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Aims. In recent years a number of intergovernmental initiatives have been activated in order to enhance the capacity of
countries to improve access to essential medicines, particularly for mental disorders. In May 2013 the 66th World Health
Assembly adopted the World Health Organization (WHO) Comprehensive Mental Health Action Plan 2013–2020,
which builds upon the work of WHO’s Mental Health Gap Action Programme. Within this programme, evidence-
based guidelines for mental disorders were developed, including recommendations on appropriate use of medicines.
Subsequently, the 67th World Health Assembly adopted a resolution on access to essential medicines, which urged
Member States to improve national policies for the selection of essential medicines and to promote their availability,
affordability and appropriate use.

Methods. Following the precedent set by these important initiatives, this article presents eleven actions for improving
access and appropriate use of psychotropic medicines.

Results. A 4 × 4 framework mapping actions as a function of the four components of access – selection, availability,
affordability and appropriate use – and across four different health care levels, three of which belong to the supply
side and one to the demand side, was developed. The actions are: developing a medicine selection process; promoting
information and education activities for staff and end-users; developing a medicine regulation process; implementing a
reliable supply system; implementing a reliable quality-control system; developing a community-based system of men-
tal health care and promoting help-seeking behaviours; developing international agreements on medicine affordability;
developing pricing policies and a sustainable financing system; developing or adopting evidence-based guidelines;
monitoring the use of psychotropic medicines; promoting training initiatives for staff and end-users on critical appraisal
of scientific evidence and appropriate use of psychotropic medicines.

Conclusions. Activating these actions offers an unique opportunity to address the broader issue of increasing access to
treatments and care for mental disorders, as current lack of attention to mental disorders is a central barrier across all
domains of the 4 × 4 access framework.
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Introduction

Mental disorders are responsible for a significant pro-
portion of the total global burden of disease and are
a leading cause of years lived with disability world-
wide (Whiteford et al. 2013; Charlson et al. 2015).
However, the resources allocated to addressing mental

disorders have been grossly insufficient, inequitably
distributed and inefficiently used. The result is a
large treatment gap, with more than 75% of persons
in low- and middle-income countries (LMICs) without
access to services (Burns, 2015; Lund, 2015; Lund et al.
2015), including access to medicines for mental disor-
ders (Cameron et al. 2009, 2011, 2012; Mendis et al.
2007; Wagenaar et al. 2015).

A number of intergovernmental initiatives in recent
years have aimed to reduce the treatment gap and
enhance the capacity of Member States to improve
access to medicines, particularly for mental disorders.
In May 2013 the 66th World Health Assembly adopted
WHO’s Comprehensive Mental Health Action Plan
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2013–2020 (World Health Organization, 2013). The
Mental Health Action Plan builds upon the work of
WHO’s Mental Health Gap Action Programme
(mhGAP) (World Health Organization, 2008), which
includes evidence-based guidelines for MNS disor-
ders. These guidelines include recommendations on
appropriate use of medicines for mental disorders
(Barbui et al. 2010, 2015; Dua et al. 2011; Barbui &
Tansella, 2013).

In 2014, the 67th World Health Assembly adopted a
resolution on access to essential medicines (World
Health Organization, 2014), which urged Member
States to improve national policies for the selection of
essential medicines and to promote their availability,
affordability and appropriate use. In 2015, the sustain-
able development goals highlighted access to safe,
effective, quality and affordable essential medicines
as a component of universal health coverage (Bigdeli
et al. 2015).

Following the precedent set by these important
initiatives, the Gulbenkian Mental Health Platform,
an initiative of the Calouste Gulbenkian Foundation
and the WHO Department of Mental Health and
Substance Abuse, developed a document on access
and use of psychotropic medicines intended for use
as a manual by policy-makers, public health profes-
sionals and clinicians working in regional health
offices, national health ministries, or at the district
level, and in charge of planning improvements to the
mental health systems in LMICs (Barbui et al. 2016;
WHO & Calouste Gulbenkian Foundation, 2016).
Building on the work conducted for this document,
the aim of the present article is to highlight existing
barriers to accessing medicines for mental disorders,
and present a set of key actions to improve access
and appropriate use, particularly in LMIC. We devel-
oped a 4 × 4 framework for mapping the components
of access across four levels of the health system.

Demand and supply constraints to accessing
medicines for mental disorders

The concept of access is generally described as the
timely use of services according to needs (Peters et al.
2008). For mental disorders, prerequisites for regular
access to medicines are adequate budget expenditure
and availability of services with the capacity to treat
mental disorders (Pankevich et al. 2014). Globally the
mean expenditure for mental disorders is slightly less
than 3% of the total health budget, and country income
levels do not fully account for the lower levels of fund-
ing for mental disorders. In many LMICs, the number
of outpatient health care services with the ability to
treat mental disorders is exceedingly low, proving to

be a major infrastructural barrier to appropriate access
and use of medicines (World Health Organization,
2015a).

In addition to these large funding constraints,
numerous other barriers are particularly relevant to
medicines for mental disorders (Barbui, 2015; Kishore
et al. 2015; Nose et al. 2015; Barbui & Chattherjee,
2016). These barriers stem from the demand side
and/or the supply side (Ensor & Cooper, 2004);
demand constraints influence individuals’, house-
holds’ and communities’ ability to use services, while
supply constraints are aspects of health services and
the health sector that hinder service uptake (Bigdeli
et al. 2013).

The demand for psychotropic medicines is affected
by the acceptability of mental health treatments and
by the level of awareness of mental health problems
within communities. Related to this, data consistently
shows that stigma, discrimination, or other socio-
cultural factors make help-seeking behaviour insuffi-
cient or inadequate, in many LMIC (Ensor & Cooper,
2004; Jacobs et al. 2012). In addition, lack of awareness
about treatment options is a relevant demand-side
constraint. In those who access medicines for mental
disorders, side effects, limited insight and cognitive
functioning, as well as the long-term nature of many
severe mental disorders, which may have significant
consequences in terms of duration and cost of services,
may negatively influence treatment adherence. Finally,
in many areas, the geographical distance from health-
care providers could represent an additional barrier
(World Health Organization, 2005).

The supply of medicines for mental disorders can be
particularly challenging, as the low level of current use
of psychotropic medicines may lead supply chain
actors to believe the true demand is low (Barbui,
2015; Barbui & Chattherjee, 2016). Additionally, pro-
hibitive costs to health systems and end-users in popu-
lations with no financial protection or health
insurance, as well as regulations of controlled medi-
cines in some countries present impediments (Bigdeli
et al. 2014). Further, the selection of essential medicines
and development of robust evidence-based guidelines
can be especially difficult for mental disorders, as
many psychotropic medicines with partially overlap-
ping characteristics are available on the market
(Kirsch & Moncrieff, 2007).

Access to medicines framework

WHO characterised four dimensions of access to med-
icines: rational selection, affordable prices, sustainable
financing and reliable health and supply system, with
quality assurance and management systems assumed
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to underpin all access components (Center for
Pharmaceutical Management, 2000; World Health
Organization, 2004). In more recent years the frame-
work has been further developed, in particular follow-
ing the recognition that access to medicines should be
considered within a broader attempt to accelerate the
achievement of universal health coverage. A health
systems approach situates medicines against the full
complexity of a health system to visualise how inter-
ventions in the pharmaceutical sector influence the
rest of the health system and vice versa (Bigdeli et al.
2014). Within this new framework, access to medicines
would depend on which medicines are (1) selected for
inclusion on a national essential medicines list, and
whether they are (2) available, (3) affordable and (4)
appropriately used (World Health Organization,
2009; Bigdeli et al. 2014).

For each of these four access components, priority
actions may be organised as a function of four different
health care levels, three of which belong to the supply
side and one to the demand side: (1) international; (2)
national, regional, or province; (3) district; and (4) com-
munity, household, or individual (Bigdeli et al. 2013).
A 4 × 4 framework may therefore be developed to con-
ceptualise at which level actions may be activated for
each access component (Table 1).

Actions promoting rational selection

Rational selection refers to the careful selection of med-
icines based on best available evidence to inform clin-
ical practice, as well as to ensure economic viability of
healthcare systems. Because of its considerable impact
on the quality of care and the cost of treatment,
rational selection of medicines is considered to be
one of the most cost-effective means of improving
health care. For mental disorders, rational selection is
particularly challenging, as many psychotropic medi-
cines are duplicative or non-essential, being minor var-
iations of originator products with unclear therapeutic
advantages over other medicines already in the mar-
ket. In many cases, new medicines are released with-
out enough information on comparative efficacy and
tolerability, leaving uncertainty as to whether these
new medicines are more effective, similarly effective
or even less effective as compared with others already
in use (Barbui & Bighelli, 2013a, b). Further, newer psy-
chotropic medicines are considerably more expensive
than older medicines.

Action 1: developing a medicine selection process

A first action is the development of a reliable, account-
able and transparent selection process, to select a

number of medicines to license, as well as to define
which of the licensed medicines are essential. As no
public sector or health insurance system can afford to
supply or reimburse all medicines that are available
on the market, essential medicines lists at both the
international and national levels are useful in setting
priorities for all aspects of the pharmaceutical system
(Table 1). An example at the international level is the
WHO Model List of Essential Medicines, while the
European Medicines Agency in Europe, the Food
and Drug Administration in the USA or the Brazilian
National Health Surveillance Agency in Brazil are the
examples of agencies selecting medicines for registra-
tion at a country level.

The process by which psychotropic medicines are
selected is of critical importance. It should be consulta-
tive and transparent, with explicit selection criteria and
published application procedures. Those involved in
the selection process should report any potential con-
flicts of interest. Applications should be accessible to
both professionals and the public, with reasons for
accepting or rejecting a new medicine reported on a
dedicated website. This approach may be applied to
any level within the health-care system, depending
where a selection process is functioning and operating:
at district level, in hospitals, or at a state or national
level.

The concept of essential medicines is intended to be
flexible and adaptable to many different situations,
including private and public sectors and at different
levels of the health care system (World Health
Organization, 2002). For example, the WHO Model
List of Essential Medicines may be used as a guide
for developing lists of essential medicines for one
health facility (for example, a hospital), group of
facilities, health district, or nation. Many non-
governmental organisations and international non-
profit supply agencies have also utilised the same con-
cept to select a limited number of medicines (World
Health Organization, 2002; van Ommeren et al. 2011).

Action 2: promoting information and education
activities for staff and end-users

As the credibility of the selection process is likely to
have a profound influence on access to psychotropic
medicines, a second action refers to the provision of
adequate and regular information to professionals
and users on how the system works, on rules govern-
ing the inclusion of new medicines, and on national
and/or local officials taking responsibility for its proper
functioning (Table 1). Lack of access to independent
information on medicines can have negative conse-
quences, especially if information supplied by the
pharmaceutical industry through mailings, visits by
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Table 1. 4 × 4 framework mapping the components of access across four levels of the health system

Level of the health care system

Supply side

Demand side

Access component Action International
National (or State

or Province)
District health

service
Individual, household

or community

SELECTION (A1) Developing and implementing a medicine selection process X X X
(A2) Promoting information and education activities for staff and users on the
selection process

X X

AVAILABILITY (A3) Regulating psychotropic medicine availability * X
(A4) Implementing a reliable health and supply system * X
(A5) Ensuring quality of psychotropic medicines * X
(A6) Developing a community-based system of mental health care X X X

AFFORDABILITY (A7) Developing policies on medicine affordability X
(A8) Developing pricing policies and fostering of a sustainable financing system X

APPROPRIATE
USE

(A9) Developing and implementing evidence-based guidelines X X X †

(A10) Monitoring the use of psychotropic medicines X X ‡

(A11) Promoting training initiatives for staff and users on critical appraisal of
scientific evidence and appropriate use of psychotropic medicines

X X X

*Guidance is provided by international organisations, such as the World Health Organization.
†According to guideline production methodology, representatives of patients, families and the wider society should be included in guideline development process.
‡As part of monitoring activities, research projects should be implemented with active participation of service users.

484
C
.B

arbuiet
al.

https://doi.org/10.1017/S2045796016001165 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S2045796016001165


pharmaceutical representatives and industry-
sponsored meetings is the only type of information
available to prescribers and the public.

Actions promoting availability of psychotropic
medicines

Availability pertains to the timely obtainability of
quality medicines in the public and private sector.
Despite recent progress, availability of medicines for
mental disorders remains a major challenge globally.
In African countries, for example, the WHO-AIMS
study of mental health systems found that only 14%
had at least one psychotropic medicine available in
all public health facilities (McBain et al. 2012). In
Nigeria, even after a 15-year program focused on the
scale-up of mental healthcare treatment in primary
care settings, the majority of public health facilities
did not have routine availability of essential psycho-
tropic medicines (Saraceno et al. 2007), while a recent
study in Sofala, Mozambique, found that essential psy-
chotropic medicines are routinely unavailable at public
health facilities: only 7 of 12 district warehouses and 11
of all 24 health facilities (and 10 of 12 health facilities
with trained staff) had availability of at least one medi-
cine in each category (Wagenaar et al. 2015).

Action 3: developing a medicine regulation process

Once a reliable selection process is functioning, a psy-
chotropic medicine regulation system, usually part of a
national medicine authority, needs to be developed to
implement measures that may affect the degree of
availability of medicines at different levels of the
health care system (Table 1). Some of these measures
may be particularly relevant for regulating access to
medicines for mental disorders and require tough deci-
sions on the following aspects:

• Whether only doctors or also other professionals can
prescribe psychotropic medicines, including initial
and subsequent prescriptions. For example, in
South Africa, Ghana and some parts of East Africa,
nurses and other non-doctor medical professionals
are able to prescribe legally. The legal sanction to
prescribe is often limited to certain drugs, sometimes
in specific circumstances or programmes (Eaton,
2008). Regulations may be used to allow trained
paramedical workers such as nurses, and in some
cases, village health workers, to prescribe certain
types of medicines (World Health Organization,
2005).

• Availability in public and private sectors and level of
the health system where medicines for mental disor-
ders may be accessed. For example, the WHO

mhGAP Intervention Guide underlines that it is a
widely shared but mistaken idea that all mental
health interventions are sophisticated and can only
be delivered by highly specialised staff, while
research in recent years has demonstrated the feasi-
bility of delivery of pharmacological and psycho-
social interventions in non-specialised health-care
settings (World Health Organization, 2015b). A
national medicine regulatory authority should estab-
lish the level of the health care system and the con-
ditions under which a medicine may be prescribed,
taking into consideration efficacy, safety, adverse
effects, costs and feasibility issues. In several low-
income settings, medicines are only offered in
selected secondary and tertiary health facilities,
which translate to decreased availability.

• Whether medicines for mental disorders should be
labelled for use in individuals with specific diagno-
ses. This may mean that a formal diagnosis should
be made before treatment is prescribed, and that
not all individuals may receive that medicine.

• Whether some medicines for mental disorders
should be subject to regulations relating to con-
trolled medicines. As there is a mistaken view that
all medicines for mental disorders are potentially
drugs of abuse, it should be extremely clear, which
medicines require storage in double-lock cupboards,
signatures in a register to record movement and a
label of specialist drugs, which means that primary
health care workers cannot prescribe them.

Action 4: implementing a reliable supply system

A functioning and reliable supply system is needed to
translate into practice what national regulatory author-
ities advise (Table 1). As reported by WHO, designing
an efficient system for procuring, storing and distribut-
ing medicines is challenging and important to ensure
effective supplies (World Health Organization, 2005).
It makes little sense for countries to keep a monopoly
on supply, as this may render them unable to fulfil
requests. As such, WHO has suggested that an effect-
ive medicines supply system depends on an appropri-
ate mix of public, private and NGO procurement,
storage and distribution services (World Health
Organization, 2004). Depending on the organisation
of the health care system, these approaches may vary
considerably with respect to the role of government
and that of the private sector.

Action 5: implementing a reliable quality-control
system

As part of this supply system, a reliable quality control
system should be implemented. Although international
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standards for the quality of medicines are becoming
stricter, up to 15% of all sold medicines globally may
be of insufficient quality, and in parts of Africa and
Asia this figure exceeds 50% (Cockburn et al. 2005).
Poor quality medicines is a term inclusive of counterfeit,
substandard and degraded medicines, as well as medi-
cines that fail chemistry analysis, but with insufficient
information to determine whether they are counterfeit,
substandard, or degraded (Newton et al. 2011). As an
example of successful policy actions, in 2005 the
Nigerian National Agency for Food and Drug
Administration and Control implemented the following
actions to eradicate fake medicines and other substand-
ard regulated products: staff re-orientation and motiv-
ation; restructuring and modernization of regulatory
processes; public enlightenment campaigns; stopping
importation of fake drugs to Nigeria at source; increas-
ing surveillance at all ports of entry; mopping up what
is already in circulation; regular monitoring of Good
Manufacturing Practice of local manufacturers; stream-
lining and strict enforcement of registration guidelines
(Akunyil, 2005). As a result of these actions, the number
of fake medicines was reduced by over 80%, and a cul-
ture of transparency and accountability was progres-
sively implemented (Akunyil, 2005).

Action 6: developing a community-based system of
mental health care and promoting help-seeking
behaviours

The geographical location of health services may heav-
ily influence the availability of medicines for mental
disorders. The mhGAP initiative underlines the feasi-
bility of delivery of mental health interventions,
including medicines for mental disorders, in non-
specialised health-care settings. According to this
model, primary health care is considered the founda-
tion for high-quality mental health care. Where mental
health is integrated into primary care, access is
improved, mental disorders are more likely to be iden-
tified and treated, and comorbid physical and mental
health problems are more likely to be managed in a
seamless way (World Health Organization, 2009).
Health care services may also implement ad hoc out-
reach initiatives to increase access to treatment for peo-
ple with more disabling mental disorders, based on the
assertive community treatment model or on similar
approaches (Thornicroft & Tansella, 2003).

On the demand side, actions should be activated to
promote help-seeking behaviour (Table 1) (Ensor &
Cooper, 2004; Jacobs et al. 2012). In sub-Saharan
Africa, where the demand for psychotropic medicines
is particularly low, the following initiatives have been
suggested: improve help-seeking through public
education, enhance detection and treatment of mental

disorders through provider training focused on
improving skills and reduce negative attitudes, and
reform the health system so that the few specialists
available can spend more time providing supervision
and support to first-line providers (Pankevich et al.
2014). In order to address the need for increased and
improved training and education of providers and man-
agers, implementation of the mhGAP Intervention
Guide and training modules might be a strong first
step (Zaidi et al. 2013).

Actions promoting affordability of psychotropic
medicines

As many mental disorders require long-term regular
pharmacological treatment, the cost of medicines may
constitute a relevant barrier for the health care system,
which might not be able to bear the overall economic
burden in the long-term, and for the end-users, who
might not afford the final price of available medicines.

Action 7: developing international agreements on
medicine affordability

At the international level, affordability of medicines is
affected by a number of international agreements,
such as for example the international agreement on
Trade-Related Aspects of Intellectual Property Rights
(TRIPS) (Table 1). The TRIPS agreement applies to
countries that adhere to the World Trade organization
and requires patent protection for all products for a
minimum duration of 20 years, without any special con-
sideration for pharmaceuticals. As patent protection
awards exclusive rights to an invention, it prevents gen-
eric competition and thus also prevents low-cost generic
medicines from becoming accessible to populations.
Although all of the psychotropic medicines on the
WHO list of essential medicines are off-patent and
therefore available at low-cost via multiple producers,
newer medicines that may be added at a future date
may be prohibitively expensive as a result of patent pro-
tections. Therefore, advocating for better medicine
affordability even when they are not off-patent may
be considered a key international-level action.

Action 8: developing pricing policies and a sustainable
financing system

At the national level, developing a sustainable financing
system is a key priority action. Affordable prices can be
pursued through a number of mechanisms (World
Health Organization, 2004), including competitive bulk
procurement by generic name, which is now a major
policy in most essential medicines programmes and in
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large hospitals in both developed and developing coun-
tries. Further, it is important to include mental health
treatment and medicines in benefit packages under
reimbursement systems, in countries where such sys-
tems exist (World Health Organization, 2015c).

Actions promoting appropriate use of psychotropic
medicines

The concept of appropriate use of medicines refers to the
expectation that individuals receive medicines that are
appropriate to their clinical needs, in doses that meet
their own individual requirements, for an adequate per-
iod of time and at the lowest cost to them and their com-
munity (World Health Organization, 1985). Examples of
irrational use of psychotropic medicines include pre-
scribing or dispensing too many medicines per patient,
prescribing inappropriate dosages, poor adherence to
correctly prescribed medications, incorrect usage of non-
psychotropic medications to treat mental disorders, as
well as misuse, underuse, or overuse (Padmanathan &
Rai, 2016; Xiang et al. 2016).

Action 9: developing or adopting evidence-based
guidelines

A first priority action to promote appropriate use of
psychotropic medicines is the development, or local
adaptation, of evidence-based clinical guidelines.
Clinical guidelines consist of systematically developed
statements to help prescribers make decisions about
appropriate treatments for specific clinical conditions.
At the international level, for example, within the con-
text of the mhGAP initiative, WHO has developed
recommendations (i.e. guidelines) on interventions for
the management of mental and neurological priority
conditions, following the Grading of Recommendations
Assessment, Development and Evaluation (GRADE) meth-
odology (Barbui et al. 2010, 2015).

Once a new set of recommendations has been devel-
oped,orexistingguidelineshavebeenadoptedatahealth
system level, these should be implemented.
Implementing evidence-based guidelines may be a chal-
lenging task, as there is limited evidence on how guide-
lines should be implemented to maximise benefits at
sustainable costs (Grimshaw et al.2004; Barbui et al. 2014).

Action 10: monitoring the use of psychotropic
medicines

As discrepancies between treatment recommendations
and everyday clinical practice have frequently been
highlighted (Haynes et al. 2002), a second priority action
is monitoring the use of psychotropic medicines through

the development of permanent monitoring infrastruc-
tures. At the national (or State or Province) level, medi-
cine consumption and expenditure is usually monitored
using drug sales data. These are routinely collected by
independent sources on nationally representative sam-
ples of wholesalers and community pharmacies. As
these monitoring systems are based on aggregate data,
they cannot provide information on individuals receiv-
ing a particular category of medicines. It is therefore
not possible to draw individual-level inferences without
giving rise to errors in interpretation (ecological fallacy).
To overcome these limitations, health care systems may
routinely use databases with individual-level data.
These databases, usually developed for managements,
claims, administration and planning, cover large groups
of individuals and generate data that are of value in
pharmacoepidemiological research (Sorensen et al. 2001).

Locally, district medical officers may be interested in
auditing prescribing habits in order to check the degree
of coherence between what is recommended by
evidence-based guidelines and what is actually done.
It may therefore be of interest to develop monitoring
systems able to collect information on medicine use,
and, if feasible, to link these data with hard outcome
indicators. The development of such infrastructures
may be seen as a quality requirement for health care sys-
tems that want to hold themselves as accountable.

Action 11: promoting training initiatives for staff and
end-users on critical appraisal of scientific evidence
and appropriate use of psychotropic medicines

The acquisition of basic methodological skills in the crit-
ical assessment of research reports is a key action, as it
can significantly influence interpretation of the evidence
base,which can in turn affect national guidelines, training
materials and eventually, prescribing practices. Training
is more successful if it is problem-based, concentrates
on common clinical conditions, takes into account previ-
ous knowledge, attitudes and skills, and is targeted to
appropriate prescribing. The efficacy of training was
investigated by a Cochrane review, which assessed
whether teaching critical appraisal skills to health profes-
sionals led to changes in processes of care, patient out-
comes, health professionals’ knowledge of how to
criticallyappraise researchpapers, orall three.Thereview
included three studies involving 272 people. It found that
low-intensity critical appraisal teaching interventions in
healthcare populations may result in beneficial gains
(Horsley et al. 2011). Another review found that among
practicing health professionals interactive online courses
with guidedcritical appraisal showed significant increase
in knowledge and appraisal skills (Young et al. 2014).

Additionally, basic training in appropriate use of psy-
chotropic medicines for medical and paramedical
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students is a pre-requisite for the establishment of good
future prescribing habits. Further, continuing education
of health care professionals is another step for the estab-
lishment and maintenance of good prescribing habits.
The term continuing education refers to activities that
serve tomaintain, develop, or increase knowledge, skills
and performance expertise needed for professional
development and to ensure optimal patient care. The
efficacy of training was investigated by a landmark sys-
tematic review of randomised controlled trials of formal
didactic and interactive education activities, which
included 14 studies and 17 interventions. Nine gener-
ated positive changes in professional practice, and
three of four interventions altered health care outcomes
in one or more measures. Interactive and mixed educa-
tional sessions were associated with a significant effect
on practice. Techniques such as case discussion, role-
play and hands-on practice sessions were effective in
changing performance of health care professionals.
Sequenced sessions of learn-work-learn inwhich educa-
tion may be translated into practice and reinforced at a
further session had a positive impact (Davis et al.
1999). These findings were more recently reinforced by
a Cochrane review, which included randomised con-
trolled trials of different educational strategies that
reported an objective measure of professional practice
or healthcare outcomes (Forsetlund et al. 2009).

Concluding remarks

This article presents a set of key actions that health care
systems might consider, based on their current systems
and organisation, to overcome existing barriers to
accessing medicines for mental disorders. Activating
these actions may represent an unique opportunity to
address the broader issue of increasing access to treat-
ments and care for mental disorders, as current lack of
attention to mental disorders is a central barrier across
all domains of the 4 × 4 access framework. Health care
systems should be encouraged to address mental dis-
orders in the context of their overall health needs
and national programs.

Access to psychotropic medicines therefore offers
the chance of transformative improvement in health
and the opportunity for re-engagement in society for
people with mental illnesses (Wessells, 2015; Whitley,
2015). By working at all levels of the health system, it
may be possible to offer this essential component of
mental health care to all who can benefit.

Acknowledgements

We acknowledge the contribution of a number of inter-
national experts who provided feedback and com-
ments during the development of this document.

Financial Support

This work was financially supported by the
Gulbenkian Global Mental Health Platform, an initia-
tive of the Calouste Gulbenkian Foundation jointly
conducted with the Department of Mental Health of
the Faculty of Medical Sciences (NOVA University of
Lisbon). Technical support and collaboration was pro-
vided by the World Health Organization Department
of Mental Health and Substance Abuse.

Conflict of interest

None.

Disclaimer

T.D. and S.S. are staff members of WHO. The authors
alone are responsible for the views expressed in this
article and they do not necessarily represent the deci-
sions, policy, or views of WHO.

Availability of data and Materials

References of articles described in this review are
reported in the reference section. All WHO documents
are free access following the links reported below.

References

Akunyil D (2005). Counterfeit and Substandard Drugs,
Nigeria’s Experience: Implications, Challenges, Actions and
Recommendations. Talk for NAFDAC at a Meeting for Key
Interest Groups on Health. The World Bank. Retrieved from
http://siteresources.worldbank.org/INTAFRREGTOPHIV
AIDS/Resources/717089-1113520923653/Dora_Akunyili-
Good_Intentions-Bad_Drugs-MAR_10_05.doc

Barbui C (2015). Access and use of psychotropic medicines in
low-resource settings. Epidemiology and Psychiatric Sciences
24, 206–209.

Barbui C, Bighelli I (2013a). Regulatory science in Europe:
the case of schizophrenia trials. Lancet 382, 1234–1235.

Barbui C, Bighelli I (2013b). A new approach to psychiatric
drug approval in Europe. PLoS Medicine 10, e1001530.

Barbui C, Chattherjee S (2016). Improving access to
medicines for mental disorders in low-resource settings:
some achievements but still a long road ahead. Epidemiology
and Psychiatric Sciences 25, 1–3.

Barbui C, Tansella M (2013). Mental disorders and
conditions specifically related to stress. Epidemiology and
Psychiatric Sciences 22, 195–196.

Barbui C, Dua T, van Ommeren M, YasamyM, Fleischmann
A, Clark N, Thornicroft G, Hill S, Saxena S (2010).
Challenges in developing evidence-based
recommendations using the GRADE approach: The case of

488 C. Barbui et al.

https://doi.org/10.1017/S2045796016001165 Published online by Cambridge University Press

http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
http://siteresources.worldbank.org/INTAFRREGTOPHIVAIDS/Resources/717089-1113520923653/Dora_Akunyili-Good_Intentions-Bad_Drugs-MAR_10_05.doc
https://doi.org/10.1017/S2045796016001165


mental, neurological, and substance use disorders. Plos
Medicine 7, e1000322.

Barbui C, Girlanda F, Ay E, Cipriani A, Becker T, Koesters
M (2014). Implementation of treatment guidelines for
specialist mental health care. Cochrane Database of Systematic
Reviews 1, CD009780.

Barbui C, Dua T, Harper M, Tablante EC, Thornicroft G,
Saxena S (2015). Using GRADE to update WHO
recommendations for MNS. Lancet Psychiatry 2, 1054–1056.

Barbui C, Dua T, Kolappa K, Saraceno B, Saxena S (2016).
Access to psychotropic medicines in low-resource settings.
Lancet Psychiatry 3, 913–915.

Bigdeli M, Jacobs B, Tomson G, Laing R, Ghaffar A,
Dujardin B, Van DW (2013). Access to medicines from a
health system perspective. Health Policy and Planning 28,
692–704.

Bigdeli M, Peters DH, Wagner A (2014). Medicines in Health
Systems: advancing access, affordability and appropriate
use. Retrieved from http://www.who.int/alliance-hpsr/
resources/FR_webfinal_v1.pdf

Bigdeli M, Laing R, Tomson G, Babar ZU (2015). Medicines
and universal health coverage: challenges and
opportunities. Journal of Pharmacy and Policy Practice 8, 8.

Burns JK (2015). Poverty, inequality and a political economy of
mental health.EpidemiologyandPsychiatric Sciences24, 107–113.

Cameron A, Ewen M, Ross-Degnan D, Ball D, Laing R
(2009). Medicine prices, availability, and affordability in 36
developing and middle-income countries: a secondary
analysis. Lancet 373, 240–249.

Cameron A, Roubos I, Ewen M, Mantel-Teeuwisse AK,
Leufkens HG, Laing RO (2011). Differences in the
availability of medicines for chronic and acute conditions in
the public and private sectors of developing countries.
Bulletin of the World Health Organization 89, 412–421.

Cameron A, Bansal A, Dua T, Hill SR, Moshe SL,
Mantel-Teeuwisse AK, Saxena S (2012). Mapping the
availability, price, and affordability of antiepileptic drugs in
46 countries. Epilepsia 53, 962–969.

Center for Pharmaceutical Management (2000). Defining
and Measuring Access to Essential Drugs, Vaccines, and
Health Commodities: Report of the WHO-MSH
Consultative Meeting, Ferney-Voltaire, France, December
11–13, 2000. Retrieved from http://projects.msh.org/seam/
reports/measuring_access_Dec2000.pdf

Charlson FJ, Baxter AJ, Dua T, Degenhardt L, Whiteford
HA, Vos T (2015). Excess mortality from mental,
neurological and substance use disorders in the Global
Burden of Disease Study 2010. Epidemiology and Psychiatric
Sciences 24, 121–140.

Cockburn R, Newton PN, Agyarko EK, Akunyili D, White
NJ (2005). The global threat of counterfeit drugs: why
industry and governments must communicate the dangers.
PLoS Medicine 2, e100.

Davis D, O’Brien MA, Freemantle N, Wolf FM, Mazmanian
P, Taylor-Vaisey A (1999). Impact of formal continuing
medical education: do conferences, workshops, rounds,
and other traditional continuing education activities change
physician behavior or health care outcomes? Journal of the
American Medical Association 282, 867–874.

Dua T, Barbui C, Clark N, Fleischmann A, Poznyak V, van
Ommeren M, Yasamy MT, Ayuso-Mateos JL, Birbeck GL,
Drummond C, Freeman M, Giannakopoulos P, Levav I,
Obot IS, Omigbodun O, Patel V, Phillips M, Prince M,
Rahimi-Movaghar A, Rahman A, Sander JW, Saunders
JB, Servili C, Rangaswamy T, Unutzer J, Ventevogel P,
Vijayakumar L, Thornicroft G, Saxena S (2011).
Evidence-based guidelines for mental, neurological, and
substance use disorders in low- and middle-income
countries: summary of WHO recommendations. PLoS
Medicine 8, e1001122.

Eaton J (2008). Ensuring access to psychotropic medication in
sub-Saharan Africa. African Journal of Psychiatry 11, 179–181.

Ensor T, Cooper S (2004). Overcoming barriers to health
service access: influencing the demand side. Health Policy
and Planning 19, 69–79.

Forsetlund L, Bjorndal A, Rashidian A, Jamtvedt G, O’Brien
MA, Wolf F, Davis D, Odgaard-Jensen J, Oxman AD
(2009). Continuing education meetings and workshops:
effects on professional practice and health care outcomes.
Cochrane Database of Systematic Reviews 15, CD003030.

Grimshaw JM, Thomas RE, MacLennan G, Fraser C, Ramsay
CR, Vale L, Whitty P, Eccles MP, Matowe L, Shirran L,
Wensing M, Dijkstra R, Donaldson C (2004). Effectiveness
and efficiency of guideline dissemination and implementation
strategies. Health Technology Assessment 8, iii–72.

Haynes RB, Devereaux PJ, Guyatt GH (2002). Physicians’ and
patients’ choices in evidence based practice. BMJ 324, 1350.

Horsley T, Hyde C, Santesso N, Parkes J, Milne R, Stewart R
(2011). Teaching critical appraisal skills in healthcare
settings. Cochrane Database of Systematic Reviews 9, CD001270.

JacobsB, IrP,BigdeliM,AnnearPL,VanDW (2012).Addressing
access barriers to health services: an analytical framework
for selecting appropriate interventions in low-income
Asian countries.Health Policy and Planning 27, 288–300.

Kirsch I, Moncrieff J (2007). Clinical trials and the response
rate illusion. Contemporary Clinical Trials 28, 348–351.

Kishore SP, Kolappa K, Jarvis JD, Park PH, Belt R,
Balasubramaniam T, Kiddell-Monroe R (2015).
Overcoming obstacles to enable access to medicines for
noncommunicable diseases in poor countries. Health Affairs
(Millwood) 34, 1569–1577.

Lund C (2015). Poverty, inequality and mental health in low-
and middle-income countries: time to expand the research
and policy agendas. Epidemiology and Psychiatric Sciences 24,
97–99.

Lund C, Alem A, Schneider M, Hanlon C, Ahrens J,
Bandawe C, Bass J, Bhana A, Burns J, Chibanda D,
Cowan F, Davies T, Dewey M, Fekadu A, Freeman M,
Honikman S, Joska J, Kagee A, Mayston R, Medhin G,
Musisi S, Myer L, Ntulo T, Nyatsanza M, Ofori-Atta A,
Petersen I, Phakathi S, Prince M, Shibre T, Stein DJ,
Swartz L, Thornicroft G, Tomlinson M, Wissow L, Susser
E (2015). Generating evidence to narrow the treatment gap
for mental disorders in sub-Saharan Africa: rationale,
overview and methods of AFFIRM. Epidemiology and
Psychiatric Sciences 24, 233–240.

McBain R, Norton DJ, Morris J, Yasamy MT, Betancourt TS
(2012). The role of health systems factors in facilitating

Mapping actions to improve access to medicines for mental disorders in low and middle income countries 489

https://doi.org/10.1017/S2045796016001165 Published online by Cambridge University Press

http://www.who.int/alliance-hpsr/resources/FR_webfinal_v1.pdf
http://www.who.int/alliance-hpsr/resources/FR_webfinal_v1.pdf
http://www.who.int/alliance-hpsr/resources/FR_webfinal_v1.pdf
http://www.who.int/alliance-hpsr/resources/FR_webfinal_v1.pdf
http://projects.msh.org/seam/reports/measuring_access_Dec2000.pdf
http://projects.msh.org/seam/reports/measuring_access_Dec2000.pdf
http://projects.msh.org/seam/reports/measuring_access_Dec2000.pdf
https://doi.org/10.1017/S2045796016001165


access to psychotropic medicines: a cross-sectional analysis
of the WHO-AIMS in 63 low- and middle-income countries.
PLoS Medicine 9, e1001166.

Mendis S, Fukino K, Cameron A, Laing R, Filipe A, Khatib
O, Leowski J, Ewen M (2007). The availability and
affordability of selected essential medicines for chronic
diseases in six low- and middle-income countries. Bulletin of
the World Health Organization 85, 279–288.

Newton PN, Amin AA, Bird C, Passmore P, Dukes G,
Tomson G, Simons B, Bate R, Guerin PJ, White NJ (2011).
The primacy of public health considerations in defining
poor quality medicines. PLoS Medicine 8, e1001139.

Nose M, Turrini G, Barbui C (2015). Access to mental health
services and psychotropic drug use in refugees and asylum
seekers hosted in high-income countries. Epidemiology and
Psychiatric Sciences 24, 379–381.

Padmanathan P, Rai D (2016). Access and rational use of
psychotropic medications in low- and middle-income
countries. Epidemiology and Psychiatric Sciences 25, 4–8.

Pankevich D, Posey Norris S, Wizemann T, Altevogt B
(2014). Improving Access to Essential Medicines for Mental,
Neurological, and Substance Use Disorders in Sub-Saharan
Africa: Workshop Summary. Retrieved from https://www.
nap.edu/read/18380/chapter/1

Peters DH, Garg A, Bloom G, Walker DG, Brieger WR,
Rahman MH (2008). Poverty and access to health care in
developing countries. Annals of the New York Academy of
Sciences 1136, 161–171.

Saraceno B, van Ommeren M, Batniji R, Cohen A, Gureje O,
Mahoney J, Sridhar D, Underhill C (2007). Barriers to
improvement of mental health services in low-income and
middle-income countries. Lancet 370, 1164–1174.

Sorensen H, Johnsen S, Norgard B (2001). Methodological
issues in using prescription and other databases in
pharmacoepidemiology. Norvegian Journal of Epidemiology
11, 13–18.

Thornicroft G, Tansella M (2003). What are the arguments
for community-based mental health care? Retrieved from
http://www.euro.who.int/__data/assets/pdf_file/0019/
74710/E82976.pdf

van Ommeren M, Barbui C, de Jong J, Dua T, Jones L,
Perez-Sales P, Schilperoord M, Ventevogel P, Yasamy
MT, Saxena S (2011). If you could only choose five
psychotropic medicines: updating the interagency
emergency health kit. PLoS Medicine 8, e1001030.

Wagenaar BH, Stergachis A, Rao D, Hoek R, Cumbe V,
Napua M, Sherr K (2015). The availability of essential
medicines for mental healthcare in Sofala, Mozambique.
Global Health Action 8, 27942.

Wessells M (2015). A reflection on the strengths and limits
of a public health approach to mental health in
humanitarian settings. Epidemiology and Psychiatric Sciences
24, 495–497.

Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ,
Erskine HE, Charlson FJ, Norman RE, Flaxman AD, Johns
N, Burstein R, Murray CJ, Vos T (2013). Global burden of
disease attributable to mental and substance use disorders:

findings from the Global Burden of Disease Study 2010.
Lancet 382, 1575–1586.

Whitley R (2015). Global Mental Health: concepts, conflicts
and controversies. Epidemiology and Psychiatric Sciences 24,
285–291.

World Health Organization (1985). The rational use of drugs.
Report of the conference of experts. Retrieved from: http://apps.
who.int/medicinedocs/documents/s17054e/s17054e.pdf

World Health Organization (2002). The Selection of Essential
Medicines. Retrieved from http://apps.who.int/medicinedocs/
pdf/s2296e/s2296e.pdf

World Health Organization (2004). Equitable access to
essential medicines: a framework for collective action.
Retrieved from: http://apps.who.int/iris/bitstream/10665/
68571/1/WHO_EDM_2004.4_eng.pdf

World Health Organization (2005). Improving access and use
of psychotropic medicines. Retrieved from: http://www.
who.int/mental_health/policy/services/10_improving%
20access_WEB_07.pdf

World Health Organization (2008). Scaling up care for mental,
neurological, and substance use disorders. Retrieved from
http://www.who.int/mental_health/mhgap_final_english.pdf

World Health Organization (2009). Improving health
systems and services for mental health. Retrieved from
http://apps.who.int/iris/bitstream/10665/44219/1/
9789241598774_eng.pdf

World Health Organization (2013). Mental health action plan
2013–2020. Retrieved from http://apps.who.int/iris/
bitstream/10665/89966/1/9789241506021_eng.pdf

World Health Organization (2014). Access to essential
medicines. Retrieved from http://apps.who.int/medicinedocs/
documents/s21453en/s21453en.pdf

World Health Organization (2015a). Mental Health Atlas
2014. Retrieved from http://apps.who.int/iris/bitstream/
10665/178879/1/9789241565011_eng.pdf?ua=1&ua=1

World Health Organization (2015b). mhGAP Evidence
Resource Centre. Retrieved from http://www.who.int/
mental_health/mhgap/evidence/en/

World Health Organization (2015c). WHO guideline on
country pharmaceutical pricing policies. Retrieved from
http://apps.who.int/medicinedocs/documents/s21016en/
s21016en.pdf

World Health Organization and Calouste Gulbenkian
Foundation (2016). Improving Access to and Appropriate use of
Medicines for Mental Disorders. World Health Organization:
Geneva, in press.

Xiang YT, Ungvari GS, Correll CU, Chiu HF, Shinfuku N
(2016). Trends in the access to and the use of antipsychotic
medications and psychotropic co-treatments in Asian
patients with schizophrenia. Epidemiology and Psychiatric
Sciences 25, 9–17.

Young T, Rohwer A, Volmink J, Clarke M (2014). What are
the effects of teaching evidence-based health care (EBHC)?
Overview of systematic reviews. PLoS ONE 9, e86706.

Zaidi S, Bigdeli M, Aleem N, Rashidian A (2013). Access to
essential medicines in Pakistan: policy and health systems
research concerns. PLoS ONE 8, e63515.

490 C. Barbui et al.

https://doi.org/10.1017/S2045796016001165 Published online by Cambridge University Press

https://www.nap.edu/read/18380/chapter/1
https://www.nap.edu/read/18380/chapter/1
https://www.nap.edu/read/18380/chapter/1
http://www.euro.who.int/__data/assets/pdf_file/0019/74710/E82976.pdf
http://www.euro.who.int/__data/assets/pdf_file/0019/74710/E82976.pdf
http://www.euro.who.int/__data/assets/pdf_file/0019/74710/E82976.pdf
http://apps.who.int/medicinedocs/documents/s17054e/s17054e.pdf
http://apps.who.int/medicinedocs/documents/s17054e/s17054e.pdf
http://apps.who.int/medicinedocs/documents/s17054e/s17054e.pdf
http://apps.who.int/medicinedocs/pdf/s2296e/s2296e.pdf
http://apps.who.int/medicinedocs/pdf/s2296e/s2296e.pdf
http://apps.who.int/medicinedocs/pdf/s2296e/s2296e.pdf
http://apps.who.int/iris/bitstream/10665/68571/1/WHO_EDM_2004.4_eng.pdf
http://apps.who.int/iris/bitstream/10665/68571/1/WHO_EDM_2004.4_eng.pdf
http://apps.who.int/iris/bitstream/10665/68571/1/WHO_EDM_2004.4_eng.pdf
http://www.who.int/mental_health/policy/services/10_improving%20access_WEB_07.pdf
http://www.who.int/mental_health/policy/services/10_improving%20access_WEB_07.pdf
http://www.who.int/mental_health/policy/services/10_improving%20access_WEB_07.pdf
http://www.who.int/mental_health/policy/services/10_improving%20access_WEB_07.pdf
http://www.who.int/mental_health/mhgap_final_english.pdf
http://www.who.int/mental_health/mhgap_final_english.pdf
http://apps.who.int/iris/bitstream/10665/44219/1/9789241598774_eng.pdf
http://apps.who.int/iris/bitstream/10665/44219/1/9789241598774_eng.pdf
http://apps.who.int/iris/bitstream/10665/44219/1/9789241598774_eng.pdf
http://apps.who.int/iris/bitstream/10665/89966/1/9789241506021_eng.pdf
http://apps.who.int/iris/bitstream/10665/89966/1/9789241506021_eng.pdf
http://apps.who.int/iris/bitstream/10665/89966/1/9789241506021_eng.pdf
http://apps.who.int/medicinedocs/documents/s21453en/s21453en.pdf
http://apps.who.int/medicinedocs/documents/s21453en/s21453en.pdf
http://apps.who.int/medicinedocs/documents/s21453en/s21453en.pdf
http://apps.who.int/iris/bitstream/10665/178879/1/9789241565011_eng.pdf?ua=1&amp;ua=1
http://apps.who.int/iris/bitstream/10665/178879/1/9789241565011_eng.pdf?ua=1&amp;ua=1
http://apps.who.int/iris/bitstream/10665/178879/1/9789241565011_eng.pdf?ua=1&amp;ua=1
http://www.who.int/mental_health/mhgap/evidence/en/
http://www.who.int/mental_health/mhgap/evidence/en/
http://www.who.int/mental_health/mhgap/evidence/en/
http://apps.who.int/medicinedocs/documents/s21016en/s21016en.pdf
http://apps.who.int/medicinedocs/documents/s21016en/s21016en.pdf
http://apps.who.int/medicinedocs/documents/s21016en/s21016en.pdf
https://doi.org/10.1017/S2045796016001165

	Mapping actions to improve access to medicines for mental disorders in low and middle income countries
	Introduction
	Demand and supply constraints to accessing medicines for mental disorders
	Access to medicines framework
	Actions promoting rational selection
	Action 1: developing a medicine selection process
	Action 2: promoting information and education activities for staff and end-users

	Actions promoting availability of psychotropic medicines
	Action 3: developing a medicine regulation process
	Action 4: implementing a reliable supply system
	Action 5: implementing a reliable quality-control system
	Action 6: developing a community-based system of mental health care and promoting help-seeking behaviours

	Actions promoting affordability of psychotropic medicines
	Action 7: developing international agreements on medicine affordability
	Action 8: developing pricing policies and a sustainable financing system

	Actions promoting appropriate use of psychotropic medicines
	Action 9: developing or adopting evidence-based guidelines
	Action 10: monitoring the use of psychotropic medicines
	Action 11: promoting training initiatives for staff and end-users on critical appraisal of scientific evidence and appropriate use of psychotropic medicines

	Concluding remarks
	Acknowledgements
	References


