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Abstract

Background. The Global Burden of Disease attributable to psychotic disorders in African
countries is high and has increased sharply in recent years. Yet, there is a scarcity of evidence
on effective, appropriate and acceptable interventions for schizophrenia and other psychotic
disorders on the continent.
Methods. We carried out a systematic review and narrative synthesis of peer-reviewed litera-
ture evaluating the impact of non-pharmacological interventions for adolescents and adults
(10–65 years) in African countries. Two reviewers independently double-screened all articles
and performed data extraction and quality appraisal using standardized tools.
Results. Of the 8529 unique texts returned by our search, 12 studies were identified for inclu-
sion, from seven countries: Egypt, Ethiopia, Ghana, Kenya, Nigeria, South Africa and Sudan.
They evaluated a range of interventions with one or more clinical, psychological or psycho-
social, education or awareness or traditional or faith-based components, and were delivered
by either mental health specialists or non-specialist health workers. Ten of the 12 included
studies reported significant, positive effects on a range of outcomes (including functioning,
symptoms and stigma). Nearly half of the interventions were based out of health facilities.
Based on quality appraisals, confidence in these studies’ findings is only rated low to medium.
Conclusion. Further research is needed to develop and evaluate interventions that meet the
diverse needs of people with psychosis, within and beyond the health sector.

Background

Psychosis refers to a range of symptoms, including hallucinations, delusions and disorganized
thinking (Cooke, 2017), which characterize several mental health conditions, such as schizo-
phrenia, schizotypal and delusional disorders (WHO, 1993). Although these conditions are
estimated to affect only about 1% of the global population (Moreno-Küstner et al., 2018),
they are among the most severely disabling (Vos et al., 2017; Charlson et al., 2018). For
instance, in the Global Burden of Disease (GBD) studies, acute schizophrenia (schizophrenia
in the active phase) has the highest disability weight of any physical or mental health condition
(Salomon et al., 2015). As a result, schizophrenia contributes more than 12 million
disability-adjusted life years to the GBD, despite its relatively low prevalence (He et al.,
2020). Population growth and ageing have driven a substantial increase in the GBD attribut-
able to psychotic disorders, particularly in low- and middle-income countries (LMICs)
(Charlson et al., 2018). Yet, there is a scarcity of evidence on effective, culturally appropriate
and acceptable interventions for schizophrenia and other psychotic disorders in ‘non-Western’
settings to guide decision-making by LMIC governments and programme managers (Degnan
et al., 2018).

There is an urgent need to increase access to high-quality mental health care for people
with psychosis in the African region. It has the fewest mental health workers (0.9 per 100
000 population), mental health beds (2.5 per 100 000) and outpatient facilities (0.07 per
100 000) of any world region, and in 43% of African countries, service users pay mostly or
entirely out of pocket for treatment (WHO, 2018). In part due to resource limitations, the
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proportion of people with psychosis who receive treatment is low,
even when compared to other LMICs around the world (Lora
et al., 2012; Fekadu et al., 2019). Furthermore, the treatment
received may not meet the diverse needs of people with psychosis.
A cross-sectional survey from a rural district of Ethiopia found
that of the approximately 40% of people with psychosis who
had received treatment for a current episode, more than 70%
did not receive ‘minimally adequate care’ (defined for the pur-
poses of the study as four or more visits of follow-up and medi-
cation monitoring), despite living near a well-established mental
health research site (Fekadu et al., 2019). Reports of polyphar-
macy (Ayenew et al., 2021) and other potentially harmful or abu-
sive practices – such as restraint and seclusion – are common,
including in psychiatric facilities (HRW, 2012; MDAC and
MHU, 2014; MDAC, 2017; HRW, 2019), and the availability of
psychological, psychosocial and other non-pharmacological inter-
ventions is limited (Patel et al., 2011; Brooke-Sumner et al., 2015).
Likewise, integrated models of care like community-based
rehabilitation (CBR), which aim to make a range of different sup-
ports available at the community level, are relatively scarce
(although their presence is growing in LMICs) (Brooke-Sumner
et al., 2015).

Despite these challenges, the African region has also been a
driver of research and innovation in mental health (Qureshi
and Eaton, 2020). Nearly half (40%) of recent peer-reviewed stud-
ies documenting the application of the World Health
Organization’s (WHO) mental health Gap Action Program inter-
vention guide (mhGAP-IG) come from Africa – more than any
other world region (Keynejad et al., 2021). Several of the largest
international non-governmental organizations working in global
mental health have flagship projects in Africa (e.g. The Carter
Center, CBM Global, Partners in Health). International funders
like the United Kingdom’s Foreign Commonwealth and
Development Office (formerly the Department for International
Development) (Lund et al., 2012), Grand Challenges Canada
(Kisa et al., 2016) and the European Commission (Puschner
et al., 2019) have also invested in research consortia evaluating
interventions for schizophrenia and other severe mental health
conditions in African countries.

Yet, relatively few African studies have been identified by pre-
vious reviews of interventions for psychotic disorders in LMICs
(De Silva et al., 2013; Brooke-Sumner et al., 2015; Asher et al.,
2017; Demissie et al., 2018). This review uses broad inclusion cri-
teria to describe the scope and nature of interventions which have
been tested for people with psychosis in Africa, and to assess
where there is evidence of impact.

It is worth noting that while the authors adhere to a disability
rights-informed perspective on mental health and psychosocial dis-
ability, the literature covered in this systematic review derives from
a variety of fields and perspectives, and so the language used
throughout reflects both terminologies. We have sought to adhere
to the language used in the individual publications where relevant.

Methods

A review protocol was developed in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
Protocol (PRISMA-P) guidelines through a participatory process
and registered with the International Prospective Register of
Systematic Reviews (PROSPERO; CRD42020212873). A
15-member Support, Comprehensive Care and Empowerment
of People with Psychosocial Disabilities in Sub-Saharan Africa

(SUCCEED) advisory group comprised of experts by lived experi-
ence and experts by professional experience (clinical and/or
research) from seven countries (Kenya, Nigeria, Sierra Leone,
South Africa, Zimbabwe, United Kingdom and United States)
was convened at the early stages of protocol development to
advise on methodological decisions. SUCCEED is a Health
Research Programme Consortium, and results of this review will
directly inform the development and methods of evaluation of a
complex intervention for people with psychosis in West and
Southeast Africa as part of SUCCEED’s programme of research.
Advisory group members were invited to contribute to each
stage of the review’s conduct, from screening through data extrac-
tion, and were provided with relevant training by the first author,
as needed. Three additional advisory group meetings were held to
review early findings and contribute to the interpretation of
results. Further details on the review methodology are provided
below.

Eligibility criteria

Our review included peer-reviewed, published literature concern-
ing published research studies evaluating interventions for people
with psychosis in Africa, including both adults and adolescents.

Population
We included studies which examined the impact of interventions
for adolescents and/or adults who have a current or previous his-
tory of psychotic disorders or symptoms. We intended to exclude
any studies in which the mean participant age was below 10 or
above 65 years, as psychosis is exceedingly rare in children, and
it is common for elderly people with dementia to be misdiagnosed
and/or treated with antipsychotic medications in African settings
(Truter, 2013). However, this proved to be unnecessary, as we
found no studies in which the mean participant age was outside
this range.

Interventions
We were interested in assessing the full spectrum of interventions
targeting the population of interest, with the exception of purely
pharmacological treatment, including, but not limited to psycho-
logical interventions, social protection interventions, health inter-
ventions, livelihoods interventions, education interventions, life
skills interventions and social inclusion and empowerment inter-
ventions. We excluded studies assessing the efficacy and effective-
ness of medication alone (i.e. drug trials), or where the focus of
the programme was on a medication intervention (even if there
were adherence monitoring components), as this evidence has
recently been synthesized for the revision of mhGAP-IG in
2015 (WHO, 2015) and a systematic review published in 2020
(Kumar et al., 2020). We did not place any restriction on the
type of provider delivering the programme.

Comparators
We placed no restrictions on the comparator/control groups
against which interventions of interest were compared, and we
did not insist that studies include a comparator or control
group, although our quality appraisal criteria did evaluate studies
based on whether they were controlled.

Types of studies
Eligible studies were those that were designed to assess interven-
tion impact (including, for instance, randomized controlled trials,
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controlled and uncontrolled before and after designs). Descriptive
studies such as cross-sectional interview studies and single time
point surveys were not included.

Setting
We limited the scope of our search geographically to the African
continent. We included countries from World Bank lists of
Sub-Saharan African (World Bank, n.d.-b) and North African
countries (World Bank, n.d.-a).

Outcomes
We included individual outcomes for people with psychosis. We
excluded service- and system-level outcomes, as these are outside
the scope of this review. Where studies included populations of
people with multiple diagnoses, outcomes needed to be disaggre-
gated for people with psychoses in order for a study to be eligible.

Search strategy

We employed terms related to the population (people with psych-
osis) and locations (African countries). We tailored the search
strategy for each database and exploded subject headings where
relevant. The search strategy can be seen in the Supplementary
materials. We searched CINAHL, ERIC, Scopus, Web of Science
(Social Sciences Citation Index), MEDLINE, PubMed, Embase
Classic + Embase, PsycINFO and CABI Global Health on 14
October 2020. No restrictions in terms of date or format were
placed on the search, but only English-language publications
were eligible (due to limitations of the review team).

Selection process

We used Microsoft Excel (Microsoft, 2019) for bibliographic
management, screening, coding and data synthesis. We screened
all unique references from our search on title and abstract, with
two independent reviewers determining relevance of each study.
If any disagreement arose, it was resolved by the first (XH)
and/or last (GR) author. A similar process was followed for full
text screening. The screening process is reported using a

PRISMA flow chart (see Fig. 1; reasons for exclusion can be
obtained from the study authors upon request).

Data collection process and data items

Two independent reviewers coded the included studies. They
extracted data from the studies according to a coding sheet
which was developed by the first (XH) and last authors (GR)
and then refined through consultation with the advisory group.
All coding sheets were checked by the first author. Studies were
coded by intervention, outcomes and a range of other character-
istics, such as age of target population and method of intervention
delivery.

Risk of bias (confidence in study findings) assessment

Two independent researchers rated each included study according
to a pre-determined tool adapted from Saran et al. (2020).
Confidence in study findings was rated as high, medium or low,
for each of the following six criteria: study design, masking, attri-
tion, clear definition of psychosis, clear definition of outcome
measures and baseline balance. Overall confidence in study find-
ings was recorded as the lowest rating a study achieves across the
criteria.

Effect measures

Due to the heterogeneity of interventions, outcomes and outcome
measures, we did not calculate standardized effect sizes or per-
form a meta-analysis. Author-reported effect sizes and p values
were extracted and are noted in our Results section (see Table 1).

Synthesis methods

Our approach to data synthesis was a narrative synthesis, a
method suited for systematic reviews with heterogeneous studies
in terms of study design, interventions and outcomes. Drawing
on the guidance from Popay and colleagues (Popay et al., 2006),
our analysis involved:

Fig. 1. PRISMA flow chart. Detailed reasons for
exclusions of studies are available from the
authors upon request.
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Table 1. Summary of findings

Intervention Country Study design Sample size Inclusion criteria Outcome/s Summary findings

Included
studies

Engelbrecht et al. (2019) Occupational therapy
day clinic

South
Africa

Uncontrolled
before v. after

44 Adolescents and
adults receiving
routine care at day
clinic. DSM-IV
diagnostic criteria
used.

Admissions 33 fewer admissions
(62.3%) over 24
months
post-intervention
(z =−4.093, p = 0.00)

Number of days
spent in hospital

A reduction of 74.5%
(2569 days) over 24
months
post-intervention
(z =−4.730, p = 0.00)

De Menil et al. (2015) Community-based
intervention
delivering medical
care and self-help
groups

Kenya Uncontrolled
before v. after
and cost
analysis

117 Adults with a
diagnosis of
psychosis. Diagnostic
checklist not
specified.

Symptoms/
functioning
(GHQ-12)

There were decreases
in GHQ-12 of 4.2
points (SMD) p = 0.000
in the first year and
8.3 (SMD) p = 0.00
over two years.

Gohar et al. (2013) Social cognitive skills
training

Egypt RCT 42 Adults presenting to
a psychiatric
hospital. Structured
Clinical Interview for
DSM-IV disorders
(SCID) criteria for
schizophrenia or
schizoaffective
disorder used.

Social cognition
(MSCEIT)

The intervention
group demonstrated
significant treatment
effects on total
emotional
intelligence scores
(F = 24.31, p < 0.001),
compared to control.

Identifying
emotions
(MSCEIT
subscale)

The intervention
group demonstrated
significant treatment
effects on identifying
emotions (F = 11.77,
p < 0.001) compared
to control

Using emotions
(MSCEIT
subscale)

There were no
significant effects on
using emotions
post-intervention
(F = 1.21, p > 0.05)

Understanding
emotions
(MSCEIT
subscale)

There were no
significant treatment
effects for
understanding
emotions (F = 0.29,
p > 0.05)

Managing
emotions
(MSCEIT
subscale)

There were significant
effects for managing
emotions (F = 23.27,
p < 0.001),
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Neurocognition
(Trail Making Test
Part A; Digit
Symbol
Substitution Test;
Digit span task
Proteus Mazes
task)

There were no
significant effects for
neurocognition
(F = 0.03, p > 0.05)

Symptoms/
functioning
(PANSS)

There were no
significant effects for
PANSS (F = 0.01,
p > 0.05)

Brooke-Sumner et al. (2018) Non-specialist
delivered
psychosocial
rehabilitation

South
Africa

Uncontrolled
before v. after

44 Adults with a
diagnosis of
psychosis. Diagnostic
checklist not
specified.

Symptoms/
functioning
(WHODAS)

A non-significant
reduction in WHODAS
total scores from
baseline to endline
over 12 months.
Median difference of
−2.8, z = 0.92,
p = 0.358.

Symptoms/
functioning
(BPRS)

A non-significant
reduction in BPRS
total scores from
baseline to endline
over 12 months.
Median difference of
−3, z = 0.77, p = 0.442.

Stigma (ISMI) A significant
reduction in ISMI total
scores from baseline
to endline over 12
months. Median
difference of −2,
z = 2.04, p = 0.041.

Unemployment Unemployment
reduced from 95.7%
at baseline to 81.4%
at endline over 12
months (χ2 = 4.68,
p = 0.044).

Sibeko et al. (2017) Treatment-partners,
psychoeducation,

South
Africa

RCT 77 Adults with a
diagnosis of
psychosis. Structured
clinical interview for

Symptoms/
functioning
(PANSS)

There were no
significant differences
in PANSS scores, aMD
=−13.1, p = 0.062
based on an ITT
analysis.

and clinic
appointment
reminders

diagnosis of axis-I
disorders (SCID-I)
used.

Medication
adherence
(MARS)

There were no
significant differences
in MARS scores aMD =
0.49, p = 0.603 based
on an ITT analysis.
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Table 1. (Continued.)

Intervention Country Study design Sample size Inclusion criteria Outcome/s Summary findings

Rami et al. (2018) Adapted version of
the Behavioural
Family
Psycho-Education
Program (BFPEP)

Egypt RCT 60 Adults meeting
DSM-IV criteria for
schizophrenia.

Symptoms/
functioning
(PANSS)

PANSS scores
decreased
significantly for the
intervention group
post-intervention
t = 6.1, p < 0.01.

Medication
attitudes (DAI)

DAI scores increased
significantly for the
intervention group
post-intervention
t =−6.3, p < 0.01.

Quality of life
(QLS)

QLS total scores
increased significantly
for the intervention
group
post-intervention
t = 5.7, p > 0.05.

Symptoms/
functioning (SFQ)

SFQ scores increased
significantly for the
intervention group
post-intervention
t =−6.7, p < 0.01.

Gureje et al. (2020) Manualized
collaborative care by
traditional and faith
healers and primary
healthcare workers

Ghana
and
Nigeria

RCT 307 Adults with psychosis
who were not actively
symptomatic at the
time of recruitment.
Structured clinical
interview for
diagnosis of axis-I
disorders (SCID-I)
used.

Patient exposure
to harmful
practices

Harmful practices
decreased from 94
(57% of patients) to
13 (9% of patients) at
6 months in the
intervention group
(−0.48 aMD, p < 0.001)
and from 59 (42% of
patients) to 13 (10%)
in the control group
(−0.33 aMD, p <
0.001). There was no
significant difference
between the two
groups.

Symptoms/
functioning
(PANSS)

PANSS total mean
scores at 6 months
decreased
significantly, aMD
−15.01, p = 0.0001.

Stigma (ISMI) ISMI total mean
scores over the 6
month trial-period
decreased
significantly, aMD
−0.2 p = 0.013
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Symptoms/
functioning
(WHODAS)

WHO DAS total mean
scores over the
6-month trial-period
decreased
significantly, aMD
−10⋅5, p = 0.0015

Course of illness
and recovery

Months on admission
aMD =−0.7, p = 0.029;
Course of illness aMD
= 2.5 p = 0.0032;
Engagement in work
aMD = 3.3 p = 0.0003;
Ever in independent
living aMD = 2.4
p = 0.27.

Victimization The proportions of
participants reporting
having experienced
victimization of any
type over the 6-month
trial period were
similar in the
intervention and
control groups
adjusted odds ratio
0.80; p = 0.70).

Cost effectiveness At 6-month follow-up,
the intervention was
both more effective
and less costly than
the control, cost
associated with a
one-point
improvement on the
PANSS was –$4 (95%
CI −29 to 15) and –$4
(−29 to 18) on
WHO-DAS in the
intervention group.

Thomas et al. (2017) SMS text reminders of
clinic appointments

Nigeria RCT 200 Adults with
psychosis. ICD-10
diagnostic criteria
used.

Appointment
attendance

Receiving an SMS
almost doubled the
likelihood of
attendance in the
intervention group
compared to the
control [odds ratio
(OR) = 1.80, p = 0.001]

Missing
appointment

Receiving an SMS
reminder decreased
the odds of missing
their next
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Table 1. (Continued.)

Intervention Country Study design Sample size Inclusion criteria Outcome/s Summary findings

appointment
OR = 0.5, p < 0.03

Asher et al. (2018) Community-based
rehabilitation
attached to
task-shared mental
health care

Ethiopia Uncontrolled
before v. after

Quantitative:
10 people with
psychosis,
each with a
family
caregiver (n =
20)

Adults with a
diagnosis of
schizophrenia
spectrum disorder

WHODAS Change in baseline
median WHODAS
score from 57.5 [IQR
(interquartile range)
36.7, 65.1], to 18.4
(IQR 2.4, 46.2) 12
months
post-intervention.

(schizophrenia,
schizoaffective
disorder or)

Clinical global
impression (%
normal/
borderline)

change from 0% at
baseline to 50% at 6
months and 62.5% at
endline

(schizophreniform
disorder) using
DSM-IV criteria

Discrimination
(DISC-12 total)

median 2 (IQR 0,4) at
baseline, to median 0
(IQR 0,4) at 6 months,
and median 0 (IQR
0,3.5) at endline.

(assessed using the
Operational Criteria
for)

Depression (PHQ9
total)

10.5 (6,13) at baseline,
to 6 (2,11) at 6
months, and 3.5
(1.5,8.5) at endline

Research (OPCRIT). Alcohol use
(AUDIT total)

increased initially
from 3.5 (0,7) at
baseline to 4.5 (2,13)
at 6 months and then
dropped to 2.5 (0,5.5)
at endline

Caregiver burden
(IEQ)

decreased from 46
(37,61) at baseline to
26.5 (21,48) at 6
months before
increasing slightly
(but not to
pre-baseline levels) at
endline 30.5 (19,41.5)

Hanlon et al. (2020) District-level plan for
task-shared mental
health care

Ethiopia Uncontrolled
before v. after

300 Adults with
psychosis.
Operational CRITeria
for research (OPCRIT)
used.

Clinical and social
severity

There was a
significant
improvement in all
clinical (symptom
severity score,
depressive symptoms,
suicide attempts,
alcohol use disorder)
and social
(functioning,
discrimination,
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(1) developing a preliminary synthesis of findings of included
studies;

(2) exploring relationships in the data;
(3) assessing the robustness of the synthesis.

Results

Our search yielded 15 176 abstracts, of which 6647 were dupli-
cates. The remaining 8529 papers were screened by title and
abstract by a team of 12 reviewers, working in pairs. Each title
and abstract was screened by both pair members, independently.
Based on this process, 8442 papers were excluded as their abstract
did not indicate that the associated study met inclusion criteria.
Six reviewers, working in pairs, screened the remaining 87 full
texts independently. A further 77 studies were excluded because
an examination of the full text revealed that the study did not
meet inclusion criteria. This resulted in the final set of 10 papers
identified for inclusion (Fig. 1).

Included studies

Three studies came from South Africa, two from Ethiopia, one
from Kenya, two from Egypt and one from Nigeria alone. An
additional multi-site study was carried out in both Ghana and
Nigeria. Of the included studies, five used an uncontrolled before
v. after design, and five were randomized controlled trials.

Table 1 presents a summary of the included studies.

Confidence in study findings

Our confidence in the overall findings is low to medium, on the
basis of our study appraisals (see Table 2).

Only four studies (Gohar et al., 2013; Thomas et al., 2017;
Rami et al., 2018; Gureje et al., 2020) scored medium using our
assessment tool, with the remaining six (de Menil et al., 2015;
Sibeko et al., 2017; Asher et al., 2018; Brooke-Sumner et al.,
2018; Engelbrecht et al., 2019; Hanlon et al., 2020) scoring low.
Low ratings were largely due to studies employing uncontrolled
or controlled before v. after designs (de Menil et al., 2015;
Asher et al., 2018; Brooke-Sumner et al., 2018; Engelbrecht
et al., 2019; Hanlon et al., 2020).

Narrative synthesis
Our narrative synthesis identifies trends among the included stud-
ies, across three key domains: the content of the interventions
employed, how and in what contexts they are delivered, the out-
comes they target and intervention impact as detailed in Tables
3–5.

Intervention content. Key components of the included inter-
ventions are presented by country in Table 3. Although we
found very few countries with more than one study, it is interest-
ing to note some possible trends. In Egypt, both studies examined
psychoeducation interventions. In Ethiopia, the two studies were
related, with a pilot CBR intervention evaluated in one study
attached to the implementation of task-shared mental health
care evaluated in another. South Africa had the most studies
and the most diverse interventions, with several involving psy-
choeducation and psychological or other psychosocial
approaches.

The majority of interventions fell into the category of educa-
tion, awareness and social support. This included programmes
engaging in community awareness-raising and outreach, those
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Table 2. Quality appraisal

10
Xanthe

H
unt

et
al.

https://doi.org/10.1017/gm
h.2022.25 Published online by Cam

bridge U
niversity Press

https://doi.org/10.1017/gmh.2022.25


Table 3. Details on intervention content, by country
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Table 4. Details on delivery of psychosis interventions, by country

a Groups were for families
b in addi�on to person with phychosis
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Table 5. Quantitative outcomes and measures
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involving treatment partners and family support and those deli-
vering psychoeducation. Indeed, eight interventions (Gohar
et al., 2013; Sibeko et al., 2017; Asher et al., 2018;
Brooke-Sumner et al., 2018; Rami et al., 2018; Engelbrecht
et al., 2019; Gureje et al., 2020; Hanlon et al., 2020) included psy-
choeducation components, making it the most common form of
intervention content by far. Only two studies involved treatment
partners and family support (Sibeko et al., 2017; Asher et al.,
2018), and two included community awareness-raising and out-
reach (Asher et al., 2018; Hanlon et al., 2020). The second most
common category of intervention was clinical, comprising medi-
cation prescription or adherence support, clinical monitoring and
appointment reminders. Four studies (de Menil et al., 2015; Asher
et al., 2018; Gureje et al., 2020; Hanlon et al., 2020) provided
medication prescription or adherence support, and another
three (de Menil et al., 2015; Gureje et al., 2020; Hanlon et al.,
2020) included clinical monitoring. Appointment reminders
were delivered as part of three (Sibeko et al., 2017; Thomas
et al., 2017; Asher et al., 2018) interventions.

Psychological and/or psychosocial support was the third most
common. Three interventions involved self-help or support groups
(de Menil et al., 2015; Asher et al., 2018; Engelbrecht et al., 2019),
two delivered psychotherapy or counselling (de Menil et al., 2015;
Engelbrecht et al., 2019), two offered support for income gener-
ation (de Menil et al., 2015; Asher et al., 2018) and one provided
occupational therapy (art and music therapies) (Engelbrecht
et al., 2019). Finally, traditional and faith-based healing was exam-
ined in one study: Gureje et al. (2020) examined collaborative care
between traditional and faith healers and healthcare workers, but
did not evaluate the impact of these healing components.

Intervention delivery and settings. Table 4 presents a summary
of the delivery of psychosis interventions, by country. Six studies
(Gohar et al., 2013; de Menil et al., 2015; Asher et al., 2018;
Brooke-Sumner et al., 2018; Rami et al., 2018; Engelbrecht
et al., 2019) included group-based components, either as the
main mode of intervention delivery, or as one of the several com-
ponents of an intervention. Four studies (Gohar et al., 2013; de
Menil et al., 2015; Rami et al., 2018; Engelbrecht et al., 2019)
used specialists, and five studies (de Menil et al., 2015; Asher
et al., 2018; Brooke-Sumner et al., 2018; Gureje et al., 2020;
Hanlon et al., 2020) used non-specialists in their delivery. The
specialists employed included psychiatrists (Gohar et al., 2013;
de Menil et al., 2015; Rami et al., 2018), and specialist occupa-
tional therapists (Engelbrecht et al., 2019). Non-specialists
included healthcare workers and social workers not specializing
in mental health (Brooke-Sumner et al., 2018, Gureje et al.,
2020; Hanlon et al., 2020), and lay workers (de Menil et al.,
2015; Asher et al., 2018). One study (Gureje et al., 2020) involved
traditional and faith healers, and two (Sibeko et al., 2017; Thomas
et al., 2017) utilized digital platforms in their delivery. A few stud-
ies involved carers, family or friends (Sibeko et al., 2017; Rami
et al., 2018), or community members (Asher et al., 2018) as add-
itional targets of the intervention, as opposed to delivery agents.

With respect to setting, six (de Menil et al., 2015; Sibeko et al.,
2017; Thomas et al., 2017; Asher et al., 2018; Gureje et al., 2020;
Hanlon et al., 2020) programmes were delivered in the commu-
nity and six (Gohar et al., 2013; de Menil et al., 2015; Thomas
et al., 2017; Brooke-Sumner et al., 2018; Engelbrecht et al.,
2019; Hanlon et al., 2020) in facilities (these categories were not
mutually exclusive, as many had facility- and community-based
components). In one study (Rami et al., 2018), setting was not
clear.

Outcomes. Outcomes and outcome measures are summarized
in Table 5. Interventions targeted a range of outcomes, including
psychiatric symptoms, cognition, service/treatment utilization,
disability and functioning, quality of life and needs, stigma, dis-
crimination and rights infringements, substance use and caregiver
burden, although the vast majority were focused on symptom
reduction and functional improvement. By far the most com-
monly used measure was the Positive and Negative Syndrome
Scale (PANSS), which was applied in half of all studies. This
was followed by the Brief Psychiatric Rating Scale (BPRS),
which was used in three studies. Reductions in harmful practices
like chaining were noted in two studies (Gureje et al., 2020;
Hanlon et al., 2020), and stigma and discrimination in four
(Asher et al., 2018; Brooke-Sumner et al., 2018; Gureje et al.,
2020; Hanlon et al., 2020).

Intervention impact. Eight of the 10 included studies reported
significant, positive effects of the interventions under study
(Gohar et al., 2013; de Menil et al., 2015; Thomas et al., 2017;
Brooke-Sumner et al., 2018; Rami et al., 2018; Engelbrecht
et al., 2019; Gureje et al., 2020; Hanlon et al., 2020). Of the studies
which did not report significant findings, one reported a null
effect (Sibeko et al., 2017), while the other was a pilot study
that was not powered to test for significance (Asher et al., 2018).

Interventions that resulted in improved symptoms included a
district-level plan for task-shared mental health, manualized col-
laborative care by traditional and faith healers and primary
healthcare workers, a family psychoeducation intervention and a
community-based intervention with clinical and group compo-
nents. Manualized collaborative care by traditional and faith hea-
lers and primary healthcare workers, occupational therapy and
traditional healing interventions all resulted in reduced rates
and/or duration of admission. An SMS text reminder of clinic
appointments improved attendance, and a family psychoeduca-
tion intervention improved attitudes towards medication. A
district-level plan for task-shared mental health reduced rates of
substance use.

A cognitive skills training intervention improved some dimen-
sions of cognitive function but did not produce significant
improvements in other domains of cognition, nor in symptoms.
Similarly, a non-specialist psychosocial intervention with treat-
ment partners, psychoeducation and clinic appointment reminder
(Sibeko et al., 2017) did not have a significant effect on symptoms
or functioning.

Finally, in terms of outcomes related to participation in society
and social inclusion, a non-specialist psychosocial intervention and
manualized collaborative care by traditional and faith healers
and primary healthcare workers reduced internalized stigma and
improved rates of work, though the latter did not increase inde-
pendent living or reduce experiences of victimization. A family psy-
choeducation intervention improved quality of life, and both this
intervention and a district-level plan for task-shared mental health
improved social functioning.

Although significance tests were not conducted, it is worth also
noting that the CBR pilot attached to task-shared mental health
care reported improvements in disability, symptoms, experiences
of stigma, substance use and caregiver burden.

Discussion

The broad search strategy and inclusion criteria employed in this
review identified a range of interventions targeting different
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outcomes of psychotic conditions (mainly schizophrenia) across
the African region.

Encouragingly, eight of the 10 included studies reported sig-
nificant, positive effects of the interventions under study.
Significant findings were reported for participants across a
range of outcomes (including symptoms, cognition, service/treat-
ment utilization, disability and functioning, quality of life and
needs, stigma, discrimination and rights infringements, substance
use and caregiver burden) and after receiving a number of differ-
ent interventions (including education, awareness and social sup-
port initiatives, psychological and psychosocial programmes,
clinical interventions and traditional and faith-based healing).
However, we present these findings with the caveat that confi-
dence in study findings was low to medium. Furthermore, while
the outcomes and measurement tools selected to evaluate psych-
osis interventions was a topic of interest for this review, their val-
idity for use in African populations was rarely discussed.

Psychoeducation and clinical interventions (such as clinical
monitoring) were the most common. Despite the fact that most
interventions were multicomponent, and even though we
excluded purely pharmacological interventions, the studies identi-
fied in this review reflected a psychological and clinical focus. This
was also mirrored in the reporting of outcomes, with symptom-
based outcome measures used most frequently. Symptoms may
arguably be easier to measure using standardized tools than are
other outcomes. However, choice of outcome measure may also
reflect programmes’ focus on symptomatology over other
domains. It may be useful for future studies to involve people
with lived experience in study design to ensure that the measures
used capture valued outcomes. While some programmes may
have involved people with lived experience in their design or
development, this was not commonly reported.

Regarding delivery agents for interventions, it is notable that a
mix of professional and para-professional staff was employed.
While task-shifting is certainly important, and this importance
is evidenced by the involvement of non-specialists in many of
the included studies, it is also noteworthy that in many cases
mental health specialists were engaged in the delivery of psycho-
social interventions. This may indicate investment in specialized
care. Unfortunately, it was not possible in most publications to
distinguish stand-alone interventions from those which were inte-
grated within existing public sector services.

Overall, findings of this review would suggest that current
practices do not yet reflect a fully holistic approach to intervention
for people with psychosocial disabilities associated with psychosis
in Africa. For instance, there is a substantial body of literature
documenting the relationship between economic deprivation
and psychosis (Brown et al., 2000; Burns and Esterhuizen, 2008;
Read, 2010). Yet, social protection programming, cash transfers,
microfinance and other interventions targeting poverty, were
largely absent from the included studies. However, it is also pos-
sible that these practices exist, but have not yet been evaluated or
documented in the peer-reviewed academic literature. For
instance, the CBR guidelines developed by the WHO,
International Labour Organization, United Nations Educational,
Scientific and Cultural Organization and the International
Disability and Development Consortium include examples of
CBR for mental health and emphasize the importance of develop-
ing or strengthening community-based programmes across a
range of domains, including health, education, livelihoods and
social inclusion and empowerment (Hartley et al., 2009; World
Health Organization, 2010). More recently, the WHO’s

Guidance on Community Mental Health Services has highlighted
examples of good practice that promote rights and recovery, many
of which have never been formally evaluated (WHO, 2021). We
are also aware of a number of relevant study protocols and forma-
tive research studies that were returned by our search, but have
not yet published findings, suggesting this could be a growing
area of research (Ryan et al., 2019; Moran et al., 2020; Moro
et al., 2022).

Nevertheless, the apparent focus on psychological and clinical
programming and outcomes in this review does indicate a missed
opportunity to address the challenges faced by people with psy-
chosocial impairments, including people with severe mental
health conditions like psychosis, in the evidence base to-date.
People with psychotic conditions are more likely to have lower
educational attainment (Rajji et al., 2013), higher unemployment
rates (Marwaha and Johnson, 2004; Ramsay et al., 2012) and face
social exclusion (Perry et al., 2011; Mfoafo-M’Carthy and Sossou,
2017; Lincoln et al., 2021), suggesting a real need for program-
ming focused on a wide range of outcomes. It is notable, however,
that this review does include studies presenting evidence of inter-
ventions that significantly reduced rates of internalized stigma
and improved rates of engagement in work.

The studies identified by this review also reflect limited target-
ing of affected individuals’ families (four studies out of 12), which
is at odds with the pivotal role that familial carers play in support-
ing people with psychosis (Szmukler et al., 2003), particularly in
African settings (Ohaeri, 2001; Fekadu, 2020; Yerriah et al.,
2021). Another noteworthy point regarding targeting concerns
participant age. Indeed, the age range of many of the included
studies was very broad, and within studies with very broad age
ranges, findings were not disaggregated by participant age. We
did not find evidence that youth were targeted by interventions.
Furthermore, how they are affected within broader programmes
for a range of age groups, and whether these effects are differential
to those of adults, remains unclear given the lack of
disaggregation.

In terms of delivery, it is encouraging that an equal number of
studies relied on specialist mental healthcare providers when
compared to those involving non-specialist providers. This may
reflect efforts to build capacity among non-specialists as part of
a broader shift towards decentralization and task-shifting, redu-
cing reliance on tertiary mental health and the scarce human
resources in specialties. While interventions typically had a psy-
chological or clinical focus, intervention delivery was not
restricted to clinicians. We also identified an innovative example
of collaboration between allopathic and non-allopathic care provi-
ders, among many other examples of non-specialist task-sharing.

Finally, in terms of setting, we noted an equal distribution
between community and institutional delivery. This may also
reflect efforts to deliver services to people with psychosocial dis-
abilities in the communities where they live, as enshrined in
Article 19 of the United Nations Convention on the Rights of
Persons with Disabilities (Assembly, 2007). However, in the low-
resource settings in which these studies were conducted, it is note-
worthy that so few utilized digital platforms. While there may be
need for caution in employing these approaches, given limited
access to technologies in many LMICs and the barriers faced by
people with psychosocial disabilities in particular, there may
also be potential for digital interventions to help overcome chal-
lenges of service delivery in resource-constrained settings
(Mpango et al., 2020). This may be an area where further inter-
vention development and evaluation is needed.
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Limitations

As anticipated in our protocol, the heterogeneity of the included
studies precludes any sort of meta-analysis that might help to
quantify the impact of psychosis interventions in Africa.
Evidence of impact should be interpreted with caution, particu-
larly given the low-to-medium confidence in study findings
reported by reviewers. Our confidence in study findings tool
applies the weakest link in the chain principle, meaning that a
study received an overall rating which was equal to their lowest
rating on any single item. This can skew the overall appraisal of
quality in the direction of low confidence. However, the tool
used is pared-down compared to more common quality assess-
ment tools for evidence synthesis, as it presents only the most
essential elements of methodological and reporting rigour, and
so the application of other tools would have been unlikely to
alter this assessment. Perhaps, the most obvious limitation of
this review is its restriction to English-language publications.
Studies from Francophone and Lusophone Africa are notably
absent, although some predominantly Arabic speaking countries
like Egypt and Sudan are represented. Finally, this review should
be updated in future to take into consideration new studies that
may have been published in this fast-growing area of research
since 2020, when the original search was conducted.

Conclusion

This review identified a number of different interventions for
adults and adolescents with psychosis in Africa, exploring not
only their methods of evaluation and outcomes, but also how
they are delivered and in what settings. Our main finding – that
the peer-reviewed literature in this area is overwhelmingly focused
on psychological and clinical interventions and outcomes – has
important implications for practice. Namely, more attention to
the diverse needs and priorities of people with psychosis is
required in order to develop and evaluate holistic interventions
that go beyond the health sector, in line with social models of psy-
chosocial disability. Efforts should also be made to ensure that
domains outside of health – including education, livelihoods,
social inclusion and empowerment – are targeted by program-
ming. There is a clear need to expand the evidence base whilst
simultaneously ensuring that what is already shown to work for
people with psychosis is implemented and scaled.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/gmh.2022.25.

Data. The datasets used and/or analysed during the current study are avail-
able from the corresponding author on reasonable request.

Acknowledgements. We acknowledge the oversight and contributions of
the SUCCEED advisory group, including Thara Rangaswamy, Sumeet Jain,
David Crepaz-Keay, Olive Kawelama, Paul Kai Kai, Winne Ndoro, Samuel
Tolulope Abiona, Tanya Mackay, Dan Robotham, Karen Glisson, Florence
Baingana, Luisa Hanna, Dirk Mueller, Ritz Kakuma, Anna Chavez, Dixon
Chibanda, Olayinka Omigbodun, Rebeca Esliker and Anthony Sefasi.

Author contributions. GR, JE and TS secured the funding for this project,
and provided intellectual leadership for this systematic review. GR also pro-
vided technical oversight and project management for the review. XH led
the review and development of the first draft of the manuscript, as well as
its revisions. HA, O Omobowale, AA, EM, LD, NM, Abubaker, IB, O
Ogunmola and Alhaji were involved in screening, coding and analysis of
included articles, as well as commenting on drafts of the manuscript.

Financial support. This study was supported by UK Aid ‘SUCCEED:
Support, Comprehensive Care and Empowerment of People with
Psychosocial Disabilities in Sub-Saharan Africa’.

Conflict of interest. The authors declare that they have no competing
interests.

References

Asher L, Patel V and De Silva MJ (2017) Community-based psychosocial
interventions for people with schizophrenia in low and middle-income
countries: systematic review and meta-analysis. BMC Psychiatry 17, 355.

Asher L, Hanlon C, Birhane R, Habtamu A, Eaton J, Weiss HA, Patel V,
Fekadu A and De Silva M (2018) Community-based rehabilitation inter-
vention for people with schizophrenia in Ethiopia (RISE): a 12 month
mixed methods pilot study. BMC Psychiatry 18, 1–17.

Assembly UG (2007) Convention on the rights of persons with disabilities:
resolution/adopted by the General Assembly, 24 January 2007, A/RES/61/
106.

Ayenew W, Asmamaw G and Bitew T (2021) Antipsychotic polypharmacy
among patients with schizophrenia in Africa: a systematic review and
meta-analysis. International Journal of Neuropsychopharmacology 24,
956–964.

Brooke-Sumner C, Petersen I, Asher L, Mall S, Egbe CO and Lund C (2015)
Systematic review of feasibility and acceptability of psychosocial interven-
tions for schizophrenia in low and middle income countries. BMC
Psychiatry 15, 19.

Brooke-Sumner C, Selohilwe O, Mazibuko MS and Petersen I (2018)
Process evaluation of a pilot intervention for psychosocial rehabilitation
for service users with schizophrenia in North West Province, South
Africa. Community Mental Health Journal 54, 1089–1096.

Brown A, Susser E, Jandorf L and Bromet E (2000) Social class of origin and
cardinal symptoms of schizophrenic disorders over the early illness course.
Social Psychiatry and Psychiatric Epidemiology 35, 53–60.

Burns JK and Esterhuizen T (2008) Poverty, inequality and the treated inci-
dence of first-episode psychosis. Social Psychiatry and Psychiatric
Epidemiology 43, 331–335.

Charlson FJ, Ferrari AJ, Santomauro DF, Diminic S, Stockings E, Scott JG,
Mcgrath JJ and Whiteford HA (2018) Global epidemiology and burden of
schizophrenia: findings from the global burden of disease study 2016.
Schizophrenia bulletin 44, 1195–1203.

Cooke A (2017) Understanding Psychosis and Schizophrenia. London:
Canterbury Christ Church University.

Degnan A, Baker S, Edge D, Nottidge W, Noke M, Press CJ, Husain N,
Rathod S and Drake RJ (2018) The nature and efficacy of
culturally-adapted psychosocial interventions for schizophrenia: a system-
atic review and meta-analysis. Psychological Medicine 48, 714–727.

De Menil V, Knapp M, Mcdaid D, Raja S, Kingori J, Waruguru M, Wood S,
Mannarath S and Lund C (2015) Cost-effectiveness of the mental health
and development model for schizophrenia-spectrum and bipolar disorders
in rural Kenya. Psychological Medicine 45, 2747–2756.

Demissie M, Hanlon C, Birhane R, Ng L, Medhin G and Fekadu A (2018)
Psychological interventions for bipolar disorder in low- and middle-income
countries: systematic review. BJPsych Open 4, 375–384.

De Silva MJ, Cooper S, Li HL, Lund C and Patel V (2013) Effect of psycho-
social interventions on social functioning in depression and schizophrenia:
meta-analysis. British Journal of Psychiatry 202, 253–260.

Engelbrecht R, Plastow N, Botha U, Niehaus D and Koen L (2019) The
effect of an occupational therapy mental health day treatment centre on
the use of inpatient services in the Western Cape, South Africa. Disability
and Rehabilitation 41, 1974–1980.

Fekadu A (2020) Living with high burden of care: experience of caregivers of
people with severe mental illness in rural Ethiopia. Ethiopian Medical
Journal 58, 115–123.

Fekadu A, Medhin G, Lund C, Desilva M, Selamu M, Alem A, Asher L,
Birhane R, Patel V, Hailemariam M, Shibre T, Thornicroft G, Prince
M and Hanlon C (2019) The psychosis treatment gap and its consequences
in rural Ethiopia. BMC Psychiatry 19, 325.

16 Xanthe Hunt et al.

https://doi.org/10.1017/gmh.2022.25 Published online by Cambridge University Press

https://doi.org/10.1017/gmh.2022.25
https://doi.org/10.1017/gmh.2022.25
https://doi.org/10.1017/gmh.2022.25


Gohar SM, Hamdi E, Lamis A, Horan WP and Green MF (2013) Adapting
and evaluating a social cognitive remediation program for schizophrenia in
Arabic. Schizophrenia Research 148, 12–17.

Gureje O, Appiah-Poku J, Bello T, Kola L, Araya R, Chisholm D, Esan O,
Harris B, Makanjuola V and Othieno C (2020) Effect of collaborative care
between traditional and faith healers and primary health-care workers on
psychosis outcomes in Nigeria and Ghana (COSIMPO): a cluster rando-
mised controlled trial. The Lancet 396, 612–622.

Hanlon C, Medhin G, Selamu M, Birhane R, Dewey M, Tirfessa K, Garman
E, Asher L, Thornicroft G and Patel V (2020) Impact of integrated district
level mental health care on clinical and social outcomes of people with
severe mental illness in rural Ethiopia: an intervention cohort study.
Epidemiology and Psychiatric Sciences 29, e45.

Hartley S, Finkenflugel H, Kuipers P and ThomasM (2009) Community-based
rehabilitation: opportunity and challenge. The Lancet 374, 1803–1804.

He H, Liu Q, Li N, Guo L, Gao F, Bai L, Gao F and Lyu J (2020) Trends in
the incidence and DALYs of schizophrenia at the global, regional and
national levels: results from the global burden of disease study 2017.
Epidemiology and Psychiatric Sciences 29, e91.

HRW (2012) ‘Like a Death Sentence’: Abuses against Persons with Mental
Disabilities in Ghana, Printed in the United States of America: Human
Rights Watch.

HRW (2019) Nigeria: People with Mental Health Conditions Chained, Abused.
New York: Human Rights Watch.

Keynejad R, Spagnolo J and Thornicroft G (2021) WHO mental health gap
action programme (mhGAP) intervention guide: updated systematic review
on evidence and impact. Evidence Based Mental Health 24, 124–130.

Kisa R, Baingana F, Kajungu R, Mangen PO, Angdembe M, Gwaikolo W
and Cooper J (2016) Pathways and access to mental health care services
by persons living with severe mental disorders and epilepsy in Uganda,
Liberia and Nepal: a qualitative study. BMC Psychiatry 16, 305.

Kumar S, Sudhakar S, Sajatovic M and Levin JB (2020) Antipsychotic medi-
cation in Sub-Saharan Africa: a systematic literature review. Journal of
Clinical Psychopharmacology 40, 541–552.

Lincoln SH, Johnson T, Winters A and Laquidara J (2021) Social exclusion
and rejection across the psychosis spectrum: a systematic review of empir-
ical research. Schizophrenia Research 228, 43–50.

Lora A, Kohn R, Levav I, Mcbain R, Morris J and Saxena S (2012) Service
availability and utilization and treatment gap for schizophrenic disorders: a
survey in 50 low- and middle-income countries. Bulletin of the World
Health Organization 90, 47–54B.

Lund C, Tomlinson M, De Silva M, Fekadu A, Shidhaye R, Jordans M,
Petersen I, Bhana A, Kigozi F, Prince M, Thornicroft G, Hanlon C,
Kakuma R, Mcdaid D, Saxena S, Chisholm D, Raja S, Kippen-Wood
S, Honikman S, Fairall L and Patel V (2012) PRIME: a programme to
reduce the treatment gap for mental disorders in five low- and
middle-income countries. PLoS Medicine 9, e1001359.

Marwaha S and Johnson S (2004) Schizophrenia and employment. Social
Psychiatry and Psychiatric Epidemiology 39, 337–349.

MDAC (2017) Breaking Point: Findings from a Visit to Butabika National
Mental Referral Hospital, Uganda. Budapest, Hungary: Mental Disability
Advocacy Centre.

MDAC and MHU (2014) Psychiatric hospitals in Uganda: A human rights
investigation. Mental Disability Advocacy Centre Mental Health Uganda.

Mfoafo-M’carthy M and Sossou M-A (2017) Stigma, discrimination, and
social exclusion of the mentally ill: the case of Ghana. Journal of Human
Rights and Social Work 2, 128–133.

Microsoft (2019) Microsoft Office 2019, Excel.
Moran GS, Kalha J, Mueller-Stierlin AS, Kilian R, Krumm S, Slade M,

Charles A, Mahlke C, Nixdorf R, Basangwa D, Nakku J, Mpango R,
Ryan G, Shamba D, Ramesh M, Ngakongwa F, Grayzman A, Pathare
S, Mayer B and Puschner B (2020) Peer support for people with severe
mental illness versus usual care in high-, middle- and low-income countries:
study protocol for a pragmatic, multicentre, randomised controlled trial
(UPSIDES-RCT). Trials 21, 371.

Moreno-Küstner B, Martín C and Pastor L (2018) Prevalence of psychotic
disorders and its association with methodological issues. A systematic
review and meta-analyses. PLoS ONE 13, e0195687.

Moro MF, Kola L, Fadahunsi O, Kofie H, Drew N, Pathare S, Eaton J, Funk
M and Gureje O (2022) Quality of care and respect of human rights in
mental health services in four West African countries: a collaboration
between the mental health leadership and advocacy program and the
World Health Organization QualityRights initiative. BJPsych Open 8, e31.

Mpango R, Kalha J, Shamba D, Ramesh M, Ngakongwa F, Kulkarni A,
Korde P, Nakku J and Ryan GK (2020) Challenges to peer support in low-
and middle-income countries during COVID-19. Globalization and Health
16, 1–4.

Ohaeri JU (2001) Caregiver burden and psychotic patients’ perception of
social support in a Nigerian setting. Social Psychiatry and Psychiatric
Epidemiology 36, 86–93.

Patel V, Chowdhary N, Rahman A and Verdeli H (2011) Improving access to
psychological treatments: lessons from developing countries. Behaviour
Research and Therapy 49, 523–528.

Perry Y, Henry JD, Sethi N and Grisham JR (2011) The pain persists: how
social exclusion affects individuals with schizophrenia. British Journal of
Clinical Psychology 50, 339–349.

Popay J, Roberts H, Sowden A, Petticrew M, Arai L, Rodgers M, Britten N,
Roen K and Duffy S (2006) Guidance on the conduct of narrative synthesis
in systematic reviews. A Product from the ESRC Methods Programme
Version. vol. 1, p. b92, https://www.lancaster.ac.uk/media/lancaster-univer-
sity/content-assets/documents/fhm/dhr/chir/NSsynthesisguidanceVersion1-
April2006.pdf

Puschner B, Repper J, Mahlke C, Nixdorf R, Basangwa D, Nakku J, Ryan G,
Baillie D, Shamba D, Ramesh M and Moran G (2019) Using peer support
in developing empowering mental health services (UPSIDES): background,
rationale and methodology Annals of Global Health 85, article 53.

Qureshi O and Eaton J (2020) Mental health in Africa: a briefing for the all-
party parliamentary group for Africa. In Bailey-Morgan H (ed.). London:
Royal African Society (RAS), LSHTM and CBM, https://royalafricanso-
ciety.org/wp-content/uploads/2020/02/RAS_Mental-Health-in-Africa-
Report.pdf

Rajji TK, Voineskos AN, Butters MA, Miranda D, Arenovich T, Menon M,
Ismail Z, Kern RS and Mulsant BH (2013) Cognitive performance of indi-
viduals with schizophrenia across seven decades: a study using the
MATRICS consensus cognitive battery. The American Journal of Geriatric
Psychiatry 21, 108–118.

Rami H, Hussien H, Rabie M, Sabry W, Missiry ME and Ghamry RE (2018)
Evaluating the effectiveness of a culturally adapted behavioral family
psycho-educational program for Egyptian patients with schizophrenia.
Transcultural Psychiatry 55, 601–622.

Ramsay CE, Stewart T and Compton MT (2012) Unemployment among
patients with newly diagnosed first-episode psychosis: prevalence and clin-
ical correlates in a US sample. Social Psychiatry and Psychiatric
Epidemiology 47, 797–803.

Read J (2010) Can poverty drive you mad? ‘Schizophrenia’, socio-economic
status and the case for primary prevention. New Zealand Journal of
Psychology 39, 7–19.

Ryan GK, Kamuhiirwa M, Mugisha J, Baillie D, Hall C, Newman C,
Nkurunungi E, Rathod SD, Devries KM, De Silva MJ and Mpango R
(2019) Peer support for frequent users of inpatient mental health care in
Uganda: protocol of a quasi-experimental study. BMC Psychiatry 19, 374.

Salomon JA, Haagsma JA, Davis A, De Noordhout CM, Polinder S,
Havelaar AH, Cassini A, Devleesschauwer B, Kretzschmar M,
Speybroeck N, Murray CJL and Vos T (2015) Disability weights for the
global burden of disease 2013 study. The Lancet Global Health 3, e712–
e723.

Saran A, White H and Kuper H (2020) Evidence and gap map of studies
assessing the effectiveness of interventions for people with disabilities in
low- and middle-income countries. Campbell Systematic Reviews 16, e1070.

Sibeko G, Temmingh H, Mall S, Williams-Ashman P, Thornicroft G, Susser
ES, Lund C, Stein DJ and Milligan PD (2017) Improving adherence in
mental health service users with severe mental illness in South Africa: a
pilot randomized controlled trial of a treatment partner and text message
intervention vs. treatment as usual. BMC Research Notes 10, 1–8.

Szmukler G, Kuipers E, Joyce J, Harris T, Leese M, Maphosa W and Staples
E (2003) An exploratory randomised controlled trial of a support

Global Mental Health 17

https://doi.org/10.1017/gmh.2022.25 Published online by Cambridge University Press

https://www.lancaster.ac.uk/media/lancaster-university/content-assets/documents/fhm/dhr/chir/NSsynthesisguidanceVersion1-April2006.pdf
https://www.lancaster.ac.uk/media/lancaster-university/content-assets/documents/fhm/dhr/chir/NSsynthesisguidanceVersion1-April2006.pdf
https://www.lancaster.ac.uk/media/lancaster-university/content-assets/documents/fhm/dhr/chir/NSsynthesisguidanceVersion1-April2006.pdf
https://royalafricansociety.org/wp-content/uploads/2020/02/RAS_Mental-Health-in-Africa-Report.pdf
https://royalafricansociety.org/wp-content/uploads/2020/02/RAS_Mental-Health-in-Africa-Report.pdf
https://royalafricansociety.org/wp-content/uploads/2020/02/RAS_Mental-Health-in-Africa-Report.pdf
https://doi.org/10.1017/gmh.2022.25


programme for carers of patients with a psychosis. Social Psychiatry and
Psychiatric Epidemiology 38, 411–418.

Thomas IF, Lawani AO and James BO (2017) Effect of short message service
reminders on clinic attendance among outpatients with psychosis at a psy-
chiatric hospital in Nigeria. Psychiatric Services 68, 75–80.

Truter I (2013) Antipsychotic drug prescribing to patients with dementia in a
South African patient population. African Journal of Pharmacy and
Pharmacology 7, 2755–2762.

Vos T, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F,
Abdulkader RS, Abdulle AM, Abebo TA, Abera SF, Aboyans V,
Abu-Raddad LJ, Ackerman IN, Adamu AA, Adetokunboh O,
Afarideh M, Afshin A, Agarwal SK, Aggarwal R, Agrawal A,
Agrawal S, Ahmadieh H, Ahmed MB, Aichour MTE, Aichour AN,
Aichour I, Aiyar S, Akinyemi RO, Akseer N, Al Lami FH, Alahdab
F, Al-Aly Z, Alam K, Alam N, Alam T, Alasfoor D, Alene KA, Ali
R, Alizadeh-Navaei R, Alkerwi AA, Alla F, Allebeck P, Allen C,
Al-Maskari F, Al-Raddadi R, Alsharif U, Alsowaidi S, Altirkawi KA,
Amare AT, Amini E, Ammar W, Amoako YA, Andersen HH,
Antonio CAT, Anwari P, Ärnlöv J, Artaman A, Aryal KK, Asayesh
H, Asgedom SW, Assadi R, Atey TM, Atnafu NT, Atre SR,
Avila-Burgos L, Avokphako EFGA, Awasthi A, Bacha U, Badawi A,
Balakrishnan K, Banerjee A, Bannick MS, Barac A, Barber RM,
Barker-Collo SL, Bärnighausen T, Barquera S, Barregard L, Barrero
LH, Basu S, Battista B, Battle KE, Baune BT, Bazargan-Hejazi S,
Beardsley J, Bedi N, Beghi E, Béjot Y, Bekele BB, Bell ML, Bennett
DA, Bensenor IM, Benson J, Berhane A, Berhe DF, Bernabé E,

Betsu BD, Beuran M, Beyene AS, Bhala N, GBD 2016 Disease and
Injury Incidence and Prevalence Collaborators (2017) Global, regional,
and national incidence, prevalence, and years lived with disability for
328 diseases and injuries for 195 countries, 1990–2016: a systematic
analysis for the global burden of disease study 2016. The Lancet 390,
1211–1259.

WHO (1993) The ICD-10 Classification of Mental and Behavioural Disorders.
Geneva: World Health Organization.

WHO (2015) Update of the Mental Health Gap Action Programme (mhGAP)
Guidelines for Mental, Neurological and Substance use Disorders, 2015.
Geneva: World Health Organization.

WHO (2018) Mental Health Atlas 2017. Geneva: World Health Organisation.
WHO (2021) Guidance on community mental health services: Promoting

person-centred and rights-based approaches [Online]. Available at https://
www.who.int/publications/i/item/9789240025707 [Accessed].

World Bank (n.d.-a) Middle East and North Africa, https://www.worldbank.
org/en/region/mena#:~:text=The%20World%20Bank%20works%20with,
fragility%2C%20and%20enabling%20green%20growth.

World Bank (n.d.-b) The World Bank in Africa, https://www.worldbank.org/
en/region/afr.

World Health Organization W (2010) Community-based Rehabilitation:
CBR guidelines.

Yerriah J, Tomita A and Paruk S (2021) Surviving but not thriving: burden
of care and quality of life for caregivers of patients with schizophrenia
spectrum disorders and comorbid substance use in South Africa. Early
Intervention in Psychiatry, 16.

18 Xanthe Hunt et al.

https://doi.org/10.1017/gmh.2022.25 Published online by Cambridge University Press

https://www.who.int/publications/i/item/9789240025707
https://www.who.int/publications/i/item/9789240025707
https://www.who.int/publications/i/item/9789240025707
https://www.worldbank.org/en/region/mena#:~:text=The%20World%20Bank%20works%20with,fragility%2C%20and%20enabling%20green%20growth
https://www.worldbank.org/en/region/mena#:~:text=The%20World%20Bank%20works%20with,fragility%2C%20and%20enabling%20green%20growth
https://www.worldbank.org/en/region/mena#:~:text=The%20World%20Bank%20works%20with,fragility%2C%20and%20enabling%20green%20growth
https://www.worldbank.org/en/region/afr
https://www.worldbank.org/en/region/afr
https://doi.org/10.1017/gmh.2022.25

	Interventions for adolescents and adults with psychosis in Africa: a systematic review and narrative synthesis
	Background
	Methods
	Eligibility criteria
	Population
	Interventions
	Comparators
	Types of studies
	Setting
	Outcomes

	Search strategy
	Selection process
	Data collection process and data items
	Risk of bias (confidence in study findings) assessment
	Effect measures
	Synthesis methods

	Results
	Included studies
	Confidence in study findings
	Narrative synthesis


	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


