
BackgroundBackground Schizophrenia guidelinesSchizophrenia guidelines
differ considerably inmethodology anddiffer considerably inmethodology and
content.content.

AimsAims To systematically compareTo systematicallycompare
national schizophrenia guidelines fromnational schizophrenia guidelines from
differentcountries.differentcountries.

MethodMethod Aninternational surveywasAninternational surveywas
conducted onguideline development andconducted onguideline development and
amethodological comparisonwasmadeamethodological comparisonwasmade
usinga validatedguideline appraisalusinga validatedguideline appraisal
instrument (the Appraisal Guidelineinstrument (the Appraisal Guideline
Research and Evaluation Europe).Research and Evaluation Europe).

ResultsResults Themethodological qualityofThemethodological qualityof
many schizophrenia guidelineswas at bestmany schizophrenia guidelineswas at best
moderate.Fewguidelineshadincludedkeymoderate.Fewguidelineshadincludedkey
stakeholders intheirdevelopmentstakeholders intheirdevelopment
process.Althoughpharmacotherapyprocess.Althoughpharmacotherapy
recommendationswere similar, thererecommendationswere similar, there
were strong variations inthe type ofwere strong variations inthe type of
psychosocialinterventionsrecommended.psychosocialinterventionsrecommended.

ConclusionsConclusions ThemethodologicalThemethodological
qualityofguidelineshas a strong influencequalityof guidelineshas a strong influence
ontheir applicability.However, the lackofontheir applicability.However, the lackof
financialmeans to develop and implementfinancialmeans to develop and implement
guidelines is a serious problem.Indepen-guidelines is a seriousproblem.Indepen-
dentinternationalorganisationscouldcon-dentinternationalorganisations couldcon-
tribute to defininga core setof unbiasedtribute to defininga core setof unbiased
schizophreniatreatmentrecommendations.schizophreniatreatmentrecommendations.
In countrieswith a shortage of resources,In countrieswith a shortage of resources,
this could be a basis for adaptationto dif-this could be a basis for adaptationto dif-
ferentcultural and economic backgroundsferentcultural and economic backgrounds
in collaborationwith stakeholders.in collaborationwith stakeholders.
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Mental health disorders pose an increasingMental health disorders pose an increasing

burden on societies all over the worldburden on societies all over the world

(Murray & Lopez, 1996); at the same(Murray & Lopez, 1996); at the same

time, treatment variations within andtime, treatment variations within and

between countries are prevalent. In thebetween countries are prevalent. In the

case of schizophrenia this holds truecase of schizophrenia this holds true

particularly for the prescription of psycho-particularly for the prescription of psycho-

tropic drugs in non-Western societiestropic drugs in non-Western societies

(Patel & Andrade, 2003; Apiquian(Patel & Andrade, 2003; Apiquian et alet al,,

2004), but also applies to the availability2004), but also applies to the availability

of psychosocial treatments. In differentof psychosocial treatments. In different

regions of the world, practice guidelinesregions of the world, practice guidelines

have been developed to improve schizo-have been developed to improve schizo-

phrenia care. There is no doubt that thesephrenia care. There is no doubt that these

practice guidelines have to be based on –practice guidelines have to be based on –

or to have to consider adequately –or to have to consider adequately –

scientific evidence with regard to keyscientific evidence with regard to key

treatment recommendations (McIntyre,treatment recommendations (McIntyre,

2002). The World Health Organization2002). The World Health Organization

(WHO) has developed its(WHO) has developed its Diagnostic andDiagnostic and

Management Guidelines for MentalManagement Guidelines for Mental

Disorders in Primary CareDisorders in Primary Care (World Health(World Health

Organization, 1996) using a consensusOrganization, 1996) using a consensus

approach. These guidelines have also beenapproach. These guidelines have also been

field-tested (Goldbergfield-tested (Goldberg et alet al, 1995) and, 1995) and

served as a primer for the organisationserved as a primer for the organisation

of mental health systems in someof mental health systems in some

countries. Nevertheless, it remains unre-countries. Nevertheless, it remains unre-

solved how a core set of universally validsolved how a core set of universally valid

secondary and tertiary psychiatric caresecondary and tertiary psychiatric care

recommendations can be defined whichrecommendations can be defined which

could easily be used to develop nationalcould easily be used to develop national

or regional mental health guidelines with-or regional mental health guidelines with-

out disregarding local health systems orout disregarding local health systems or

cultures.cultures.

The aims of our study were to collectThe aims of our study were to collect

available schizophrenia guidelines fromavailable schizophrenia guidelines from

different countries of the world; todifferent countries of the world; to

evaluate them according to pre-definedevaluate them according to pre-defined

criteria; to compare them with respectcriteria; to compare them with respect

to key recommendations; to obtainto key recommendations; to obtain

expert opinions about their possibleexpert opinions about their possible

impact on psychiatric care in the differentimpact on psychiatric care in the different

countries; and to collect informationcountries; and to collect information

about possible support on establish-about possible support on establish-

ing guideline development, imple-ing guideline development, imple-

mentation and evaluations made in othermentation and evaluations made in other

countries.countries.

METHODMETHOD

Guideline identificationGuideline identification
and assessmentand assessment
This guideline comparison project wasThis guideline comparison project was

commissioned by the WHO Regionalcommissioned by the WHO Regional

Office for Europe (W.R.) and the WorldOffice for Europe (W.R.) and the World

Psychiatric Association (N.S.; Section ofPsychiatric Association (N.S.; Section of

Quality Assurance in Psychiatry, J.M.;Quality Assurance in Psychiatry, J.M.;

Section of Schizophrenia, W.G.). ToSection of Schizophrenia, W.G.). To

identify relevant guidelines, 122 memberidentify relevant guidelines, 122 member

organisations of the World Psychiatricorganisations of the World Psychiatric

Association from 104 nations and otherAssociation from 104 nations and other

organisations concerned with guidelineorganisations concerned with guideline

development in different countries weredevelopment in different countries were

contacted by mail and asked to sendcontacted by mail and asked to send

original documents of national or localoriginal documents of national or local

practice guidelines in the area of schizo-practice guidelines in the area of schizo-

phrenia. In addition, the Americanphrenia. In addition, the American

National Guideline Clearinghouse, theNational Guideline Clearinghouse, the

Guidelines International Network, theGuidelines International Network, the

Centres for Reviews and Dissemination ofCentres for Reviews and Dissemination of

the University of York, the German Guide-the University of York, the German Guide-

line Clearinghouse of the German Board ofline Clearinghouse of the German Board of

Physicians and the Medline database (1966Physicians and the Medline database (1966

to February 2004) were screened for schizo-to February 2004) were screened for schizo-

phrenia guidelines, and scientific psychi-phrenia guidelines, and scientific psychi-

atric journals were scanned. Writtenatric journals were scanned. Written

guideline documents were included thatguideline documents were included that

met the following criteria: the disordermet the following criteria: the disorder

was schizophrenia, with or without inclu-was schizophrenia, with or without inclu-

sion of schizoaffective disorder; psychiatricsion of schizoaffective disorder; psychiatric

care of the acute and/or chronic phase wascare of the acute and/or chronic phase was

considered; the guideline had a national orconsidered; the guideline had a national or

regional scope; and the authors and theregional scope; and the authors and the

development process were described.development process were described.

Guidelines addressing one particular aspectGuidelines addressing one particular aspect

of schizophrenia treatment and those devel-of schizophrenia treatment and those devel-

oped primarily for international use byoped primarily for international use by

expert groups from different countries wereexpert groups from different countries were

not included.not included.

To measure the scientific quality ofTo measure the scientific quality of

practice guidelines, we selected a recentlypractice guidelines, we selected a recently

published instrument developed by anpublished instrument developed by an

international group of guideline experts,international group of guideline experts,

the Appraisal Guideline Research andthe Appraisal Guideline Research and

Evaluation Europe (AGREE) rating scaleEvaluation Europe (AGREE) rating scale

(AGREE Collaboration, 2003). The(AGREE Collaboration, 2003). The

AGREE instrument assesses both the qual-AGREE instrument assesses both the qual-

ity of reporting and the quality of the guide-ity of reporting and the quality of the guide-

line development process. It provides anline development process. It provides an

appraisal of the predicted validity of aappraisal of the predicted validity of a

guideline, which is the likelihood that it willguideline, which is the likelihood that it will

achieve its intended outcome. The AGREEachieve its intended outcome. The AGREE

instrument consists of 23 key items groupedinstrument consists of 23 key items grouped

into six domains with a four-point Likertinto six domains with a four-point Likert

scale to score each item. The six domainsscale to score each item. The six domains

are:are:

(a)(a) scope and purpose (three items);scope and purpose (three items);

(b)(b) stakeholder involvement (four items);stakeholder involvement (four items);
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(c)(c) rigour of development (seven items);rigour of development (seven items);

(d)(d) clarity and presentation (four items);clarity and presentation (four items);

(e)(e) applicability (three items);applicability (three items);

(f)(f) editorial independence (two items).editorial independence (two items).

Each domain is intended to capture a sepa-Each domain is intended to capture a sepa-

rate dimension of guideline quality. Therate dimension of guideline quality. The

total score and the domain scores aretotal score and the domain scores are

calculated by summing the scores of thecalculated by summing the scores of the

individual items within a domain or theindividual items within a domain or the

whole six domains, and by standardisingwhole six domains, and by standardising

the total as a percentage of the maximumthe total as a percentage of the maximum

possible score. The interrater reliabilitypossible score. The interrater reliability

(intraclass correlations) for each AGREE(intraclass correlations) for each AGREE

domain lies between 0.39 (clarity anddomain lies between 0.39 (clarity and

presentation) and 0.83 (rigour of develop-presentation) and 0.83 (rigour of develop-

ment) with two reviewers and betweenment) with two reviewers and between

0.57 and 0.91 with four reviewers (AGREE0.57 and 0.91 with four reviewers (AGREE

Collaboration, 2003). Two reviewers usedCollaboration, 2003). Two reviewers used

this instrument independently, and in thethis instrument independently, and in the

case of disagreement, the average scorescase of disagreement, the average scores

were computed. For guidelines written inwere computed. For guidelines written in

languages other than English, German,languages other than English, German,

French, Spanish or Italian, we enlisted theFrench, Spanish or Italian, we enlisted the

help of doctors with the necessary foreignhelp of doctors with the necessary foreign

language skills to extract the relevant infor-language skills to extract the relevant infor-

mation. Consequently, the assessmentsmation. Consequently, the assessments

could not be made masked to the origincould not be made masked to the origin

of the guidelines. All reviewers received aof the guidelines. All reviewers received a

standard instruction on how to use thestandard instruction on how to use the

AGREE instrument.AGREE instrument.

Content analysis of guidelinesContent analysis of guidelines
and international guideline surveyand international guideline survey

In addition to the AGREE assessment,In addition to the AGREE assessment,

guidelines were compared with respect toguidelines were compared with respect to

key recommendations, including thekey recommendations, including the

following: pharmacological first-linefollowing: pharmacological first-line

therapy in acute psychosis (not first-therapy in acute psychosis (not first-

episode) and in treatment-resistant schizo-episode) and in treatment-resistant schizo-

phrenia; antipsychotic dosage for acutephrenia; antipsychotic dosage for acute

and maintenance treatment; recommendedand maintenance treatment; recommended

duration of antipsychotic treatment afterduration of antipsychotic treatment after

first and multiple episodes; managementfirst and multiple episodes; management

of side-effects with first-generation anti-of side-effects with first-generation anti-

psychotics; antipsychotic polypharmacy;psychotics; antipsychotic polypharmacy;

recommendations for therapy of depressiverecommendations for therapy of depressive

symptoms; and recommendations forsymptoms; and recommendations for

psychoeducation, cognitive–behaviouralpsychoeducation, cognitive–behavioural

therapy, employment promotion andtherapy, employment promotion and

community treatment.community treatment.

A survey questionnaire was developedA survey questionnaire was developed

and sent to the World Psychiatric Associa-and sent to the World Psychiatric Associa-

tion (WPA) member organisations togethertion (WPA) member organisations together

with the request to send a copy of thewith the request to send a copy of the

guideline documents. The questionnaireguideline documents. The questionnaire

covered guideline use, development andcovered guideline use, development and

implementation in the respective countries,implementation in the respective countries,

barriers to guideline development andbarriers to guideline development and

implementation, and a question about theimplementation, and a question about the

potential benefit of WHO or WPA help inpotential benefit of WHO or WPA help in

producing or adopting guidelines forproducing or adopting guidelines for

national use.national use.

RESULTSRESULTS

Identification of guidelinesIdentification of guidelines

A total of 27 guidelines from 21 differentA total of 27 guidelines from 21 different

countries were identified, published be-countries were identified, published be-

tween February 1994 and February 2004tween February 1994 and February 2004

(Fig. 1). Two guidelines (from Thailand(Fig. 1). Two guidelines (from Thailand

and Japan) could not be evaluated owingand Japan) could not be evaluated owing

to language problems, and one guidelineto language problems, and one guideline

(from Sweden) could not be retrieved.(from Sweden) could not be retrieved.

Therefore, 24 guidelines were evaluatedTherefore, 24 guidelines were evaluated

with regard to methodological qualitywith regard to methodological quality

(AGREE guideline appraisal instrument)(AGREE guideline appraisal instrument)

and content (Table 1).and content (Table 1).

Sixteen of the 24 guidelines comprisedSixteen of the 24 guidelines comprised

the whole therapy of schizophrenia: thesethe whole therapy of schizophrenia: these

were the guidelines from Australia (AU;were the guidelines from Australia (AU;

McGorryMcGorry et alet al, 2003), Austria (AT; Katsch-, 2003), Austria (AT; Katsch-

nignig et alet al, 2002), Canada (CA1, Canadian, 2002), Canada (CA1, Canadian

Psychiatric Association, 1999; CA2,Psychiatric Association, 1999; CA2,

College des Medecins du Quebec, 1999),Collège des Médecins du Québec, 1999),

the Czech Republic (CZ; Libiger, 1999),the Czech Republic (CZ; Libiger, 1999),

Finland (FI; Salokangas, 2001), GermanyFinland (FI; Salokangas, 2001), Germany

(DE; Gaebel & Falkai, 1998), the UK(DE; Gaebel & Falkai, 1998), the UK

(GBI; National Institute for Clinical Excel-(GBI; National Institute for Clinical Excel-

lence, 2002), Latvia (LV; Latvijas Psihiatrulence, 2002), Latvia (LV; Latvijas Psihiatru

Asiciacijas, 2001), Lithuania (LT; LietuvosAsiciacijas, 2001), Lithuania (LT; Lietuvos

Respublikos Sveikatos Apsaugos Ministro,Respublikos Sveikatos Apsaugos Ministro,

2002), The Netherlands (NL; Buitelaar2002), The Netherlands (NL; Buitelaar etet

alal, 1998), Norway (NO; Statens Helsetil-, 1998), Norway (NO; Statens Helsetil-

syn, 2003), Singapore (SG; Singaporesyn, 2003), Singapore (SG; Singapore

Ministry of Health, 2003), Slovenia (SI;Ministry of Health, 2003), Slovenia (SI;

ZmitekZmitek et alet al, 2000) and the USA (US1;, 2000) and the USA (US1;

Lehman etLehman et alal, 2004; US2, Lehman &, 2004; US2, Lehman &

Steinwachs, 1998). Six of 24 guidelinesSteinwachs, 1998). Six of 24 guidelines

addressed mainly medication therapy, butaddressed mainly medication therapy, but

included some other treatment aspects:included some other treatment aspects:

these guidelines were from France (FR;these guidelines were from France (FR;

KovessKovess et alet al, 1994), South Africa (XA; Stein, 1994), South Africa (XA; Stein

et alet al, 2000), Spain (ES; Sociedad Espanola, 2000), Spain (ES; Sociedad Española

de Psiquiatria, 2000) and the USA (US3,de Psiquiatria, 2000) and the USA (US3,

Expert Consensus Panel, 2003; US4, MillerExpert Consensus Panel, 2003; US4, Miller

et alet al, 1999; US5, Marder, 1999; US5, Marder et alet al, 2002). Two, 2002). Two

guidelines addressed mainly psychosocialguidelines addressed mainly psychosocial

therapy: these originated in Denmarktherapy: these originated in Denmark

(DK; Nordentoft(DK; Nordentoft et alet al, 2001) and the UK, 2001) and the UK

(GB2; Scottish Intercollegiate Guidelines(GB2; Scottish Intercollegiate Guidelines

Network, 1998).Network, 1998).

Thirteen of 24 guidelines were devel-Thirteen of 24 guidelines were devel-

oped by national psychiatric associationsoped by national psychiatric associations

or national boards of physicians, five wereor national boards of physicians, five were

developed by health ministries or statutorydeveloped by health ministries or statutory

institutions and six were developed byinstitutions and six were developed by

independent groups of experts.independent groups of experts.

Methodological qualityMethodological quality

The methodological quality of the majorityThe methodological quality of the majority

of guidelines was moderate (Table 1). Theof guidelines was moderate (Table 1). The

National Institute for Clinical ExcellenceNational Institute for Clinical Excellence
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Fig. 1Fig. 1 Guideline identification and survey response (WPA,World Psychiatric Association).Guideline identification and survey response (WPA,World Psychiatric Association).
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(NICE) guideline (GB1) had the highest(NICE) guideline (GB1) had the highest

methodological quality according tomethodological quality according to

AGREE and the highest scores in five outAGREE and the highest scores in five out

of six domains, followed by the secondof six domains, followed by the second

edition of the American Psychiatric Asso-edition of the American Psychiatric Asso-

ciation (APA) guideline (US1) and theciation (APA) guideline (US1) and the

Royal Australian and New Zealand CollegeRoyal Australian and New Zealand College

of Psychiatrists guideline (AU). However,of Psychiatrists guideline (AU). However,

these three guidelines were completely dif-these three guidelines were completely dif-

ferent. The NICE guideline’s strength wasferent. The NICE guideline’s strength was

in its rigour of development and appli-in its rigour of development and appli-

cability, and its recommendations werecability, and its recommendations were

evidence-based with a clear descriptionevidence-based with a clear description

of how evidence was synthesised. Thereof how evidence was synthesised. There

were explicit links between recommenda-were explicit links between recommenda-

tions and supporting evidence, but thetions and supporting evidence, but the

reader cannot find usable textbook-likereader cannot find usable textbook-like

background information quickly. In con-background information quickly. In con-

trast, the APA guideline’s strength wastrast, the APA guideline’s strength was

in the clarity of presentation of differentin the clarity of presentation of different

options and the available backgroundoptions and the available background

information. The Australian guidelineinformation. The Australian guideline

was methodologically strong in mostwas methodologically strong in most

domains, concise and had a special focusdomains, concise and had a special focus

on prodromal symptoms and first episodeon prodromal symptoms and first episode

care.care.

Most (19) of the 24 guidelines did notMost (19) of the 24 guidelines did not

include contributions from key stake-include contributions from key stake-

holders such as patients or relatives. A sys-holders such as patients or relatives. A sys-

tematic literature search with specifictematic literature search with specific

inclusion criteria was performed for onlyinclusion criteria was performed for only

seven guidelines. Ten guidelines statedseven guidelines. Ten guidelines stated

how the evidence was synthesised; how-how the evidence was synthesised; how-

ever, for only nine guidelines was there anever, for only nine guidelines was there an

explicit link between the recommendationsexplicit link between the recommendations

and the supporting evidence. In 18 guide-and the supporting evidence. In 18 guide-

lines the majority of the recommendationslines the majority of the recommendations

concerned medication therapy. The averageconcerned medication therapy. The average

numbers of recommendations per guidelinenumbers of recommendations per guideline

were nine for general management, 26 forwere nine for general management, 26 for

medication management, five for psycho-medication management, five for psycho-

logical therapy and 11 for social therapylogical therapy and 11 for social therapy

or the organisation of mental healthor the organisation of mental health

services. In only ten of the 24 guidelinesservices. In only ten of the 24 guidelines

were the resources of the respective healthwere the resources of the respective health

system or local systems of care explicitlysystem or local systems of care explicitly

taken into account in formulating thetaken into account in formulating the

recommendations. Only three guidelinesrecommendations. Only three guidelines

considered health-economic effects of theconsidered health-economic effects of the

treatment options or other cost issuestreatment options or other cost issues

(AU, FI, GB1) and five guidelines referred(AU, FI, GB1) and five guidelines referred

to particular cultural, ethnic or socio-to particular cultural, ethnic or socio-

economic issues either in diagnostic assess-economic issues either in diagnostic assess-

ment or treatment planning (AU, DK,ment or treatment planning (AU, DK,

GB1, SG, US1). Most guidelines had a textGB1, SG, US1). Most guidelines had a text

format, and 12 also included algorithms. Informat, and 12 also included algorithms. In

15 guidelines, recommendations were oper-15 guidelines, recommendations were oper-

ationalised to some degree, but in nineationalised to some degree, but in nine

guidelines it was hard to identify keyguidelines it was hard to identify key

recommendations.recommendations.

Only a minority (4 out of 24) hadOnly a minority (4 out of 24) had

patient versions of the guideline (AU,patient versions of the guideline (AU,

GB1, SG, ZA). In eight guidelines editorialGB1, SG, ZA). In eight guidelines editorial

independence was explicitly stated (AU, FI,independence was explicitly stated (AU, FI,

NO, GB1, GB2, SG, US1, US2). ThreeNO, GB1, GB2, SG, US1, US2). Three

guidelines disclosed pharmaceutical spon-guidelines disclosed pharmaceutical spon-

soring for guideline development, but in atsoring for guideline development, but in at

least four more cases the organisationleast four more cases the organisation

responsible for guideline developmentresponsible for guideline development

received pharmaceutical sponsoring andreceived pharmaceutical sponsoring and

grants. Only six guidelines were reviewedgrants. Only six guidelines were reviewed

externally by reviewers not involved in theexternally by reviewers not involved in the

guideline development.guideline development.

Content analysis of guidelinesContent analysis of guidelines

We identified some fields with significantWe identified some fields with significant

agreement among guideline recommenda-agreement among guideline recommenda-

tions. However, in other areas, guidelinestions. However, in other areas, guidelines

differed considerably (Table 2). Nine ofdiffered considerably (Table 2). Nine of

the 24 guidelines recommended second-the 24 guidelines recommended second-

generation antipsychotics as first-linegeneration antipsychotics as first-line

therapy in multi-episode psychosis, 13therapy in multi-episode psychosis, 13

recommended first-generation or second-recommended first-generation or second-

generation antipsychotics and one recom-generation antipsychotics and one recom-

mended only first-generation drugs. Mostmended only first-generation drugs. Most

guidelines recommended dosages of first-guidelines recommended dosages of first-

generation antipsychotics between 300generation antipsychotics between 300

and 1000 mg chlorpromazine equivalentsand 1000 mg chlorpromazine equivalents

for acute care, but two newer guidelinesfor acute care, but two newer guidelines

(AU, NO) recommended dosages between(AU, NO) recommended dosages between

200 and 400 mg chlorpromazine equiva-200 and 400 mg chlorpromazine equiva-

lents. All available guidelines dealing withlents. All available guidelines dealing with

medication issues recommended clozapinemedication issues recommended clozapine

for treatment-resistant schizophrenia, withfor treatment-resistant schizophrenia, with

comparable optimal dosages. Whereascomparable optimal dosages. Whereas

most guidelines recommended anti-most guidelines recommended anti-

psychotic maintenance treatment to bepsychotic maintenance treatment to be

continued for at least 1 year after a firstcontinued for at least 1 year after a first

psychotic episode and for at least 5 yearspsychotic episode and for at least 5 years

after multiple episodes (with the exceptionafter multiple episodes (with the exception

of CA2 and GB1), the recommendedof CA2 and GB1), the recommended

dosages for first-generation antipsychoticdosages for first-generation antipsychotic

maintenance treatment varied betweenmaintenance treatment varied between

150 and 900 mg chlorpromazine150 and 900 mg chlorpromazine

equivalents. In the case of side-effects withequivalents. In the case of side-effects with

first-generation drugs, switching to afirst-generation drugs, switching to a

second-generation drug was more oftensecond-generation drug was more often

recommended than dosage reduction. Allrecommended than dosage reduction. All

guidelines recommended pharmacologicalguidelines recommended pharmacological

antidepressive therapy as first-lineantidepressive therapy as first-line

treatment of depressive symptoms.treatment of depressive symptoms.

We found large variations in the typeWe found large variations in the type

and frequency of psychosocial interventionsand frequency of psychosocial interventions

recommended. A majority of guidelinesrecommended. A majority of guidelines

(14) recommended some kind of family(14) recommended some kind of family

support or family involvement, and halfsupport or family involvement, and half

(12) had recommendations for psycho-(12) had recommendations for psycho-

educational interventions and vocationaleducational interventions and vocational

rehabilitation. However, recommendationsrehabilitation. However, recommendations

concerning psychosocial interventions wereconcerning psychosocial interventions were

generally not detailed. Only six guidelinesgenerally not detailed. Only six guidelines

(AU, DK, FI, GB1, NO, US1) gave back-(AU, DK, FI, GB1, NO, US1) gave back-

ground information and detailed recom-ground information and detailed recom-

mendations for specific mental healthmendations for specific mental health

community treatment.community treatment.

Guideline developmentGuideline development
and implementation in differentand implementation in different
countriescountries

Twenty-one of the 122 WPA memberTwenty-one of the 122 WPA member

organisations we approached (17%) re-organisations we approached (17%) re-

sponded to the questionnaire. Responsessponded to the questionnaire. Responses

came from five Asian countries (Azerbaijan,came from five Asian countries (Azerbaijan,

China, Israel, Russia and Turkey), oneChina, Israel, Russia and Turkey), one

American country (USA), 13 EuropeanAmerican country (USA), 13 European

countries (Czech Republic, Denmark, Fin-countries (Czech Republic, Denmark, Fin-

land, Germany, Latvia, Lithuania, Norway,land, Germany, Latvia, Lithuania, Norway,

The Netherlands, Poland, Slovenia, Sweden,The Netherlands, Poland, Slovenia, Sweden,

Spain and the UK) and two African countriesSpain and the UK) and two African countries

(Kenya and Uganda). All responses came(Kenya and Uganda). All responses came

from presidents or scientific secretaries offrom presidents or scientific secretaries of

national psychiatric associations.national psychiatric associations.

For 16 of these 21 countries, nationalFor 16 of these 21 countries, national

schizophrenia guidelines for use in thatschizophrenia guidelines for use in that

country were available. Most respondentscountry were available. Most respondents

were positive about guideline development;were positive about guideline development;

only one country representative in Asiaonly one country representative in Asia

rejected guidelines, owing to concernsrejected guidelines, owing to concerns

about legal exploitation. In four of fiveabout legal exploitation. In four of five

Asian countries, in the two African coun-Asian countries, in the two African coun-

tries as well as in all of the five Easterntries as well as in all of the five Eastern

European countries, foreign guidelinesEuropean countries, foreign guidelines

(primarily American Psychiatric Associa-(primarily American Psychiatric Associa-

tion, British guidelines, and northern Euro-tion, British guidelines, and northern Euro-

pean guidelines) or WHO primary carepean guidelines) or WHO primary care

guidelines had been translated or adoptedguidelines had been translated or adopted

for national use. In seven of nine countriesfor national use. In seven of nine countries

with national health systems, the healthwith national health systems, the health

ministry supports, coordinates or regulatesministry supports, coordinates or regulates

guideline development in the field ofguideline development in the field of

schizophrenia. In all statutory health insur-schizophrenia. In all statutory health insur-

ance systems, but also in some nationalance systems, but also in some national

health systems, national psychiatric asso-health systems, national psychiatric asso-

ciations are the only institutions concernedciations are the only institutions concerned

with schizophrenia guideline development.with schizophrenia guideline development.

For the majority of countries (11 of 21),For the majority of countries (11 of 21),

respondents declared that no effort hadrespondents declared that no effort had

been made to implement or evaluate guide-been made to implement or evaluate guide-

lines; in these countries guidelines had onlylines; in these countries guidelines had only

been disseminated. In most countries (13 ofbeen disseminated. In most countries (13 of

21) national guideline development with21) national guideline development with

local adaptation was considered as mostlocal adaptation was considered as most

important, but international help and com-important, but international help and com-

parison were also welcomed (18 of 21).parison were also welcomed (18 of 21).

With one exception, all countries wouldWith one exception, all countries would

appreciate WPA and/or WHO help in theappreciate WPA and/or WHO help in the

following fields: definition of standards,following fields: definition of standards,

access to guidelines, exchange betweenaccess to guidelines, exchange between
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Table1Table1 Methodological quality of practice guidelinesMethodological quality of practice guidelines

Practice guidelinePractice guideline AGREE domain (percentage of maximum available score)AGREE domain (percentage of maximum available score) Total AGREETotal AGREE

CodeCode DeveloperDeveloper Scope/purposeScope/purpose StakeholderStakeholder

involvementinvolvement

Rigour ofRigour of

developmentdevelopment

Clarity ofClarity of

presentationpresentation

ApplicabilityApplicability EditorialEditorial

independenceindependence

scorescore

ATAT Austrian Society of PsychiatryAustrian Society of Psychiatry

and Psychotherapy (2001)and Psychotherapy (2001)

4444 1717 2424 3333 00 5050 2626

AUAU RANZCP (2003)RANZCP (2003) 8989 5858 5757 6767 4444 6767 6262

CA1CA1 Canadian Psychiatric AssociationCanadian Psychiatric Association

(1998)(1998)

6767 2525 2424 4242 1111 8383 3636

CA2CA2 College of Physicians of QuebecCollege of Physicians of Quebec

(1999)(1999)

3333 88 1414 5050 00 3333 2222

CZCZ Czech Psychiatric AssociationCzech Psychiatric Association

(1999)(1999)

3333 00 55 1717 00 5050 1313

DEDE German Society of Psychiatry,German Society of Psychiatry,

Psychotherapy and NervousPsychotherapy and Nervous

Disease (1998)Disease (1998)

5656 4242 2929 6767 2222 3333 4141

DKDK Danish Psychiatric AssociationDanish Psychiatric Association

(2001)(2001)

4444 88 1010 4242 1111 5050 2323

ESES Spanish Society of PsychiatrySpanish Society of Psychiatry

(2000)(2000)

4444 1717 3838 5050 00 00 2929

FIFI Finnish Medical Society (2001)Finnish Medical Society (2001) 5656 2525 7171 5050 3333 6767 5252

FRFR Agence Nationale d’AccreditationAgence Nationale d’Accre¤ ditation

et d’Evaluation en Sante (1994)et d’Evaluation en Sante¤ (1994)

3333 1717 1919 3333 1111 6767 2626

GB1GB1 National Institute for ClinicalNational Institute for Clinical

Excellence (2003)Excellence (2003)

100100 7575 100100 7575 8989 100100 9090

GB2GB2 Scottish Intercollegiate GuidelinesScottish Intercollegiate Guidelines

Network (1998)Network (1998)

3333 2525 8181 6767 3333 100100 5858

LTLT Chief Psychiatrist, LithuanianChief Psychiatrist, Lithuanian

Health Ministry (2002)Health Ministry (2002)

1111 00 55 4242 00 5050 1414

LVLV Latvian Psychiatric Society (2001)Latvian Psychiatric Society (2001) 3333 1717 55 4242 00 00 2020

NLNL Psychiatric Association of ThePsychiatric Association of The

Netherlands (1998)Netherlands (1998)

3333 1717 1414 2525 00 1717 1717

NONO Norwegian PsychiatricAssociationNorwegian PsychiatricAssociation

and Health Ministry (2000)and Health Ministry (2000)

7878 2525 2929 5050 00 5050 3636

SGSG Ministry of Health of SingaporeMinistry of Health of Singapore

(2003)(2003)

4444 1717 3838 8383 3333 5050 4343

SISI Slovenian Republic PsychiatricSlovenian Republic Psychiatric

Collegium (2000)Collegium (2000)

1111 00 1010 4242 1111 3333 1616

US1US1 American Psychiatric AssociationAmerican Psychiatric Association

(2004)(2004)

100100 4242 8686 9292 3333 8383 7171

US2US2 Patient Outcomes ResearchTeamPatient Outcomes ResearchTeam

(1998)(1998)

7878 4242 6262 5858 4444 5050 5555

US3US3 Expert Consensus Panel (2003)Expert Consensus Panel (2003) 5656 2525 4848 4242 1111 1717 3636

US4US4 Texas Medication AlgorithmTexas Medication Algorithm

Project Group (1999)Project Group (1999)

5656 4242 1414 8383 5656 3333 4343

US5US5 Mount Sinai Conference onMount Sinai Conference on

Pharmacotherapy of SchizophreniaPharmacotherapy of Schizophrenia

(2002)(2002)

5656 00 2424 5050 00 100100 3232

ZAZA Mental Health InformationMental Health Information

Centre, South Africa (2000)Centre, South Africa (2000)

1111 88 1010 5050 00 5050 1919

Average scoreAverage score 5050 2323 3434 5252 1818 5151 3737

AGREE, Appraisal Guideline Research and Evaluation Europe; RANZCP, Royal Australian and New Zealand College of Psychiatrists.AGREE, Appraisal Guideline Research and Evaluation Europe; RANZCP, Royal Australian and New Zealand College of Psychiatrists.
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guideline developers, advice in adaptationguideline developers, advice in adaptation

and expertise.and expertise.

The main obstacles for guideline devel-The main obstacles for guideline devel-

opment and use as perceived by the 21opment and use as perceived by the 21

national representatives were lack or short-national representatives were lack or short-

age of available financial and humanage of available financial and human

resources to develop guidelines (resources to develop guidelines (nn¼7); the7); the

need for regular updates (need for regular updates (nn¼6); the academic6); the academic

approach restricting its application (approach restricting its application (nn¼4);4);

the lack of consideration of cultural issuesthe lack of consideration of cultural issues

((nn¼4); the lack of financial means to imple-4); the lack of financial means to imple-

ment treatment recommendations (ment treatment recommendations (nn¼4);4);

the complexity of treatment options (the complexity of treatment options (nn¼3);3);

low adherence rates and lack of physicians’low adherence rates and lack of physicians’

interest (interest (nn¼3); changing diagnostic criteria3); changing diagnostic criteria

and therapeutic possibilities (and therapeutic possibilities (nn¼3); phar-3); phar-

maceutical company power (maceutical company power (nn¼2); the lack2); the lack

of guideline evaluation results (of guideline evaluation results (nn¼2); and2); and

the fear of legal obligation (the fear of legal obligation (nn¼2).2).

DISCUSSIONDISCUSSION

Methodological qualityMethodological quality
of guidelinesof guidelines

Our results show that besides their gener-Our results show that besides their gener-

ally moderate rigour of development, manyally moderate rigour of development, many

national schizophrenia guidelines werenational schizophrenia guidelines were

difficult to apply and had a low legit-difficult to apply and had a low legit-

imisation base, as most development pro-imisation base, as most development pro-

cesses did not include key stakeholderscesses did not include key stakeholders

other than psychiatric experts. Only a min-other than psychiatric experts. Only a min-

ority had additional patient versions, fewority had additional patient versions, few

guidelines were reviewed externally, andguidelines were reviewed externally, and

the majority of guidelines did not considerthe majority of guidelines did not consider

available national or local psychiatric careavailable national or local psychiatric care

systems, or cultural or socio-economic issues.systems, or cultural or socio-economic issues.

We found a remarkable superiority of theWe found a remarkable superiority of the

NICE schizophrenia guideline with respect toNICE schizophrenia guideline with respect to

methodological quality. One explanationmethodological quality. One explanation

might be that this guideline was developedmight be that this guideline was developed

as part of a national policy within an estab-as part of a national policy within an estab-

lished guideline programme adequatelylished guideline programme adequately

resourced by the health authorities.resourced by the health authorities.

It is still not clear what guidelineIt is still not clear what guideline

quality actually means, and how it can bequality actually means, and how it can be

assessed in an optimal way. With AGREEassessed in an optimal way. With AGREE

we used a validated guideline assessmentwe used a validated guideline assessment

instrument. However, scores relied oninstrument. However, scores relied on

how well-documented the guideline devel-how well-documented the guideline devel-

opment process was (Haywardopment process was (Hayward et alet al,,

1995). It is obvious that the quality of a1995). It is obvious that the quality of a

guideline is not only indicated by its explicitguideline is not only indicated by its explicit

scientific evidence base. Factors that arescientific evidence base. Factors that are

likely to influence implementation are thelikely to influence implementation are the

guideline’s applicability in terms of specifi-guideline’s applicability in terms of specifi-

city, affordability and acceptance of recom-city, affordability and acceptance of recom-

mendations. This was reflected by ourmendations. This was reflected by our

survey results, which point to a consider-survey results, which point to a consider-

able gap between desire and reality inable gap between desire and reality in

guideline development and disseminationguideline development and dissemination

in many countries. On the one hand, mostin many countries. On the one hand, most

countries do not have sufficient resourcescountries do not have sufficient resources

to review the evidence base systematicallyto review the evidence base systematically

on their own in order to improve the guide-on their own in order to improve the guide-

line’s methodological quality. On the otherline’s methodological quality. On the other

hand, simply taking over the scientifichand, simply taking over the scientific

evidence from American, European or Aus-evidence from American, European or Aus-

tralian guidelines would improve neithertralian guidelines would improve neither

the resulting recommendations’ validitythe resulting recommendations’ validity

nor their acceptance. Search criteria,nor their acceptance. Search criteria,

outcome measures, the set of interventionsoutcome measures, the set of interventions

selected and populations included in experi-selected and populations included in experi-

mental studies are subject to ethnic andmental studies are subject to ethnic and

cultural biases and to value judgements.cultural biases and to value judgements.

Furthermore, health-economic trade-offFurthermore, health-economic trade-off

decisions may vary according to thedecisions may vary according to the

resources available in different countries.resources available in different countries.

For example, in countries with markedFor example, in countries with marked

health inequalities it might be advisable tohealth inequalities it might be advisable to

use both socio-economic and medical evi-use both socio-economic and medical evi-

dence for guideline development (Aldrichdence for guideline development (Aldrich

et alet al, 2003). In low-income or middle-, 2003). In low-income or middle-

income countries, it might be more easilyincome countries, it might be more easily

achievable to focus on stakeholder involve-achievable to focus on stakeholder involve-

ment, adequate wording and inclusion ofment, adequate wording and inclusion of

local care systems and culture, instead oflocal care systems and culture, instead of

systematically reviewing the great numbersystematically reviewing the great number

of experimental studies available in theof experimental studies available in the

literature. The dilemma of culture bias inliterature. The dilemma of culture bias in

efficacy studies remains unresolved.efficacy studies remains unresolved.

Comparison of recommendationsComparison of recommendations

Most guidelines gave more detailed recom-Most guidelines gave more detailed recom-

mendations in the field of medication treat-mendations in the field of medication treat-

ment than in the field of psychosocialment than in the field of psychosocial

therapy. Antipsychotic medication choicetherapy. Antipsychotic medication choice

was a major concern, with the exceptionwas a major concern, with the exception

of two documents dealing primarily withof two documents dealing primarily with

psychosocial issues (Scottish Intercollegiatepsychosocial issues (Scottish Intercollegiate

Guidelines Network, 1998; NordentoftGuidelines Network, 1998; Nordentoft etet

alal, 2001). Whereas in some fields recom-, 2001). Whereas in some fields recom-

mendations were quite similar amongmendations were quite similar among

guidelines (clozapine in case of treatmentguidelines (clozapine in case of treatment

resistance, antidepressant use and durationresistance, antidepressant use and duration

of long-term antipsychotic treatment),of long-term antipsychotic treatment),

others differed widely (management ofothers differed widely (management of

side-effects, dosage recommendations andside-effects, dosage recommendations and

antipsychotic polypharmacy). In the pastantipsychotic polypharmacy). In the past

decade an increasing number of studiesdecade an increasing number of studies

have compared second-generation anti-have compared second-generation anti-

psychotics with first-generation antipsycho-psychotics with first-generation antipsycho-

tics. There have been activities all over thetics. There have been activities all over the

world, which promote their use despiteworld, which promote their use despite

higher short-term costs, e.g. the Worldhigher short-term costs, e.g. the World

Psychiatric Association’s update onPsychiatric Association’s update on

second-generation antipsychotics (Sartoriussecond-generation antipsychotics (Sartorius

et alet al, 2003). Our results show that the, 2003). Our results show that the

second-generation agents have found theirsecond-generation agents have found their

way into most schizophrenia guidelines,way into most schizophrenia guidelines,

both as first-line therapy and as a treatmentboth as first-line therapy and as a treatment

option in the case of side-effects with first-option in the case of side-effects with first-

generation drugs. However, althoughgeneration drugs. However, although

health-economic data from developedhealth-economic data from developed

countries show lower total costs of treat-countries show lower total costs of treat-

ment with second-generation drugs,ment with second-generation drugs,

through a reduction of in-patient treatmentthrough a reduction of in-patient treatment

despite higher short-term medicationdespite higher short-term medication

costs (Hamiltoncosts (Hamilton et alet al, 1999), it is far from, 1999), it is far from

clear if this holds true for less developedclear if this holds true for less developed

countries. In countries with extreme short-countries. In countries with extreme short-

age of resources, substituting the newerage of resources, substituting the newer

medications might cut investment inmedications might cut investment in

psychosocial treatments if the total amountpsychosocial treatments if the total amount

of money provided by government forof money provided by government for

the treatment of mental disorders did notthe treatment of mental disorders did not

increase.increase.

In contrast to the advice on psycho-In contrast to the advice on psycho-

tropic medication, recommendations fortropic medication, recommendations for

psychosocial treatment of schizophreniapsychosocial treatment of schizophrenia

were very general and non-specific in manywere very general and non-specific in many

cases. With the exception of one Americancases. With the exception of one American

guideline (US1; Lehmanguideline (US1; Lehman et alet al, 2004), those, 2004), those

with detailed recommendations on psycho-with detailed recommendations on psycho-

social treatments came from countriessocial treatments came from countries

with national health systems. That non-with national health systems. That non-

drug treatments were considered to adrug treatments were considered to a

lesser degree may be due to the medicallesser degree may be due to the medical

perspective of the guideline developers,perspective of the guideline developers,

their main target group being psychiatriststheir main target group being psychiatrists

whose focus is often drug treatment, orwhose focus is often drug treatment, or

due to pharmaceutical company supportdue to pharmaceutical company support

for the guideline development.for the guideline development.

Guideline content analysis suggested thatGuideline content analysis suggested that

in many instances a few reference guidelinesin many instances a few reference guidelines

might have been used as primers for themight have been used as primers for the

others. Among those putative referenceothers. Among those putative reference

guidelines are the Patient Outcome Researchguidelines are the Patient Outcome Research

Team (PORT) recommendations (LehmanTeam (PORT) recommendations (Lehman etet

alal, 1998) and the APA guideline (American, 1998) and the APA guideline (American

Psychiatric Association, 1997).Psychiatric Association, 1997).

Problems of worldwideProblems of worldwide
schizophrenia guideline surveysschizophrenia guideline surveys

The methods we used to identify relevantThe methods we used to identify relevant

schizophrenia guidelines do not guaranteeschizophrenia guidelines do not guarantee

that a representative sample was included.that a representative sample was included.

Most of the guidelines were developed inMost of the guidelines were developed in

Europe, the USA or Australia. Many repre-Europe, the USA or Australia. Many repre-

sentatives of national organisations did notsentatives of national organisations did not

reply to our survey request, preventingreply to our survey request, preventing

unpublished guidelines from these countriesunpublished guidelines from these countries

being included. In particular, we could findbeing included. In particular, we could find

few guidelines from less developed coun-few guidelines from less developed coun-

tries. No Latin American country wastries. No Latin American country was

included. This limits the generalisability ofincluded. This limits the generalisability of

our survey results in a comparable mannerour survey results in a comparable manner

to the cultural biases in treatment efficacyto the cultural biases in treatment efficacy
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studies, most of which have been carriedstudies, most of which have been carried

out in the rich countries of Europe or Northout in the rich countries of Europe or North

America. Future guideline surveys mightAmerica. Future guideline surveys might

use other sources to identify relevant docu-use other sources to identify relevant docu-

ments (particularly in less affluent coun-ments (particularly in less affluent coun-

tries) such as other national or regionaltries) such as other national or regional

psychiatric organisations or national guide-psychiatric organisations or national guide-

line experts, in addition to WPA representa-line experts, in addition to WPA representa-

tives, medical databases and registeredtives, medical databases and registered

national guideline programmes. Similarly,national guideline programmes. Similarly,

the responses of psychiatric associationsthe responses of psychiatric associations

might not be representative of the wholemight not be representative of the whole

situation in the different countries. Thesituation in the different countries. The

answers remain as opinions, however, ofanswers remain as opinions, however, of

organisations authorised to represent aorganisations authorised to represent a

group of physicians.group of physicians.

This comparison did not assess whetherThis comparison did not assess whether

guidelines used the available evidenceguidelines used the available evidence

adequately in formulating key recommenda-adequately in formulating key recommenda-

tions. Neither evaluation of the method-tions. Neither evaluation of the method-

ological quality nor comparison ofological quality nor comparison of

guideline statements in certain areasguideline statements in certain areas

permits judgement about the extent to whichpermits judgement about the extent to which

guidelines’ recommendations improvedguidelines’ recommendations improved

psychiatric care in a particular region.psychiatric care in a particular region.

The originality of our study lies in itsThe originality of our study lies in its

systematic comparison of nationally usedsystematic comparison of nationally used

schizophrenia guidelines, including thoseschizophrenia guidelines, including those

regarded as relevant by key representativesregarded as relevant by key representatives

of the countries’ psychiatric communities.of the countries’ psychiatric communities.

Most guideline comparisons in the fieldMost guideline comparisons in the field

of mental health have used published orof mental health have used published or

easily accessible guidelines, restricting theeasily accessible guidelines, restricting the

results more narrowly to Western Europeanresults more narrowly to Western European

or North American regions (Milner &or North American regions (Milner &

Valenstein, 2002).Valenstein, 2002).

Implications for future guidelineImplications for future guideline
developmentdevelopment

Developing evidence-based mental healthDeveloping evidence-based mental health

guidelines all over the world brings aboutguidelines all over the world brings about

several challenges. Systematic literatureseveral challenges. Systematic literature

reviews are expensive and time-consuming.reviews are expensive and time-consuming.

Furthermore, if there are conflicting inter-Furthermore, if there are conflicting inter-

pretations of the results of differentpretations of the results of different

reviews, decision rules must be established,reviews, decision rules must be established,

professional, methodological and consensusprofessional, methodological and consensus

judgements must be made and a variety ofjudgements must be made and a variety of

meetings must be organised. The avail-meetings must be organised. The avail-

ability of meta-analyses or systematicability of meta-analyses or systematic

reviews may lessen the need to assess thereviews may lessen the need to assess the

evidence base for each newly developedevidence base for each newly developed

guideline. However, a major challenge willguideline. However, a major challenge will

be the development of ethical clinical stan-be the development of ethical clinical stan-

dards as well as evidence-based guidelinesdards as well as evidence-based guidelines

that are both affordable and acceptable inthat are both affordable and acceptable in

different countries (Rutz, 2003). Besidesdifferent countries (Rutz, 2003). Besides

setting up national mental health pro-setting up national mental health pro-

grammes, the improvement of nationalgrammes, the improvement of national

disorder-specific mental health guidelinesdisorder-specific mental health guidelines

could be of considerable importance incould be of considerable importance in

changing mental health treatment and pro-changing mental health treatment and pro-

fessional performance. As schizophreniafessional performance. As schizophrenia

shows a highly variable course in differentshows a highly variable course in different

countries, possibly due to cultural influ-countries, possibly due to cultural influ-

ences (Jablenskyences (Jablensky et alet al, 1992), cross-cultural, 1992), cross-cultural

differences must also be reflected in schizo-differences must also be reflected in schizo-

phrenia guidelines. If there is a shortage ofphrenia guidelines. If there is a shortage of

time or resources to develop guidelines intime or resources to develop guidelines in

some countries, an internationally accep-some countries, an internationally accep-

table and value-free core set of recommen-table and value-free core set of recommen-

dations could be developed as a basis fordations could be developed as a basis for

national or local guideline elaboration. Thisnational or local guideline elaboration. This

could be facilitated by independent andcould be facilitated by independent and

international organisations such as theinternational organisations such as the

WHO and the WPA. These core recom-WHO and the WPA. These core recom-

mendations could then be used for adap-mendations could then be used for adap-

tation to different cultural, economic andtation to different cultural, economic and

other backgrounds in collaboration withother backgrounds in collaboration with

stakeholders of the respective countriesstakeholders of the respective countries

and regions. This approach could lead toand regions. This approach could lead to

a reduction of pharmaceutical companya reduction of pharmaceutical company

sponsorship for national guideline develop-sponsorship for national guideline develop-

ment programmes, particularly in the lessment programmes, particularly in the less

affluent countries, provided that WHO oraffluent countries, provided that WHO or

WPA recommendations are truly indepen-WPA recommendations are truly indepen-

dent. In addition to this, guideline dissemi-dent. In addition to this, guideline dissemi-

nation and implementation strategies neednation and implementation strategies need

to be developed within individual countries.to be developed within individual countries.

Despite the importance of guideline imple-Despite the importance of guideline imple-

mentation programmes, there is an imper-mentation programmes, there is an imper-

fect evidence base to support specific toolsfect evidence base to support specific tools

(Grimshaw(Grimshaw et alet al, 2004)., 2004).

ACKNOWLEDGEMENTSACKNOWLEDGEMENTS

This work was financed by the German Society ofThis work was financed by the German Society of
Psychiatry, Psychotherapy and Nervous DiseasesPsychiatry, Psychotherapy and Nervous Diseases
(DGPPN) and the German Research Network on(DGPPN) and the German Research Network on
Schizophrenia within a guideline programme (S.W.).Schizophrenia within a guideline programme (S.W.).

REFERENCESREFERENCES

AGREE CollaborationAGREE Collaboration (2003)(2003) Development andDevelopment and
validation of an international appraisal instrument forvalidation of an international appraisal instrument for
assessing the quality of clinical practice guidelines: theassessing the quality of clinical practice guidelines: the
AGREE project.AGREE project. Quality and Safety in Health CareQuality and Safety in Health Care,, 1212,,
18^23.18^23.

Aldrich, R., Kemp, L.,Williams, J. S.,Aldrich, R., Kemp, L.,Williams, J. S., et alet al (2003)(2003)
Using socioeconomic evidence in clinical practiceUsing socioeconomic evidence in clinical practice
guidelines.guidelines. BMJBMJ.. 327327, 1283^1285., 1283^1285.

American Psychiatric AssociationAmerican Psychiatric Association (1997)(1997) PracticePractice
guideline for the treatment of patients withguideline for the treatment of patients with
schizophrenia.schizophrenia. American Journal of PsychiatryAmerican Journal of Psychiatry,, 154154,,
1^63.1^63.

Apiquian, R., Fresan, A., Fuente-Sandoval, C.,Apiquian, R., Fresan, A., Fuente-Sandoval,C., et alet al
(2004)(2004) Survey on schizophrenia treatment in Mexico:Survey on schizophrenia treatment in Mexico:
perception and antipsychotic prescription patterns.perception and antipsychotic prescription patterns.
Biomed Central PsychiatryBiomed Central Psychiatry,, 44, 12., 12.

Buitelaar, J. K., van Ewijk,W.M.,Harms,H.H.,Buitelaar, J. K., van Ewijk,W.M.,Harms,H.H., et alet al
(1998)(1998) Antipsychoticagebruik bij Schizofrene Psychosen.Antipsychoticagebruik bij Schizofrene Psychosen.
Amsterdam:Nederlands Vereiniging voor Psychiatrie.Amsterdam:Nederlands Vereiniging voor Psychiatrie.

Canadian Psychiatric AssociationCanadian Psychiatric Association (1999)(1999) CanadianCanadian
clinical practice guidelines for the treatment ofclinical practice guidelines for the treatment of
schizophrenia.schizophrenia. Canadian Journal of PsychiatryCanadian Journal of Psychiatry,, 4343 (suppl.(suppl.
2), 25S^40S.2), 25S^40S.

College des Medecins du QuebecColle' ge des Me¤ decins du Que¤ bec (1999)(1999) TreatingTreating
Schizophrenia.Schizophrenia. http://www.cmq.org/uploadedFiles/http://www.cmq.org/uploadedFiles/
lignestraitementschizophrenieang99.pdflignestraitementschizophrenieang99.pdf

Expert Consensus PanelExpert Consensus Panel (2003)(2003) Expert consensusExpert consensus
guideline series.Optimizing pharmacologic treatment ofguideline series.Optimizing pharmacologic treatment of
psychotic disorders.psychotic disorders. Journal of Clinical PsychiatryJournal of Clinical Psychiatry,, 6464
(suppl. 12), 2^97.(suppl.12), 2^97.

Gaebel,W. Falkai, P. (eds)Gaebel,W. Falkai, P. (eds) (1998)(1998) BehandlungsleitlinieBehandlungsleitlinie
Schizophrenie.Schizophrenie.Darmstadt: Steinkopff.Darmstadt: Steinkopff.

Goldberg, D., Sharp, D. & Nanayakkara, K.Goldberg, D., Sharp, D. & Nanayakkara, K. (1995)(1995)
The field trial of the mental disorders section of ICD^10The field trial of the mental disorders section of ICD^10
designed for primary care (ICD10^PHC) in England.designed for primary care (ICD10^PHC) in England.
Family PracticeFamily Practice,, 1212, 466^473., 466^473.

Grimshaw, J.M.,Thomas, R. E., MacLennan,G.,Grimshaw, J.M.,Thomas, R. E., MacLennan,G., et alet al
(2004)(2004) Effectiveness and efficiency of guidelineEffectiveness and efficiency of guideline
dissemination and implementation strategies.dissemination and implementation strategies. HealthHealth
Technology AssessmentTechnology Assessment,, 88, 1^72., 1^72.

Hamilton, S.H., Revicki, D. A., Edgell, E.T.,Hamilton, S.H., Revicki, D. A., Edgell, E.T., et alet al
(1999)(1999) Clinical and economic outcomes of olanzapineClinical and economic outcomes of olanzapine
compared with haloperidol for schizophrenia.Resultscompared with haloperidol for schizophrenia.Results
from a randomised clinical trial.from a randomised clinical trial. PharmacoeconomicsPharmacoeconomics,, 1515,,
469^480.469^480.

Hayward, R. S.,Wilson, M. C.,Tunis, S. R.,Hayward, R. S.,Wilson, M. C.,Tunis, S. R., et alet al
(1995)(1995) Users’ guides to the medical literature.VIII. HowUsers’ guides to the medical literature.VIII.How
to use clinical practice guidelines. A. Are theto use clinical practice guidelines. A. Are the
recommendations valid? The Evidence Based Medicinerecommendations valid? The Evidence Based Medicine
Work Group.Work Group. JAMAJAMA,, 274274, 570^574., 570^574.

Jablensky, A., Sartorius,N., Ernberg,G.,Jablensky, A., Sartorius, N., Ernberg,G., et alet al (1992)(1992)
Schizophrenia: manifestations, incidence and course inSchizophrenia: manifestations, incidence and course in
different cultures. AWorld Health Organization ten-different cultures. AWorld Health Organization ten-
country study.country study. Psychological Medicine MonographPsychological Medicine Monograph
SupplementSupplement,, 2020, 1^97., 1^97.

Katschnig,H., Donat,H., Fleischhacker,W.W.,Katschnig,H., Donat,H., Fleischhacker,W.W., et alet al
(2002)(2002) 44668 Empfehlungen zur Behandlung von8 Empfehlungen zur Behandlung von
Schizophrenie.Schizophrenie. Linz: Edition Pro Mente.Linz: Edition Pro Mente.

Kovess,V., Caroli, F., Durocher, A.,Kovess,V.,Caroli, F., Durocher, A., et alet al (1994)(1994)
StrategiesTherapeutiques a LongTerme dans les PsychosesStrate¤ giesThe¤ rapeutiques a' LongTerme dans les Psychoses
Schizophreniques.Schizophre¤ niques. Paris: Agence National d’AccreditationParis: Agence National d’Accre¤ ditation
et d’Evaluation en Sante, Edition Frison-Roche.et d’Evaluation en Sante¤ , Edition Frison-Roche.

Latvijas Psihiatru AsiciacijasLatvijas Psihiatru Asiciacijas (2001)(2001) SizofrenijasSizofrenijas
Racionalas Farmakoterpijas Rekomendacijas zalu IegadesRacionalas Farmakoterpijas Rekomendacijas zalu Iegades
Kompensacijas Sistema.Kompensacijas Sistema.Rija: Latvian Psychiatric Society.Rija: Latvian Psychiatric Society.

Lehman, A. F. & Steinwachs, D. M.Lehman, A. F. & Steinwachs, D. M. (1998)(1998) TranslatingTranslating
research into practice: the Schizophrenia Patientresearch into practice: the Schizophrenia Patient
Outcomes ResearchTeam (PORT) treatmentOutcomes ResearchTeam (PORT) treatment
recommendations.recommendations. Schizophrenia BulletinSchizophrenia Bulletin,, 2424, 1^10., 1^10.

Lehman, A. F., Lieberman, J. A., Dixon, L. B.,Lehman, A. F., Lieberman, J. A., Dixon, L. B., et alet al
(2004)(2004) Practice guideline for the treatment of patientsPractice guideline for the treatment of patients
with schizophrenia, second edition.with schizophrenia, second edition. American Journal ofAmerican Journal of
PsychiatryPsychiatry,, 161161, 1^56., 1^56.

Libiger, J.Libiger, J. (1999)(1999) Akutn| psychoticka epizoda. InAkutn|¤ psychoticka¤ epizoda. In
Psychiatrie. DoporucPsychiatrie. Doporuc�ene Postupy Psychiatricke Pecene Postupy Psychiatricke¤ Pe¤ c�ee
(Psychiatry, Appropriate Psychiatric Care)(Psychiatry, Appropriate Psychiatric Care) (ed. J. Raboch).(ed. J. Raboch).
Prague: Galen. http://www.cls.cz/dp/2002/t285.rtfPrague: Gale¤ n. http://www.cls.cz/dp/2002/t285.rtf

Lietuvos Respublikos Sveikatos Apsaugos MinistroLietuvos Respublikos Sveikatos Apsaugos Ministro
(2002)(2002) Sizofrenijos ir Afektiniu Sutrikiku Gydymo MetodikaSizofrenijos ir Afektiniu Sutrikiku Gydymo Metodika..
Vilnius: Lithuanian Ministry of Health.Vilnius: Lithuanian Ministry of Health.

Marder, S. R., Essock, S.M.,Miller, A. L.,Marder, S. R., Essock, S.M.,Miller, A. L., et alet al (2002)(2002)
The Mount Sinai conference on the pharmacotherapy ofThe Mount Sinai conference on the pharmacotherapy of
schizophrenia.schizophrenia. Schizophrenia BulletinSchizophrenia Bulletin,, 2828, 5^16., 5^16.

McGorry, P., Killackey, E., Elkins, K.,McGorry, P., Killackey, E., Elkins, K., et alet al (2003)(2003)
Summary Australasian and New Zealand clinicalSummary Australasian and New Zealand clinical

2 5 42 5 4

https://doi.org/10.1192/bjp.187.3.248 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.187.3.248


SURVEY OF SCHIZOPHRENIA GUIDELINESSURVEY OF SCHIZOPHRENIA GUIDELINES

practice guideline for the treatment of schizophreniapractice guideline for the treatment of schizophrenia
2003.2003. Australasian PsychiatryAustralasian Psychiatry,, 1111, 136^147.,136^147.

McIntyre, J. S.McIntyre, J. S. (2002)(2002) Usefulness and limitations ofUsefulness and limitations of
treatment of guidelines in psychiatry.treatment of guidelines in psychiatry.World PsychiatryWorld Psychiatry,, 11,,
186^189.186^189.

Miller, A. L.,Chiles, J. A., Chiles, J. K.,Miller, A. L., Chiles, J. A.,Chiles, J. K., et alet al (1999)(1999)
TheTexas Medication Algorithm Project (TMAP)TheTexas Medication Algorithm Project (TMAP)
schizophrenia algorithms.schizophrenia algorithms. Journal of Clinical PsychiatryJournal of Clinical Psychiatry,,
6060, 649^657., 649^657.

Milner, K. K. & Valenstein,M.Milner, K. K. & Valenstein,M. (2002)(2002) A comparison ofA comparison of
guidelines for the treatment of schizophrenia.guidelines for the treatment of schizophrenia. PsychiatricPsychiatric
ServicesServices,, 5353, 888^890., 888^890.

Murray,C. J. L. & Lopez, A.D. (eds)Murray,C. J. L. & Lopez, A.D. (eds) (1996)(1996) The GlobalThe Global
Burden of Disease. A Comprehensive Assessment ofBurden of Disease. A Comprehensive Assessment of
Mortality and Disability from Diseases, Injuries, and RiskMortality and Disability from Diseases, Injuries, and Risk
Factors in 1990 and Projected to 2020.Factors in 1990 and Projected to 2020.Cambridge,MA:Cambridge,MA:
Harvard School of Public Health.Harvard School of Public Health.

National Institute for Clinical ExcellenceNational Institute for Clinical Excellence (2002)(2002)
Clinical Guideline 1. Schizophrenia: Core Interventions in theClinical Guideline 1. Schizophrenia: Core Interventions in the
Treatment and Management of Schizophrenia in PrimaryTreatment and Management of Schizophrenia in Primary
and Secondary Care.and Secondary Care. London:NICE.London:NICE.

Nordentoft, M., Kelstrup, A., Garde, K.,Nordentoft, M., Kelstrup, A., Garde, K., et alet al (2001)(2001)
God Socialpsykiatrisk Standard i Behandling af Unge ogGod Socialpsykiatrisk Standard i Behandling af Unge og
Voksne Med Skizofreni.Voksne Med Skizofreni.Denmark:Dansk PsykiatriskDenmark:Dansk Psykiatrisk
Selskab. (http://www.dadlnet.dk/klaringsrapporter/Selskab. (http://www.dadlnet.dk/klaringsrapporter/
2001-06/2001-06.htm).2001-06/2001-06.htm).

Patel,V. & Andrade,C.Patel,V. & Andrade,C. (2003)(2003) PharmacologicalPharmacological
treatment of severe psychiatric disorders in thetreatment of severe psychiatric disorders in the
developing world: lessons from India.developing world: lessons from India. CNS DrugsCNS Drugs,, 1717,,
1071^1080.1071^1080.

Rutz,W.Rutz,W. (2003)(2003) The EuropeanWHOmental healthThe EuropeanWHOmental health
programme and theprogramme and theWorld Health Report 2001World Health Report 2001: input: input
and implications.and implications. British Journal of PsychiatryBritish Journal of Psychiatry,, 183183, 73^74., 73^74.

Salokangas, R. K. R. (ed.)Salokangas, R. K. R. (ed.) (2001)(2001) Skitsofrenia.KaypaSkitsofrenia.Ka« ypa«
Hoito-Suositus.Hoito-Suositus. DuodecimDuodecim,, 117117, 2640^2657. (http://, 2640^2657. (http://
www.duodecim.fi/kh).www.duodecim.fi/kh).

Sartorius, N., Fleischhacker,W.W.,Gjerris, A.,Sartorius, N., Fleischhacker,W.W.,Gjerris, A., et alet al
(2003)(2003) The usefulness and use of second-generationThe usefulness and use of second-generation
antipsychotic medications ^ an update.antipsychotic medications ^ an update. Current OpinionCurrent Opinion
in Psychiatryin Psychiatry,, 1616, S1^S44., S1^S44.

Scottish Intercollegiate Guidelines NetworkScottish Intercollegiate Guidelines Network (1998)(1998)
Psychosocial Interventions in the Management ofPsychosocial Interventions in the Management of
Schizophrenia.Schizophrenia. Edinburgh: SIGN (http://Edinburgh: SIGN (http://
www.show.scot.nhs.uk/sign/index.html).www.show.scot.nhs.uk/sign/index.html).

Singapore Ministry of HealthSingapore Ministry of Health (2003)(2003) Schizophrenia.Schizophrenia.
Clinical Practice Guideline.Clinical Practice Guideline. Singapore: Ministry of HealthSingapore: Ministry of Health
(http://www.moh.gov.sg/cmaweb/attachments/(http://www.moh.gov.sg/cmaweb/attachments/
publication/281cda5elb4e/cpg-schizophrenia.pdf).publication/281cda5elb4e/cpg-schizophrenia.pdf ).

Sociedad Espanola de PsiquiatriaSociedad Espan‹ ola de Psiquiatria (2000)(2000) ConsensoConsenso
Espanol de Expertos para Recomendacion de Actuacion enEspan‹ ol de Expertos para Recomendacio¤ n de Actuacio¤ n en
el Tratamiento de la Esquizofrenia.el Tratamiento de la Esquizofrenia.Madrid: SociedadMadrid: Sociedad
Espanola de Psiquiatria (http://sepsiq.org/Pub/ExpEsq/Espan‹ ola de Psiquiatria (http://sepsiq.org/Pub/ExpEsq/
ExpEsq-1.pdf ).ExpEsq-1.pdf ).

Statens HelsetilsynStatens Helsetilsyn (2003)(2003) Schizofreni. KliniskeSchizofreni. Kliniske
Retningslinjer for Utredning og Behandling.Retningslinjer for Utredning og Behandling.Oslo:Oslo:
Norwegian Psychiatric Association and Health Ministry.Norwegian Psychiatric Association and Health Ministry.

Stein, D. J., Seedat, S., Niehaus, D. J.H.,Stein, D. J., Seedat, S.,Niehaus, D. J.H., et alet al (2000)(2000)
Psychiatric Medications in Primary Care: Algorithms andPsychiatric Medications in Primary Care: Algorithms and
Guidelines.Guidelines.CapeTown: University of Stellenbosch.CapeTown:University of Stellenbosch.

World Health OrganizationWorld Health Organization (1996)(1996) Diagnostic andDiagnostic and
Management Guidelines for Mental Disorders in PrimaryManagement Guidelines for Mental Disorders in Primary
Care: ICD-10 Chapter V Primary Care Version.Care: ICD-10 Chapter V Primary Care Version.Gottingen:Go« ttingen:
Hogrefe & Huber.Hogrefe & Huber.

Zmitek, A.,Tavcar, R., Kocmur, M.,Zmitek, A.,Tavcar, R., Kocmur, M., et alet al (2000)(2000)
Shizofrenija. Priporocila in Smernice za zdradvljenje zShizofrenija. Priporocila in Smernice za zdradvljenje z
zdravili. Ljubljana: Psychiatric Collegium.zdravili. Ljubljana: Psychiatric Collegium.

2 5 52 5 5

CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Themethodological quality ofmost schizophrenia practice guidelines is at bestThemethodological quality ofmost schizophrenia practice guidelines is at best
moderate.moderate.

&& Recommendations for pharmacotherapy are similar among the guidelinesRecommendations for pharmacotherapy are similar among the guidelines
surveyed, but those for psychosocial treatment are general and non-specific in manysurveyed, but those for psychosocial treatment are general and non-specific inmany
cases.cases.

&& An independent international group could develop a core set of schizophreniaAn independent international group could develop a core set of schizophrenia
treatment recommendations which could be adapted to different cultural, economictreatment recommendations which could be adapted to different cultural, economic
and other backgrounds in collaborationwith stakeholders in different countries.and other backgrounds in collaborationwith stakeholders in different countries.

LIMITATIONSLIMITATIONS

&& Reviewed guidelinesmay not be representative of the situation in differentReviewed guidelinesmay not be representative of the situation in different
countries.countries.

&& The influence of guidelines on clinical practice could not be assessed.The influence of guidelines on clinical practice could not be assessed.

&& The respondents to the guideline surveymight not have given comprehensiveThe respondents to the guideline surveymight not have given comprehensive
information about guideline issues in their respective countries.information about guideline issues in their respective countries.
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