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dementin, alcahol dependence and

othier mental, s|<||mloglun| and sub-
stance - s (MBS disorders consiiiute 1.39%
ol the glabal burden of disease (Table 1),
SUF passing Bath cardiovascular discase
and cancer’, Deprosaton is the third leading
contributar 1o the global discase bupden,
and alcohol and illicit drug wee acconnt for
more than 5% (rek 2} Every sevin seconds,
someone develops dementia’, costing the
world up to US$609 billlon in 2009 (ref 4).
By 20040, an estimated 1.5 million people will
die each year by suicide, and between 15 and
30 mkllion will make the gllrlup“.

The absence of cures, and the dearth of
preventive interventions for MNS disor-
deers, in part reflects alimited understanding
of the bradn and its molecular and cellular
mechan istis, Whare there are effective treal-
menbs, ey are (requently not available 1o
these in greatest need, In B3% oflow-income
countries, there are no anti-Parkinsonian
Itreatments in primary care in 25% there
are no epileptic drgs”, Unequal distri-
bution of buman resources — bebween wnd
within countries — further weakens acoess:
the World Health Organization’s European
reglon has 200 times as many psychiatrists
ws I Adrica”, Across oll countries, imestment
im fundamental research into preventingand
treating MM S disorders isdisproportionately
low rdative o the disease burden”.

To addre ss this state of aifales, the Grand
Liullﬂl.grx i Cilobal Men tal Healily iniiia-
thve has bdentitied priorities for rescarch in
the next 10 years that will make an lmjpact
on the lives of prople living with MNS

S.‘.hun phrenia, depression, epilepsy,

- -k e e disorders, The study was funded by the
- : 3 ﬂ- =1 8 % US Mational Institate of Mental Health
Improving reatmaent lor childran with mental Hinass, Hke this g@rl In Samalla, s an ergent priorty. (MIMH) in Bethesda, Ma ryland. suipporied

N by the Global Alliance for Chronic Dis-
eates { GACD), headquartered in London,
Gra I Id CI I alle I lges ll I Answers ta the questions pased will requine
asurge in discovery and delivery science. We
wse the berm ‘montal health' as a convenient

].Oba]. mental he al‘th label for MNS disorders. We exdude condi

tioms with a vascular or infectious setiology

{euch o= stroke or cerebral malaria}, be couse

5 =gy 5 i % P T e . Tl z these &l within the scope of the two previ

A consortium of researche Is, a(_l vocates ande Ii_l‘m. ians i gy s s e et —1n-dbin)

announces here research PI'I(H'ILII"_‘S for IMpPproving the liealth and in chronic non-communicable
lives of people with mental illness around the world, dlienscd,

{ F This initiative diflors from previous
and calls for urgent action and investiment. priority-setting exercises for mental &
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WE KNOW HOW TO DELIVER
CLINICAL AND PREVENTIVE
PSYCHOSOCIAL INTERVENTIONS
IN AN AFFORDABLE AND
ACCEPTABLE WAY IN ANY
RESOURCE SETTING

>100 randomized controlled trials
of psychosocial interventions from
>30 low and middle income
countries
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Redefining mental health care

. What? 2.Where?
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3.Who?
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The Home Care Trial %%
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The Effectiveness of a Home Care Program for
Supporting Caregivers of Persons with Dementia in
Developing Countries: A Randomised Controlled Trial
from Goa, India
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Abstract

Objectives: To develop and evaluate the effectiveness of a home based intervention in reducing caregiver burden,
promating caregiver mental health and reducing behavioural problems in elderly persons with dementia.

Methodalogy and Principal Findings: This was a andomised controlled trial in which the person with dementia-caregiver dyvad
was randomly allocated either to receive the intervertion immediately or to a waiting list group which received the intervention
after 6 months. It was carried out in communities based in two talukas (administrative blocks) in Goa, India. Mild to moderate
cases with dementia (diagnosed using the DSM IV criteria and graded using the Clinical Dementia Rating scale) and their
caregivers wereincluded in the trial Community based intervention provided by a team consisting of Home Care Advisors wha
were supervised by a counselor and a psychiatrist, focusing on supporting the caregiver through information on dementia,
qguidance on behaviour managemert, a single psychiatric assessment and psychotropic medication if needed. We measured
caregiver mental health (General Health Questionnaire), caregiver burden (Zarit Burden Score), distress due to behavioural
disturbances (NFI-D), behavioural problerns in the subject (NPIS) and activities of daily living in the elder with dementia (EASI).
Outcome evaluations were masked to the alloction status. We analysed sach outcome with a mixed effects model, 81 families
enrolled in the trial; 41 were randomly allocated to the intervention. 59 completed the trial and 18 died during the trial. The
intervention led to a significant reduction of GHQ (—1.12, 95% Cl —2.07 to —0.17) and NPI-D scares (— 196, 95%C1 —351 to
—041) and non-significant reductions in the ZBS, EAS| and NPI-S scores. We also observed a non-significant reductionin the
tatal number of deaths in people with dementia in the intervention arm (OR 034, 95% C 0.01 to 1.03).

Home Care Advisor

Non Pharmacological
intervention provided as per
individualised protocol
addressing ADL and ——— T

Conclusion: Horme based support for caregivers of pessons with dementia, which empt the use of loca by availabike, kiw=
cost human isfeasible, ace ble and leads to si P in caregiver mental health and burden of
caring.
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neuropsychiatric symptoms

Introduction

Recent estimates show that dementia & a major cawe of burden
af disease amangst the ekdedy in developing countries[1]. As many
parts of the developing world witness a demographic transition,
dementia is likely 10 aceount for an even greater proportion of this
burden in the futre[2]. The numbers of people allicted by
dementia in India are set 10 triple, reaching six million by 2040[3].
Awarenes i limited, both in the community and among healith
profesionals[4] and there are few services ailored 10 the needs of

peaple with dementia and their c

. PLoS ONE | www.plosaneong 1

Service development for okder people with dementia in developing
oountries needs 1o take account of the prevailing sodo-economic,
healh sysiem and culiural circumstances, Dementia is genermlly
perceived ta be part of pormal ageing, and funiies rarely present o
healih services[4]. Health sery ill-cquipped to meet the needs
ol older persors, Health ¢

dementia and their caregi

e i typically dinic-hased; the person with
ers must attend a elinie or hospital, ofien

involving a long journey and waiting time. The assesment and
treatment that they receive & orientated wowards acute rather than
chronie conditions. As a comsequence, most care for dementia &
informal, with litde ar no support from health or social services[5].
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Neglected Diseases

Packages of Care for Dementia in Low- and Middle-
Income Countries
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This s the fith in a seris of antics hishiphting the defivery of
“packages of care” fir mental heolth disonders o fow- and meidile-
inaume counbries. Packages of care are sumbinfins of tresbments aimad
ai improving the revpnition ol mumggerent of conditins fa adioe
sptimal outeomes.

Intreduction

Dementia is achronic organic brain syndrome, characterised by
progressive impairment of multiple cortical funetions, incuding
nory, learning, orentation, language, comprehension, and
judgement. Diagnosis wquires dedine in cogritive Einction and
independent Tving skills (Bax 1) [1]. However, far carers and
people with dementia, the behavioural and psychological symp-
of dementia (BPSD) affect most quality of life, are an
sportant cawse of carer strain [2], and a commaon wason for
stitiomalkation [3]. Alzheimer's disease, vascular dementia,
dementia with Lewy bodies, and frontotemporal dementia are the
mast eommon dementia subtypes, but mixed pathologies may be
the nomn [4]. Some rare cawes (subdural haematoma, nomnal
pressue hydrocephalus, hypercakaemia, and deficiendes of
thyraid hormaone, vitamin Bl2, and folic acid) can be treated.
Otherwise, the progressive course of dementia cannot be aliered,
bt symplomatic treatments and support can be heplul

Dementia mainly alfects older people. Few cases stan before the
age ol65 y, alier which prevalence doulies with every 5y inerease in
age [5]. Globally, 24.3 million people ane affocted by dementia and
4.6 million new cases oceur anmally [G]. The pralence of dementia
is expected o double every 20 v, wacking 811 milion by 2040, an

1o

vease of 100% in devloped counties and of more than 300% in
, China, and their neighbours. Prevalence is lower in low- and
than in high income countries

(HICs) [6], perhaps became of underletection of mikd cases [7]
st people with dementia live in LIMICs—60% in
% Ty 2040 [f].

Dementia contrbutes 11.2% of years lived with disability amon,
people aged 60 y and over, a higher proportion than stroke 9,59

T7% of this total arking in HICs where formal sector care oosts
inerease with disease progression, and instiutionalization is the
main cost driver [9). Family care b mom imporian in resource-
poor countdes, acounting for 56% of csts i low-ieome
couniries, 42% in midde-ineome countries, and 31% in HICs
[9]. In a pilot study in 26 LMIC centers, saress were economically
disadvantaged [10]. A ifih of carers had cut back on paid wark, and
paid earers were comman, which added o the econamie strain [10]
persatory benefits were practically nonexistent [10,11]

I three qualitative studies in India, features of deme ntia were widedy
recognized and named [12-14], However, dementia was perceived as
ageing rater than as amedical condition. The .

were linited help soeking [1] despite disability and carer strain [15
1o sructued tmining on Gie recognition and management ¢
dementia, and no consituency o advocate fr more respansive ca
services [14]. People with dementia were excuded Fom wsidenis
care [13]. Cavers misinterpretod BFSD as deiberate mishehavior [14]
BPSD canakolead o stignm and blame ataching to the carers [2), &
India, lkely causes of dementia were died @ “neglect by funil
members, sbuse, tension and bick aflove” [13]

this asicle, we focus on the effective management of dementi
s, reviewing the evidence on efficacy of imerventions an
their delivery dedved from IMICs where possible. Given th
paucity of relevant evidenee from 12 we also cite systemai
teviews and meta-analyses based on tiak fiom HICs On the hasi
of our wview we propose a package of care—a combination ¢
treatments aimed at improving the recopnition and management ¢
conditions 1o achieve aptimal outcomes—br dementia.

The Evi on the of Dementia

The pncipal goak of mamagement of dementia are: earl
diagnosis; optimiztion of physical healih, cognition, activity, an
wellbeing; detection and tvatment of BPSD; and the provision ¢
infarmation and long-term support to carrs, The evidence hase fo
dementia care comes, overwhelmingdy, fiom HICs (Table 1), All
studics discused below refir 10 HICs, unless otherwise specified.

Detection and Diagnosis of Dementia

Many cases of dementia, particulady in TMICs, go undewcted i
pant hecanse of lack of awareness, Awarenes of this disorder can b
bosted by disemination of information i governments, healtl
e providers, and media. Helpseeking can be encouraged 1
improved case-fining. In India and Braz, for esample, cor
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Integrated Care for Older People

"Healthy Ageing - the
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that enables
wellbeing in older
age."



Prevention of Late-Life Depression in
Low & Middle Income Countries: the DIL trial
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JAMA Psychiatry | Original Investigation
Effect of a Lay Counselor Intervention on Prevention

of Major Depression in Older Adults Living
in Low- and Middle-Income Countries
A Randomized Clinical Trial

Amit Das, MID; Fredinc Azarizh, M5c; Stewart J. Anderson, PhiD; Minam Sequeira, MA; Alex Cohen, Phil:; Jennifer Q. Morse. Ph: Fim Cujpers, PhiD;
Vikram Patal, MD, PhDD; Charbes F. Reynolds lll, MD

Editorial
IMPORTANCE Preventing depression In older adults Invng In low- and middle-Income countries s Supplemental content
Imiportant because of the scarcity of treatment resources and the risk of disability, suicide, and
dementia.
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Figure 3. Mean 12-Item General Health Questionnaire (GHQ-12) Scores
(Pointwise 95% Cls by Visit and Treatment

CALU group

DIL intervention group

Mean GHQ-12 Score
T

BaséLine Imo [ |1nn 12 Imu
Visit

Mean GHQ-12 scores over time improved to a significantly greater extent in the
depression later in life (DIL) intervention group than in the care as usual (CAU)
group (overall group = time interaction P < .001). Scores for the GHQ-12 can
range from O to 12; a higher score indicates greater symptoms of depression
and anxiety. Error bars indicate 95% Cls.




The benefits of this approach
Improves access to evidence-based care
Frees up specialist services to work at the ‘top of their license’
Reduces stigma
Person-centred

Benefits the providers



From evidence to action to transform mental health globally
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Build the front-line workforce
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Specialty
mental
health and
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Figure 1: Framework for Mental Health and Addiction Workforce (Revised from WHO) World Health Organization. (2009). Improving health systems and services for mental
health (978 92 4 159877 4). WHO Press. https://www.who.int/mental_health/policy/services/mhsystems/en/



EMPOW-R

BUILDING THE WORLD'S MENTAL
HEALTH WORKFORCE

A digital solution
for learning, mastering, and
delivering quality-assured psychosocial
interventions

www.empower.care

13



The deployment of technology

Digitally delivered curriculum on any LMS

Remotely delivered competency assessments, including assessments of skills
through self-recorded or observed role-plays rated with psychometrically
validated measures

Bespoke digital app (designed in partnership with DIMAGI) for measurement
based peer supervision and quality measurement

Data science driven evaluation of digital data from training to competencies
to quality of care, ultimately linked with patient outcomes



Evidence-Based Manual for
Treatment of Depression
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HEALTHY ACTIVITY
PROGRAM (HAP)

A lay counsellor
delivered brief
behavioral activation
treatment for
depression, evaluated
in India and digitized
as a prototype in Hindi

Implemented by:
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Scaling up the HAP
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The Lone Star Depression Challe

Launching EMPOWER in the US

a (ﬂ mmhpi.org/the-lone-star-depression-challenge/
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FREEING TEXANS FROM DEPRESSION

Lone Star Depression
Challenge

The Lone Star Depression Challenge aims to free
every Texan from depression by scaling three
existing initiatives statewide. Our goal is to increase
the rate of recovery from depression in Texas from
less than 10% today to more than 50% through
early detection and treatment in primary care.
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https://www.texasstateofmind.org/the-lone-star-depression-challenge/

Lessons for global mental health

Scale up psychosocial interventions by deploying digital tools
and products to enable a front-line workforce to learn, master,
deliver and evaluate these interventions
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