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We hope to follow the success of the mhGAP
programme and implement mhGAP-ID in other
countries through forums such as the Royal College
of Psychiatrists International Links working group
on intellectual disability. Combined mhGAP and
mhGAP-ID training would allow efficient use of
sometimes scarce resources and opportunities.
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This study aimed to examine the suitability
and challenges of implementing in a Nigerian
tertiary mental health facility the guidelines
for the management of schizophrenia
produced by the UK National Institute for
Health and Care Excellence (NICE). The

study was based on a group discussion at the
Psychiatric Hospital, Yaba, Lagos. A panel of
ten individuals (consultants, senior registrars,
senior psychologists and senior social workers
and nurses) discussed the guidelines, having
been given ample time to study the document.
Five patients were also interviewed. Some of
the recommendations of the NICE guidelines
are already being practised in the hospital to
various extents. Full implementation would be
hampered by a shortage of human resources
and financial constraints. The guidelines need
to factor in sociocultural differences. The NICE
guidelines with modifications are suitable for
use in a Nigerian setting.

Clinical guidelines aim to assist health workers and
service users in making effective decisions about
the management of specific clinical conditions.
They strive to implement available evidence and

bridge the gap between research and practice
(Gray, 2005). Ample evidence exists about the use-
fulness of guidelines. Grimshaw & Russell (1993)
did a systematic review of 59 published evaluations
of clinical guidelines, of which 55 detected signifi-
cant improvement in the process of care after the
guidelines were introduced.

The guidelines for schizophrenia produced
by the National Institute for Health and Care
Excellence (NICE; formerly the National Institute
for Clinical Excellence) were developed through
collaboration between professionals, service users
and carers (NICE, 2002, 2009). They address
major treatments and services for people with
schizophrenia, are evidence-based and each
recommendation is graded according to level of
evidence (Gray, 2005). The guidelines divide the
treatment and management of schizophrenia into
three phases: initiation of treatment of the first
episode; acute phase; and promotion of recovery.
They recommend collaboration with service users
and carers in each phase. The use of care notes
and care plans is also encouraged. Crisis resolu-
tion, home-treatment teams, early-intervention
teams, community mental health teams and acute
day hospitals are recommended, with in-patient
treatment if necessary. The treatment package
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also includes comprehensive needs assessment,
cognitive-behavioural therapy (CBT) and family
interventions.

With respect to medication, atypical anti-
psychotics are preferred, although the revised
version calls for a balance of cost and benefit.
Depots should be considered for non-adherent
users, and clozapine should be introduced only
after a trial of two different antipsychotics (includ-
ing one atypical).

Rowlands (2004) evaluated the challenges of
implementing the NICE guidelines at the indi-
vidual and organisational level. He identified the
key issues in implementation as dissemination,
ownership, barriers to change and sustainability.
The resource implications, even in an affluent
society, can be enormous. In low-income countries
like Nigeria, home-grown guidelines are scarce,
with the result that guidelines either do not exist
or are imported. This study examined the accept-
ability and challenges of implementing practice
guidelines, using the specific example of the NICE
guidelines for schizophrenia.

Method

The study was conducted at the Psychiatric
Hospital, Yaba, Lagos, Nigeria. In a group dis-
cussion with dual moderators, ten members of
staff (consultants, senior registrars, senior psy-
chologists and senior social workers and nurses)
evaluated the NICE guidelines for schizophrenia,
after studying the document (copies of which were
made available to each discussant). The discussion
session was recorded on tape and subsequently
transcribed. Questions for discussion were selected
by the group to cover the various aspects of the
guidelines. Ethical approval was obtained from the
hospital’s ethics and research committee. Analysis
of the transcribed text was done using NVIVO for
qualitative research (version 8).

After the discussion, five patients on admission
with a diagnosis of schizophrenia were interviewed
to obtain their perspective on various aspects of
the guidelines.

Results

The discussants were unanimous about the need
for practice guidelines in the hospital. These,
they pointed out, would help to harmonise and
standardise practice. A collaborative approach
to management, as recommended by NICE, was
adjudged desirable in achieving the overall goal
of quality patient care. Care notes and care plans
were also deemed beneficial.

They observed that atypical antipsychotic medi-
cation had become more accessible in view of the
new generic brands. For those who cannot access
them, it may still be necessary to rely on conven-
tional antipsychotics.

The major identified barrier to a community-
based approach was the shortage of human
resources. Suggestions included outreach teams
and staff training in community mental health
services. Nurses and social workers could be

engaged in doing an initial needs assessment, after
which the whole team could deliver outreach and
community services. Primary health centres could
provide platforms for community intervention.

Cognitive-behavioural therapy and family
interventions targeted at relapse prevention,
reduction of symptoms, improvement in insight
and promotion of medication adherence were
considered vital. A barrier to this may again be
the shortage of trained staff. Statements which
summarised the opinion of the discussants include
‘We should look at the illness itself and also the
manpower’ and ‘We must tailor what comes from
abroad to suit our purpose’.

The discussants unanimously voted for
adoption of the NICE guidelines by the hospital.
It was pointed out, however, that modifications
would need to be made. Other guidelines may also
need to be consulted in fashioning a document for
use in the hospital.

While some interviewed patients felt the choice
of atypical antipsychotics could not be so easily
made due to cost, a couple stated that they were
comfortable with whatever the doctor prescribed.
One of the patients responded that the guidelines
were ‘a good way of taking care of us’.

Discussion

This study addresses the feasibility of implementing
management guidelines in a resource-constrained
setting like Nigeria, using the NICE guidelines for
schizophrenia as an example. The cost implica-
tions of managing schizophrenia in a low-income
country like Nigeria can be quite enormous
(Suleiman et al, 1997), bearing in mind that a large
proportion of the populace live below the poverty
line. The inadequacy or outright unavailability
of social support systems such as welfare and dis-
ability benefits and unemployment benefits means
that many patients cannot access proper health-
care. While some early studies highlighted the
possibility of good outcomes in Nigerian patients
with schizophrenia compared with those in high-
income countries, others have disputed this claim
(Gureje & Bamidele, 1994).

The human resource challenge of managing
schizophrenia in line with guidelines such as
NICE’s can be enormous. Whereas community
management is preferred, there are often barely
enough workers to cater to the hospital in-patient
population, leaving very few to attend to patients at
home or in the community. Treatment modalities
such as psychotherapy are often not administered
or inadequately administered due to the pressure
on the few sufficiently trained personnel.

The importance of the cultural milieu and the
need to adapt guidelines and interventions to suit
the particularities of the given culture were also
highlighted. These include positive ones such as
the extended family system and negative ones like a
widespread attribution of mental illness to spiritual
causes and the tendency to seek unorthodox care.
With specific reference to the cultural adaptability
of CBT, a randomised controlled trial involving
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patients with schizophrenia from ethnic minorities
in the UK revealed that those who participated
in a culturally adapted form of CBT for psychosis
achieved significantly better results than those who
received treatment as usual, with some gains main-
tained at follow-up (Rathod et al, 2013). High levels
of satisfaction were also reported. A preliminary
evaluation from Pakistan (Habib et al, 2014) also
reported that culturally adapted CBT was effective
in reducing symptoms of psychosis and in improv-
ing insight in in-patient settings.

Another key area of adaptability is the use of
medication. In keeping with recent research, the
NICE guidelines have been revised to better accom-
modate conventional antipsychotics. While atypical
antipsychotics are the preferred option in most
high-income countries, a robust body of research
has examined the efficacy and side-effect profile
of conventional versus atypical antipsychotics; the
conclusion is that, with clozapine as a notable ex-
ception, the cost of atypical antipsychotics is often
unjustified (Bruijnzeel e al, 2014).

Conclusion

The NICE guidelines are a useful template for
care in Nigeria. Constraints to full implementation
include human resources and cost. The guidelines
need to factor in sociocultural differences. With
modifications, they are suitable for use in Nigeria.
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Publications on mental health were collected
using PubMed and PsychINFO for 21 Arab
countries. The data were then categorised
according to the first author’s country of
affiliation, the year of publication, the topic of
research and the type of journal. In 2006-12,
the Arab world published 1029 articles (an
average of 147 per year). The estimated
increase in yearly productivity during this
period was about 25% over the 7 preceding
years. When considering the research output
per million population, Kuwait, Bahrain and
Lebanon were the top three producers, as they
had been over the preceding four decades. After
adjusting for gross domestic product (GDP)

per capita, the five top producers were Egypt,
Jordan, Tunisia, Lebanon and Morocco. Based
on child and adolescent mental health research
only, the Arab world’s productivity was around
one-sixth that of the United States and Europe.

Mental disorders are significant contributors to the
burden of disease in the Arab region (World Health
Organization, 2008). Mental health research sheds
light on local data such as the prevalence of dis-
orders and the extent and modalities of treatments,
which are crucial in planning national policies.

In a previous study, we identified 2213 published
articles related to mental health from the Arab
region over four decades (1966-2005) (Jaalouk
et al, 2012). We estimated that Arab countries
produce around one-sixth of the global output of
mental health research, an amount comparable to
Latin America and Caribbean countries (Saxena et
al, 2006). That output had been growing fast: in the
last decade of the study period (1996-2005), Arab
countries produced eight times more publications
than their average for 1966-75 and 1976-85 and
double that for 1986-95. This productivity varied
widely and when publications were calculated per
million population, the top publishing countries
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