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Conclusion combination with anti-psychotic
1. This review provides strong evidence for depression and weaker evidence for schizophrenia for the use of a range of medication, leads to large
psychosocial interventions to improve social functioning in LMIC, with or without concurrent pharmacological interventions. || improvements in patient social
2. For schizophrenia there is an absence of evidence from high quality trials and the generalisabilty of the findings is limited functioning compared to
by the over-representation of trials conducted in populations of hospital patients in China. medication alone.

3. For both disorders, improvements in social functioning were maintained at long follow-up periods of over a year.

Implications for research Implications for practice

. All trials of interventions for mental disorders in LMIC should use 1. Psychosocial interventions delivered in out-patient and primary care settings are
locally validated social functioning scales to measure social effective at improving social functioning in people with depression and should be
functioning outcomes In addition to measuring clinical and economic incorporated into efforts to scale up services.

outcomes. . The social functioning of patients should be monitored as part of routine clinical

. Trial participants should be followed-up for a sufficiently long time to practice in order to ensure that treatments go beyond clinical effectiveness and
detect changes In social functioning compared with clinical symptoms. meet the wider needs of patients.
Minimum follow-up times of six months for depression and 12 months . The scarcity of specialist human resources in these settings indicates that these
for schizophrenia are recommended. packages of care should be delivered by non-specialists working under the

. Trials (particularly for schizophrenia) should be conducted of supervision of specialists, who provide capacity building, continued supervision
psychosocial interventions by non-specialist health workers, to directly and referral pathways to enhance the effectiveness of these interventions: These
inform efforts to scale up mental health services. findings directly inform efforts such as the WHO Mental Health Gap Action

. Trials are needed of other psychosocial interventions such as Programme to scale up mental health services in LMIC.
wellness promotion, vocational rehabilitation and cognitive . Providing interventions which improve patient social functioning will not only
remediation which hold promise for delivering improvements in social reduce the burden of mental disorders by enabling people to fulfil a productive
functioning but which have not yet been evaluated in LMIC. social role, but may also be the most effective way to combat stigma.
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