors in patients with
schizophrenia. A previous systematic review
demonstrated that use of such agents reduced



weight gain and improved key metabolism markers.?*®
However, barriers exist with respect to monitoring

and managing cardiometabolic risk factors in patients
prescribed antipsychotic medication, and there is a need
for clear guidelines and educational resources to try and
address these *

Smoking is another major cause of ill health in people
with schizophrenia. Smoking is often combined with a
poor diet and obesity.®" Interventions to stop smoking
should therefore form part of schizophrenia care.'>2
Evidence suggests that smoking cessation strategies
that work in the general population are also effective in
people with schizophrenia ®?

Alcohol and substance abuse is common in people
with schizophrenia: about 50% have a substance use
disorder at some time in their lives, compared with
about 15% of the general population.'® Such individuals
are often specifically excluded from clinical trials,
meaning that the evidence base for interventions in this
population is limited. Alcohol and substance abuse are
associated with a poor outcome in terms of relapses,
hospitalisations, impaired functioning and physical
iliness.'*?* Cannabis abuse is of particular concern, given
that it is a recognised risk factor for the development

of schizophrenia, particularly in young individuals.®” For
these reasons, reducing substance abuse in people with
schizophrenia is a priority.” Ideally, substance abuse
should be treated using a combination of medication
with psychological and behavioural therapies.®> Such
treatment should be integrated into psychiatric care,
rather than being provided by discrete agencies.'

In recent years increased attention has been given to
physical illness in people with schizophrenia, resulting in
better coordination of healthcare services, with primary
care physicians playing an increasing role. A study looking
at the economic burden of schizophrenia in patients in
economically underdeveloped areas of China came to the
conclusion that to reduce the burden of schizophrenia on
society, attention should be paid to actively preventing
other physical illnesses; reducing the length of stay in
hospitals; and improving community care.?%

Caregivers too are becoming increasingly involved

in monitoring the physical wellbeing of people with
schizophrenia, forming a ‘therapeutic alliance’ with
healthcare professionals. Indeed, family members

and physicians often recognise physical health
problems more readily than people with schizophrenia
themselves.>
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The policy landscape for schizophrenia:

historical context

Throughout the nineteenth and early twentieth
centuries, psychiatric hospitals were the primary care
facilities for those with mental health issues in Europe
and beyond.?®” From the mid-twentieth century,

due to the rise of the human rights movement and

the Universal Declaration of Human Rights in
1948, there was increased scrutiny on the treatment
of psychiatric patients.*"?Research indicated that
psychiatric hospitals had little therapeutic impact and
upheld patients’ disorders or even made them worse.?’

In some countries for example the Soviet Union,
psychiatry and diagnosis of “sluggish schizophrenia,’
was used to suppress political dissent, exemplifying
the misuse of medical practices for political control 2%
Documented cases by Amnesty International and others
show numerous individuals were wrongfully confined
in psychiatric facilities for opposing the state. This issue,
which led to the Soviet Union’s withdrawal from the
World Psychiatric Association (WPA), underscores
the ethical challenges in psychiatric diagnosis and the
risks of its exploitation for political repression. 2

The emergence of ‘typical’ antipsychotics from the
1950's initiated the closedown of larger mental health
institutions.?”® From the 1960s, health policy reform, in
response to the rise of the human rights movement
and the availability of ‘typical’antipsychotics, led to de-
hospitalisation in many European nations, transitioning
from hospital-based to community-based care.”’ Italy’s
1978 Mental Health Reform (Basaglia Law or Law 180)
exemplified this shift, with Italy closing its psychiatric
hospitals in favour of community services.?””"?® Shortly
after, community mental health centres and acute
psychiatric units began operating in the USA and other
countries,”* and community-based interventional
programmes started to emerge.?? Countries like Italy
introduced protected housing and diverse support
services, for example the Clubhouse psychosocial
rehabilitation model or Housing first, with many
nations following suit.?*? These were developed as

a potential approach to provide recovery-oriented,
evidence-based, long-term care in the community

for people living with severe mental illnesses like
schizophrenia.?*

In some countries deinstitutionalisation was supported
by corresponding welfare reform, for example USA
President John F Kennedy's October 1963 Amendment
to the US Social Security Act, which aimed to make it
more possible for people with mental health conditions
to live independently.?”® In other areas, such as Bulgaria,
deinstitutionalisation and a reduction in bed numbers
occurred with limited corresponding increased
community support, and this had negative impacts on
those affected.”’

The mid-twentieth century also saw the emergence

of non-government organisations (NGOs) focused

on mental health.?” Then in the early 1990s, the UN
highlighted the need for improved mental health care
practices globally, in relation to the inhumane and
then still prevailing bad practices in mental health
care®”In 1991, the UN General Assembly endorsed
the Principles for the Protection of Persons with
Mental lliness and for the Improvement of Mental
Health Care,”’ which provided 25 guiding principles
starting from fundamental freedoms and basic rights,
prioritising life in the community, regulating medical
examinations and medication, defining standards

of care and treatment, requiring informed consent

to treatment and informing patients of their rights.
These principles serve as a reference for interpreting
international human rights conventions. The WHO?"
and the Council of Europe*? have subsequently released
their own guidelines and recommendations based on
these principles.

Based on the 1950's Convention for the Protection
of Human Rights and Fundamental Freedoms,

in 2004 the Committee of Ministers of the Council of
Europe approved a set of guidelines on the Protection
of Human Rights and Dignity of Persons with Mental
Disorder,”® and later recommendations on how to
monitor and implement these guidelines. Together
these form a toolkit for the development of an
optimal organisation for human rights based on
an integrated community-level mental health service
system. 2%

In 1993, the UN General Assembly adopted

the Standard Rules on the Equalisation of
Opportunities for Persons with Disabilities,”’
emphasising the societal construct of disabilities
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and promoting equal opportunities for all. The 22

rules concerning people with disabilities consist of
four chapters — preconditions for equal participation,
target areas for equal participation, implementation
measures, and the monitoring mechanism — and cover
all aspects of life. 8! Following on from this, in the early
2000s WHO introduced a series of publications as part
of their mental health policy and service guidance
package and initiated the Mental Improvements of
Nations Development (MIND) project.

In 2006, the UN General Assembly approved the legally
binding UN Convention on the Rights of Persons
with Disabilities (CRPD),®’ which has transformed the
discourse on disability rights.32 The CRPD recognises
that people with disabilities, including those with
mental health conditions, should enjoy the same
human rights and fundamental freedoms as others

and promotes their full inclusion and participation

in society.”®” It represents a shift from a traditional
biomedical model of disability, which views disability as
an individual impairment requiring medical intervention,
to a social model emphasising that disability results
from environmental barriers denying equal rights.?*The
adoption of the CRPD, has spurred deinstitutionalisation
efforts in many European countries,®® and numerous
advances in law reform, rights based clinical practice
and supported decision making'" in countries around
the world.?32283

Article 12 of the CRPD affirms that people with
disabilities should make their own decisions, which must
be respected by others.? The right to legal capacity
encompasses both formal decisions, like marriage

or property transactions, and informal day-to-day
choices. Additionally, they should have an equal right
to property, financial control, and have equal assurance
of access to financial credit.?4% Often, these rights are
overlooked, with decisions made by guardians or health
professionals, a practice also know as coercion. Denial
of legal capacity can occur in various settings, including
homes, schools, workplaces, mental health facilities,
and even detention centres.?® The distinction between
“legal capacity” and “mental capacity”is crucial here;

the former is an inherent right, while the latter refers to
decision-making abilities. Support in decision-making
should be available, but with safeguards against abuse.
It should be proportional, free from undue influence,
and regularly reviewed by a trusted authority.?

The WPA advocates for non-coercive mental health
care alternatives,?®¢ aligning with CRPD principles.?
In 2020, the WPA emphasised collaborative efforts to
respect patient rights and improve care standards.?¢®
Their position advocates for patient involvement and
early intervention in psychiatric care, highlighting the
need for change led by psychiatrists.?®®

However, the application of the CRPD in mental health,
particularly for individuals with schizophrenia, remains
contentious.”#?* The debate revolves around the
concept of “legal capacity”and the undefined term “will
and preferences!?® Critics argue that the CRPD's strict
stance, especially in Article 12, could be detrimental

to the very individuals it aims to protect.®® Some UN
bodies and academic circles question whether the
CRPD’s strict interpretation ignores the nuanced reality
of decision-making capabilities.®®® By prohibiting any
involuntary intervention for disabled individuals, some
argue that this rigid interpretation risks harming those
incapable of making sound decisions, as they cannot be
compelled to accept necessary help.?® Critics suggest
that the CRPD needs reinterpretation, amendment,

or, in some cases, selective application to address its
problematic aspects effectively.?®

The policy landscape for schizophrenia: today

The creation of a supportive environment in which
people with schizophrenia can work towards recovery
is central to schizophrenia care. Indeed, it may be a
prerequisite for all other approaches discussed in this
report to be effective. A supportive environment is a
wide-ranging concept comprising various social and
legal factors (Table 6). At present, however, many
people with schizophrenia are not in a supportive
environment.

Attention to environmental needs can pay dividends

in helping people with schizophrenia achieve their
desired outcomes. Key environmental needs include the
ability to perform work tasks adequately, good financial
management and secure interpersonal relationships;
social function often improves when these needs are
addressed.?®' People with schizophrenia, however,

often face prejudice and discrimination when seeking
employment or training, or when trying to form close
relationships.®*

ﬁSupported decision making a tool that allows people with disabilities to retain their decision- making capacity by choosing supporters to help them make
choices. A person using supported decision making selects trusted advisors, such as friends, family members, or professionals, to serve as supporters.
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Table 6. Factors contributing to a supportive
environment.

m Supportive legislation

m Social inclusion

m Employment

m Housing

m Befriending

m Protection against discrimination

m Promotion of competence/capacity

m Use of the least restrictive treatment possible

m Family support and provision of childcare during
acute episodes

m Provision of social services

In creation of a supportive policy environment,
prioritisation of mental health continues to evolve

at a supranational level although generally with a

focus on general mental health and rarely directly
addressing the very specific and urgent needs of those
living with severe mental health disorders. Multilateral
organisations including the WHO, Organisation for
Economic Co-operation and Development (OECD), UN,
Asia Pacific Economic Cooperation (APEC), the European
Commission, The Council of Europe, The Council of the
European Union and the European Parliament currently
highlight the need for prioritisation of mental health.

Much of the guidance and recommendations can be
prioritised under the following themes:

1. Policy prioritisation of mental health

2. Policy guidance on access to quality mental
healthcare

3. Fostering a comprehensive, integrated health and
social care approach for serious mental health
conditions

Policy prioritisation of mental health

The WHO Constitution and the UN 2030 Sustainable

Development Goals are acknowledged as frameworks
guiding the pursuit of the highest attainable standard of
mental health, advocating for Universal Health Coverage
and quality essential health care services.?*

Emphasis is placed on strengthening leadership and
governance in mental health policy, in line with the
WHO's Special Initiative for Mental Health (2019-
2023), which aims to enhance access to mental health

services in 12 priority countries.? The WHO envisions
that by 2030, countries will have revamped their mental
health policies and laws to resonate with international
human rights standards.?**In the Asia Pacific region,
the APEC underscores the need to rejuvenate mental
health post-the COVID-19-pandemic, emphasising
research and policy enhancement.?®® Concurrently,
the UN accentuates the pivotal role of governments
in achieving Universal Health Coverage, which
indispensably includes mental health services,** and
advocates for resource allocation, knowledge sharing,
and international cooperation.??’

The concept of “Mental Health in all Policies” has gained
traction.???3%" The Council of the European Union, in its
2023 Conclusions on Mental Health, highlights a
comprehensive approach to mental health, focusing on
well-being, coping with life stresses, and contributing to
community.? This approach recognises the impact of
the COVID-19 pandemic and other societal challenges,
stressing the integration of mental health policies across
various sectors, including employment, education, and
digitalisation.?*2 Similarly, the European Commission
promotes cross-sectoral collaboration, urging sectors
beyond health, such as education, employment,

and social protection, to embed mental health
considerations into their policies. %23 The European
Commission believes this holistic approach can foster
social inclusion and destigmatise mental health.3 This is
supported by the ‘Healthier Together'initiative, which
addresses mental and neurological disorders among
other NCDs. The OECD echoes this sentiment, calling

Figure 11: Percentage of countries with a

stand-alone mental health policy as of 2020,
by region.?*®
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for social protection systems to be more attuned to the
needs of those with mental health conditions.®*

Furthermore, on the EU level the European Commission
has spotlighted the need to enhance mental health
through innovative care models, with a keen focus on
long-term care challenges.*®' Their strategy revolves
around reinforcing mental health systems, enhancing
access to treatment and fortifying community
services. > In parallel, the European Parliament has
urged its Member States to merge mental and physical
healthcare, recognising the intrinsic link between

the two.3%

Lastly the participation of patients in shaping

mental health policies is deemed crucial. The UN
encourages a participatory approach, involving those
with psychosocial disabilities and those requiring
mental health services in policy formulation and
implementation.??’

Policy guidance on access to quality mental
healthcare

A review by the WHO's World Mental Health Report
highlights a stark disparity in global mental health care
access: a mere fraction of those in need have access to
effective, affordable, and quality services.**Worldwide,
71% of individuals with psychosis remain untreated.3%
While 70% receive treatment in high-income

countries, this figure plummets to 12% in low-income
countries.3%2% Better lives for people with schizophrenia
is an achievable goal. Significant strides have been made
in recent years, but there is a substantial journey ahead.
Key to this progress is an integrated team approach,
necessitating the collaboration of psychiatrists, a range
of healthcare professionals, social care providers, and
other external agencies. Critically, this approach must
include active participation and partnership with people
with schizophrenia, their caregivers, families and other
support systems.

The Council of the European Union's 2023 Conclusions

on Mental Health *?and related reports and actions
by major organisations like the WHO** UN,*” European
Commission,**and OECD,** collectively underscore the
urgent need for accessible and affordable high-quality
mental healthcare.

To address these issues, the European Commission’s

Communication on a Comprehensive Approach
to Mental Health outlines principles for accessible

prevention, quality healthcare, and societal

reintegration.®® The focus is on integrated, multi-
sectoral policies and services, combating the stigma and
discrimination associated with mental health issues, and
promoting equality and anti-discrimination in mental
healthcare. The programme consists of 20 flagship
initiatives and is backed by EUR 1.23 billion in funding.**

The WHO has been prioritising mental health in its 13t
General Programme of Work (GPW13) for 2019-
2023. In line with this, the WHO Special Initiative for
Mental Health, with a funding goal of USD 60 million
over 5 years, aims to extend quality and affordable
mental health care to an additional 100 million people in
12 priority countries.”® This initiative is complemented
by recommendations from the WHO World Mental
Health Report which recommends strengthening
mental health care by changing where, how, and by
whom mental health care is delivered and received3®
Here they emphasise community-based networks and
arange of services that integrate mental health into
general healthcare and use of digital technologies

for self-help and remote care.*® Through their
Comprehensive Mental Health Action Plan 2023-
2030, WHO have set an ambitious target of doubling
community-based mental health facilities3% This is seen
as a pivotal step towards achieving Universal Health
Coverage, ensuring that mental health services leave no
one behind.273%

Capacity building and training are also key. The OECD
highlights training primary care workers to identify and
treat mental health conditions**while the European
Commission and UN focus on building capacities,
especially for displaced populations, and recruiting
and retaining skilled health workers in underserved
areas.??’292 This holistic approach is aimed at improving
mental well-being across the EU, emphasising
collaboration between Member States and the
Commission to enhance mental health resilience and
ensure high-quality care.?*?

In countries or areas with a low psychiatrist-to-
population ratio, the role of psychiatrists is increasingly
complemented by Psychiatric Certified Nurse
Practitioners (PHMNPs) and physician assistants with
psychiatric certification. These professionals often work
under the supervision of a medical director, providing
essential services. This approach can help address the
significant demand for mental health services.

For private healthcare systems, aligning reimbursement
mechanisms is also essential to support and sustain
high-quality care. Adequate funding is essential for
successful care. Investment should match that for other
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major conditions like cancer and heart disease. This
funding is vital for research, treatment, services, and
education of future mental healthcare professionals.
Currently, the availability of potentially effective
psychosocial therapies, funded by public healthcare
systems, varies widely across countries, often denying
many patients access to essential treatment. More
support is also urgently needed for independent
studies to explore and validate potentially beneficial
interventions.

Fostering a comprehensive, integrated health
and social care approach for serious mental
health conditions

In their 2023 Conclusions on Mental Health, the
Council of the European Union, recognises the urgent
need to transform mental health services from hospital-
centred to community-based settings, fostering a
comprehensive, integrated approach.?? The WHO
European framework for action on mental health
2021-2025° and the WHO Comprehensive Mental
Health Action Plan 2023-2030 further underscore
this need, highlighting the importance of responsive,
integrated mental health and social care services in
community settings, the aim being that people living
with mental health issues:?*

m find it easier to receive mental health and
social care services;

m are offered treatment by skilled health workers in
community-based settings;

m participate in the reorganisation, delivery and
evaluation of services so that treatment better suits
their needs;

B gain greater access to government
disability benefits, housing and livelihood
programmes, and better participate in work and
community life.

All 194 WHO Member States have signed up,
committing them to global targets for transforming
mental health by 2030. The WHO monitors progress
through their Mental Health Atlas** produced every
three years and their Mental Health Gap Action
Programme (mhGAP) *'° which provides evidence-
based guidance and tools to advance towards achieving

the targets of the Comprehensive mental health
action plan 2013-2030.%*

The European Commission’s'A Comprehensive
Approach to Mental Health’ announced in June

2023 recognises mental health as more than a health
issue, it involves education, digitalisation, employment,
research, urban development, environment, and climate.
The Communication outlines 20 flagship initiatives,

with financing opportunities worth EUR 1.23 billion,

to support Member States in this comprehensive
approach 3%

In October 2023, the WHO and the Office of the
High Commissioner for Human Rights jointly
developed Mental health, human rights and
legislation: guidance and practice. This guidance
sets objectives for mental health systems to adopt a
rights-based approach, outlining legal provisions for
deinstitutionalisation, access to quality community
mental health services, addressing stignma and
discrimination, and eliminating coercion in mental
health services. It includes a checklist for countries to
align their laws with current human rights standards.?""

Additionally, the OECD August 2021 report, A New
Benchmark for Mental Health Systems: Tackling
the Social and Economic Costs of Mental Ill-Health,
offers an analysis of mental health system performance,
highlighting recent reforms and identifying promising
approaches for better meeting mental health needs.
This report establishes a framewaork for understanding
mental health performance with internationally
comparable indicators, a method expected to grow as
more data becomes available3'?
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What more can be done?

Implementing the recommendations set out in this
report requires a collective and committed effort

from all stakeholders. Policymakers at every level,
clinicians, public agencies, and society at large must
engage proactively to drive change. This engagement
should also address the specific needs of LMICs where
disparities in healthcare access and resources are more
pronounced. Adapting global recommendations to
local contexts, acknowledging resource constraints, and
leveraging existing community resources are crucial for
effective implementation in these regions.

With commitment and concerted action from

all involved, this report envisions a future where
schizophrenia is not only effectively managed through
medical and psychosocial advancements but also
approached with a deep understanding and empathy.
The goal is a world where people with schizophrenia
are comprehensively supported, leading to improved
lives, social inclusion, and a more empathetic global
community. The collective efforts and commitment of
all stakeholders can transform this vision into a reality,
ensuring that individuals with schizophrenia receive the
care and support they need and deserve.

Treatment: what more can be done?

Promote early/pre-morbid detection or diagnosis
of those at risk of mental health conditions:
Implement comprehensive programmes for early/
pre-morbid detection or diagnosis, and early
intervention to address first episode psychosis.

The overall costs associated with schizophrenia

reflect the chronic and pervasive nature of psychotic
illnesses.”* Current evidence clearly highlights the
potential value of early intervention to address first
episode psychosis, with the intention of interrupting

the accumulation of burden and suffering that
schizophrenia drives, including both negative symptoms
and the impact on cognition.'”#3'3

For effective early detection of schizophrenia, a
multifaceted approach is essential. This approach

should integrate large population-based research to
understand neurobiological mechanisms, coupled

with identification of biomarkers, blood examinations,
functional brain imaging techniques, EEG for brain
activity analysis, and polygenic risk scores for assessing
genetic predispositions.™ Although our understanding
of psychotic disorders’ neurobiology is advancing,*'*and
biomarkers for schizophrenia are evolving,'®* there's
still a pressing need for more research to pinpoint
effective biomarkers3™

Ensure early implementation of psychosocial
therapies: Increase awareness of psychosocial
therapies and promote use as a primary treatment
approach.

The evidence base for many forms of psychosocial
therapy is so strong that there is a good case for trying
them before other potential treatments, for which

less supporting evidence is available. Clinicians and
payors need to understand the potential benefits of
psychosocial therapies better if these treatments are to
be made more widely available.

Ensure personalised, shared, and integrated
treatment plans:*'"° These should take into account
the individual’s iliness characteristics and support
needs, and involve an in-depth characterisation
of the patient’s condition and comprehensive
needs assessment, with a focus on social function
interventions.

Understanding each person’s illness and the personal
support they may need is essential in providing optimal
care. In order to implement a personalised, shared,

and integrated treatment plan, the person’s condition
should be characterised in depth, with their needs fully
assessed*”® This is particularly important during and
following a first schizophrenia episode,*'® especially
during the first year."”® In addition, assertive community
treatment has been demonstrated to improve social
motivation, depressive symptoms and quality of

life in first episode and multi-episode patients with
schizophrenia?'’
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Integrate physical health management in
schizophrenia care: Implement multi-disciplinary
care models to ensure effective physical health
interventions and lifestyle modifications, and
empower psychiatrists to actively monitor and
manage risk factors.

The management of physical ill health in schizophrenia
remains far from ideal ** Healthcare systems vary,
leading to differences in care pathways and ambiguity
in the responsibility for physical health management. In
some regions, primary care physicians are responsible
for treating physical illnesses in schizophrenia patients,
while in others, psychiatrists take the lead. To enhance
physical health management in schizophrenia, an
integrated approach involving clear coordination and
defined responsibilities among healthcare professionals,
including primary care physicians and psychiatrists, is
crucial.

As part of this, psychiatrists as medically trained
professionals, should play a proactive role in monitoring
the physical health of their patients. This involves

being equipped with the necessary tools and training
to measure cardiovascular risk factors such as obesity
(measured by body mass index or waist circumference),
high blood pressure, raised blood glucose and disrupted
levels of fats in the blood (including raised cholesterol
and triglyceride levels). It should also involve supporting
patients to access treatments for their co-morbidities,
including medication where appropriate, to reduce
cardiovascular risk, 70171318

The role of health coaching, community engagement,
and a multidisciplinary approach involving general
practitioners, psychologists, dietitians, and other health
professionals is indispensable. They not only encourage
adherence to these interventions but also provide
comprehensive care.

Include lifestyle interventions as a cornerstone

of schizophrenia management: Emphasise the
importance of lifestyle interventions such as a
nutritious diet, regular exercise, quality sleep, and
abstaining from smoking and substance abuse.
Engage a multidisciplinary team including general
practitioners, psychologists, dietitians, and other
health professionals to support these interventions
and provide comprehensive care.

Lifestyle interventions®'? are critical in supporting people
with schizophrenia. Adopting a nutritious diet, regular
exercise, quality sleep, and abstaining from smoking

and substance abuse can improve mental and physical

health. These interventions are crucial for addressing
conditions such as cardiovascular and respiratory
diseases, diabetes and metabolic syndrome. A positive
development is the increasing availability of exercise
equipment and other lifestyle measures in schizophrenia
clinics. Consistent monitoring and intervention are

key to ensuring the best physical and mental health
outcomes in these patients. Such evidence-based
lifestyle therapies are essential for enhancing the quality
of life for those living with schizophrenia.

Ensure continuity of care during transition

from adolescent to adult services: Maintain
continuous care for people with schizophrenia
during their transition from adolescent to adult
services, emphasising the importance of a strong
therapeutic relationship between clinician and
patient to improve medication adherence, work
performance, symptom management, and reduce
hospitalisations.

Continuity of care for people with schizophrenia when
they transfer from adolescent services to the adult
care system is crucial. A strong therapeutic relationship
between the clinician and patient has the potential

to yield improvements in adherence to medication,*?°
work performance®?' and symptoms, and reductions in
hospitalisations.??? Both parties should work together
to agree on treatment goals and to review progress in
meeting these goals.

Advance tele-mental healthcare globally: through
legislative reform and inclusive best practices.

Many countries face the challenge of insufficient
infrastructure to support widespread remote care,
compounded by the digital divide, which is significantly
influenced by racial and economic disparities.?*?
Addressing these issues through targeted legislation
and the implementation of best practices is crucial.
Ensuring equitable access and maintaining privacy in
remote care not only prepares us for future crises but
also extends comprehensive support to individuals with
psychosocial disabilities.?

Going beyond treatment: what more can be done?

Train educational staff for early mental health
intervention: Enhance the training and knowledge
of school nurses, guidance staff, college health
teams, and therapists in educational settings to aid
in early identification and management of mental
health issues, particularly among young adults.



Educational interventions for school nurses, guidance
staff, college health teams, and therapists can play a vital
role in early identification and management of mental
health issues, especially among young adults. Enhancing
their training and knowledge can significantly improve
early intervention and support.

Involve people with lived experience of
schizophrenia and informal caregivers in mental
health policy, research and training development:
Actively involve individuals with firsthand
experience to ensure policies and practices are truly
relevant and effective.

Standardise mental health data for enhanced
digital innovation and research: Promote research
and practices integrating digital technology with
mental health improvement efforts, while also
ensuring mental health data is standardised to
enable international comparison.

The Council of the European Union, in their 2023
Conclusions on Mental Health, and APEC both
emphasise the importance of routinely gathering
current, comparable data for monitoring progress and
directing investment in areas requiring improvement,
with an emphasis on international coordination.?*>%
This includes the imperative of standardising data
collection and meticulous curation to effectively shape
policy and practice.”* Concurrently, the WHO advocates
for systematic methodologies in mental health research
and data. They recommend that countries biennially
gather and disseminate a fundamental set of mental
health indicators, using their national health and social
information systems.* Findings are incorporated into
their Mental Health Atlas, which maps progress
against indicators within their Mental Health Action
Plan.3% Furthermore, the WHO has set an ambitious
target to double the global research output on

mental health, emphasising the need for a deeper
understanding in this field.3063%

Gather data for marginalised communities:
Building on digital innovation and research, gather
data on mental health in marginalised communities
and evaluate the accessibility of mental health
services in these areas.

The European Commission has spotlighted often-
overlooked segments of society.*®> They urge

nations to gather data on the mental health status of
vulnerable groups, such as the homeless and assess the
accessibility of mental health services in marginalised
and geographically challenging areas.?%?

Improve awareness of cannabis and illegal
substance risks in vulnerable populations:
Educate healthcare providers, including primary
care physicians and paediatricians, about the risks
of cannabis and illegal substances, especially in
individuals predisposed to psychosis.

Healthcare providers at all levels, including primary
care physicians and paediatricians, should be well-
informed about the potential risks of cannabis and
illegal substances, particularly for individuals with

a higher genetic predisposition to psychosis. This
knowledge is essential for advising patients, especially
teenagers and young adults, about the risks associated
with cannabis use.

Maximise cost savings with vocational
rehabilitation and/or supported employment:
Significant cost savings can be realised through
ensuring people with schizophrenia stay in the
workforce.”

Supported employment interventions can lead to
substantial savings in healthcare and societal costs, and
may decrease the likelihood of hospitalisation. Studies
show that at least half of those with schizophrenia who
participate in supported employment programmes
eventually secure competitive employment.?%

Key features of these interventions include a focus

on competitive employment, rapid job searching,
integration of employment and psychiatric services,
emphasis on the individual’s job preferences, and
ongoing job support.

Despite their capacity and willingness to work, many
people with schizophrenia struggle to find and sustain
stable employment due to a lack of support systems.3#
Typically, only 10-20% of individuals with schizophrenia
are engaged in competitive employment,'® and they
are 6-7 times more likely to be unemployed compared
to those without schizophrenia,?® Access to suitable
employment can positively influence mental health,
but it is crucial that the employment is of the right

sort: poor-quality jobs can result in job strain, which
can itself lead to poor mental health.*This is an
important issue, because employers often have low
expectations of people with schizophrenia, and hence
these individuals may end up in low-skilled jobs with
little responsibility, or in non-competitive (voluntary or
sheltered) work 3* Paid employment may be beneficial
to people with schizophrenia, even if this entails the risk
of disrupting established routines and habits — the so-
called dignity of risk''®
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The OECD is leading the charge in this area, emphasising
the importance of recognising the work capacity of
those living with mental health conditions, advocating
for early identification and provision of medical and
vocational support.**They also stress the need for tools
to identify work capacity, outreach tools for jobseekers
with mental health conditions, and strategies to combat
workplace stigma and discrimination.%*

Crucial to these efforts is the implementation of
workplace accommodations for employees with
schizophrenia. Employers should adopt measures to
support individuals with schizophrenia, such as:

m allowing flexible scheduling if needed (e.g,, if the
employee is experiencing drowsiness as a side effect
of their schizophrenia medication);

m providing a quiet working environment free from
distractions;

m allowing the employee to make up for time lost due
to doctor’s appointments;

m permitting home working when appropriate;

m dividing large assignments into smaller tasks with
clearly achievable goals;

m providing support and encouragement.

Integrate employment strategies with other
interventions. Supported employment measures
alone may not improve long-term employment and
economic independence in people with schizophrenia.
Thus, integrating these strategies with other
interventions such as cognitive behavioural therapy,
cognitive remediation and social skills training, is
crucial.2%®

Where paid employment isn’t viable, offer
volunteering opportunities. For individuals where
paid employment may not be viable, voluntary work can
offer a sense of purpose and engagement. Such roles,
providing a‘worthwhile day, can be beneficial even if
paid employment is not possible.

Do similar in educational settings: Implement
Individual Placement and Support (IPS) principles
in educational settings. Schizophrenia often develops
during adolescence and can disrupt education,
adversely affecting earning potential in adulthood.
Studies have shown that applying IPS principles to
education can help these young people complete their
education and find paid employment.>>** Educational
establishments should modify their policies and
practices to address the unique needs of students with
schizophrenia, with the potential for long-term benefits

First person account

A lot of my peers say that they want to work. To be
honest, | doubt their sincerity because sometimes |
see tears in their eyes when talking about their work.
What can one do when one’s essentials depend on
others? | am on the other side: | hope the doctors,
hospitals, and governmental institutions give me the
option of not working and enjoying my leisure so
that | have something to celebrate in my life. This
request of mine extends to the general public. In
addition, | hope society can provide some places for
me to meet some friends and do something with
peers so that | am not so isolated. As a matter of fact,
| have the above two right now, but only hope they
will not be taken away. | also hope that the
medications are innovated so that they provoke less
sedative effects or do not have to lower the level of
dopamine.

From Rudy Tian. Schizophrenia Bulletin Open 202232

including increased vocational potential and reduced
interactions with law enforcement 2432

Taking care of the caregiver: what more can be
done?

Mitigate caregiver burden in schizophrenia

To alleviate the economic and emotional stress of
caregiving for schizophrenia, it is crucial to recognise the
dual burden of financial and psychological pressures.
These strains not only diminish quality of life, affecting
work, social interactions, and physical health, but also
lead to significant productivity losses and societal costs.
Enhancing training and support for caregivers is a key
strategy for mitigating these impacts and achieving
substantial cost savings.”"”® Another approach is to offer
respite to the caregivers, so that they are able to take
time for self-care. Ensuring caregiver health and well-
being is crucial for both the caregiver and the person
living with schizophrenia. Caregivers must be seen
beyond their role, deserving a life of fulfilment and joy.
Friends and family of caregivers should learn to facilitate
this, which can be achieved through organised trainings
or workshops. To support caregivers EUFAMI have
developed an interactive playbook to offer guidance
for people in this role3¥



https://eufami.org/
https://eufami.org/en/interactive-playbook-launched-to-help-support-carers-of-people-with-schizophrenia-0

Incorporate caregiver burden into Health
Technology Assessments

Despite up-to-date data on indirect costs, a
comprehensive global understanding of the economic
burden of caregiving is still lacking.”" Integrating
caregiver experiences and impacts into the evaluation
criteria of Health Technology Assessments (HTAs) would
promote a more inclusive and effective approach to
assessing treatment. Although HTAs aim to optimise
population health by considering all direct health
impacts, including those on caregivers, they often
neglect the aspect of caregiver burden. Bridging

this gap is critical for enabling HTA bodies to make
well-informed decisions, especially considering the
significant strain on caregivers. Potential methods to
incorporate caregiver impact include its integration
into Randomised Controlled Trials of treatments or the
utilisation of real-world evidence 3%

Empowering people with schizophrenia:

what more can be done?

Address the complexities of legal capacity and
involuntary treatment in line with human rights:
Implement non-coercive alternatives in mental
health care, emphasising supported decision-
making and defining legal capacity for individuals
with psychosocial disabilities, in alignment with
human rights principles. Transition towards
community-oriented, evidence-informed, and
individual-focused mental health interventions,
guided by the UN CRPD and global human rights
benchmarks.

There is broad consensus that coercive and compulsory
methods are overused, and evidence supports the
adoption of non-coercive alternatives.”*? Supported
decision making™ initiatives are gaining momentum.?*
That said, clinical practice and policy making continue
to struggle with questions relating to the exact scope
of legal capacity for people living with psychosocial
disabilities.?®®” They struggle with the nature of supports
that might be appropriate and contextually relevant,
and with how to go about regulating these matters.?*?

Some countries, like Germany**and Norway?**° have
suggested that restraining legal agency when a person
can't make decisions in their best interests, even with full
support, aligns with the CRPD and doesn’t undermine

legal status.?? Denmark®'and France*? have similarly
argued that, while legal standing is an inherent and
universal right, legal agency can be restricted when
required.?*? Debates also surround involuntary treatment,
with concerns about safeguarding individuals and
public safety.?*? Indeed, Freeman MC, et al. (2015) argue
that the CPRD's requirements deviate in a problematic
way from previous internal agreements on human
rights and previous WHO recommendations.*** They
fear a paradoxical effect of the General Comment of the
UN Committee, through which fundamental human
rights could be violated instead of better protected.
However, advocates argue that coercion perpetuates
discrimination and can lead to abuse.?*

As we touched upon earlier, the WPA's initiatives focus
on implementing coercion-free mental health care
worldwide.?#2% Acknowledging the overuse of coercive
practices, the WPA calls for action to ensure high-quality,
rights-respecting care.”®?¥% This includes involving
patients in care decisions, promoting early intervention,
and creating recovery-oriented systems. 2625 The \WPA
encourages stakeholders to consider evidence-based
alternatives and actively develop and implement them.
The goal is to improve mental health care standards,
respecting the rights and promoting the well-being of
patients and their families.?2% Similarly, the WHO has
introduced best practice guidelines as part of its 2017
QualityRights Initiative.”® The WHO has also made
significant investments in training for this care model
globally, collaborating with policymakers and disability
rights advocates.”®

EUFAMI advocates for mandatory training in de-
escalation, human rights awareness, medical ethics,
understanding mental health laws, exploring non-
involuntary admission options, responsible use of
coercive measures, rights to appeal processes, and
promoting a recovery culture in mental health care®**

The UN CRPD emphasises international collaboration
in framing mental health policies, plans, and laws

in line with human rights principles, particularly in
humanitarian contexts.?®2 The call is for a shift to
community-oriented, evidence-based, and individual-
focused care.?® A UN-commissioned literature review
for the Special Rapporteur on the Rights of Persons
with Disabilities examined literature on alternatives to
coercive practices. This review found various effective
practices, policies, and interventions at multiple levels,

“Supported decision making is a tool that allows people with disabilities to retain their decision- making capacity by choosing supporters to help them make
choices. A person using supported decision making selects trusted advisors, such as friends, family members, or professionals, to serve as supporters.


https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools
https://eufami.org/
https://www.un.org/development/desa/disabilities/resources/general-assembly/convention-on-the-rights-of-persons-with-disabilities-ares61106.html

46

Schizophrenia - What more can be done?

underscoring the need for a comprehensive policy
framework. It emphasised the critical role of both
high-level and grassroots leadership, including peer
involvement, in fostering a culture that minimises
coercion. The review identified the necessity for

new community-based crisis services and redefined
mental health support as ‘crisis resolution’and ‘general
support’ Effective strategies for reducing coercion
include national oversight, organisational culture shifts,
and independent advocacy. The report encourages
future research focused on mental health care policies
that respect dignity and autonomy while reducing
institutional coercion.3 Both the European Commission
and the WHO support this approach, urging countries to
align their mental health strategies with global human
rights benchmarks by 2030.2%4303

Combat Stigma: Collaborate with a wide range

of organisations to reduce mental health stigma,
fostering an environment of understanding and
acceptance, through initiatives such as public
education programmes and awareness campaigns.

The European Commission, in tandem with the

OECD, are working on dismantling the stigma and
discrimination tethered to mental health 3% The
overarching goal is to cultivate an environment

where mental health is devoid of prejudice and
misconceptions.3%3% Still, this is an area where efforts
needs to be made on a local level, across multiple
communities and cultural settings. In Canada, the “Bell
Let’s Talk' initiative focuses on enhancing mental
health awareness and acceptance, emphasising four
main pillars: combating stigma, expanding access to
healthcare, funding top-tier research, and setting the
standard in workplace mental health.3*” For example
through this programme a collaboration between a
drop-in centre and a Toronto university has resulted in
a monthly 30-minute radio show about mental health,
hosted by clients of the centre. This programme’s
episodes are available on platforms like Google Podcasts
and Apple Podcasts, with this type of initiative bringing
about tremendous change in the community through
public education ¥’

Improve the availability of peer-led support

and guidance: Acknowledge the significant role
these interventions play in recovery-focused care,
even amidst the difficulties arising from disjointed
schizophrenia services.

Peer-led interventions are gaining acknowledgment

as a vital component of recovery-focused care,
notwithstanding the hurdles created by the segmented
nature of schizophrenia services. They are particularly
crucial for young individuals with schizophrenia.2%®

Improve access to disability benefits for people
with schizophrenia: A comprehensive approach
to general support should encompass both
information provision and assistance in accessing
available benefits.

One study in France, in which more than half of the
participants became unemployed following the onset
of schizophrenia, demonstrated a median delay of four
years between the onset of the disorder and the first
application for disability benefits. In many cases, the
financial hardship caused by this delay exacerbated the
social consequences of their schizophrenia.**” Accessing
information on available benefits can be challenging,
particularly for individuals with limited literacy. This issue
is especially pertinent in immigrant communities, where
cultural and language barriers may impede service
access.>

In the USA, about 80% of individuals with schizophrenia
qualify for disability benefits. However, many who
initially fail to secure these benefits actually meet

the criteria, but struggle with navigating the appeal
process.*®In contrast, in the UK, individuals with mental
health issues often face prolonged unemployment,
and those applying for benefits are less likely to
succeed compared to applicants without mental health
problems.®

This situation contrasts with that in Australia, where
there is an effective ‘one-stop’ system for identifying
claimants with mental health problems.?* Meanwhile, in
Belgium, individuals with mental health disorders who
become unemployed typically receive unemployment
benefits instead of disability benefits. This approach
keeps them connected to the labour market, thereby
aiding in their eventual re-employment.3%°


https://letstalk.bell.ca/
https://letstalk.bell.ca/

Start somewhere: inspirational cases for every

setting

Start somewhere: Not every nation, community or
institution will achieve all global recommendations.
The key is to start somewhere. Even small changes
can make a difference.

While supranational organisations provide a

blueprint for best practices in mental healthcare, the
implementation can be challenging, especially in
LMICs. The provision of adequate measures to decrease
the burden of illness, both mental and physical,

among people with schizophrenia depends on local
legislation in each country. In addition, such provision
requires effective coordination of services and funding,
continuity of health and social care, and synchronisation
with the criminal justice, benefits and employment
systems. Extensive evidence exists that initiatives
designed to improve continuity of care can produce a
favourable outcome 3034

For serious mental health conditions such as
schizophrenia, in some countries up to 90% are
unable to access proper care.?****3 For example,
despite deinstitutionalisation being promoted as
being in the best interest of patients, in practice, it
requires significant financial, structural and strategic
investment in community-based services'® and is not
always available as an option. Achieving it remains
challenging, and varies greatly within and between
countries.'”'® Overall 2 out of 3 dollars of scarce
government spending on mental health is allocated
to centralised, long-term hospitalisation,*® while other
countries delay deinstitutionalisation with a focus on
hospital-based care.'834

Invest in community-based services and extend
care with non-specialists: Utilise the Mental Health
Gap Action Programme (mhGAP) model or the C4
Framework to empower non-specialists in LMICs to
provide essential mental health services.

Investigating how to extend care to these individuals
is crucial, but there has been a lack of empirical
evidence on utilising available human resources in
LMICs.3* The development of the Mental Health Gap
Action Programme (MhGAP) by WHO suggested that

the most feasible pathway to extend mental health care
in resource-constrained settings is to empower non-
specialists to provide the bulk of the required service 33

This approach was tested in Kilifi County, Kenya, as
part of a larger study.3*® Primary healthcare workers in
all public health facilities received mhGAP-IG training
in a staggered, randomised manner over 16 monthes.
Results showed improved mental health knowledge,
tolerance, and attitudes among these workers, though
there was no significant increase in diagnosing
psychotic disorders. This method proved viable and
effective, reducing the treatment gap and stigma, and
improving patient outcomes in mental, neurological,
and substance misuse disorders.

Drawing on this, Bolton et al. (2023) offer a framework
for comprehensive, collaborative, and community-
based care (C4) for accessible mental health services

in low-resource settings (Figure 12)3* The framework
delineates types of workers based on their skills to focus
on: basic psychoeducation and information sharing;
community-level, evidence-based psychotherapeutic
counseling; and primary medical care and more
advanced, specialised mental health services for more
severe or complex cases.*

Figure 12: From Bolton et al. (2003), comprehensive, collaborative, and community-based care (C4)
framework for LMICs.?’
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Training nurses in Mongolia and the UK:**

The MoMeNT (Mongolian Mental Health Nurse
Training) project, a 3-year programme initiated in

2018 and spearheaded by Professor Fiona Nolan, is

a key development in mental health nurse training

in a low- income country. With the challenge of

limited resource and access to modern approaches

to mental health care services, MoMeNT emerged as

a response to strengthen the skills of nurses working

in mental health services. This initiative received a

EUR 1 million grant from the European Commission’s
Erasmus+ programme for ‘Building Capacity in Higher
Education’ A collaboration among six universities from
the UK, Finland, the Netherlands and Mongolia led to
the creation of a pioneering 6-month postgraduate
certificate programme in mental health nursing. This
groundbreaking programme, the first of its kind in Asia,
is specifically designed to address the unique legal,
cultural, and economic factors of Mongolia. It aims to
bridge a gap in specialised training for nurses working in
mental health services, enhancing their skills and status
within the healthcare system, while also increasing
awareness about mental health in a setting with limited
resources. With support from entities like the Mongolian
Ministry of Health and the WHO, the MoMeNT project
stands as a foundational movement in the progression
of mental health services, and more specifically of

the nursing profession, in Mongolia. The training has
potential to transfer to any country or setting in which
nurses would benefit from university accredited,
modern specialist training in mental healthcare,
incorporating values of recovery, co-production and
engagement with people with lived experience of
mental illness and their families.

Concurrently, in the UK, faced with increasing vacancy
rates and difficulties in attracting local populations to
work in mental healthcare, there has been a significant
focus on recruitment of internationally educated nurses,
particularly from low-income countries. Recruitment of
these nurses to work in UK mental health services has
been challenging, due to a lack of specialist training in
their countries of origin. The UK Royal College of Nursing
(RCN) is currently working with Professor Nolan to
adapt the training materials from the MoMeNT project
to fit the UK's mental health laws and other specific
requirements with the aim of providing a centralised
resource, accessible across the UK, to support the
transition and effective integration of internationally
educated nurses. This approach demonstrates a
commitment to inclusive, adaptable education in
mental health care, aiming to support the transition of
internationally recruited nurses and serving as a model

for quality care and professional development in mental
health services.

Street Medicine and Mobile Teams in the USA:**
have shown promise in providing effective care for
people with schizophrenia. Programmes like Operation
Safety Net in the USA, demonstrate the benefits of
such approaches. These teams typically consist of a
nurse who assists with medical appointments and

care coordination, and a peer support specialist who

is often someone with a diagnosis of schizophrenia.
Such programmes not only provide immediate care but
also play a crucial role in long-term management and
support, showing that schizophrenia can be managed
effectively, allowing individuals to lead fulfilling lives. This
model can be particularly beneficial in areas with limited
resources for large facilities or community mental health
centres.

Training civic duty leaders working in the
community, in Ireland:**° The “Responding to Mental
Health Distress in the Community Workshop”for senior
managers of Ireland’s national police service marked a
significant effort to better support those with mental
health distress. It educated law enforcement on mental
health issues, incorporating interactive elements,
group activities, and insights from facilitators who

had experienced mental health distress. Key focuses
included differentiating mental health and iliness,
balancing safety, policy adherence, and individual well-
being, and the necessity for more structured support
from Mental Health Services. Valued for its empathy-
building and practical insights, the workshop’s success
has prompted Mental Health Ireland to further refine
its content and expand learning resources for their
police service, demonstrating a proactive stance in
addressing mental health within law enforcement.

Similar training or guidance could also take place for
other community leaders, for example religious leaders
and others with civic responsibilities, who may find
themselves working with but not knowing how to best
to support people with schizophrenia and other mental
health conditions.

Addressing stigma in Denmark:**' "ONE OF US”
is an anti-stigma initiative in Denmark, aiming to
reduce discrimination and social exclusion related
to mental health conditions, particularly focusing
on schizophrenia. Launched in 2011 it is organised
as a part of The Danish Health Authority, where the
programme is managed nationally. At the regional
level ONE OF US is located in the regional divisions
called Psykinfo (Psychiatric Information Centre) that


https://momentproject.org/our-project
https://erasmus-plus.ec.europa.eu/programme-guide/part-b/key-action-2/capacity-building-higher-education
https://www.pittsburghmercy.org/homeless-services/pittsburgh-mercys-operation-safety-net/
https://www.pittsburghmercy.org/homeless-services/pittsburgh-mercys-operation-safety-net/
https://www.mentalhealthireland.ie/
https://www.sst.dk/da/en-af-os/ONE-OF-US

are part of each of the 5 regions of Denmark. The Social Outcomes Partnerships in the UK:3%3>?

national and regional levels of ONE OF US work closely The UK’s Life Chances Fund has been instrumental
together. The programme, supported by various in pioneering innovative approaches to securing

public and private organisations, targets people with meaningful work in the community. By utilising the
mental health conditions, youth, the labour market, mechanism of Social Outcomes Partnerships, also widely
health professionals, and the media. Its core strategy recognised as Social Impact Bonds, in the UK the Life
involves increasing knowledge and understanding of Chances Fund invests in outcomes-based contracts that
mental illnesses, decreasing the stigma, and fostering align societal goals (for example helping individuals
inclusion in all societal aspects. A key element is the with schizophrenia develop vocational skills, gain

use of ambassadors, individuals with lived experience confidence, and ultimately integrate into the workforce)
of mental illness, who engage in various activities and with financial returns for investors. Social Outcomes
dialogues to break down prejudices and encourage a Partnerships facilitate partnerships between the pubilic,

society where mental illness is not a barrier to a fulfilling  private, and voluntary sectors, converging on the shared
life. Evidence shows that this approach of social contact ~ objective of generating tangible social impacts and
is highly effective in reducing stigma. outcomes (Figure 13).

Figure 13: From UK Government, Social Outcomes Partnerships and the Life Chances Fund: Key

partners in a Social Outcomes Partnership.352

Example approach for a Social Outcomes Partnership: 323352

m A local non-profit organisation proposes a supported employment programme for people with schizophrenia.
m Clear metrics are established to determine success.

B A private investor seeing potential social value, fronts the initial costs.

m The government pays for improved social outcomes through Social Impact Bonds.

m |f the process succeeds the investor will be repaid with interest. If it fails, the investor takes that risk.

m The Life Chances Fund matches the funding, doubling the resources to the non-profit organisation, enabling
the programme to scale up and reach more people.

m [f goals are met, the government repays initial investors using the funds they would have otherwise spent on
unemployment benefits, healthcare and other related costs for these individuals.

m The public benefits from having more of its citizens employed and healthy, the participants benefit from the
support and employment, and the investors benefit from their returned investment with interest.

COMMISSIONER /
OUTCOMES PAYER

) Outcomes are identified

to support the needs of
a target group of
beneficiaries

Commissioner agrees
to pay once outcomes
are achieved

Vunerable people are

suppoted by a partnership DELIVERY & SERV'CE
SOCIALLY-MINDED that focuses on outcomes that PROVIDER

respond to their needs
INVESTOR (USUALLY VCSE
ORGANISATION)

Investors provide upfront finance to
fund the provision of services

VCSE: Voluntary, community and social enterprise
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Abbreviations

ACT Assertive Community Treatment

APEC Asia Pacific Economic Cooperation

CBT Cognitive Behavioural Therapy

CRPD Convention on the Rights of Persons with Disabilities

CTi Critical Time Intervention

DALYs Disability Adjusted Life Years

EPS Extrapyramidal Symptoms

EUFAMI European Federation of Associations of Families of People with Mental lliness
GAF Global Assessment of Functioning

GAMIAN Global Alliance of Mental lliness Advocacy Networks

GASA Global Anti-Stigma Alliance

HOPES Health Outcomes Through Positive Engagement and Self-Empowerment
HTA Health Technology Assessment

ICD-11 International Classification of Diseases 11

IPS Individual Placement and Support

LAls Long-Acting Injections /Injectables

LCF Life Chances Fund

LMIC Low- and Middle-Income Countries

MHC Mental Health Court

mhGAP Mental Health Gap Action Programme

MIND Mental Improvements of Nations Development

MoMeNT Mongolian Mental Health Nurse Training Project

m-RESIST Mobile Therapeutic Attention for Treatment Resistant Schizophrenia
NAMI National Alliance on Mental lliness

NGO Non-Government Organisation

NICE National Institute for Health and Care Excellence

NPO Non-Profit Organisation

OECD Organisation for Economic Co-Operation and Development
PHMNP Psychiatric Certified Nurse Practitioners

PPP Purchasing Power Parity

RCT Randomised Controlled Trials

SDM Supported Decision Making

SME Small or Medium Enterprise

SOP Social Outcomes Partnerships

tDCS Transcranial Direct Current Stimulation

UN United Nations

VCSE Voluntary, community and social enterprise

WHO World Health Organization

WPA World Psychiatric Association



References

Fleischhacker W, Arango C, Arteel P, et al. Schizophrenia—Time to
commit to policy change. Schizophr Bull 2014;40(S3):5165-5194. doi:
10.1093/schbul/sbu006. PMID: 24778411; PMCID: PMC4002061.

World Health Organization. Schizophrenia. Available from: https.//
www.who.int/news-room/fact-sheets/detail/schizophrenia (Accessed
January 2024).

Christensen MK, Lim CCW, Saha S, et al. The cost of mental disorders: a
systematic review. Epidemiol Psychiatr Sci 2020;29:e161. doi: 10.1017/
5204579602000075X. PMID: 32807256; PMCID: PMC7443800.

Tiihonen J, Lonngvist J, Wahlbeck K, et al. 11-year follow-up of mortality
in patients with schizophrenia: a population-based cohort study (FIN11
study). Lancet 2009;374:620-7. doi: 10.1016/50140-6736(09)60742-X.
PMID: 19595447.

Chang CK, Hayes RD, Perera G, et al. Life expectancy at birth for people
with serious mental iliness and other major disorders from a secondary
mental health care case register in London. PLoS One 2011;6:219590.
doi: 10.1371/journal.pone.0019590. PMID: 21611123; PMCID:
PMC3097201.

Thornicroft G. Physical health disparities and mental iliness: the scandal
of premature mortality. BrJ Psychiatry 2011;199:441-2. doi: 10.1192/bjp.
bp.111.092718. PMID: 22130744.

Tsai J and Rosenheck RA. Psychiatric comorbidity among adults with
schizophrenia: a latent class analysis. Psychiatry Res 2013;210(1):16-

20. doi: 10.1016/j.psychres.2013.05.013. PMID: 23726869; PMCID:
PMC3800495.

Norman RM, Manchanda R, Malla AK, Windell D, Harricharan R,
Northcott S. Symptom and functional outcomes for a 5 year early
intervention program for psychoses. Schizophr Res 2011;129(2-3):111-5.
doi: 10.1016/j.schres.2011.04.006. PMID: 21549566.

Lambert M, Naber D, Schacht A, et al. Rates and predictors of remission
and recovery during 3 years in 392 never-treated patients with
schizophrenia. Acta Psychiatr Scand 2008;118:220-9. doi: 10.1111/j.1600-
0447.2008.01213.x. PMID: 18699954.

Ceraso A, Lin JJ, Schneider-Thoma J, et al. Maintenance treatment with
antipsychotic drugs for schizophrenia. Cochrane Database Syst Rev
2020;8(8):CD008016. doi: 10.1002/14651858.CD008016.pub3. PMID:
32840872; PMCID: PMC9702459.

Crocg MA, Naber D, Lader MH, et al. Suicide attempts in a prospective
cohort of patients with schizophrenia treated with sertindole or
risperidone. Eur Neuropsychopharmacol 2010;20:829-38. doi: 10.1016/j.
euroneuro.2010.09.001. PMID: 20926264.

Barnes TR. Schizophrenia Consensus Group of British Association

for Psychopharmacology. Evidence-based guidelines for the
pharmacological treatment of schizophrenia: recommendations from
the British Association for Psychopharmacology. J Psychopharmacol
2011;25(5):567-620. doi: 10.1177/0269881110391123. PMID: 21292923.
Galderisi S, Rossi A, Rocca P, et al. The influence of illness-related
variables, personal resources and context-related factors on real-life
functioning of people with schizophrenia. World Psychiatry 2014;13:275-
87.doi: 10.1002/wps.20167. PMID: 25273301; PMCID: PMC4219069.
Mucci A, Galderisi S, Gibertoni D, et al. Factors associated with real-life
functioning in persons with schizophrenia in a 4-year follow-up study
of the Italian Network for Research on Psychoses. JAMA Psychiatry
2021;78:550-559. doi: 10.1001/jamapsychiatry.2020.4614. PMID:
33566071; PMCID: PMC7876615.

National Collaborating Centre for Mental Health (UK). Schizophrenia:
Core interventions in the treatment and management of schizophrenia
in primary and secondary care (Update). Leicester (UK): British
Psychological Society; 2009. PMID: 20704054.

Pitschel-Walz G, Leucht S, Bauml J, Kissling W, Engel RR. The effect of
family interventions on relapse and rehospitalization in schizophrenia-
-a meta-analysis. Schizophr Bull 2001;27(1):73-92. doi: 10.1093/
oxfordjournals.schbul.a006861. PMID: 11215551,

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Hudson CG. Deinstitutionalisation of mental hospitals and rates of
psychiatric disability: An international study. Health Place 2019;56:70—
79.doi: 10.1016/j.healthplace.2019.01.006. PMID: 30710836.

Cortés CM, Moller JG, Dominguez M|, Thomas F, Ortiz JU. Moving
psychiatric deinstitutionalisation forward: A scoping review of barriers
and facilitators. Glob Ment Health (Camb) 2023;10:E29. doi: 10.1017/
gmh.2023.18. PMID: 37808271; PMCID: PMC7615177.

Mueser KT, Deavers F, Penn DL, Cassisi JE. Psychosocial treatments

for schizophrenia. Annu Rev Clin Psychol 2013;9:465-97. doi: 10.1146/
annurev-clinpsy-050212-185620. PMID: 23330939.

Organization for Economic Co-operation and Development. Sick

on the Job?: Myths and Realities about Mental Health and Work,
Mental Health and Work. 2012. OECD Publishing, Paris. https://doi.
0rg/10.1787/9789264124523-en.

Bebbington PE, Angermeyer M, Azorin JM, et al. The European
Schizophrenia Cohort (EuroSC): a naturalistic prognostic and economic
study. Soc Psychiatry Psychiatr Epidemiol 2005;40:707-17. doi: 10.1007/
s00127-005-0955-5. PMID: 16151597.

Andrew A, Knapp M, McCrone P, Parsonage M, Trachtenberg M.
Effective interventions in schizophrenia: the economic case. A report
prepared for the Schizophrenia Commission. 2012. London: Rethink
Mental lliness. Available from: http://eprints.Ise.ac.uk/47406 (Accessed
January 2024).

Crump C, Sundquist K, Winkleby MA, Sundquist J. Mental disorders and
vulnerability to homicidal death: Swedish nationwide cohort study.
BMJ2013;346:f557. doi: 10.1136/bmjf557. PMID: 23462204; PMCID:
PMC6364268.

Crump C, Winkleby MA, Sundquist K, Sundquist J. Comorbidities

and mortality in persons with schizophrenia: a Swedish national
cohort study. Am J Psychiatry 2013;170(3):324-33. doi: 10.1176/appi.
ajp.2012.12050599. PMID: 23318474.

Collins P and Saxena S. Action on mental health needs global
cooperation. Nature 2016;532:25-27. doi:10.1038/532025a. PMID:
27078549.

McCrone P, Dhanasiri S, Patel A, Knapp M, Lawton-Smith S. The King's
Fund: Paying the price: the cost of mental health care in England

to 2026. 2008. Available from: https://www.kingsfund.org.uk/sites/
default/files/Paying-the-Price-the-cost-of-mental-health-care-England-
2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-Fund-
May-2008 0.pdf (Accessed January 2024).

Harding CM, Brooks GW, Ashikaga T, Strauss JS, Breier A. The Vermont
longitudinal study of persons with severe mental illness, Il: Long-
term outcome of subjects who retrospectively met DSM-IIl criteria
for schizophrenia. Am J Psychiatry 1987;144(6):727-35. doi: 10.1176/
ajp.144.6.727. PMID: 3591992.

Bellack AS. Scientific and consumer models of recovery in
schizophrenia: concordance, contrasts, and implications. Schizophr Bull
2006;32:432-42. doi: 10.1093/schbul/sbj044. PMID: 16461575; PMCID:
PMC2632241.

ICD-World Health Organization. ICD-11 for mortality and morbidity
statistics. Schizophrenia or other primary psychotic disorders. 2022.
Available from: https//icd.who.int/browse11/I-m/en#/http.//id.who.
int/icd/entity/405565289 (Accessed January 2024).

McCutcheon RA, Keefe RSE, McGuire PK. Cognitive impairment

in schizophrenia: aetiology, pathophysiology, and treatment. Mol
Psychiatry 2023;28(5):1902-1918. doi: 10.1038/541380-023-01949-9.
PMID: 36690793; PMCID: PMC10575791.

Van Os, J and Kapur S. Schizophrenia. Lancet 2009;374:635-645. doi:
10.1016/50140-6736(09)60995-8. PMID: 19700006.

Galdaseri S, Mucci, A, Buchanan RW, Arango C. Negative symptoms
of schizophrenia: new developments and unanswered research
questions. Lancet Psychiatry 2018;5:664-667. doi: 10.1016/52215-
0366(18)30050-6. PMID: 29602739.

51


https://www.who.int/news-room/fact-sheets/detail/schizophrenia
https://www.who.int/news-room/fact-sheets/detail/schizophrenia
https://doi.org/10.1787/9789264124523-en
https://doi.org/10.1787/9789264124523-en
http://eprints.lse.ac.uk/47406
https://www.kingsfund.org.uk/sites/default/files/Paying-the-Price-the-cost-of-mental-health-care-England-2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-Fund-May-2008_0.pdf
https://www.kingsfund.org.uk/sites/default/files/Paying-the-Price-the-cost-of-mental-health-care-England-2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-Fund-May-2008_0.pdf
https://www.kingsfund.org.uk/sites/default/files/Paying-the-Price-the-cost-of-mental-health-care-England-2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-Fund-May-2008_0.pdf
https://www.kingsfund.org.uk/sites/default/files/Paying-the-Price-the-cost-of-mental-health-care-England-2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-Fund-May-2008_0.pdf
https://icd.who.int/browse11/l-m/en#/http://id.who.int/icd/entity/405565289
https://icd.who.int/browse11/l-m/en#/http://id.who.int/icd/entity/405565289

52

Schizophrenia - References

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

Nuechterlein KH, Green M F, Kern RS, et al. The MATRICS consensus
cognitive battery, part 1: Test selection, reliability, and validity. Am J
Psychiatry 2008;165:2:203-213. doi: 10.1176/appi.ajp.2007.07010042.
PMID: 18172019.

Ross CA, Margolis RL, Reading SA, Pletnikov M, Coyle JT. Neurobiology
of schizophrenia. Neuron 2006;52(1):139-53. doi: 10.1016/].
neuron.2006.09.015. PMID: 17015232.

Arango C, Rapado-Castro M, Reig S, et al. Progressive brain changes

in children and adolescents with first-episode psychosis. Arch Gen
Psychiatry 2012;69:16-26. doi: 10.1001/archgenpsychiatry.2011.150.
PMID: 22213785.

Henquet C, Murray R, Linszen D, et al. The environment and
schizophrenia: the role of cannabis use. Schizophr Bull 2005;31:608-12.
doi: 10.1093/schbul/sbi027. PMID: 15976013.

Picchioni M and Murray R. Clinical review: schizophrenia. BMJ
2007;335:91-5. doi: 10.1136/bmj.39227.616447.BE. PMID: 17626963;
PMCID: PMC1914490.

Cardno A, Marshall E, Coid B, et al. Heritability estimates for

psychotic disorders. Arch Gen Psychiatry 1999;56:162-8. doi: 10.1001/
archpsyc.56.2.162. PMID: 10025441.

Bechter K. Updating the mild encephalitis hypothesis of schizophrenia.
Prog Neuropsychopharmacol Biol Psychiatry 2013;42:71-91. doi:
10.1016/j.pnpbp.2012.06.019. PMID: 22765923.

Muller N, Bechter K. The mild encephalitis concept for psychiatric
disorders revisited in the light of current psychoneuroimmunological
findings. Neurology, Psychiatry and Brain Research 2013;19:87-101.
doi:10.1016/j.npbr.2013.04.004.

Rantala MJ, Luoto S, Borraz-Ledn JI, Krams |. Schizophrenia: The new
etiological synthesis. Neurosci Biobehav Rev 2022;142:104894. doi:
10.1016/j.neubiorev.2022.104894. PMID: 36181926.

McCutcheon RA, Krystal JH and Howes OD. Dopamine and glutamate
in schizophrenia: biology, symptoms and treatment. World Psychiatry
2020;19(1):15-33. doi: 10.1002/wps.20693. PMID: 31922684; PMCID:
PMC6953551.

Gaebel W, Kerst A, Stricker J. Classification and diagnosis of
schizophrenia or other primary psychotic disorders: Changes from ICD-
10 to ICD-11 and implementation in clinical practice. Psychiatr Danub
2020,32(3-4):320-324. doi: 10.24869/psyd.2020.320. PMID: 33370728.
Gaebel W, Zielasek J. Schizophrenia in 2020: Trends in diagnosis and
therapy. Psychiatry Clin Neurosci 2015;69(11):661-673. doi: 10.1111/
pcn.12322. PMID: 26011091.

Misiak B, Samochowiec J, Kowalski K, et al. The future of diagnosis in

clinical neurosciences: Comparing multiple sclerosis and schizophrenia.

Eur Psychiatry 2023,66(1):e58. doi: 10.1192/j.eurpsy.2023.2432. PMID:
37476977; PMCID: PMC10486256.

Scotti P.Recovery as discovery. Schizophr Bull 2009;35:844-6. doi:
10.1093/schbul/sbp038. PMID: 19468058; PMCID: PMC2728817.
GBD 2019 Mental Disorders Collaborators. Global, regional, and
national burden of 12 mental disorders in 204 countries and territories,
1990-2019: a systematic analysis for the Global Burden of Disease
Study 2019. Lancet Psychiatry 2022;9(2):137-150. doi: 10.1016/52215-
0366(21)00395-3. PMID: 35026139; PMCID: PMC8776563.

The Institute for Health Metrics and Evaluation. Schizophrenia—level
3 cause. Available from: https.//www.healthdata.org/results/gbd

summaries/2019/schizophrenia-level-3-cause (Accessed January 2024).

Solmi M, Seitidis G, Mavridis D, et al. Incidence, prevalence, and global
burden of schizophrenia - data, with critical appraisal, from the Global
Burden of Disease (GBD) 2019. Mol Psychiatry 2023. doi: 10.1038/
541380-023-02138-4. PMID: 37500825.

Mazereel V, Van Assche K, Detraux J, De Hert M. COVID-19 vaccination
for people with severe mental iliness: why, what, and how? Lancet
Psychiatry 2021,8(5):444-450. doi: 10.1016/52215-0366(20)30564-2.
PMID: 33548184; PMCID: PMC7906686.

Arumuham A, O'Brien O, Ahmad Z, Nikbin K, Howes OD. Low COVID-19
vaccination rates in people with severe mental illness and reasons for
this: An out-patient study. Acta Psychiatr Scand 2022;145(4):416-418.
doi: 10.1111/acps.13400. PMID: 35263443; PMCID: PMC9111255.

52.

53.

54.

55.

56.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

Nuechterlein KH, Subotnik KL, Turner LR, Ventura J, Becker DR,

Drake RE. Individual placement and support for individuals with
recent-onset schizophrenia: integrating supported education and
supported employment. Psychiatr Rehabil J 2008;31(4):340-9. doi:
10.2975/31.4.2008.340.349. PMID: 18407884.

Rinaldi M, Perkins R, McNeil K, Hickman N, Singh SP. The individual
placement and support approach to vocational rehabilitation for
young people with first episode psychosis in the UK. J Ment Health
2010;19(6):483-91. doi: 10.3109/09638230903531100. PMID: 21121821.
The Schizophrenia Commission. The abandoned illness: a report from
the Schizophrenia Commission. 2012. London: Rethink Mental Iliness.
Available from: https://www.rethink.org/media/2637/the-abandoned-
illness-final.pdf (Accessed January 2024).

Thornicroft G, Sunkel C, Alikhon Aliev A, et al. The Lancet Commission
on ending stigma and discrimination in mental health. Lancet
2022.22;,400(10361):1438-1480. doi: 10.1016/50140-6736(22)01470-2.
PMID: 36223799.

American Psychiatric Association. Stigma, prejudice and
discrimination against people with mental iliness. Available

from: https://www.psychiatry.org/patients-families/stigma-and-
discrimination#:~:text=Stigma%20and%20discrimination%20can%20
contribute,reduced%20hope (Accessed January 2024).

Hampson ME, Watt BD, Hicks RE. Impacts of stigma and discrimination
in the workplace on people living with psychosis. BMC Psychiatry
2020;20:288. doi:10.1186/512888-020-02614-z. PMID:32513133; PMCID:
PMC7278154.

Living with Schizophrenia. Schizophrenia and work: What kind of
work can | do? Available from: https://livingwithschizophreniauk.org/
information-sheets/schizophrenia-and-work-what-kind-of-work-can-i-
do/ (Accessed January 2024).

UK Government. Psychiatric disorders: assessing fitness to drive.
Available from: https://www.gov.uk/guidance/psychiatric-disorders-
assessing-fitness-to-drive#schizophrenia--and-other-chronic-
relapsingremitting-disorders (Accessed January 2024).

Romme MA and Escher AD. Hearing voices. Schizophr Bull 1989;15:209-
216. doi: 10.1093/schbul/15.2.209. PMID: 2749184.

Corstens D, Longden E, McCarthy-Jones S, Waddingham R, Thomas N.
Emerging perspectives from the hearing voices movement: implications
for research and practice. Schizophr Bull 2014;40(Suppl 4):5285-94. doi:
10.1093/schbul/sbu007. PMID: 24936088; PMCID: PMC4141309.
Goozee R. Hearing voices: Tracing the borders of normality. Lancet
Psychiatry 2015;2(3):206-207. doi: 10.1016/52215-0366(15)00066-8.
PMID: 26359894,

de Jager A, Rhodes P, Beavan V, et al. Investigating the lived
experience of recovery in people who hear voices. Qual Health Res
2016;26(10):1409-23. doi: 10.1177/1049732315581602. PMID: 25896792.
Thornicroft G, Brohan E, Rose D, Sartorius N, Leese M; INDIGO Study
Group. Global pattern of experienced and anticipated discrimination
against people with schizophrenia: a cross-sectional survey. Lancet
2009;373(9661):408-15. doi: 10.1016/S0140-6736(08)61817-6. PMID:
19162314.

Anttila M, Valimaki M, Hatonen H, Luukkaala T, Kaila M. Use of web-
based patient education sessions on psychiatric wards. Int J Med Inform
2012;81(6):424-33. doi: 10.1016/j.ijmedinf.2012.02.004. PMID: 22381805.
Purebl G, Petrea |, Shields L, et al. Joint Action on Mental Health and
Wellbeing JAMHWB). Depression, suicide prevention and e-health.
situation analysis and recommendations for action. 2015. Available
from: https://health.ec.europa.eu/system/files/2017-07/2017
depression_suicide_ehealth_en_0.pdf (Accessed January 2024).
Global Anti-Stigma Alliance (GASA). About. Available from: http://
antistigma.global/about/ (Accessed January 2024).

Tian R. My hallucinations: Feeling whatever appeared in my mind

as being true. Schizophr Bull Open 2022;3(1):sgab059. doi: 10.1093/
schizbullopen/sgab059.

National Alliance on Mental lliness. Schizophrenia: public

attitudes, personal needs. 2008. Available from: https.//www.
nami.org/getattachment/About-NAMI/Publications/Surveys/
SchizeExecSummary.pdf (Accessed January 2024).



https://www.healthdata.org/results/gbd_summaries/2019/schizophrenia-level-3-cause
https://www.healthdata.org/results/gbd_summaries/2019/schizophrenia-level-3-cause
https://www.rethink.org/media/2637/the-abandoned-illness-final.pdf
https://www.rethink.org/media/2637/the-abandoned-illness-final.pdf
https://www.psychiatry.org/patients-families/stigma-and-discrimination#:~:text=Stigma%20and%20discrimination%20can%20contribute,reduced%20hope
https://www.psychiatry.org/patients-families/stigma-and-discrimination#:~:text=Stigma%20and%20discrimination%20can%20contribute,reduced%20hope
https://www.psychiatry.org/patients-families/stigma-and-discrimination#:~:text=Stigma%20and%20discrimination%20can%20contribute,reduced%20hope
https://livingwithschizophreniauk.org/information-sheets/schizophrenia-and-work-what-kind-of-work-can-i-do/
https://livingwithschizophreniauk.org/information-sheets/schizophrenia-and-work-what-kind-of-work-can-i-do/
https://livingwithschizophreniauk.org/information-sheets/schizophrenia-and-work-what-kind-of-work-can-i-do/
https://www.gov.uk/guidance/psychiatric-disorders-assessing-fitness-to-drive#schizophrenia--and-other-chronic-relapsingremitting-disorders
https://www.gov.uk/guidance/psychiatric-disorders-assessing-fitness-to-drive#schizophrenia--and-other-chronic-relapsingremitting-disorders
https://www.gov.uk/guidance/psychiatric-disorders-assessing-fitness-to-drive#schizophrenia--and-other-chronic-relapsingremitting-disorders
https://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366(15)00066-8/fulltext
https://Doi.Org/10.1016/S2215-0366(15)00066-8
https://health.ec.europa.eu/system/files/2017-07/2017_depression_suicide_ehealth_en_0.pdf
https://health.ec.europa.eu/system/files/2017-07/2017_depression_suicide_ehealth_en_0.pdf
http://antistigma.global/about/
http://antistigma.global/about/
https://www.nami.org/getattachment/About-NAMI/Publications/Surveys/SchizeExecSummary.pdf
https://www.nami.org/getattachment/About-NAMI/Publications/Surveys/SchizeExecSummary.pdf
https://www.nami.org/getattachment/About-NAMI/Publications/Surveys/SchizeExecSummary.pdf

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

McDaid D and Park AL. Report for EUFAMI: Understanding the value
and impacts of informal care for people living with poor mental
health. 2020. Available from: https://www.eufami.org/sites/default/
files/2023-10/The%20Value%200f%20Caring%20Report.pdf (Accessed
January 2024).

Han X, Travers C, Dembek C, Kulkarni A. HSD86 economic attributes of
caregiver burden among schizophrenia patients: A targeted literature
review. Value Health 2023,26(12)S310. doi: 10.1016/j.jval.2023.09.1637.
Mental Health Foundation. The economic case for investing in the
prevention of mental health conditions in the UK. 2022. Available from:
https//www.mentalhealth.org.uk/sites/default/files/2022-06/MHF-
Investing-in-Prevention-Full-Report.pdf (Accessed January 2024).

Lin C, Zhang X, Jin H. The societal cost of schizophrenia: An updated
systematic review of cost-of-iliness studies. Pharmacoeconomics
2023;41(2):139-153. doi: 10.1007/540273-022-01217-8. PMID: 36404364.
Stewart AJ, Patten S, Fiest KM, Williamson TS, Wick JP, Ronksley PE.
Factors associated with high health care spending among patients with
schizophrenia. Health Promot Chronic Dis Prev Can 2022;42(10):431-439.
doi: 10.24095/hpcdp.42.10.02. PMID: 36223158; PMCID: PMC9584173.
Brinchmann B, Widding-Havneraas T, Modini M, et al. A meta-regression
of the impact of policy on the efficacy of individual placement and
support. Acta Psychiatr Scand 2020;141(3):206-220. doi: 10.1111/
acps.13129. PMID: 31733146.

Anderson R. Systematic reviews of economic evaluations: utility or
futility? Health Econ 2010;19:350-64. doi: 10.1002/hec.1486. PMID:
19378354.

Wang L, Shi F, Guan X, Xu H, Liu J, Li H. A systematic review of methods
and study quality of economic evaluations for the treatment of
schizophrenia. Front Public Health 2021;9:689123. doi: 10.3389/
fpubh.2021.689123. PMID: 34746073; PMCID: PMC8564012.

Kotzeva A, Mittal D, Desai S, Judge D, Samanta K. Socioeconomic
burden of schizophrenia: a targeted literature review of types of costs
and associated drivers across 10 countries. JMed Econ 2023;26(1):70-83.
doi: 10.1080/13696998.2022.2157596. PMID: 36503357.

Kovacs G, Almasi T, Millier A, et al. Direct healthcare cost of
schizophrenia — European overview. Eur Psychiatry 2018;48(1):79-92.
doi: 10.1016/j.eurpsy.2017.10.008. PMID: 29428166.

Weiden PJ, Olfson M. Cost of relapse in schizophrenia. Schizophr Bull
1995;21:419-29. doi: 10.1093/schbul/21.3.419. PMID: 7481573.

Restelli U, Garcia-Goni M, Lew-Starowicz M, et al. Cost of relapse
management in patients with schizophrenia in Italy and Spain:
Comparison between Lurasidone and Quetiapine XR. Clin Drug Investig
2020;40:861-871. doi: 10.1007/540261-020-00944-0. PMID: 32648201,
PMCID: PMC7452921.

van der Lee A, de Haan L, Beekman A. Schizophrenia in the
Netherlands: Continuity of care with better quality of care for less
medical costs. PLoS One 2016;11(6):e0157150. doi: 10.1371/journal.
pone.0157150. PMID: 27275609; PMCID: PMC4898758.

Ekman M, Granstrom O, Omerov S, Jacob J, Landen M. The societal cost
of schizophrenia in Sweden. J Ment Health Policy Econ 2013;16(1):13-25.
PMID: 23676412.

Weber S, Scott JG, Chatterton ML. Healthcare costs and resource use
associated with negative symptoms of schizophrenia: A systematic
literature review. Schizophr Res 2022;241:251-259. doi: 10.1016/j.
schres.2022.01.051. PMID: 35180664.

Galderisi S, Mucci A, Dollfus S, et al. EPA guidance on assessment of
negative symptoms in schizophrenia. Eur Psychiatry 2021;64:e23. doi:
10.1192/j.eurpsy.2021.11. PMID: 33597064; PMCID: PMC8080207.
Marder SR and Galderisi S. The current conceptualization of negative
symptoms in schizophrenia. World Psychiatry 2017;16:14-24. doi:
10.1002/wps.20385. PMID: 28127915; PMCID: PMC5269507.
Sicras-Mainar A, Maurino J, Ruiz-Beato E, Navarro-Artieda R. Impact of
negative symptoms on healthcare resource utilization and associated
costs in adult outpatients with schizophrenia: a population-based
study. BMC Psychiatry 2014;14:225. doi: 10.1186/512888-014-0225-8.
PMID: 25096022; PMCID: PMC4149268.

Rabinowitz J, Levine SZ, Garibaldi G, Bugarski-Kirola D, Berardo CG,
Kapur S. Negative symptoms have greater impact on functioning than
positive symptoms in schizophrenia: analysis of CATIE data. Schizophr
Res 2012;137(1-3):147-50. doi: 10.1016/j.schres.2012.01.015. PMID:
22316568.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.
101.

102.

103.

104.

105.

106.

Galderisi S, Rucci P, Kirkpatrick B, et al. Interplay among
psychopathologic variables, personal resources, context-related
factors, and real-life functioning in individuals with schizophrenia:

A network analysis. JAMA Psychiatry 2018;75:396-404. doi: 10.1001/
jamapsychiatry.2017.4607. PMID: 29450447; PMCID: PMC5875306.
Rabinowitz J, Berardo CG, Bugarski-Kirola D, et al. Association of
prominent positive and prominent negative symptoms and functional
health, well-being, healthcare-related quality of life and family
burden: a CATIE analysis. Schizophr Res 2013;150:339-42. doi: 10.1016/j.
schres.2013.07.014. PMID: 23899997.

Correll CU and Schooler NR. Negative symptoms in Schizophrenia: A
review and clinical guide for recognition, assessment, and treatment.
Neuropsychiatr Dis Treat 2020;16:519-534. doi: 10.2147/NDT.5225643.
PMID: 32110026; PMCID: PMC7041437.

Marder SR, Umbricht D. Negative symptoms in schizophrenia: Newly
emerging measurements, pathways, and treatments. Schizophr Res
2023;258:71-77.doi: 10.1016/j.5chres.2023.07.010. PMID: 37517366.
Chong HY, Teoh SL, Wu DB, Kotirum S, Chiou CF, Chaiyakunapruk

N. Global economic burden of schizophrenia: a systematic review.
Neuropsychiatr Dis Treat 2016;12:357-73. doi: 10.2147/NDT.596649.
PMID: 26937191, PMCID: PMC4762470.

McDaid D and Park AL. Understanding the economic value and
impacts on informal carers of people living with mental health
conditions. Int J Environ Res Public Health 2022;19(5):2858. doi: 10.3390/
ijerph19052858. PMID: 35270554; PMCID: PMC8910204.

Fasseeh A, Németh B, Molnar A, et al. A systematic review of

the indirect costs of schizophrenia in Europe. Eur J Public Health
2018;28:1043-1049. doi: 10.1093/eurpub/cky231. PMID: 30395217;
PMCID: PMC6241204.

Mohr P, Galderisi S, Boyer P, et al. Value of schizophrenia treatment I:
The patient journey. Eur Psychiatry 2018;53:107-115. doi: 10.1016/j.
eurpsy.2018.06.007. PMID: 30036773.

Starzer M, Hansen HG, Hjorthgj C, Albert N, Nordentoft M, MadsenT.
20-year trajectories of positive and negative symptoms after the first
psychotic episode in patients with schizophrenia spectrum disorder:
results from the OPUS study. World Psychiatry 2023,;22(3):424-432. doi:
10.1002/wps.21121. PMID: 37713547; PMCID: PMC10503930.

Global Alliance of Mental lliness Advocacy Networks-Europe and
EUFAMI. Schizophrenia Companion Guide II: Perspectives of people
with schizophrenia and carers. 2021. Available from: https://www.
gamian.eu/wp-content/uploads/Schizophrenia-companion-guide-2-
interactive_final.pdf (Accessed January 2024).

Global Alliance of Mental lliness Advocacy Networks-Europe. A charter
for the rights to treatment and care for people with schizophrenia.
Available from: https://www.gamian.eu/wp-content/uploads/Patient-
Charter-Schizophrenia.pdf (Accessed January 2024).

Author group input and consensus.

Warner R. Recovery from schizophrenia and the recovery model. Curr
Opin Psychiatry 2009;22:374-80. doi: 10.1097/YCO.0b013e32832¢920b.
PMID: 19417668.

Lieberman JA, Drake RE, Sederer LI, et al. Science and recovery

in schizophrenia. Psychiatr Serv 2008;59:487-96. doi: 10.1176/
1s.2008.59.5.487. PMID: 18451003.

Hopper K. Rethinking social recovery in schizophrenia: what a
capabilities approach might offer. Soc Sci Med 2007;65:868-7

doi: 10.1016/j.socscimed.2007.04.012. PMID: 17499900; PMCID:
PMC2018655.

Pandurangi AK. Recovery From Schizophrenia. An international
perspective. A Report from the WHO Collaboration Project. The
international study of schizophrenia. Edited by Hopper K, Harrison G,
Janca A and Sartorius N. (Pp. 370; ISBN 1887841393.) Oxford University
Press: New York. 2007. Psychological Medicine 2008;38(1):151-152.
doi:10.1017/5S0033291707001973.

Zipursky RB, Reilly TJ, Murray RM. The myth of schizophrenia as a
progressive brain disease. Schizophr Bull 2013;39:1363-7. doi: 10.1093/
schbul/sbs135. PMID: 23172002; PMCID: PMC3796078.

Jadskeldinen E, Juola P, Hirvonen N, et al. A systematic review

and meta-analysis of recovery in schizophrenia. Schizophr Bull
2013;39(6):1296-306. doi: 10.1093/schbul/sbs130. PMID: 23172003;
PMCID: PMC3796077.

53


https://www.eufami.org/sites/default/files/2023-10/The%20Value%20of%20Caring%20Report.pdf
https://www.eufami.org/sites/default/files/2023-10/The%20Value%20of%20Caring%20Report.pdf
https://www.valueinhealthjournal.com/article/S1098-3015(23)04767-8/fulltext?_returnURL=https%3A%2F%2Flinkinghub.elsevier.com%2Fretrieve%2Fpii%2FS1098301523047678%3Fshowall%3Dtrue
https://www.mentalhealth.org.uk/sites/default/files/2022-06/MHF-Investing-in-Prevention-Full-Report.pdf
https://www.mentalhealth.org.uk/sites/default/files/2022-06/MHF-Investing-in-Prevention-Full-Report.pdf
https://doi.org/10.1111/acps.13129
https://doi.org/10.1111/acps.13129
https://www.gamian.eu/wp-content/uploads/Schizophrenia-companion-guide-2-interactive_final.pdf
https://www.gamian.eu/wp-content/uploads/Schizophrenia-companion-guide-2-interactive_final.pdf
https://www.gamian.eu/wp-content/uploads/Schizophrenia-companion-guide-2-interactive_final.pdf
https://www.gamian.eu/wp-content/uploads/Patient-Charter-Schizophrenia.pdf
https://www.gamian.eu/wp-content/uploads/Patient-Charter-Schizophrenia.pdf

54

Schizophrenia - References

107.

108.

109.

110.

111

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

Rossi A, Amore M, Galderisi S, et al. The complex relationship between
self-reported ‘personal recovery’and clinical recovery in schizophrenia.
Schizophr Res 2018;192:108-112. doi: 10.1016/j.schres.2017.04.040.
PMID: 28495492.

Roe D, Rudnick A, Gill KJ. The concept of “being in recovery”. Psychiatr
Rehabil J 2007;30:171-3. doi: 10.2975/30.3.2007.171.173. PMID:
17269266.

Wawrzczak-Bargiela A, Bilecki W, Mackowiak M. Epigenetic Targets in
Schizophrenia Development and Therapy. Brain Sci 2023;13(3):426. doi:
10.3390/brainsci13030426. PMID: 36979236; PMCID: PMC10046502.
Kantrowitz JT, Correll CU, Jain R, Cutler AJ. New Developments

in the Treatment of Schizophrenia: An Expert Roundtable. Int J
Neuropsychopharmacol 2023;26:322-330. doi: 10.1093/ijnp/pyad011.
PMID: 36932673; PMCID: PMC10229849.

Genovese G, Fromer M, Stahl EA, et al. Increased burden of ultra-rare
protein-altering variants among 4,877 individuals with schizophrenia.
Nat Neurosci 2016;19:1433-1441.doi: 10.1038/nn.4402. PMID: 27694994;
PMCID: PMC5104192.

Marshall CR, Howrigan DP, Merico D, et al. Contribution of copy
number variants to schizophrenia from a genome-wide study of
41,321 subjects. Nat Genet 2017;49:27-35. doi: 10.1038/ng.3725. PMID:
27869829; PMCID: PMC5737772.

Hall LS, Medway CW, Pain O, et al. A transcriptome-wide association
study implicates specific pre- and post-synaptic abnormalities in
schizophrenia. Hum Mol Genet 2020,29:159-167. doi: 10.1093/hmg/
ddz253. PMID: 3169181 1; PMCID: PMC7416679.

Korth C, Fangerau H. Blood tests to diagnose schizophrenia: self-
imposed limits in psychiatry. Lancet Psychiatry 2020;7:911-914. doi:
10.1016/52215-0366(20)30058-4. PMID: 32213327.

Rodrigues JE, Martinho A, Santa C, et al. Systematic Review and
Meta-Analysis of Mass Spectrometry Proteomics Applied to Human
Peripheral Fluids to Assess Potential Biomarkers of Schizophrenia. Int J
Mol Sci 2022;23(9):4917. doi: 10.3390/ijms23094917. PMID: 35563307;
PMCID: PMC9105255.

Goldsmith DR, Rapaport MH, Miller BJ. A meta-analysis of blood
cytokine network alterations in psychiatric patients: comparisons
between schizophrenia, bipolar disorder and depression. Mol Psychiatry
2016;21:1696-1709. doi: 10.1038/mp.2016.3. PMID: 26903267; PMCID:
PMC6056174.

Wang AK, Miller BJ. Meta-analysis of cerebrospinal fluid cytokine and
tryptophan catabolite alterations in psychiatric patients: Comparisons
between schizophrenia, bipolar disorder, and depression. Schizophr Bull
2018;44:75-83. doi: 10.1093/schbul/sbx035. PMID: 28338954; PMCID:
PMC5768046.

Schwarz E, Izmailov R, Spain M, et al. Validation of a blood-based
laboratory test to aid in the confirmation of a diagnosis of
schizophrenia. Biomark Insights 2010;5:39-47. doi: 10.4137/bmi.s4877.
PMID: 20520744; PMCID: PMC2879227.

Trossbach SV, Hecher L, Schafflick D, et al. Dysregulation of a specific
immune-related network of genes biologically defines a subset of
schizophrenia. Trans! Psychiatry 2019;9:156. doi: 10.1038/541398-019-
0486-6. PMID: 31150013; PMCID: PMC6544656.

Thompson PM, Jahanshad N, Ching CRK, et al. ENIGMA and global
neuroscience: A decade of large-scale studies of the brain in

health and disease across more than 40 countries. Trans! Psychiatry
2020;10:100. doi: 10.1038/541398-020-0705-1. PMID: 32198361; PMCID:
PMC7083923.

Walton E, Hibar DP, van Erp TGM, et al. Prefrontal cortical thinning links
to negative symptoms in schizophrenia via the ENIGMA consortium.
Psychol Med 2018;48:82-94. doi: 10.1017/50033291717001283. PMID:
28545597; PMCID: PMC5826665.

Cattarinussi G, Kubera KM, Hirjak D, Wolf RC, Sambataro F. Neural
correlates of the risk for schizophrenia and bipolar disorder: A meta-
analysis of structural and functional neuroimaging studies. Bio/
Psychiatry 2022;92(5):375-384. doi: 10.1016/].biopsych.2022.02.960.
PMID: 35523593.

Kochunov P, Thompson PM, Hong LE. Toward high reproducibility and
accountable heterogeneity in schizophrenia research. JAMA Psychiatry
2019;76:680-681. doi: 10.1001/jamapsychiatry.2019.0208. PMID:
30969327; PMCID: PMC6757339.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

Kraguljac NV, McDonald WM, Widge AS, Rodriguez Cl, Tohen M,
Nemeroff CB. Neuroimaging biomarkers in schizophrenia. Am J
Psychiatry 2021;178(6):509-521. doi: 10.1176/appi.ajp.2020.20030340.
PMID: 33397140; PMCID: PMC8222104.

Global Alliance of Mental lliness Advocacy Networks -Europe and The
European Psychiatric Association. Developing trust and effective care
for people with schizophrenia: patients and psychiatrists working in
partnership. 2023. Available from: https.//www.gamian.eu/wp-content/
uploads/Gamian-Schizophrenia-patient-clinician-report2023-1.pdf
(Accessed January 2024).

Fonseka LN, Woo BKP. Wearables in schizophrenia: Update on current
and future clinical applications. JMIR Mhealth Uhealth 2022;10:e35600.
doi: 10.2196/35600. PMID: 35389361; PMCID: PMC9030897.
Ramasubramanian B, Reddy VS, Chellappan V, Ramakrishna S. Emerging
materials, wearables, and diagnostic advancements in therapeutic
treatment of brain diseases. Biosensors (Basel) 2022;12(12):1176. doi:
10.3390/bios12121176. PMID: 36551143; PMCID: PMC9775999.

Kaskie RE, Graziano B, Ferrarelli F. Schizophrenia and sleep disorders:
links, risks, and management challenges. Nat Sci Sleep 2017,9:227-239.
doi: 10.2147/NSS.5121076. PMID: 29033618; PMCID: PMC5614792.
Cella M, Okruszek t, Lawrence M, Zarlenga V, He Z, Wykes T. Using
wearable technology to detect the autonomic signature of illness
severity in schizophrenia. Schizophr Res 2018;195:537-542. doi:
10.1016/j.schres.2017.09.028. PMID: 28986005.

Schlier B, Krkovic K, Clamor A, Lincoln TM. Autonomic arousal during
psychosis spectrum experiences: Results from a high resolution
ambulatory assessment study over the course of symptom

on- and offset. Schizophr Res 2019;212:163-170. doi: 10.1016/j.
schres.2019.07.046. PMID: 31422861.

Aledavood T, Torous J, Triana Hoyos AM, Naslund JA, Onnela JP,
Keshavan M. Smartphone-based tracking of sleep in depression,
anxiety, and psychotic disorders. Curr Psychiatry Rep 2019;21(7):49. doi:
10.1007/511920-019-1043-y. PMID: 31161412; PMCID: PMC6546650.
Dewa LH, Lavelle M, Pickles K, et al. Young adults’ perceptions of using
wearables, social media and other technologies to detect worsening
mental health: A qualitative study. PLoS One 2019;14:€0222655. doi:
10.1371/journal.pone.0222655. PMID: 31532786; PMCID: PMC6750581.
Meyer N, Kerz M, Folarin A, et al. Capturing rest-activity profiles in
schizophrenia using wearable and mobile technologies: development,
implementation, feasibility, and acceptability of a remote monitoring
platform. JMIR Mhealth Uhealth 2018;6:¢188. doi: 10.2196/mhealth.8292.
PMID: 30377146; PMCID: PMC6234334.

Dean B and Scarr E. Muscarinic M1 and M4 receptors: Hypothesis
driven drug development for schizophrenia. Psychiatry Res
2020;288:112989. doi: 10.1016/j.psychres.2020.112989. PMID: 32315882.
Brannan SK, Sawchak S, Miller AC, Lieberman JA, Paul SM, Breier A.
Muscarinic cholinergic receptor agonist and peripheral antagonist

for schizophrenia. N Engl J Med 2021,384(8):717-726. doi: 10.1056/
NEJM0a2017015. PMID: 33626254; PMCID: PMC7610870.

Sauder C, Allen LA, Baker E, Miller AC, Paul SM, Brannan SK.
Effectiveness of KarXT (xanomeline-trospium) for cognitive impairment
in schizophrenia: post hoc analyses from a randomised, double-blind,
placebo-controlled phase 2 study. Trans! Psychiatry 2022;12(1):491. doi:
10.1038/541398-022-02254-9. PMID: 36414626; PMCID: PMC9681874.
Krystal JH, Kane JM, Correll CU, et al. Emraclidine, a novel positive
allosteric modulator of cholinergic M4 receptors, for the treatment

of schizophrenia: a two-part, randomised, double-blind, placebo-
controlled, phase 1b trial. Lancet 2022;400:2210-2220. doi: 10.1016/
S0140-6736(22)01990-0. PMID: 36528376.

Singh A. Xanomeline and trospium: A potential fixed drug combination
(FDQ) for schizophrenia: A brief review of current data. Innov Clin
Neurosci 2022;19:43-47. PMID: 36591549; PMCID: PMC9776782.

Kaull, Sawchak S, Correll CU, et al. Efficacy and safety of the

muscarinic receptor agonist KarXT (xanomeline-trospium) in
schizophrenia (EMERGENT-2) in the USA: results from a randomised,
double-blind, placebo-controlled, flexible-dose phase 3 trial. Lancet
2024;403(10422):160-170. doi: 10.1016/50140-6736(23)02190-6. PMID:
38104575.

Koblan KS, Kent J, Hopkins SC, et al. A non-D2-receptor-binding drug for
the treatment of schizophrenia. N Engl J Med 2020;382:1497-1506. doi:
10.1056/NEJM0a1911772. PMID: 32294346.



https://www.gamian.eu/wp-content/uploads/Gamian-Schizophrenia-patient-clinician-report2023-1.pdf
https://www.gamian.eu/wp-content/uploads/Gamian-Schizophrenia-patient-clinician-report2023-1.pdf

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

Hojlund M and Correll CU. Ulotaront: a TAAR1/5-HT1A agonist in clinical
development for the treatment of schizophrenia. Expert Opin Investig
Drugs 2022;31:1279-1290. doi: 10.1080/13543784.2022.2158811. PMID:
36533396.

Liu J, Wu R, Li JX. TAART and psychostimulant addiction. Cell Mol
Neurobiol 2020;40:229-238. doi: 10.1007/510571-020-00792-8. PMID:
31974906; PMCID: PMC7845786.

Markham A. Pimavanserin: First global approval. Drugs 2016;76:1053-7.
doi: 10.1007/540265-016-0597-9. PMID: 27262680.

Bugarski-Kirola D, Arango C, Fava M, et al. Pimavanserin for negative
symptoms of schizophrenia: results from the ADVANCE phase 2
randomised, placebo-controlled trial in North America and Europe.
Lancet Psychiatry 2022;9(1):46-58. doi:10.1016/52215-0366(21)00386-2.
PMID: 34861170.

Yamada R, Wada A, Stickley A, Yokoi Y, Sumiyoshi T. Effect of 5-HT1A
receptor partial agonists of the azapirone class as an add-on therapy on
psychopathology and cognition in schizophrenia: A systematic review
and meta-analysis. Int J Neuropsychopharmacol 2023;26(4):249-258. doi:
10.1093/ijnp/pyad004. PMID: 36721972; PMCID: PMC10109009.
Fleischhacker WW, Podhorna J, Groschl M, et al. Efficacy and safety of
the novel glycine transporter inhibitor Bl 425809 once daily in patients
with schizophrenia: a double-blind, randomised, placebo-controlled
phase 2 study. Lancet Psychiatry 2021;8:191-201. doi: 10.1016/52215-
0366(20)30513-7. PMID: 33610228.

Rosenbrock H, Desch M, Wunderlich G. Development of the novel
GlyT1 inhibitor, iclepertin (Bl 425809), for the treatment of cognitive
impairment associated with schizophrenia. Eur Arch Psychiatry Clin
Neurosci 2023;273:1557-1566. doi: 10.1007/500406-023-01576-z. PMID:
36971864; PMCID: PMC10465677.

Fond G, Hamdani N, Kapczinski F, et al. Effectiveness and tolerance of
anti-inflammatory drugs'add-on therapy in major mental disorders: a
systematic qualitative review. Acta Psychiatr Scand 2014;129:163-79. doi:
10.1111/acps.12211. PMID: 24215721.

Leza JC, Garcia-Bueno B, Bioque M, et al. Inflammation in schizophrenia:
A question of balance. Neurosci Biobehav Rev 2015,55:612-26. doi:
10.1016/j.neubiorev.2015.05.014. PMID: 26092265.

Sommer IE, van Westrhenen R, Begemann MJ, de Witte LD, Leucht S,
Kahn RS. Efficacy of anti-inflammatory agents to improve symptoms in
patients with schizophrenia: an update. Schizophr Bull 2014;40(1):181-
91. doi: 10.1093/schbul/sbt139. PMID: 24106335; PMCID: PMC3885306.
Stefanovic V, Mihajlovi¢ G, Nenadovi¢ M, Dejanovi¢ SD, Borovcanin

M, Trajkovi¢ G. The effect of antipsychotic drugs on nonspecific
inflammation markers in the first episode of schizophrenia. Vojnosanit
Pregl 2015;72(12):1085-92. doi: 10.2298/vsp140526016s. PMID:
26898032.

Cox D, Chan MK, Bahn S. The potential of immune biomarkers to
advance personalized medicine approaches for schizophrenia. J Nerv
Ment Dis 2015;203:393-9. doi: 10.1097/NMD.0000000000000289. PMID:
25919386.

Schwarz E, van Beveren NJ, Ramsey J, et al. Identification of subgroups
of schizophrenia patients with changes in either immune or growth
factor and hormonal pathways. Schizophr Bull 2014,40:787-95. doi:
10.1093/schbul/sbt105. PMID: 23934781; PMCID: PMC4059436.

Tseng PT, Zeng BS, Hung CM, et al. Assessment of noninvasive brain
stimulation interventions for negative symptoms of schizophrenia:

A systematic review and network meta-analysis. JAMA Psychiatry
2022;79(8):770-779. doi: 10.1001/jamapsychiatry.2022.1513. PMID:
35731533; PMCID: PMC9218931.

Cheng PWC, Louie LLC, Wong YL, et al. The effects of transcranial direct
current stimulation (tDCS) on clinical symptoms in schizophrenia: A
systematic review and meta-analysis. Asian J Psychiatr 2020;53:102392.
doi: 10.1016/.2jp.2020.102392. PMID: 32956993.

Narita Z, Stickley A, DeVylder J, et al. Effect of multi-session prefrontal
transcranial direct current stimulation on cognition in schizophrenia: A
systematic review and meta-analysis. Schizophr Res 2020;216:367-373.
doi: 10.1016/j.schres.2019.11.011. PMID: 31822431.

Li IH, Hsieh WL, Liu WI. A systematic review and meta-analysis of

the effectiveness of adherence therapy and its treatment duration

in patients with schizophrenia spectrum disorders. Patient Prefer
Adherence 2023;17:769-780. doi: 10.2147/PPA.5401650. PMID: 36974078;

158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

174.

PMCID: PMC10039634.

Loots E, Goossens E, Vanwesemael T, et al. interventions to improve
medication adherence in patients with schizophrenia or bipolar
disorders: A systematic review and meta-analysis. Int J Environ Res
Public Health 2021;18(19):10213. doi: 10.3390/ijerph181910213. PMID:
34639510; PMCID: PMC8508496.

Cahaya N, Kristina SA, Widayanti AW, Green J. Interventions to improve
medication adherence in people with schizophrenia: A systematic
review. Patient Prefer Adherence 2022;16:2431-2449. doi: 10.2147/PPA.
S378951. PMID: 36072918; PMCID: PMC9444034.

Basit SA, Mathews N, Kunik ME. Telemedicine interventions for
medication adherence in mental illness: A systematic review. Gen Hosp
Psychiatry 2020,62:28-36. doi: 10.1016/j.genhosppsych.2019.11.004.
PMID: 31775066.

Parellada E and Bioque M. Barriers to the use of long-acting injectable
antipsychotics in the management of schizophrenia. CNS Drugs
2016;30:689-701. doi: 10.1007/540263-016-0350-7. PMID: 27255405.
Kane JM, McEvoy JP, Correll CU, Llorca PM. Controversies surrounding
the use of long-acting injectable antipsychotic medications for the
treatment of patients with schizophrenia. CNS Drugs 2021;35(11):1189-
1205. doi: 10.1007/540263-021-00861-6. PMID: 34636025; PMCID:
PMC8551124.

Lindenmayer JP, Glick ID, Talreja H, et al. Persistent barriers to the

use of long-acting injectable antipsychotics for the treatment of
schizophrenia. J Clin Psychopharmacol 2020;40:346-349. doi: 10.1097/
JCP0000000000001225. PMID: 32639287.

Huhn M, Nikolakopoulou A, Schneider-Thoma J, et al. Comparative
efficacy and tolerability of 32 oral antipsychotics for the acute treatment
of adults with multi-episode schizophrenia: a systematic review and
network meta-analysis. Lancet 2019;394(10202):939-951. doi: 10.1016/
S0140-6736(19)31135-3. PMID: 31303314; PMCID: PMC6891890.

Correll CU, Martin A, Patel C, et al. Systematic literature review of
schizophrenia clinical practice guidelines on acute and maintenance
management with antipsychotics. Schizophrenia (Heidelb) 2022,8:5.
doi:10.1038/541537-021-00192-x. PMID:35210430; PMCID:PMC8873492.
Global Alliance of Mental lliness Advocacy Networks-Europe.
Adherence to treatment: the patient’s view. 2012. Available from:
https.//www.gamian.eu/wp-content/uploads/2014/06/Gamian-
Europe-Adherence-report-20121.pdf (Accessed January 2024).
Remington G, Foussias G, Agid O. Progress in defining optimal
treatment outcome in schizophrenia. CNS Drugs 2010;24:9-20. doi:
10.2165/11530250-000000000-00000. PMID: 200304 16.

Amminger GP, Schéfer MR, Schiégelhofer M, Klier CM, McGorry PD.
Longer-term outcome in the prevention of psychotic disorders by

the Vienna omega-3 study. Nat Commun 2015;6:7934. doi: 10.1038/
ncomms8934. PMID: 26263244; PMCID: PMC4918317.

Harrow M and Jobe TH. Does long-term treatment of

schizophrenia with antipsychotic medications facilitate recovery?
Schizophr Bull 2013;39:962-5. doi: 10.1093/schbul/sbt034. PMID:
23512950; PMCID: PMC3756791.

Veeneman RR, Vermeulen JM, Abdellaoui A, et al. Exploring the
relationship between schizophrenia and cardiovascular disease: A
genetic correlation and multivariable mendelian randomization study.
Schizophr Bull 2022;48(2):463-473. doi: 10.1093/schbul/sbab132. PMID:
34730178; PMCID: PM(C8886584.

Nielsen RE, Banner J, Jensen SE. Cardiovascular disease in patients with
severe mental illness. Nat Rev Cardiol 2021;18:136-145. doi: 10.1038/
541569-020-00463-7. PMID: 33128044,

Hastrup LH, Kronborg C, Bertelsen M, et al. Cost-effectiveness of

early intervention in first-episode psychosis: economic evaluation

of a randomised controlled trial (the OPUS study). BrJ Psychiatry
2013;202:35-41. doi: 10.1192/bjp.bp.112.112300. PMID: 23174515.
McCrone P, Craig TK, Power P, Garety PA. Cost-effectiveness of an

early intervention service for people with psychosis. Br J Psychiatry
2010;196(5):377-82. doi: 10.1192/bjp.bp.109.065896. PMID: 20435964.
Murphy SM, Kucukgoncu S, Bao Y, et al. An economic evaluation of
coordinated specialty care (CSC) services for first-episode psychosis in
the U.S. public sector. J Ment Health Policy Econ 2018;21:123-130. PMID:
30530872; PMCID: PMC6314808.

55


https://www.gamian.eu/wp-content/uploads/2014/06/Gamian-Europe-Adherence-report-20121.pdf
https://www.gamian.eu/wp-content/uploads/2014/06/Gamian-Europe-Adherence-report-20121.pdf

56

Schizophrenia - References

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

185.

186.

187.

188.

189.

190.

191.

Rosenheck R, Leslie D, Sint K, et al. Cost-effectiveness of comprehensive,
integrated care for first episode psychosis in the NIMH RAISE early
treatment program. Schizophr Bull 2016;42:896-906. doi: 10.1093/
schbul/sbv224. PMID: 26834024, PMCID: PMC4903057.

Cheng Z, Huang B, Ma K, et al. Trajectories of social function in
patients with first-episode schizophrenia: Analysis of data from a 10-
year follow up study. Asian J Psychiatr 2023;91:103834. doi: 10.1016/j.
ajp.2023.103834. PMID: 37988930.

Williams R, Ostinelli EG, Agorinya J, Minichino A, et al. Comparative
effectiveness of intervention services for early psychosis: a component
network meta-analysis. Unpublished data.

Lasagna L. Non-specific Aspects of Treatment. Edited by Shepherd

M and Sartorius N. Hans Huber: New York. 1989. Psychological
Medicine; Cambridge University Press 1990;20(2):445 doi: 10.1017/
S003329170001775X

Miyamoto S, Miyake N, Jarskog LF, Fleischhacker WW, Lieberman

JA. Pharmacological treatment of schizophrenia: a critical review

of the pharmacology and clinical effects of current and future
therapeutic agents. Mol Psychiatry 2012;17(12):1206-27. doi:
10.1038/mp.2012.47. PMID: 22584864.

Nucifora FC Jr, Woznica E, Lee BJ, Cascella N, Sawa A. Treatment
resistant schizophrenia: Clinical, biological, and therapeutic
perspectives. Neurobiol Dis 2019;131:104257. doi: 10.1016/j.
nbd.2018.08.016. PMID: 30170114; PMCID: PMC6395548.

Hofer A, Baumgartner S, Edlinger M, et al. Patient outcomes in
schizophrenia I: correlates with sociodemographic variables,
psychopathology, and side effects. Eur Psychiatry 2005;20:386-94.
doi: 10.1016/j.eurpsy.2005.02.005. PMID: 16171653.

Rosenheck R, Leslie D, Keefe R, et al. Barriers to employment for
people with schizophrenia. Am J Psychiatry 2006;163:411-17. doi:
10.1176/appi.ajp.163.3.411. PMID: 16513861.

Green MF. What are the functional consequences of neurocognitive
deficits in schizophrenia? Am J Psychiatry 1996;153:321-30. doi:
10.1176/ajp.153.3.321. PMID: 8610818.

Goff DC, Hill M, Barch D. The treatment of cognitive impairment

in schizophrenia. Pharmacol Biochem Behav 2011,99:245-53.

doi: 10.1016/j.pbb.2010.11.009. PMID: 21115035; PMCID:
PMC3114283.

Davidson M, Galderisi S, Weiser M, et al. Cognitive effects

of antipsychotic drugs in first-episode schizophrenia and
schizophreniform disorder: a randomized, open-label clinical trial
(EUFEST). Am J Psychiatry 2009;166:675-82. doi: 10.1176/appi.
ajp.2008.08060806. PMID: 19369319.

Wiersma D, Nienhuis FJ, Slooff CJ, et al. Natural course of schizophrenic
disorders: a 15-year follow up of a Dutch incidence cohort. Schizophr
Bull 1998,24:75-85. doi: 10.1093/oxfordjournals.schbul.a033315. PMID:
9502547.

Chakos M, Lieberman J, Hoffman E, Bradford D, Sheitman B.
Effectiveness of second-generation antipsychotics in patients with
treatment-resistant schizophrenia: a review and meta-analysis of
randomized trials. Am J Psychiatry 2001;158(4):518-26. doi: 10.1176/
appi.ajp.1584.518. PMID: 11282684.

Lewis SW, Barnes TR, Davies L, et al. Randomized controlled trial of
effect of prescription of clozapine versus other second-generation
antipsychotic drugs in resistant schizophrenia. Schizophr Bull
2006;32:715-23. doi: 10.1093/schbul/sbjo67. PMID: 16540702; PMCID:
PMC2632262.

Mortimer AM, Singh P, Shepherd CJ, Puthiryackal J. Clozapine

for treatment-resistant schizophrenia: National Institute of

Clinical Excellence (NICE) guidance in the real world. Clin

Schizophr Relat Psychoses 2010;4(1):49-55. doi: 10.3371/

CSRP4.1.4. PMID: 20643629.

Taylor DM, Young C, Paton C. Prior antipsychotic prescribing in
patients currently receiving clozapine: a case note review. J Clin
Psychiatry 2003,;64:30-4. doi: 10.4088/jcp.v64n0107. PMID: 12590620.
Nielsen J, Dahm M, Lublin H, Taylor D. Psychiatrists' attitude towards
and knowledge of clozapine treatment. J Psychopharmacol
2010;24(7):965-71. doi: 10.1177/0269881108100320. PMID: 19164499.

192.

193.

194.

195.

196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

Qubad M, Bittner RA. Second to none: rationale, timing, and

clinical management of clozapine use in schizophrenia. Ther

Adv Psychopharmacol 2023;13:20451253231158152. doi:
10.1177/20451253231158152. PMID: 36994117; PMCID: PMC10041648.
Farooq S, Choudry A, Cohen D, Naeem F, Ayub M. Barriers to using
clozapine in treatment-resistant schizophrenia: systematic review.
BJPsych Bull 2019;43(1):8-16. doi: 10.1192/bjb.2018.67. PMID: 30261942;
PMCID: PMC6327301.

Baig Al, Bazargan-Hejazi S, Ebrahim G, Rodriguez-Lara J. Clozapine
prescribing barriers in the management of treatment-resistant
schizophrenia: A systematic review. Medicine (Baltimore)
2021;100(45):227694. doi: 10.1097/MD.0000000000027694. PMID:
34766570; PMCID: PMC10545051.

Correll CU, Agid O, Crespo-Facorro B, et al. A guideline and checklist
for initiating and managing Clozapine treatment in patients with
treatment-resistant schizophrenia. CNS Drugs 2022;36(7):659-679. doi:
10.1007/540263-022-00932-2. PMID:35759211; PMCID: PMC9243911.
Pillinger T, Howes OD, Correll CU, et al. Antidepressant and
antipsychotic side-effects and personalised prescribing: a systematic
review and digital tool development. Lancet Psychiatry 2023;10(11):860-
876.doi: 10.1016/52215-0366(23)00262-6. PMID: 37774723.

Mitchell AJ, Vancampfort D, Sweers K, van Winkel R, Yu W, De Hert M.
Prevalence of metabolic syndrome and metabolic abnormalities in
schizophrenia and related disorders--a systematic review and meta-
analysis. Schizophr Bull 2013;39(2):306-18. doi: 10.1093/schbul/sbr148.
PMID: 22207632; PMCID: PMC3576174.

Stroup TS and Gray N. Management of common adverse effects of
antipsychotic medications. World Psychiatry 2018;17(3):341-356. doi:
10.1002/wps.20567. PMID: 30192094; PMCID: PMC6127750.
Dumontaud M, Korchia T, Khouani J, et al. Sexual dysfunctions in
schizophrenia: Beyond antipsychotics. A systematic review. Prog
Neuropsychopharmacol Biol Psychiatry 2020;98:109804. doi: 10.1016/].
pnpbp.2019.109804. PMID: 31711954.

Lieberman JA, Stroup TS, McEvoy JP, et al. Effectiveness of antipsychotic
drugs in patients with chronic schizophrenia. N Engl J Med 2005;353:
1209-23. doi: 10.1056/NEJM0a051688. PMID: 16172203.

Kahn RS, Fleischhacker WW, Boter H, et al. Effectiveness

of antipsychotic drugs in first-episode schizophrenia and
schizophreniform disorder: an open randomised clinical trial. Lancet
2008 29;371(9618):1085-97. doi: 10.1016/50140-6736(08)60486-9.
PMID: 18374841.

Calton T, Ferriter M, Huband N, Spandler H. A systematic review

of the Soteria paradigm for the treatment of people diagnosed

with schizophrenia. Schizophr Bull 2008;34:181-92. doi: 10.1093/
schbul/sbm047. PMID: 17573357; PMCID: PMC2632384.

Barnes TR, Leeson VC, Mutsatsa SH, Watt HC, Hutton SB, Joyce EM.
Duration of untreated psychosis and social function: 1-year follow-up
study of first-episode schizophrenia. Br J Psychiatry 2008;193(3):203-9.
doi: 10.1192/bjp.bp.108.049718. PMID: 18757977, PMCID: PMC2576506.
Brady M. Beating the odds — nothing is impossible, it's just a road

less travelled. Schizophr Bull 2008;34:204-11. doi: 10.1093/schbul/
sbm023. PMID: 17420176; PMCID: PMC2632418.

Semahegn A, Torpey K, Manu A, Assefa N, Tesfaye G, Ankomah A.
Psychotropic medication non-adherence and associated factors
among adult patients with major psychiatric disorders: a protocol for
a systematic review. Syst Rev 2018;7(1):10. doi: 10.1186/513643-018-
0676-y. PMID: 29357926; PMCID: PMC5778728.

Kern RS, Glynn SM, Horan WP, Marder SR. Psychosocial treatments

to promote functional recovery in schizophrenia. Schizophr Bull
2009;35(2):347-61. doi: 10.1093/schbul/sbn177. PMID: 19176470;
PMCID: PMC2659313.

Buchanan RW, Kreyenbuhl J, Kelly DL, et al. The 2009 schizophrenia
PORT psychopharmacological treatment recommendations and
summary statements. Schizophr Bull 2010;36(1):71-93. doi: 10.1093/
schbul/sbp116. PMID: 19955390; PMCID: PMC2800144.

Dixon LB, Dickerson F, Bellack AS, et al. The 2009 schizophrenia

PORT psychosocial treatment recommendations and summary
statements. Schizophr Bull 2010;36(1):48-70. doi: 10.1093/schbul/
sbp115. PMID: 19955389; PMCID: PMC2800143.


https://doi.org/10.1017/S003329170001775X
https://doi.org/10.1017/S003329170001775X

209.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

220.

221.

222.

223.

224.

225.

226.

Kurtz MM and Mueser KT. A meta-analysis of controlled research
on social skills training for schizophrenia. J Consult Clin Psychol
2008;76:491-504. doi: 10.1037/0022-006X.76.3.491. PMID: 18540742.
McDonagh MS, Dana T, Kopelovich SL, et al. Psychosocial interventions
for adults with schizophrenia: an overview and update of systematic
reviews. Psychiatr Serv 2022,73(3):299-312. doi: 10.1176/appi.
s.202000649. PMID: 34384230.

Gowda GS, Isaac MK. Models of care of schizophrenia in the
community-an international perspective. Curr Psychiatry Rep
2022,24(3):195-202.doi: 10.1007/511920-022-01329-0. PMID: 35230610;
PMCID: PMC8967793.

Wykes T, Steel C, Everitt B, Tarrier N. Cognitive behavior therapy for
schizophrenia: effect sizes, clinical models, and methodological
rigor. Schizophr Bull 2008;34(3):523-37. doi: 10.1093/schbul/
sbm114. PMID: 17962231; PMCID: PMC2632426.

Jones C, Hacker D, Cormac |, Meaden A, Irving CB. Cognitive
behaviour therapy versus other psychosocial treatments for
schizophrenia. Cochrane Database Syst Rev 2012;4(4):CD008712.
doi: 10.1002/14651858.CD008712.pub2. PMID: 22513966; PMCID:
PMC4163968.

Wykes T, Huddy V, Cellard C, McGurk SR, Czobor P. A meta-analysis
of cognitive remediation for schizophrenia: methodology and
effect sizes. Am J Psychiatry 2011;168(5):472-85. doi: 10.1176/appi.
ajp.2010.10060855. PMID: 21406461.

McGurk SR, Twamley EW, Sitzer DI, McHugo GJ, Mueser KT.

A meta-analysis of cognitive remediation in schizophrenia.

Am J Psychiatry 2007;164(12):1791-802. doi: 10.1176/appi.
ajp.2007.07060906. PMID: 18056233; PMCID: PMC3634703.

Eack SM, Hogarty GE, Cho RY, et al. Neuroprotective effects

of cognitive enhancement therapy against gray matter loss

in early schizophrenia: results from a 2-year randomized
controlled trial. Arch Gen Psychiatry 2010,67:674-82. doi: 10.1001/
archgenpsychiatry.2010.63. PMID: 20439824; PMCID: PMC3741671.
Penadés R, Pujol N, Catalan R, et al. Brain effects of cognitive
remediation therapy in schizophrenia: a structural and functional
neuroimaging study. Biol Psychiatry 2013;73:1015-23. doi: 10.1016/].
biopsych.2013.01.017. PMID: 23452665.

Leff JP, Warner R. Social inclusion of people with mental illness.
Cambridge, UK; New York: Cambridge University Press, 2006. doi:
10.1017/CBO9780511543937

Pharoah F, Mari J, Rathbone J, Wong W. Family intervention for
schizophrenia. Cochrane Database Syst Rev 2010;(12):CD000088.
doi: 10.1002/14651858.CD000088.pub2. PMID: 21154340; PMCID:
PMC4204509.

Moller M and Murphy M. The three R's rehabilitation program: a
prevention approach for the management of relapse symptoms
associated with psychiatric diagnoses. Psychiatr Rehabil J 1997,20:42—
48. doi:10.1037/h0095365.

Sellwood W, Wittkowski A, Tarrier N, Barrowclough C. Needs-based
cognitive-behavioural family intervention for patients suffering
from schizophrenia: 5-year follow-up of a randomized controlled
effectiveness trial. Acta Psychiatr Scand 2007;116(6):447-52. doi:
10.1111/}.1600-0447.2007.01097 x. PMID: 17961200.

Leff J, Berkowitz R, Shavit N, Strachan A, Glass |, Vaughn C. A trial

of family therapy versus a relatives' group for schizophrenia.
Two-year follow-up. BrJ Psychiatry 1990;157:571-7. doi: 10.1192/
bjp.157.4.571. PMID: 2131140.

Goldstein MJ. Psycho-education and family treatment related

to the phase of a psychotic disorder. Int Clin Psychopharmacol
1996;11(Suppl 2):77-83. doi: 10.1097/00004850-199605002-
00013. PMID: 8803665.

McFarlane WR. Multifamily groups in the treatment of severe
psychiatric disorders. New York: Guilford Press, 2002.

Breitborde NJ, Moreno FA, Mai-Dixon N, et al. Multifamily group
psychoeducation and cognitive remediation for first-episode
psychosis: a randomized controlled trial. BMC Psychiatry 2011;11:9. doi:
10.1186/1471-244X-11-9. PMID: 21226941, PMCID: PMC3030530.
McFarlane WR, Link B, Dushay R, Marchal J, Crilly J.
Psychoeducational multiple family groups: four-year relapse
outcome in schizophrenia. Fam Process 1995,34(2):127-44. doi:
10.1111/}.1545-5300.1995.00127 x. PMID: 7589414.

227.

228.

229.

230.

231.

232.

233.

234.

235.

236.

237.

238.

239.

240.

241.

242.

243.

McFarlane WR, Lukens E, Link B, et al. Multiple-family groups

and psychoeducation in the treatment of schizophrenia.

Arch Gen Psychiatry 1995;52:679-87. doi: 10.1001/
archpsyc.1995.03950200069016. PMID: 7632121.

Ucok A, Brohan E, Rose D, et al. Anticipated discrimination among
people with schizophrenia. Acta Psychiatr Scand 2012;125:77-83. doi:
10.1111/1.1600-0447.2011.01772.x. PMID: 22017644.

Lasalvia A, Zoppei S, Van Bortel T, et al. Global pattern of experienced
and anticipated discrimination reported by people with major
depressive disorder: a cross-sectional survey. Lancet 2013;381:55-62.
doi: 10.1016/50140-6736(12)61379-8. PMID: 23083627.

Na EY, Lim YJ. Influence of Employment on the Positive Mental Health
of Individuals with Schizophrenia Living in the Community. Psychiatr Q
2001;91:203-208. doi: 10.1007/511126-019-09686-5. PMID: 31811582.
Park AL, Rinaldi M, Brinchmann B, et al. Economic analyses of supported
employment programmes for people with mental health conditions:
A systematic review. Eur Psychiatry 2022;65(1):e51. doi: 10.1192/].
eurpsy.2022.2309. PMID: 35983840; PMCID: PMC9491084.

Stein M, Mahomed F, Patel V, et al. Mental health, legal capacity,

and human rights. Cambridge University Press. 2021:1-412.

doi: 10.1017/9781108979016.

Mental Health Commission Canada. Assessment Framework

for Mental Health Apps. 2023. Available from: https://
mentalhealthcommission.ca/wp-content/uploads/2023/06/MHCC-
Assessment-Framework-for-Mental-Health-Apps-EN-FINAL.pdf
(Accessed January 2024).

Australian Commission on Safety and Quality in Health Care. National
Safety and Quality Digital Mental Health Standards — Guide for Service
Providers. 2022. Available from: https://www.safetyandquality.gov.
au/standards/national-safety-and-quality-digital-mental-health-
standards/implementing-national-safety-and-quality-digital-mental-
health-standards (Accessed January 2024).

Kelly B. New Technology, Psychiatry, and the Law: Navigating Panic,
Prudence, and Possibility. 15 International Conference on Decision
Making in Medicine and Law: Opportunities and pitfalls of information
technologies. Rome, Italy, December 14 2023.

Simpson EL, House AQ. Involving users in the delivery and evaluation
of mental health services: systematic review. BMJ 2002;325:1265. doi:
10.1136/bmj.325.7375.1265. PMID: 12458241; PMCID: PMC136921.
Ahmed AO, Doane NJ, Mabe PA, Buckley PF, Birgenheir D, Goodrum
NM. Peers and peer-led interventions for people with schizophrenia.
Psychiatr Clin North Am 2012;35(3):699-715. doi: 10.1016/.
psc.2012.06.009. PMID: 22929874.

Cook JA, Copeland ME, Jonikas JA, et al. Results of a

randomized controlled trial of mental illness self-management

using Wellness Recovery Action Planning. Schizophr Bull
2012;38:881-91. doi: 10.1093/schbul/sbr012. PMID: 21402724,
PMCID: PMC3406522.

Burti L, Amaddeo F, Ambrosi M, et al. Does additional care provided
by a consumer self-help group improve psychiatric outcome? A
study in an Italian community-based psychiatric service. Community
Ment Health J2005;41:705-20. doi: 10.1007/510597-005-6428-1. PMID:
16328584.

Trachtenberg M, Parsonage M, Shepherd G, Boardman J. Peer support
in mental health care: is it good value for money? 2013. Available from:
https://eprints.se.ac.uk/60793/1/Trachtenberg_etal Report-Peer-
support-in-mental-health-care-is-it-good-value-for-money 2013.pdf
(Accessed January 2024).

Pfammatter M, Junghan UM, Brenner HD. Efficacy of psychological
therapy in schizophrenia: conclusions from meta-analyses. Schizophr
Bull 2006;32( Suppl 1):564-80. doi: 10.1093/schbul/sbl030. PMID:
16905634; PMCID: PMC2632545.

Silverstein SM, Spaulding WD, Menditto AA, et al. Attention shaping:

a reward-based learning method to enhance skills training

outcomes in schizophrenia. Schizophr Bull 2009;35:222-32. doi:
10.1093/schbul/sbm150. PMID: 18212327; PMCID: PMC2643961.
Dixon LB, Lucksted A, Medoff DR et al. Outcomes of a randomized
study of a peer-taught Family-to-Family Education Program

for mental illness. Psychiatr Serv 2011;62:591-7. doi: 10.1176/
p5.62.6.p556206_0591. PMID: 21632725, PMCID: PMC4749398.

57


https://doi.org/10.1017/CBO9780511543937
http://dx.doi.org/10.1037/h0095365
https://doi.org/10.1017/9781108979016
https://mentalhealthcommission.ca/wp-content/uploads/2023/06/MHCC-Assessment-Framework-for-Mental-Health-Apps-EN-FINAL.pdf
https://mentalhealthcommission.ca/wp-content/uploads/2023/06/MHCC-Assessment-Framework-for-Mental-Health-Apps-EN-FINAL.pdf
https://mentalhealthcommission.ca/wp-content/uploads/2023/06/MHCC-Assessment-Framework-for-Mental-Health-Apps-EN-FINAL.pdf
https://www.safetyandquality.gov.au/standards/national-safety-and-quality-digital-mental-health-standards/implementing-national-safety-and-quality-digital-mental-health-standards
https://www.safetyandquality.gov.au/standards/national-safety-and-quality-digital-mental-health-standards/implementing-national-safety-and-quality-digital-mental-health-standards
https://www.safetyandquality.gov.au/standards/national-safety-and-quality-digital-mental-health-standards/implementing-national-safety-and-quality-digital-mental-health-standards
https://www.safetyandquality.gov.au/standards/national-safety-and-quality-digital-mental-health-standards/implementing-national-safety-and-quality-digital-mental-health-standards
https://eprints.lse.ac.uk/60793/1/Trachtenberg_etal_Report-Peer-support-in-mental-health-care-is-it-good-value-for-money_2013.pdf
https://eprints.lse.ac.uk/60793/1/Trachtenberg_etal_Report-Peer-support-in-mental-health-care-is-it-good-value-for-money_2013.pdf

58

Schizophrenia - References

244.

245.

246.

247.

248.

249.

250.

251.

252.

253.

254.

255.

256.

257.

258.

259.

260.

Fleischhacker W, Stolerman I. Encyclopedia of schizophrenia: focus
on management options. London: Springer, 2011.

Medalia A, Richardson R. What predicts a good response to
cognitive remediation interventions? Schizophr Bull 2005;31:942—
53. doi: 10.1093/schbul/sbi045. PMID: 16120830.

Hogarty GE, Goldberg SC, Schooler NR, Ulrich RF. Drug and
sociotherapy in the aftercare of schizophrenic patients. Il. Two-year
relapse rates. Arch Gen Psychiatry 1974;31(5):603-8. doi: 10.1001/
archpsyc.1974.01760170005001. PMID: 4374155.

National Health Service (UK). Improving access to

psychological therapies manual. 2023. Available from: https.//
www.england.nhs.uk/wp-content/uploads/2018/06/the-nhs-
talking-therapies-manual-vé.pdf?trk=public_post comment-

text (Accessed January 2024).

Medicaid.gov. Medicaid. Available from: https.//www.medicaid.
gov/medicaid/index.html (Accessed January 2024).

Johnstone B, Yoon DP, Cohen D, et al. Relationships among
spirituality, religious practices, personality factors, and health for
five different faith traditions. J Relig Health 2012;51:1017-41. doi:
10.1007/510943-012-9615-8. PMID: 22618413.

Smolak A, Gearing RE, Alonzo D, Baldwin S, Harmon S, McHugh K.
Social support and religion: mental health service use and treatment
of schizophrenia. Community Ment Health J 2013;49(4):444-50. doi:
10.1007/510597-012-9536-8. PMID: 22855264; PMCID: PMC3570737.
Laursen TM. Life expectancy among persons with

schizophrenia or bipolar affective disorder. Schizophr Res
2011;131:101-4. doi: 10.1016/j.5chres.2011.06.008. PMID:

21741216.

Leucht S, Burkard T, Henderson J, Maj M, Sartorius N. Physical iliness
and schizophrenia: a review of the literature. Acta Psychiatr Scand
2007;116:317-33. doi: 10.1111/.1600-0447.2007.01095 X. PMID:
17919153.

Global Alliance of Mental lliness Advocacy Networks-Europe.
Exploring the links between physical and mental health: the
patients experience. 2012. Available from: https.//www.gamian.eu/
wp-content/uploads/Gamian-Europe-PMH-report.pdf (Accessed
January 2024).

Foley DL, Morley KI. Systematic review of early cardiometabolic
outcomes of the first treated episode of psychosis. Arch Gen
Psychiatry 2011;68:609-16. doi: 10.1001/archgenpsychiatry.2011.2.
PMID: 21300937.

Teasdale SB, Ward PB, Samaras K et al. Dietary intake of people
with severe mental illness: systematic review and meta-analysis. Br
J Psychiatry 2019;214(5):251-259. doi: 10.1192/bjp.2019.20. PMID:
30784395.

Osby U, Correia N, Brandt L, Ekbom A, Sparén P. Time trends in
schizophrenia mortality in Stockholm county, Sweden: cohort
study. BMJ 2000;321(7259):483-4. doi: 10.1136/bmj.321.7259.483.
PMID: 10948028; PMCID: PMC27463.

Himelhoch S, Leith J, Goldberg R, Kreyenbuhl J, Medoff D,

Dixon L. Care and management of cardiovascular risk factors
among individuals with schizophrenia and type 2 diabetes

who smoke. Gen Hosp Psychiatry 2009;31(1):30-2. doi: 10.1016/j.
genhosppsych.2008.07.007. PMID: 19134507; PMCID:

PMC2731990.

Sullivan G, Han X, Moore S, Kotrla K. Disparities in hospitalization
for diabetes among persons with and without co-occurring
mental disorders. Psychiatr Serv 2006;57(8):1126-31. doi:
10.1176/ps.2006.57.8.1126. PMID: 16870963.

Khaity A, Mostafa Al-Dardery N, Albakri K, et al. Glucagon-like peptide-1
receptor-agonists treatment for cardio-metabolic parameters in
schizophrenia patients: a systematic review and meta-analysis. front
Psychiatry 2023;14:1153648. doi: 10.3389/fpsyt.2023.1153648. PMID:
37215670; PMCID: PMC10196269.

Ali RA, Jalal Z, Paudyal V. Barriers to monitoring and management
of cardiovascular and metabolic health of patients prescribed

antipsychotic drugs: a systematic review. BMC Psychiatry 2020;20(1):581.

doi: 10.1186/512888-020-02990-6. PMID: 33276762; PMCID:
PMC7718699.

261.

262.

263.

264.

265.

266.

267.

268.

269.

270.

271.

272.

273.

274.

275.

276.

277.

McCreadie RG, Scottish Schizophrenia Lifestyle Group. Diet,

smoking and cardiovascular risk in people with schizophrenia:
descriptive study. BrJ Psychiatry 2003;183:534-9. doi: 10.1192/
bjp.183.6.534. PMID: 14645025.

Mackowick KM, Lynch MJ, Weinberger AH, George TP. Treatment

of tobacco dependence in people with mental health and

addictive disorders. Curr Psychiatry Rep 2012;14(5):478-85.

doi: 10.1007/511920-012-0299-2. PMID: 22821177; PMCID:
PM(C3722553.

Banham L, Gilbody S. Smoking cessation in severe mental illness:
what works? Addiction 2010;105:1176-89. doi: 10.1111/].1360-
0443.2010.02946.x. PMID: 20491721.

Schmidt LM, Hesse M, Lykke J. The impact of substance use disorders
on the course of schizophrenia - a 15-year follow-up study: dual
diagnosis over 15 years. Schizophr Res 2011;130:228-33. doi: 10.1016/j.
schres.2011.04.011. PMID: 21592731.

Kelly TM, Daley DC, Douaihy AB. Treatment of substance abusing
patients with comorbid psychiatric disorders. Addict Behav
2012;37:11-24. doi: 10.1016/j.addbeh.2011.09.010: 21981788;

PMCID: PMC3196788.

LiJ, Du H, Dou F, et al. A study on the changing trend and influencing
factors of hospitalization costs of schizophrenia in economically
underdeveloped areas of China. Schizophrenia (Heidelb) 2023;9(1):4. doi:
10.1038/541537-023-00331-6. PMID: 36658140; PMCID: PMC9852576.
Hanninen E. Choices for Recovery, Community-Based Rehabilitation
and the Clubhouse Model as Means to Mental Health Reforms. Report
50/2012. Available from: https://clubhouse-europe.com/wp-content/
uploads/2019/10/14 15 choices for recovery report.pdf (Accessed
January 2024).

United Nations. Universal Declaration of Human Rights. 2021. Available
from: https.//www.un.org/en/about-us/universal-declaration-of-
human-rights (Accessed January 2024).

Andreyev H. Political dissent and “sluggish” schizophrenia in the

Soviet Union. Br Med J (Clin Res Ed) 1986;293(6550):822. doi: 10.1136/
bmj.293.6550.822-a. PMID: 11653751; PMCID: PMC1341611.
Heidegren CG. Edited by Abrahamsson C and Elensky T. 2023.
Radikalism och avantgarde. Sverige 1947-1967. Stockholm: Timbro.
Ramon S. Psichiatria democratica: a case study of an Italian community
mental health service. Int J Health Serv 1983;13(2):307-24. doi:
10.2190/76CQ-B5VN-T3FD-CMU7. PMID: 6853005.

De Girolamo G, Barbato A, Bracco R, et al. Characteristics and activities
of acute psychiatric in-patient facilities: national survey in Italy. Br

J Psychiatry 2007;191:170-7. doi: 10.1192/bjp.bp.105.020636. PMID:
17666503.

Burns T. Franco Basaglia: a revolutionary reformer ignored in
Anglophone psychiatry. Lancet Psychiatry 2019;6(1):19-21. doi: 10.1016/
$2215-0366(18)30426-7. PMID: 30385212.

World Health Organisation. Mental health policy and service guidance
package. The mental health context. Available from: https.//www.afro.
who.int/sites/default/files/2017-06/MNH%20context _essential%20
package_eng.pdf (Accessed January 2024).

JFK Library. John F. Kennedy and people with intellectual disabilities.
Available from: https.//www.jfklibrary.org/learn/about-jfk/
ifk-in-history/john-f-kennedy-and-people-with-intellectual-
disabilities#:~:text=Eight%20months%20later%2C%200n%20
October%2024%2C prevention%20through%20maternity%20
and%?20infant%20care.&text=Eight%20months%20later%2C%20
on,maternity%20and%20infant%20care &text=later%2C%200n%20
October%2024%2C prevention%20through%20maternity%20and John

FE. Kennedy and People with Intellectual Disabilities (Accessed January
2024).

Beezhold J, Stoyanov D, Nakov V, et al. Transitions in mental health
care: The European Psychiatric Association contribution to reform in
Bulgaria. Eur Psychiatry 2020;63(1):1-13. doi: 10.1192/j.eurpsy.2020.43.
PMID: 32366337; PMCID: PMC7355170.

United Nations. Principles for the protection of persons with mental
iliness and the improvement of mental health care. 1991. Available
from: https.//www.ohchr.org/en/instruments-mechanisms/
instruments/principles-protection-persons-mental-illness-and-
improvement (Accessed January 2024).



https://www.england.nhs.uk/wp-content/uploads/2018/06/the-nhs-talking-therapies-manual-v6.pdf?trk=public_post_comment-text
https://www.england.nhs.uk/wp-content/uploads/2018/06/the-nhs-talking-therapies-manual-v6.pdf?trk=public_post_comment-text
https://www.england.nhs.uk/wp-content/uploads/2018/06/the-nhs-talking-therapies-manual-v6.pdf?trk=public_post_comment-text
https://www.england.nhs.uk/wp-content/uploads/2018/06/the-nhs-talking-therapies-manual-v6.pdf?trk=public_post_comment-text
https://www.medicaid.gov/medicaid/index.html
https://www.medicaid.gov/medicaid/index.html
https://www.gamian.eu/wp-content/uploads/Gamian-Europe-PMH-report.pdf
https://www.gamian.eu/wp-content/uploads/Gamian-Europe-PMH-report.pdf
https://clubhouse-europe.com/wp-content/uploads/2019/10/14_15_choices_for_recovery_report.pdf
https://clubhouse-europe.com/wp-content/uploads/2019/10/14_15_choices_for_recovery_report.pdf
https://www.un.org/en/about-us/universal-declaration-of-human-rights
https://www.un.org/en/about-us/universal-declaration-of-human-rights
https://iris.who.int/bitstream/handle/10665/333084/9241545941-eng.pdf?sequence=1
https://www.afro.who.int/sites/default/files/2017-06/MNH%20context_essential%20package_eng.pdf
https://www.afro.who.int/sites/default/files/2017-06/MNH%20context_essential%20package_eng.pdf
https://www.afro.who.int/sites/default/files/2017-06/MNH%20context_essential%20package_eng.pdf
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.jfklibrary.org/learn/about-jfk/jfk-in-history/john-f-kennedy-and-people-with-intellectual-disabilities#:~:text=Eight%20months%20later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and%20infant%20care.&text=Eight%20months%20later%2C%20on,maternity%20and%20infant%20care.&text=later%2C%20on%20October%2024%2C,prevention%20through%20maternity%20and John F. Kennedy and People with Intellectual Disabilities
https://www.ohchr.org/en/instruments-mechanisms/instruments/principles-protection-persons-mental-illness-and-improvement
https://www.ohchr.org/en/instruments-mechanisms/instruments/principles-protection-persons-mental-illness-and-improvement
https://www.ohchr.org/en/instruments-mechanisms/instruments/principles-protection-persons-mental-illness-and-improvement

278.

279.

280.

281.

282.

283.

284.

285.

286.

287.

288.

289.

290.

291.

292.

293.

294.

World Health Organization. Mental health care law: ten basic
principles with annotations suggesting selected actions to promote
their implementation. Division of mental health and prevention

of substance abuse. 1996. Available from: https:/iris.who.int/
handle/10665/63624 (Accessed January 2024).

Council of Europe, Committee of Ministers. Recommmendation
Rec(2004)10 of the Committee of Ministers to member states
concerning the protection of the human rights and dignity of
persons with mental disorder. Jahrbuch fir Wissenschaft und Ethik.
2005;10(1):527-540. doi: 10.1515/9783110182521.527.

Council of Europe. Toolkit to inform public officials about the State’s
obligations under the European Convention on Human Rights.
Available from: https.//www.coe.int/en/web/echr-toolkit/home
(Accessed January 2024).

United Nations. Standard rules on the equalization of opportunities
for persons with disabilities. 1994. Available from: https.//www.un.org/
development/desa/disabilities/standard-rules-on-the-equalization-
of-opportunities-for-persons-with-disabilities.html (Accessed January
2024).

United Nations. Convention on the Rights of Persons with

Disabilities [A/RES/61/106]. 2007. Available from: https.//www.
un.org/development/desa/disabilities/resources/general-assembly/
convention-on-the-rights-of-persons-with-disabilities-ares61106.html
(Accessed January 2024).

United Nations. Report of the Special Rapporteur on the rights of
persons with disabilities. 2007. Available from: https://digitallibrary.
un.org/record/1298436 (Accessed January 2024).

United Nations. Convention on the Rights of Persons with Disabilities
(CRPD). Article 12 — Equal recognition before the law. 2016. Available
from: https//www.un.org/development/desa/disabilities/convention-
on-the-rights-of-persons-with-disabilities/article-12-equal-recognition-
before-the-law.html (Accessed January 2024)

World Health Organization. Legal capacity and the right to

decide. WHO QualityRights core training: mental health and social
services. 2019. Available from: https.//iris.who.int/bitstream/hand
le/10665/329539/9789241516716-eng.pdf (Accessed January 2024)
Herrman H, Allan J, Galderisi S, Javed A, Rodrigues M; WPA Task Force
on implementing alternatives to coercion in mental health care.
Alternatives to coercion in mental health care: WPA Position Statement
and Call to Action. World Psychiatry 2022;21(1):159-160. doi: 10.1002/
wps.20950. PMID: 35015368; PMCID: PMC8751569.

World Psychiatric Association. Supporting and implementing
alternatives to coercion in mental health care. Available from https.//
www.wpanet.org/alternatives-to-coercion (Accessed January 2024).
Rodrigues M, Herrman H, Galderisi S, Allan J. WPA position statement and
call to action: Implementing alternatives to coercion: a key component
of improving mental health care. Available from: https//www.wpanet.
org/_files/ugd/e172f3 635a89af889¢471683c29fcd981db0aa.pdf
(Accessed January 2024).

Appelbaum PS. Saving the UN Convention on the Rights of Persons
with Disabilities - from itself. World Psychiatry 2019;18:1-2. doi: 10.1002/
wps.20583. PMID: 30600638; PMCID: PMC6313245.

Szmukler G."Capacity’, “best interests’, “will and preferences”and the UN
Convention on the Rights of Persons with Disabilities. World Psychiatry
2019;18(1):34-41. doi: 10.1002/wps.20584. PMID: 30600630; PMCID:
PMC6313688.

Tyrer P, Bajaj P. Nidotherapy: making the environment do the
therapeutic work. Adv Psychiatr Treat 2005;11(3):232-8. doi:10.1192/
apt.11.3.232.

The Council of the European Union. Council conclusions on mental
health. 2023. Available from: https://data.consilium.europa.eu/doc/
document/ST-15053-2023-INIT/en/pdf (Accessed January 2024).
World Health Organization. The WHO special initiative for mental
health (2019-2023): universal health coverage for mental health. 2019.
Available from: https://iris.who.int/handle/10665/310981 (Accessed
January 2024).

World Health Organization. Comprehensive mental health action plan
2013-2030. Geneva: World Health Organization; 2021. Licence: CC
BY-NC-SA 3.0 IGO. Available from: https://iris.who.int/bitstream/han
dle/10665/345301/9789240031029-eng.pdf?sequence=1 (Accessed
January 2024).

295.

296.

297.

298.

299.

300.

301.

302.

303.

304.

305.

306.

307.

308.

309.

310.

Asia-Pacific Economic Cooperation. 2021-2030 roadmap to promote
mental wellness in a healthy Asia Pacific 2021-2030. 2021. Available
from: https://med-fom-mood.sites.olt.ubc.ca/files/2021/08/Aug-11-
8.2MB-2021-2030-Roadmap-to-Promote-Mental-Wellness-in-a-Healthy-
Asia-Pacific.pdf (Accessed January 2024).

United Nations. Department of Economic and Social Affairs.
Sustainable development. Ensure healthy lives and promote well-being
for all at all ages. 2022. Available from: https://sdgs.un.org/goals/goal3
(Accessed January 2024).

United Nations. Mental health and psychosocial support: resolution
adopted by the General Assembly. 2023. Available from: https.//
digitallibrary.un.org/record/4014613?In=en (Accessed January 2024).
Statista. Countries with stand-alone mental health policy by region
2020. Available from: https.//wwwv.statista.com/statistics/452787/share-
of-countries-with-stand-alone-mental-health-policy-plan-by-region/
(Accessed January 2024).

European Union: Joint Action on Mental Health and Well-being.
Mental health in all policies. Situation analysis and recommendations
for action. 2017. Available from: https://health.ec.europa.eu/system/
files/2017-07/2017_mh_allpolicies_en_0.pdf (Accessed January 2024).
Organisation for Economic Co-operation and Development. Fitter
minds, fitter jobs: from awareness to change in integrated mental
health, skills and work policies, mental health and work. OECD
Publishing, Paris, 2021. doi: 10.1787/a0815d0f-en.

Garratt K. Mental health policy and services in England. House of
Commons Library. 2023. Available from: https://researchbriefings.files.
parliament.uk/documents/CBP-7547/CBP-7547.pdf (Accessed January
2024).

EU Health Policy Platform. A mental health in all policies approach as
key component of any comprehensive initiative on mental health.
Available from: https://health.ec.europa.eu/system/files/2023-04/
policy 20230419 c003-2_en.pdftt:~text=The%20EU%20and%20
European%20countries%20must%20implement%20a,support%20
at%20local%2C%20regional%2C%20national%20and%20
European%20levels (Accessed January 2024).

European Commission. Communication from The Commission to The
European Parliament, The Council, The European Economic And Social
Committee and The Committee Of The Regions on a comprehensive
approach to mental health. 2023. Available from https://health.
eceuropa.eu/system/files/2023-06/com 2023 298 1 act_en.pdf
(Accessed January 2024).

Organisation for Economic Co-operation and Development.
Recommendation of The Council on integrated mental health, skills
and work policy. 2015. Available from https://legalinstruments.oecd.
org/public/doc/334/334.en.pdf (Accessed January 2024).

European Parliament. Mental health in the digital world of work. 2022.
Available from https://www.europarl.europa.eu/doceo/document/TA-
9-2022-0279_EN.pdf (Accessed January 2024).

World Health Organization. World mental health report. Transforming
mental health for all. 2022. Available from https://iris.who.int/bitstream/
handle/10665/356119/9789240049338-eng.pdf?sequence=1
(Accessed January 2024).

World Health Organization. WHO highlights urgent need to transform
mental health and mental health care. 2022. Available from: https.//
www.who.int/news/item/17-06-2022-who-highlights-urgent-need-to-
transform-mental-health-and-mental-health-care (Accessed January
2024).

World Health Organization. WHO European framework for action on
mental health 2021-2025. Copenhagen: WHO Regional Office for
Europe; 2022. Licence: CC BY-NC-SA 3.0 IGO. Available from: https://
www.who.int/europe/publications/i/item/9789289057813 (Accessed
January 2024).

World Health Organization. Mental health atlas. Available from: https.//
www.who.int/teams/mental-health-and-substance-use/data-research/
mental-health-atlas (Accessed January 2024).

World Health Organization. Mental health Gap Action Programme
(MmhGAP). Available from: https://www.emro.who.int/mnh/mental-
health-gap-action-programme/index.html (Accessed January 2024).

59


https://iris.who.int/handle/10665/63624
https://iris.who.int/handle/10665/63624
https://doi.org/10.1515/9783110182521.527
https://www.coe.int/en/web/echr-toolkit/home
https://www.un.org/development/desa/disabilities/standard-rules-on-the-equalization-of-opportunities-for-persons-with-disabilities.html
https://www.un.org/development/desa/disabilities/standard-rules-on-the-equalization-of-opportunities-for-persons-with-disabilities.html
https://www.un.org/development/desa/disabilities/standard-rules-on-the-equalization-of-opportunities-for-persons-with-disabilities.html
https://www.un.org/development/desa/disabilities/resources/general-assembly/convention-on-the-rights-of-persons-with-disabilities-ares61106.html
https://www.un.org/development/desa/disabilities/resources/general-assembly/convention-on-the-rights-of-persons-with-disabilities-ares61106.html
https://www.un.org/development/desa/disabilities/resources/general-assembly/convention-on-the-rights-of-persons-with-disabilities-ares61106.html
https://digitallibrary.un.org/record/1298436
https://digitallibrary.un.org/record/1298436
https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities/article-12-equal-recognition-before-the-law.html
https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities/article-12-equal-recognition-before-the-law.html
https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities/article-12-equal-recognition-before-the-law.html
https://iris.who.int/bitstream/handle/10665/329539/9789241516716-eng.pdf
https://iris.who.int/bitstream/handle/10665/329539/9789241516716-eng.pdf
https://www.wpanet.org/alternatives-to-coercion
https://www.wpanet.org/alternatives-to-coercion
https://www.wpanet.org/_files/ugd/e172f3_635a89af889c471683c29fcd981db0aa.pdf
https://www.wpanet.org/_files/ugd/e172f3_635a89af889c471683c29fcd981db0aa.pdf
https://data.consilium.europa.eu/doc/document/ST-15053-2023-INIT/en/pdf
https://data.consilium.europa.eu/doc/document/ST-15053-2023-INIT/en/pdf
https://iris.who.int/handle/10665/310981
https://iris.who.int/bitstream/handle/10665/345301/9789240031029-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345301/9789240031029-eng.pdf?sequence=1
https://med-fom-mood.sites.olt.ubc.ca/files/2021/08/Aug-11-8.2MB-2021-2030-Roadmap-to-Promote-Mental-Wellness-in-a-Healthy-Asia-Pacific.pdf
https://med-fom-mood.sites.olt.ubc.ca/files/2021/08/Aug-11-8.2MB-2021-2030-Roadmap-to-Promote-Mental-Wellness-in-a-Healthy-Asia-Pacific.pdf
https://med-fom-mood.sites.olt.ubc.ca/files/2021/08/Aug-11-8.2MB-2021-2030-Roadmap-to-Promote-Mental-Wellness-in-a-Healthy-Asia-Pacific.pdf
https://sdgs.un.org/goals/goal3
https://digitallibrary.un.org/record/4014613?ln=en
https://digitallibrary.un.org/record/4014613?ln=en
https://www.statista.com/statistics/452787/share-of-countries-with-stand-alone-mental-health-policy-plan-by-region/
https://www.statista.com/statistics/452787/share-of-countries-with-stand-alone-mental-health-policy-plan-by-region/
https://health.ec.europa.eu/system/files/2017-07/2017_mh_allpolicies_en_0.pdf
https://health.ec.europa.eu/system/files/2017-07/2017_mh_allpolicies_en_0.pdf
https://doi.org/10.1787/a0815d0f-en
https://researchbriefings.files.parliament.uk/documents/CBP-7547/CBP-7547.pdf
https://researchbriefings.files.parliament.uk/documents/CBP-7547/CBP-7547.pdf
https://health.ec.europa.eu/system/files/2023-04/policy_20230419_co03-2_en.pdf#:~:text=The%20EU%20and%20European%20countries%20must%20implement%20a,support%20at%20local%2C%20regional%2C%20national%20and%20European%20levels
https://health.ec.europa.eu/system/files/2023-04/policy_20230419_co03-2_en.pdf#:~:text=The%20EU%20and%20European%20countries%20must%20implement%20a,support%20at%20local%2C%20regional%2C%20national%20and%20European%20levels
https://health.ec.europa.eu/system/files/2023-04/policy_20230419_co03-2_en.pdf#:~:text=The%20EU%20and%20European%20countries%20must%20implement%20a,support%20at%20local%2C%20regional%2C%20national%20and%20European%20levels
https://health.ec.europa.eu/system/files/2023-04/policy_20230419_co03-2_en.pdf#:~:text=The%20EU%20and%20European%20countries%20must%20implement%20a,support%20at%20local%2C%20regional%2C%20national%20and%20European%20levels
https://health.ec.europa.eu/system/files/2023-04/policy_20230419_co03-2_en.pdf#:~:text=The%20EU%20and%20European%20countries%20must%20implement%20a,support%20at%20local%2C%20regional%2C%20national%20and%20European%20levels
https://health.ec.europa.eu/system/files/2023-06/com_2023_298_1_act_en.pdf
https://health.ec.europa.eu/system/files/2023-06/com_2023_298_1_act_en.pdf
https://legalinstruments.oecd.org/public/doc/334/334.en.pdf
https://legalinstruments.oecd.org/public/doc/334/334.en.pdf
https://www.europarl.europa.eu/doceo/document/TA-9-2022-0279_EN.pdf
https://www.europarl.europa.eu/doceo/document/TA-9-2022-0279_EN.pdf
https://iris.who.int/bitstream/handle/10665/356119/9789240049338-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/356119/9789240049338-eng.pdf?sequence=1
https://www.who.int/news/item/17-06-2022-who-highlights-urgent-need-to-transform-mental-health-and-mental-health-care
https://www.who.int/news/item/17-06-2022-who-highlights-urgent-need-to-transform-mental-health-and-mental-health-care
https://www.who.int/news/item/17-06-2022-who-highlights-urgent-need-to-transform-mental-health-and-mental-health-care
https://www.who.int/europe/publications/i/item/9789289057813
https://www.who.int/europe/publications/i/item/9789289057813
https://www.who.int/teams/mental-health-and-substance-use/data-research/mental-health-atlas
https://www.who.int/teams/mental-health-and-substance-use/data-research/mental-health-atlas
https://www.who.int/teams/mental-health-and-substance-use/data-research/mental-health-atlas
https://www.emro.who.int/mnh/mental-health-gap-action-programme/index.html
https://www.emro.who.int/mnh/mental-health-gap-action-programme/index.html

60

Schizophrenia - References

311,

312

313.

314.

315.

316.

317.

318.

319.

320.

321.

322.

323.

324.

325.

326.

327.

World Health Organization and the United Nations (represented

by the Office of the United Nations High Commissioner for Human
Rights). Mental health, human rights and legislation: guidance and
practice. Geneva: 2023. Licence: CC BY-NC-SA 3.0 IGO. Available from:
https//www.ohchr.org/sites/default/files/documents/publications/
WHO-OHCHR-Mental-health-human-rights-and-legislation_web.pdf
(Accessed January 2024).

Organisation for Economic Co-operation and Development. A

new benchmark for mental health systems: Tackling the social and
economic costs of mental ill-health, OECD health policy studies. OECD
Publishing, Paris, 2021. doi:10.1787/4ed890f6-en.

Tsiachristas A, Thomas T, Leal J, Lennox BR. Economic impact

of early intervention in psychosis services: results from a

longitudinal retrospective controlled study in England. BMJ

Open 2016;6(10):e012611. doi:10.1136/bmjopen-2016-012611.
PMID:27798015; PMCID:PMC5073534.

Westhoff MLS, Ladwig J, Heck J, et al. Early detection and prevention of
schizophrenic psychosis: A review. Brain Sci 2021.;12(1):11. doi: 10.3390/
brainsci12010011. PMID: 35053755; PMCID: PMC8774083.

Maj M, Stein DJ, Parker G, et al. The clinical characterization of the adult
patient with depression aimed at personalization of management.
World Psychiatry 2020;19(3):269-293. doi: 10.1002/wps.20771. PMID:
32931110; PMCID: PMC7491646.

Buckley PE and Evans D. First-episode schizophrenia. A window

of opportunity for optimizing care and outcomes. Postgrad Med
2006;Spec No:5-19. PMID: 17128657.

Schmidt SJ, Lange M, Schéttle D, Karow A, Schimmelmann BG, Lambert
M. Negative symptoms, anxiety, and depression as mechanisms of
change of a 12-month trial of assertive community treatment as part of
integrated care in patients with first- and multi-episode schizophrenia
spectrum disorders (ACCESS | trial). Eur Arch Psychiatry Clin Neurosci
2018,268(6):593-602. doi: 10.1007/500406-017-0810-1. PMID: 28540411,
Solmi M, Fiedorowicz J, Poddighe L, et al. Disparities in screening

and treatment of cardiovascular diseases in patients with mental
disorders across the world: Systematic review and meta-analysis of

47 observational studies. Am J Psychiatry 2021;178(9):793-803. doi:
10.1176/appi.ajp.2021.21010031. PMID: 34256605.

Manager S. Lifestyle interventions for mental health. Aust J Gen Pract
2019;48(10):670-673. doi: 10.31128/AJGP-06-19-4964. PMID: 31569326.
McCabe R, Bullenkamp J, Hansson L, et al. The therapeutic

relationship and adherence to antipsychotic medication in
schizophrenia. PLoS One 2012;7:e36080. doi: 10.1371/journal.
pone.0036080. PMID: 22558336; PMCID: PMC3338634.

Davis LW, Lysaker PH. Therapeutic alliance and improvements in

work performance over time in patients with schizophrenia. J Nerv
Ment Dis 2007;195:353—7. doi: 10.1097/01.nmd.0000261954.36030.
al.PMID: 17435487.

Priebe S, Richardson M, Cooney M, Adedeji O, McCabe R. Does

the therapeutic relationship predict outcomes of psychiatric
treatment in patients with psychosis? A systematic review.

Psychother Psychosom 2011;80(2):70-7. doi: 10.1159/000320976.

PMID: 21196804,

Hulse E, Shiva M, Hameed T, Carter E. Mental health and employment
partnership LCF evaluation. Government Outcomes Lab, Blavatnik
School of Government. 2023. Available from: https://assets.publishing.
service.gov.uk/government/uploads/system/uploads/attachment
data/file/1141046/MHEP_full_report.pdf (Accessed January 2024).
Bevan S, Gulliford J, Steadman K, Taskila T, Thomas R. Working with
schizophrenia: pathways to employment, recovery & inclusion.

2013. Available from: https//www.base-uk.org/sites/default/files/
knowledge/Working%20with%20Schizophrenia/330_working_with
schizophrenia.pdf (Accessed January 2024).

Rudy Tian. The Environmental Factors Causing My Relapses. Schizophr
Bull Open 2022;3(1):sgac007. doi:10.1093/schizbullopen/sgac007
Gustavsson A, Svensson M, Jacobi F, et al. Cost of disorders of the

brain in Europe 2010. Eur Neuropsychopharmacol 2011;21:718-79.

doi: 10.1016/j.euroneuro.2011.08.008. PMID: 21924589.

EUFAMI. Interactive Playbook launched to help support Carers of
People with Schizophrenia. 2018. Available from: https://eufami.org/
en/interactive-playbook-launched-to-help-support-carers-of-people-
with-schizophrenia-0 (Accessed January 2024).

328.

329.

330.

331.

332.

333.

334.

335.

336.

337.

338.

339.

340.

341.

342.

Spencer C, Gillies H, Bentley A. HTA297 The Inclusion of Caregiver
Burden in the National Institute for Health and Care Excellence
(NICE) Health Technology Appraisals (HTAS) of Treatments for Mental
Health Disorders. Value in Health 2023; 26(12):Suppl378. doi: 10.1016/j.
jval.2023.09.1980C.

Federal Republic of Germany. German statement on the draft
general comment on Article 12 CRPD. 2014. Available from https./
www.ohchr.org/sites/default/files/Documents/HRBodies/CRPD/GC/
FederalRepublicOfGermanyArt12.pdf (Accessed January 2024).
Norwegian Government. Submission by the Norwegian
Government Committee on the Rights of Persons with Disabilities
draft general comment on equality and non-discrimination

(Article 5). 2017. Available from: https://view.officeapps.
live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.
org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2
FCRPD%2FGC%2FEquality%2FNorway.docx&wdOrigin=BROWSELINK
(Accessed January 2024).

Ministry of Foreign Affairs Denmark. (2014). Response from

the Government of Denmark with regards to Draft General
Comment on Article 12 of the Convention — Equal Recognition
before the Law, Committee on the Rights of Persons with

Disabilities. Available from: https.//view.officeapps.live.
com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.
org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2
FCRPD%2FGC%2FDenmarkArt12.doc&wdOrigin=BROWSELINK
(Accessed January 2024).

Committee on the Rights of Persons with Disabilities. Initial report
submitted by France under article 35 of the Convention. 2017.
Available from: https://documents-dds-ny.un.org/doc/UNDOC/GEN/
G17/318/98/PDF/G1731898.pdf?OpenElement (Accessed January
2024).

Freeman MC, Kolappa K, de Almeida JM, et al. Reversing hard won
victories in the name of human rights: a critique of the General
Comment on Article 12 of the UN Convention on the Rights of Persons
with Disabilities. Lancet Psychiatry 2015;2:844-50. doi: 10.1016/52215-
0366(15)00218-7. PMID: 26236004.

EUFAMI. EUFAMI position paper on coercive practice in mental health
services. 2023. Available from: https://eufami.paddlecms.net/sites/
default/files/2023-09/coercive-practices-position-paper_final.pdf
(Accessed January 2024)

Gooding P, McSherry B, Roper C, Grey F. Alternatives to coercion in
mental health settings: A literature review. J Law Med 2018;26(2):300-
305. PMID: 30574718.

Bell Let's Talk. Our initiative. Available from: https://letstalk.bell.ca/our-
initiative/ (Accessed January 2024).

Cougnard A, Goumilloux R, Monello F, Verdoux H. Time between
schizophrenia onset and first request for disability status in France and
associated patient characteristics. Psychiatr Serv 2007;58(11):1427-32.
doi: 10.1176/ps.2007.58.11.1427. PMID: 17978252.

Harvey PD, Heaton RK, Carpenter WT Jr, Green MF, Gold

JM, Schoenbaum M. Functional impairment in people with
schizophrenia: focus on employability and eligibility for disability
compensation. Schizophr Res 2012;140(1-3):1-8. doi: 10.1016/].
schres.2012.03.025. PMID: 22503642; PMCID: PMC3399960.
Organisation for Economic Co-operation and Development.

Mental health and work: Belgium. OECD Publishing, Paris. 2013.
doi:10.1787/9789264187566-en.

Alonso Sudrez M, Bravo-Ortiz MF, Fernandez-Liria A, Gonzélez-Juarez
C. Effectiveness of continuity-of-care programs to reduce time

in hospital in persons with schizophrenia. Epidemiol Psychiatr Sci
2011,;20(1):65-72. doi: 10.1017/52045796011000138. PMID: 21657117.
Green CA, Polen MR, Janoff SL, et al. Understanding how clinician-
patient relationships and relational continuity of care affect recovery
from serious mental illness: STARS study results. Psychiatr Rehabil J
2008;32: 9-22. doi: 10.2975/32.1.2008.9.22. PMID: 18614445; PMCID:
PMC2573468.

Lora A, Kohn R, Levav |, et al. Service availability and utilization and
treatment gap for schizophrenic disorders: a survey in 50 low- and
middle-income countries. Bull World Health Organ 2012; 90: 47-54B.
doi:10.2471/BLT.11.089284. PMID:22271964; PMCID:PMC3260570



https://www.ohchr.org/sites/default/files/documents/publications/WHO-OHCHR-Mental-health-human-rights-and-legislation_web.pdf
https://www.ohchr.org/sites/default/files/documents/publications/WHO-OHCHR-Mental-health-human-rights-and-legislation_web.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1141046/MHEP_full_report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1141046/MHEP_full_report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1141046/MHEP_full_report.pdf
https://www.base-uk.org/sites/default/files/knowledge/Working%20with%20Schizophrenia/330_working_with_schizophrenia.pdf
https://www.base-uk.org/sites/default/files/knowledge/Working%20with%20Schizophrenia/330_working_with_schizophrenia.pdf
https://www.base-uk.org/sites/default/files/knowledge/Working%20with%20Schizophrenia/330_working_with_schizophrenia.pdf
https://eufami.org/en/interactive-playbook-launched-to-help-support-carers-of-people-with-schizophrenia-0
https://eufami.org/en/interactive-playbook-launched-to-help-support-carers-of-people-with-schizophrenia-0
https://eufami.org/en/interactive-playbook-launched-to-help-support-carers-of-people-with-schizophrenia-0
https://www.ohchr.org/sites/default/files/Documents/HRBodies/CRPD/GC/FederalRepublicOfGermanyArt12.pdf
https://www.ohchr.org/sites/default/files/Documents/HRBodies/CRPD/GC/FederalRepublicOfGermanyArt12.pdf
https://www.ohchr.org/sites/default/files/Documents/HRBodies/CRPD/GC/FederalRepublicOfGermanyArt12.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FEquality%2FNorway.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FEquality%2FNorway.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FEquality%2FNorway.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FEquality%2FNorway.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FDenmarkArt12.doc&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FDenmarkArt12.doc&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FDenmarkArt12.doc&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.ohchr.org%2Fsites%2Fdefault%2Ffiles%2FDocuments%2FHRBodies%2FCRPD%2FGC%2FDenmarkArt12.doc&wdOrigin=BROWSELINK
https://documents-dds-ny.un.org/doc/UNDOC/GEN/G17/318/98/PDF/G1731898.pdf?OpenElement
https://documents-dds-ny.un.org/doc/UNDOC/GEN/G17/318/98/PDF/G1731898.pdf?OpenElement
https://eufami.paddlecms.net/sites/default/files/2023-09/coercive-practices-position-paper_final.pdf
https://eufami.paddlecms.net/sites/default/files/2023-09/coercive-practices-position-paper_final.pdf
https://letstalk.bell.ca/our-initiative/
https://letstalk.bell.ca/our-initiative/
http://dx.doi.org/10.2471/BLT.11.089284

343.

344.

345.

346.

347.

348.

349.

350.

351.

352

Gureje O and Oladeji BD. Quality care for people with severe mental
disorders in low-resource settings. Lancet Psychiatry 2022;9(1):3-5. doi:
10.1016/52215-0366(21)00438-7. PMID: 34921794.

Sade RMS, Sashidharan SP, Silva MNRMO. Paths and detours in the
trajectory of the Brazilian psychiatric reform. Salud Colect 2021
30;17:€3563. doi: 10.18294/5¢.2021.3563. PMID: 35896314,

World Health Organization. mhGAP intervention guide for mental,
neurological and substance use disorders in non-specialized health
settings: mental health Gap Action Programme (mhGAP) (Version
2.0). 2016. Available from: https://iris.who.int/bitstream/hand
le/10665/250239/9789241549790-eng.pdf?sequence=1 (Accessed
January 2024).

Bitta MA, Kariuki SM, Atieno M, et al. Reducing the diagnostic and
treatment gap for priority mental, neurological and substance use
disorders in primary care in rural Kenya: results of a stepped wedge
cluster randomized trial from the EPINA study. Unpublished data.
Bolton P, West J, Whitney C, et al. Expanding mental health services

in low- and middle-income countries: A task-shifting framework for
delivery of comprehensive, collaborative, and community-based care.
Glob Ment Health (Camb) 2023;10:e16. doi: 10.1017/gmh.2023.5. PMID:
37854402; PMCID: PMC10579648.

Moment Project. Our project. Available from: https://momentproject.
org/our-project (Accessed January 2024).

Pittsburgh Mercy. About Pittsburgh Mercy’s Operation Safety Net®.
Available from: https.//www.pittsburghmercy.org/homeless-services/
pittsburgh-mercys-operation-safety-net/ (Accessed January 2024).
Brogan C, Colgan F, Rennicks S, Mental Health Ireland. 2020.
Responding to mental health distress in the community workshop
for an Garda Siochdna senior managers coproduction, facilitation and
recommended next steps. Unpublished data.

Danish Health Authority. One of us. Available from: https.//www.sst.dk/
da/en-af-0s/ONE-OF-US (Accessed January 2024).

UK Government. Social outcomes partnerships and the life chances
fund. Available from: https://www.gov.uk/quidance/social-impact-
bonds (Accessed January 2024).

61


https://iris.who.int/bitstream/handle/10665/250239/9789241549790-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/250239/9789241549790-eng.pdf?sequence=1
https://momentproject.org/our-project
https://momentproject.org/our-project
https://www.pittsburghmercy.org/homeless-services/pittsburgh-mercys-operation-safety-net/
https://www.pittsburghmercy.org/homeless-services/pittsburgh-mercys-operation-safety-net/
https://www.sst.dk/da/en-af-os/ONE-OF-US
https://www.sst.dk/da/en-af-os/ONE-OF-US
https://www.sst.dk/da/en-af-os/ONE-OF-US
https://www.gov.uk/guidance/social-impact-bonds
https://www.gov.uk/guidance/social-impact-bonds

OXFORD

HEALTH
POLICY

FORUM

Schizophrenia - Time to Commit to Policy Change

Updated Report 2024

TIME TO
COMMIT TO

POLICY
CHANGE




