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1.1 Project execution

1.1.1   Project Co-ordinator               

Institution: Medical Centre of Sarajevo University (KCUS)

Contact name (including title): Professor Abdulah Kučukalić

Postal address: KCUS, Psihijatrijska klinika, Bolnička 25

Sarajevo 71 000

Tel: + 387 33 297 628
Fax: +387 33 265 710
E-mail: adokucukalic@hotmail.com , almadz@epn.ba , psihijatrija@bih.net.ba  

1.1.2   Contractors

The following contractors have been involved in the project:

1) Queen Mary and Westfield College, University of London (QMUL), Unit of  Social and Community Psychiatry

2) Community Mental Health Centre Goražde of Public Institution Medical Centre Goražde (CMHC Goražde)

3) Community Mental Health Centre Brčko District of Government of Brčko District Department of Health (CMHC Brčko)

1.1.3 Summary of objectives
This report cumulates and summary the project activities and results over the full duration. While not excluding technical language, it should be broadly comprehensible to an interested general reader.

The main goal of the EVIDENCE is to strengthening research capacities and evaluation of mental health services in Bosnia and Herzegovina. 

The project has four over arching scientific and technological objectives:  

1. To consolidate and further develop a Research unit of international excellence at the Department of Psychiatry

2. To promote and conduct mental health services research in Bosnia and Herzegovina 

3. To provide evidence-based recommendations for mental-health service providers and policy makers at local, national and international levels

4. To build capacity and infrastructure for attracting external funding independently and in cooperation with regional and international partners

1.1.4. Summary of the results 
Research unit 

Research unit at the Psychiatry Department of KCUS was established, developed and strengthened by EVIDENCE.  The project continues to inform further developments in the Research unit activities and role in mental health services research in B&H. 
MNH Services Research Network
Evaluation of MNH services was carried out in  Sarajevo University Psychiatry Department and  in CMHCs Brcko and Gorazde and mentorship links  continued with QMUL partner. The networking was complex but flexible and efficient in building group and individual links in doing research for the purpose of evaluation of services. There is debate about the role of health care and social interventions for chronic mental health problems and relatively little empirical evidence is produced in relation to this debate in B&H. Evidence and cost-benefit analysis are important for health and welfare policy development. EVIDENCE was designed and carried out to change this and offer a model for development of the mental health services research in B&H. 
MNH Services Research Network under the EVIDENCE project carried out four studies. 

1. CONNECT primary data analysis - Posttraumatic stress disorder characteristics and treatment modalities in Bosnia and Herzegovina. 

2. RCT - Efficacy of psycho education in treatment of patients with unipolar depression: multi-centric randomized trial. 

3. Qualitative study - Effectiveness of mental health interventions for patients with depression in mental health services in Sarajevo, Brcko and Gorazde – patients' experience. 
4. Routine data gathering framework (RDG)
2. CONNECT primary data analysis - Posttraumatic stress disorder characteristics and treatment modalities in Bosnia and Herzegovina. 

Building on previous research in CONNECT, dr. Lejla Burnazović-Ristić carried out a secondary data analysis study under the title Posttraumatic stress disorder characteristics and treatment    modalities in Bosnia and Herzegovina. The secondary data analysis was dedicated to looking at how different modalities of treatment interventions for persistent PTSD were linked with different outcomes.  For this purpose epidemiological parameters and characteristics of persistent PTSD in B&H were identified and the use of therapeutic intervention for treatment of persistent PTSD in B&H explored in CONECT research project.  The secondary data analysis made comparison of PTSD symptoms severity at the time of initial interview (baseline) and after the period of follow up (1 year), according to symptomatological scales, and the correlation with the applied therapeutic modalities. Extensive body of literature suggests that war related stress lead to short and long-term mental disorders, and problems in the social domain. Previous research has shown that exposure to prolonged war-related traumatic experiences is associated with higher prevalence rates of mental disorders as compared to general population (e.g. de Jong et al., 2001; Fazel et al., 2005). The most frequent mental health disorders, arising after trauma exposure includes: Posttraumatic stress disorder (PTSD), depression and other disorders from the group of anxiety and stress-related illnesses.  Majority of previous research emphasize co-morbidity of PTSD with several frequent mental illnesses such as: Depression (MDD), and other anxiety and stress-related disorders (Noris, et al., 2002, Green et al., 1994, Green et al 1990, Yzermans et al., 2004).  Current scientific knowledge favors understanding that approximately 26% of PTSD cases remitted by 6 months, and 40% by 12 months. From that point on, remission tapered off, and that PTSD persisted longer in women than in men. Majority of PTSD patients recover with or without specific treatment. However, particularly after exposure to repeated and prolonged war related traumatic events in the civil wars, a significant number of persons, will develop persistent symptoms that can last for decades. Without effective treatment, many people may develop chronic problems over many years (Nice, 2005). Therapeutic approaches to this condition are diverse; the most frequently used interventions are pharmacotherapy, psychotherapy (cognitive-behavioral therapy - CBT) and different models of social intervention. Current scientific evidence indicates that specific medical interventions such as pharmacotherapy (Van der Kolk, et al., 1995, Connor et al., 1999, Stein et al., 2003, Marshall et al., 2001, Bradz et al. 2000, …) some psychotherapy as cognitive-behavioral therapy (Bisson&Andrew, 2005, Foa & Meadows, 1997,…) may be useful in symptoms reduction and disease recurrence prevention. Medical treatments less important for helping people who have had experienced collective and prolonged trauma of war than social interventions (employment, repair of social worlds, material support, etc), which would be preferable and more effective with this populations (Summerfield, 1999). Majority of research supports the long-term treatment of persistent post-traumatic stress disorder with the selective serotonin reuptake inhibitor group of drugs. Contrary to the mentioned medical interventions use, studies that explore the social interventions, such as reeducation and employment, favor understanding that this kind of organized social support has the best effect in patients suffering from persistent PTSD. Researchers are very interested in what approaches may be taken at the community level after large scale disasters, but to date, the research to guide interventions is limited (Friedman et al, 2003). About 25% of PTSD patients who responded to treatment, relapsed in 6 month after discontinuation of pharmacotherapy (SSRI) which implies that long-term treatment is often needed (Davidson et al., 2001).. Treatment benefits for chronically form of PTSD suggests continuing of therapy for 1 year  (Ballenger et al., 2004), benefit of psychological treatments is usually maintained for 6 to 18 months after treatment (Van Etten et al., 1998, Bradelz et al., 2005, Wilson et al., 1997…). First line pharmacotherapy includes use of SSRIs, second line NaSSAs, third line TCA…Benzodiazepines, beta blockers,… not recommended (APA,2004). The main issues and question to be answered is what after 5 years or more. Also, there are lack of PTSD data which considers long-term characteristics of PTSD in afterwars populations sample, lack of data for treatment options involved in chronically PTSD.  Evidence and analysis would be very important for health and welfare policy development, especially in middle income countries, like B&H.

Hypothesis

1. Different interventions are linked with different outcomes of chronic PTSD.

2. PTSD persistence is correlated with secondary traumatization in the course of follow-up.

Methods
· Secondary analysis of data from CONNECT study for the sample of participants from B&H

· CSRI and MACSI data, 

· Describing pharmacotherapy, psychotherapy and social interventions (Who receives, who apply, what interventions)

· Grouping of people with similar interventions and comparison between groups in terms of outcomes.

· Estimation of benefit controlling for baseline characteristics.

Outcome measures

· PTSD Dx

· change in IES-R score

· indices of service use (e.g. hospitalization)

· change in MANSA score

Bosnian sample of persistent PTSD 10-11 years after wars shows that PTSD is more prevalent in women (56,3%), what is in consistence with majority of previous scientific literature. Majority of sample didn’t actively participated in war (63,9%), which could be explained with fact that majority of sample are women and also that sample was population based, not specified in groups (veterans, prisoners etc.). Mean of age (50 vs.47 years), years of school (8,71 vs.11,7) and total income (244 vs. 288 KM), differs by gender (F vs. M), in favor of male gender in all categories except age. Employment status in several categories showed significant change in two interviews times (baseline and follow up), mainly in category of employed and retired persons. Marital status didn’t differ significantly through two periods of study measurements. Total income changes from baseline to follow up period significantly in favour of follow up period. Accommodation status  didn’t significantly differ(p=0,084) looking at all categories, but I when specific categories are abstracted statistical significance occurred in temporary accommodation category at the level of p< 0,005, which is also remarkable at frequencies levels 13,30% vs. 8,20%. PTSD is highly co -morbid with mood disorders (dystimia and depression) in consistence with previous literature findings, without major difference during one year FU period, but with some difference in categories such as without disorders (lower rate at follow up), depression (lower rate at follow up) and substance use (lower rate at follow up). Significant number of patient do not use any medication for existing disorder 26,58%, patients with PTSD mainly use benzodiazepines 32,3% in  pharmacotherapy, which are not recognized as effective, and only 15% of sample use recommended SSRI alone or in combinations. Looking for two times difference, there are recognized difference in terms of lower number of patient without medication at follow up period 23,41%, also lower number with non effective benzodiazepines 18,98%, and higher number in favor of SSRI (36,7%) medications in treatment options. Despite understanding of PTSD as chronically condition with majority of patients without any improvement lifetime, this study reveals that 19% of patients with previous PTSD is free of disorder 11 years after war in Bosnia and Herzegovina. Improvement was verified not only through MINI diagnostic tool, but as well with symptomatic scales IES-R (p=0,000), and improvement of satisfaction with quality of life through MANSA total change (p=0,000). Interventions other than pharmacotherapy recognized as predictors for symptom improvement were verified by binary and liner logistic regression, and their output favors following predictors: War participation B=-1,293, sign. p=0,0125, Exp (B) 0,274, 95%CI (0,088-0,853) Total income B=-0,002, sign. p=0,011, Exp (B) 0,998, 95%CI (0,996-1,000). Temporary accommodation B=2,307, sign. p=0,003, Exp (B) 10,042, 95%CI (2,147-46,969). According to results of this study it is obvious that there are some changes in specific year of study follow up, which includes higher rate of psychiatry visits, improved pharmacotherapy in due to prescription, changes in socio-demographic aspects as employment status, accommodations,  leisure activities, amount of total income, which could  be in due to some social policy difference, as it is evident that strongest significance supports change in total income as predictor of disease release or just time elapsed could support this prediction?!. Long-term policies are required to meet the needs in the war aftermath populations, specially as it is evident from results that improvement is possible is social welfare is at higher level . Social care strategies should be in specific need to develop and enhance long term social modalities especially such as re-employment, for vulnerable afterwar population. There should be some specific interventions provided by local authorities, for PTSD patients, as from this study results B&H sample lacking in it.  The society also need specific health care strategies which relies on evidence based medicine especially pharmacological protocols, to provide efficacy not only effective long-term monitoring and treatment this specific populations! 
3. RCT - Efficacy of psycho education in treatment of patients with unipolar depression: multi-centric randomized trial. 

In order to introduce standards of evidence based research in Bosnia and Herzegovina through the activities of the Research Unit RCT was planned as a part of the EVIDENCE Project proposal. Professor Kucukalic and dr. Dzubur Kulenovic were leading the multi-centered RCT study- Efficacy of psycho education in treatment of patients with unipolar depression: multi-centric randomized trial.  Aim of the study was to compare the efficacy of psychoeducation for depression course based on Lewinsohn's Coping with Depression Course (CWD) as an adjunctive treatment, on the depressive symptoms and quality of life in a group of subjects diagnosed with unipolar depression, compared with the same outcome measures in a group of subjects who are receiving Treatment as Usual (TAU). Psychoeducation has been widely seen as an attractive concept for more than 15 years and lends itself to be used in low resource settings.  In the past decade, a noticeable interest of researchers in the topic of psychoeducation and its efficacy in the treatment of unipolar depression is present in the research literature.  Published results of methodologically sound studies indicate to the method's efficacy in the reduction of depressive symptoms and improvement of functioning and quality of life of the subjects involved in the studies.  Nevertheless, the studies involving subjects from the real clinical populations are scarce, and further research is needed to justify the use of psychoeducation as an adjunctive intervention in the treatment of unipolar depression. RCT tested weather psychoeducation combined with Treatment as Usual leads to a greater reduction in depressive symptoms as measured by the Beck Depression Inventory (BDI) and Hamilton Depression Scale (HAM-D), and a greater increase in perceived quality of life, as measured by Manchester Quality of Life Scale (MANSA) in subjects diagnosed with unipolar depression, than Treatment as Usual. The study complies with the methodology of a multi-centric Randomized Controlled Trial. This study is analytical, prospective, partly epidemiological and clinically applicative. 
The subjects were 120 adults (age 18 – 65), diagnosed with unipolar depression (F 32.0 – F 23.2, and F 33.0 – F 33.2 according to ICD 10), who signed the informed consent to participate in the study. The subjects were recruited via the pre-screening assessment from the outpatients that were treated at three different study sites (Department of Psychiatry of the Sarajevo University Clinical Center, and the two Community Mental Health Centers in Goražde and Brčko District). 

Inclusions criteria were: Adults age 18 to 65, diagnosis of unipolar depression (F 32.0-2, F 33.0-2), not due to a medical condition (DSM IV Axis V = 0), no other AXIS I co-morbid psychiatric disorder, duration of symptoms not less than 3 months, able to read and write (8 years formal education), subjects who signed the informed consent to participate in the study.

Eligible subjects were randomly allocated into two groups of 40 subjects; the experimental group and the control group. The subjects in the experimental group received a 12 sessions, 10 week course on Psychoeducation based on Lewinsohn's Coping With depression Course combined with Treatment as Usual (TAU). The subjects in the control group received TAU only. A course of psychoeducation for depression was delivered by the researchers who have been trained in this method and who did not take part in any other components of this study. An add-on study with qualitative interviewing and research was conducted as part of this research. The trained researcher involved in this part of the study wasn’t involved in any other component of this research. 

Assessments were made with the use of standardized psychometric instruments: International Neuropsychiatric Interview (M.I.N.I. 5.00), Mini Mental State Exam (MMSE), Beck Depression Inventory (BDI), Hamilton Depression Scale (HAM-D), and the Manchester Quality of Life Scale (MANSA). A socio-demographic questionnaire that was specially designed for this study was used. Assessments were performed before the intervention, after the intervention and in 6 and 12 months follow-up. The assessment procedure was monitored by a trained researcher according to a specially designed monitoring plan. Initial assessment and follow-up assessment were performed by researcher/s who was trained in the use of the instruments and who didn’t take part in any other component of this study. Central block randomization (computer-assisted) was performed by a trained researcher who did not take part in any other component of this study. 

Monitoring of RCT follow-up was held in Brčko and Goražde in May 2009. During monitoring visit investigators in both centers were present, highly motivated and involved in current project duties (FU). 

Outcome measures

· Change of score on BDI scale

· QOL – MANSA

· CSRI

· CSQ

· HAMD – clinician administered

The subjects were 120 adults (age 18 – 65), diagnosed with unipolar depression (F 32.0 – F 23.2, and F 33.0 – F 33.2 according to ICD 10), who signed the informed consent to participate in the study. The subjects were recruited via the pre-screening assessment from the outpatients that were treated at three different study sites (Department of Psychiatry of the Sarajevo University Clinical Center, and the two Community Mental Health Centers in Goražde and Brčko District). 

Inclusions criteria were: Adults age 18 to 65, diagnosis of unipolar depression (F 32.0-2, F 33.0-2), not due to a medical condition (DSM IV Axis V = 0), no other AXIS I co-morbid psychiatric disorder, duration of symptoms not less than 3 months, able to read and write (8 years formal education), subjects who signed the informed consent to participate in the study. Eligible subjects were randomly allocated into two groups of 40 subjects; the experimental group and the control group. The subjects in the experimental group received a 12 sessions, 10 week course on Psychoeducation based on Lewinsohn's CWD combined with TAU. The subjects in the control group received TAU only. Assessments were made with the use of standardized psychometric instruments: International Neuropsychiatric Interview (M.I.N.I. 5.00), Mini Mental State Exam (MMSE), Beck Depression Inventory (BDI), Hamilton Depression Scale (HAM-D), and the Manchester Quality of Life Scale (MANSA). A socio-demographic questionnaire that was specially designed for this study was used. Assessments were performed before the intervention, after the intervention and in 6 and 12 months follow-up. The assessment procedure was monitored by a trained researcher according to a specially designed monitoring plan. Initial assessment and follow-up assessment were performed by researcher/s who was trained in the use of the instruments and who didn’t take part in any other component of this study.  The study complies with the methodology of a multi-centric RCT. This study is analytical, prospective, partly epidemiological and clinically applicative.  Central block randomization (computer-assisted) was performed by a trained researcher who did not take part in any other component of this study. 

Intervention

A course of psychoeducation for depression was delivered by the researchers who have been trained in this method and who did not take part in any other components of this study. An add-on study with qualitative interviewing and research was conducted as part of this research. The trained researcher involved in this part of the study wasn’t involved in any other component of this research. 

4. Qualitative study - Effectiveness of mental health interventions for patients with depression in mental health services in Sarajevo, Brčko and Goražde – patients' experience. 

Alma Pašalić, psychologist conducted qualitative study. Purpose of the study was to collect new information to fill gaps in our understanding of perceived benefit from psychological intervention of patients. A qualitative study complements the results of RCT by providing insights into the specific processes that an intervention sets in motion and how these lead to particular outcome as accounted by participants. Timing of qualitative study was designated to explore impact and effectiveness. Data collection was carried out in - after the intervention was delivered in 3 study locations in Sarajevo, Brcko and Gorazde in Bosnia Herzegovina in May and June 2008. The research design was built around outpatient clinical settings in two CMHCs and one psychiatric hospital outpatient ward. 
Empirical research on psycho-education
Many different interventions for people with mental health disorders fit under the banner of psychosocial educational interventions. These interventions seek to bestow therapeutic, cognitive and sociability benefits through education, goal setting, skill teaching, challenging thinking patterns, and social interaction. Outcome studies show that such interventions can bring significant benefits to those suffering from mental health disorders, more specifically unipolar depression. These positive findings have been impetus for further expansion of psychosocial educational interventions (Kopelowicz & Liberman, 2003).

Efficacy of CWD was demonstrated in several studies with adults as effective intervention for people with depressive conditions in urban and rural community settings, on the basis that, at least in the short term, they reduce the severity and duration of depressive disorders and improve subjective mental and social functioning (Dowrick et.al., 2000). Comparable acute outcome and better long-term outcome has been reported of PE for moderate depression in outpatient than antidepressant medication both as a primary treatment and as an adjunct to antidepressant medication (de Jong-Meyer & Hautzinger, 1996). It is claimed feasible in prevention efforts of depression in high risk low income and minority medical outpatients (Munoz &Ying, 1993). Positive outcome studies results should influence the focus of psychological services in primary care by emphasizing the benefits of treatments which are specific, brief, and easy to learn and simple to implement and should have implications for training and employment of counselors. This implies provision of long term funding to enable it to be embedded and to make it sustainable in mental health services settings. Clinical practice is complex. Narrow answers regarding efficacy and effectiveness may be difficult to interpret let alone apply in clinical practice. More data on patient’s understanding of treatment including psychoeducation may be needed when interpreting the results of systematic research. Given the collaborative emphasis of psychological intervention evaluation in the present context pertaining to issues of perceived effectiveness may add to interpretation of results. One aim of the current study was to evaluate the effectiveness of a comprehensive treatment for people with moderate depression by looking at their experience of treatment. Also, more detailed understanding of patient’s experience of therapy should contribute to the effectiveness of applied strategies and techniques when adopting it into the clinical practice. Developing an evidence-based group psychological intervention that is efficacious and effective is highly relevant for this group of patients. 

Qualitative evidence in mental health services evaluation

In evaluation of intervention an aim of an RCT design is to tell us that the treatment works at group average level which is very useful. Within methodology of RCT information is limited to a number of pre-defined main outcome measures of a diagnosis of depression, and depressive symptoms and subjective function. Little is known about what psychoeducation offers in the views of the participants and how patients describe psychological processes that might cause decrease in their depression besides what we know from the pre-defined measures. When it comes to questions of process, qualitative approach provides a moderate level of evidence. (Morse, et.al, 2004). Nevertheless, this kind of approach can show a variety of issues that were of great importance to the individuals participating in the intervention. Emerging realistic evaluation provides a high level of evidence when answering ‘the what’ types of questions. Qualitative research can examine the specific processes that an intervention sets in motion, and examine how these lead to particular outcome. Qualitative research can examine how specific outcomes lead to particular outcomes and shed light on statistical occurrence. Qualitative study, especially because sample is small cannot provide an answer to the overall importance of any particular issue but can identify valuable information about how patients perceive psychoeducation helps them improve subjective mental and social functioning. 

In a continuous review of decisions and approaches, theory and data collection inform each other in a qualitative study. The study design provides framework within which participants can respond comfortably, accurately and honestly to ensure optimization of the understanding rather than generalization beyond. Finally, qualitative study can identify issues that might lead to a hypothesis about what is important to us rather than being driven by the existing data (Morse at al, 2004).

Qualitative study design

Purpose of the study was to collect new information to fill gaps in our understanding of perceived benefit from psychological intervention of patients. This is why, drawing from the grounded theory, broad and general questions which make few assumptions about the topic under the study were designed to start out with. 

A qualitative study complements the results of RCT by providing insights into the specific processes that an intervention sets in motion and how these lead to particular outcome as accounted by participants. Timing of qualitative study was designated to explore impact and effectiveness. Data collection was carried out in - after the intervention was delivered in 3 study locations in Sarajevo, Brcko and Gorazde in Bosnia Herzegovina in May and June 2008. The research design was built around outpatient clinical settings in two CMHCs and one psychiatric hospital outpatient ward. 

The qualitative study had an aim to look at what meanings people make of their experiences of PE and TAU and how their views on these issues differ. Qualitative sampling process was an iterative process. Sampling was designed to deliberately select participants who symbolically represent the sample population - a clinical sample of moderately depressed patients and attempted to achieve a spread of gender and age and similar socioeconomic status across sub-samples.  Specified in advance was a sampling frame of participants aged 18 to 65 that were identified through a clinical survey for moderate severity of depression according to the ICD 10th revision and consented to participate in RCT. Participants were assigned to sub-groups who received TAU or PE plus TAU in the 3 study locations. A total of 120 outpatients of which a total of 60 was assigned to PE plus TAU treatment condition and who had completed the treatment. 

Although saturation and manageability were key it was determined in advance a minimum sample size by at least one FGD held in each location with at least 6 participants and at least 3 participants from the sub-groups who received PE plus TAU and TAU alone. In initial exploratory phase FGDs generated hypotheses to be explored by narrowing the range of topics to gather specific data and to serve in triangulation, comparing data to data in the data analysis. 

Participants were encouraged to participate voluntarily in FGDs. The FGDs were organised in the 3 geographically clustered study locations and included those participants who were willing and able to travel to attend if living outside the town area. 

In this first stage of the data collection 3 FGDs in three locations were organised with a total of 32 participants, 12 in Brcko, 11 in Gorazde, 9 in Sarajevo location. FGDs lasted 2 hours and were tape-recorded and transcribed and field notes were kept as a backup.

Semi-structured topic guide was followed starting with an introduction explaining the contextual information about treatment evaluation and the qualitative study. Opening questions were dedicated to the purpose of treatment as the groups of patients saw them while a core part of group discussion focused on helpful and unhelpful aspects of treatment. The FGD facilitation followed chronological order in participants’ accounts and moved from general to specific to elicit discussion about issues related to impact of treatment on participants’ feelings, thoughts and self-image as well as their perspectives on collaboration in treatment. The FGDs winded down by asking participants to share their hopes for the future and suggestions related to coping with depression. 

· Opening questions: What is the purpose of your treatment? What are your expectations?

· Core part of group discussion: What was helpful in your treatment? What was unhelpful in your treatment?

· Move from general to specific: What was collaboration in treatment like? 

· Winding down:  How do you see your future? What would you suggest improve in the process of treatment in CMHC?

FGDs discovered different accounts of experience of treatment. Data included accounts of meanings pertinent to patient’s experience of treatment ranging from concrete and functional to abstract and conceptual subjects.  Coding identified themes linked to the treatment experience. Three themes regarding meaning of experience emerged. Participants have described how they understand change, what is needed in order to change. Participants explained that there needs to be a certain level of readiness for change. Participants described high levels of readiness for change but some of the participants described low perceived possibility to change. There was an overall high perceived credibility of the treatment while in some of the accounts notions of low credibility were expressed. In order to develop these early conceptual categories from FGDs in accounts of patients who participated in PE in-depth interviews were carried out in order to see how their experiences may be specific in comparison with the data from the FGDs. For this purpose BDI scores were consulted to select participants who self-reported symptom relief and improved functioning as measured by BDI scores in the RCT, a sub-group of those whose level of symptoms stayed about the same and those whose depression worsened. 
At least 3 participants from each sub-group in each study location were to be interviewed in more depth about their experience which means a minimum of 27 participants were invited for the total of 22 interviews, 5 participants did not consent to participate in the interview, 2 explaining that they do not feel they have something to say and 3 have felt that they told what they think in FGDs. Early categories developed from FGDs were not yet definitive but were suggestive that some participants perceived the treatment to be effective while some perceived failure of treatment to help them improve aspects of their functioning.  Individual in-depth interviews lasted 45-60 minutes, were tape-recorded and transcribed.  With an aim to identify and explore the issues raised in FGDs the participants who received PE pus TAU were interviewed about how they have experienced benefit and failure more specifically, how they describe readiness for change and have they perceived PE as credible in treatment of their depression. A balance between making the interview open-ended and focusing on significant statements was attempted by following a semi-structured format of an interview guide. In-depth interview was designed to make possible for participants to generate personal accounts and assign meanings to participation offering explanations of complex processes like motivations, decisions, impacts and outcomes.

Descriptions and explanations of the participants included personal experience not general opinions. Each participant was probed to describe their own interpretation of his or her experience of treatment of depression as a process of a potential life change from being moderately depressed to experience of relief of their symptoms and improvement of their functioning through treatment. 

The participants in the qualitative study had some conversational prerogatives: 

· Break silences and express their views 

· Tell their stories and give them a coherent frame 

· Reflect on earlier events 

· Be experts 

· Choose what to tell and how to tell it 

· Share a significant experiences and teach the interviewer how to interpret them 

· Express thoughts and feelings disallowed in other relationships and settings 

· Receive affirmation and understanding


(Charmaz, 1999, 2006) 

It is highly important to understand readiness for change within behavioral intervention framework. Psychosocial interventions should include interventions for perceived stigma, also in community settings. Simple, meaningful, clear and unambiguous information on concepts in PE should be provided to participants. Alternative treatment plans for the non-responder group should be designed. 

Results
Coding using thematic analysis helped identify segments of data and developed two broad conceptual categories of how participant’s views on these issues differ: 

· Beneficial experience

· Failure to benefit

Accounts of topics found of interest by the participants were presented as a discourse of benefit from treatment as differently experienced by participants and how the participants view reasons for failure to benefit from treatment.

Understanding change: differences in accounts of patients in the three sub-groups

In exploration of understanding of change two major themes emerged, personal relevance of the PE rationale and relevance of self-help skills.
Personal relevance of the PE rationale

Majority of participants described acceptance and understanding of treatment rationale of PE.

“I liked that I have developed independent self-help skills I needed so badly. When we started I thought ‘Yes that is me’ and I was willing then to give it a try. We have learned skills to be acquired by practice. Well, really, when I think about it . . . we talk about depression and stress and I think that we probably just talk about it, you know depression like stress management.’’


Accurate understanding of PE rationale is illustrated by the following quote:

“Insoluble difficulties that face me I may not change but I can change how I feel and think about them. I have re-evaluated dysfunctional behavior and now I try to be more active and it helps.”
Majority of patients described accessibility of information to help understand the relationship between their cognitions the quality of their activity and interactions and their depressed mood.

“This model is very simple and very true, the way you think about things determine how you feel of them and what you do.’’

However 2 participants described how the model was not easily understood nor accepted. 
“I could not see how me seeing things is in fact the problem and I could not understand the idea. It is not applicable to my life which is too complicated.’’

“I understand the idea but it doesn’t mean much to me.’’

Personal relevance of self-help skills 

Participants described how the learned self-help skills found place in their everyday life. Majority of patients described this as their active participation in using the skills they have learned. Use of general self –help skills were described as helpful and linked to the experienced positive outcomes. 

 “When I have learned how to work on one issue, I could then generalize it to deal with other issues’’.
“I particularly liked the activity planning. It has helped me to see how my depression is maintained. It has a lot to do with what I did with my day’’.

“I’ve slowly just gained an understanding just sort of like talking to people, you know, who are in the area. I have had unrealistic expectations of therapy, that I cannot do much in it that someone should help me. Now I learned a standard which is my own against which I can monitor progress not to compare with others and to focus my attention on the future. I function better everybody notices this’’.

“It has helped me to formulate dysfunctional thinking that has ruined my everyday experience. I have found new ways of reacting to external situation that cannot be improved “
“I have felt that my opinion is of value unlike in other treatments where I have only to follow advice or instruction I do not understand or want. I have felt that the best thing to find out does it work was to try it’’.
Participants whose BDI scores stayed the same or increased have described the low levels of relevance of the thought skills to their everyday life. These accounts were description of a passive compliance with the treatment and one patient attributed the improvement to medication. 

“I have failed to make use of the techniques we have learned about, I attribute improving to medication. And we don’t really talk about good mental health. We only talk about bad mental health. Actually, we’re not really sure what to do or how to deal with it; you can get a wee bit paranoid about it. I believe that the therapist should do the work when you are in therapy without so much effort on my part. I was unwilling to reveal my thoughts in front of the group”. 
“It hasn’t helped me to view more rationally the practical problems of my life like unemployment, to understand better my relationships and to tackle the horrible lack of self-confidence that predated the onset of depression and contributed to it 
“I was not motivated to do all these things. The process of the course seemed mechanical“.
“It shows how far I have gone downhill. I should not need this kind of help; I should be able to manage alone”.
Readiness for change

Participants described choices that contribute to depression and they have explained it as different levels of readiness for change. High levels of readiness for change were linked to overall positively accounted experience while low levels of readiness for change were linked to low levels of experienced change.

“You really need to want and be motivated to put at least some effort to change. It cannot happen by a magic stick. You have to find motivation in yourself or others and whish for change. If you do that PE can really help you do it, find a way, because not only a wish to change is enough but it is necessary”.

Low levels of readiness to change were linked to low relevance of the model and the thought skills as well as no effect of PE.

“I am not ready to change and even though I understand the idea and how this should be helpful I just could not move forward. This was not motivating and I have just let go the idea that I could ever change how I feel”.

Credibility of PE

Credibility of PE was linked to the content of PE and to the group leader and the group members. Linked to the content was communication of the model and skills in a non- stigmatizing manner. 
“I liked the most how depression in this course was seen not as abnormal or crazy but a soluble problem that other normal can people suffer from”.

Positive experience of PE and its high credibility were attributed to its educational properties by the majority of the interviewed participants. Participants indicated the value of educational components. 

Also positively experienced by the participants were non-stigmatizing relationships with the therapist and the group members. 

“This has helped that we have had an equal relationship with the instructor who is a doctor. I have liked that it was not persuasion, lecturing and debate.”
When it comes to credibility of PE group work and therapist role were the primary source of credibility. Participants highly valued respectful therapeutic relationship and the group cohesion. Although they valued structure the participants also liked unstructured work to explore their feelings, thoughts and behavior and to learn from each other. 

Conclusions

Participants’ from all sub-groups included experiences of successes and failures to experience PE as personally relevant or apply the learned principles in their life. In their narratives participants associated positive outcomes high relevance of the PE rationale and relevance of the self-help skills. Participants self-reported perceived positive impact of psycho-education on feelings, thoughts, behavior and self-image. Understanding of concepts improved use of skills by participants in psycho-education.

Furthermore, participants accounted for readiness for change as associated with positive outcomes and helpful experience of PE while low levels of readiness for change of minority of participants was associated with low personal relevance of PE and self-help skills that resulted in passive compliance with PE and low levels of positive outcomes.

Credibility of the program was experienced to be associated with different components of the PE: the content, the group and the therapist. Participants view respectful therapeutic relationship as centrally important and group cohesion as associated with higher experienced credibility of PE.  
Implications for clinical practice

It is highly important to understand readiness for change within behavioural intervention framework. Psychosocial interventions should include interventions for perceived stigma, also in community settings. Simple, meaningful, clear and unambiguous information on concepts in PE should be provided to participants. Alternative treatment plans for the non-responder group should be designed. 
5. RDG 
A framework for a longitudinal mainly exploratory/observational study was designed and tested. It assessed given treatment and outcomes of patients in Community Mental Health Centers in Brcko and Gorazde.  
Our goals were: 

1. to introduce the concept and a structured system of routine data-gathering to CMHCs in Brcko and Gorazde, and familiarizing staff with research in mental health, and

2. pilot evaluation of mental health services in the two CMHCs

All CMHC services users were interviewed at initial assessment and in 6 months follow-up. Our primary goal is to introduce RDG in routine practice in CMHCs. Data analysis was be used to evaluate the efficacy of services provided in CMHCs by providing a general idea about the types of services and treatment outcomes. The subjects were assessed with a battery of standardized psychometric instruments, and also with some questionnaires that have been specifically designed for this study. The instruments used were the following: Clients Service Receipt Inventory (CSRI), BPRS (Brief Psychiatric Rating Scale) 24 items version, Manchester Quality of Life Questionnaire MANSA (clinician-administered) and DIALOG adapted to B&H circumstances. Total number of subjects in the study is 355 (303 from Brcko and 52 from Goražde). The instruments and points of assessments are summarized in the following table:

	Constructs/ criterion
	Assessment instruments


	Baseline
	9 months

	General psychopathology
	BPRS (Brief Psychiatric Rating Scale) 24 items version 
	+
	+

	Socio demographic data
	Adaptation from MANSA (first nine questions adapted to B&H circumstances) 
	+
	

	Quality of life
	DIALOG adapted to B&H circumstances
	+
	+

	Costs of health service utilisation and other support


	Client Socio Demographic, and Client Service Receipt Inventory (CSRI)
	+
	+

	Services received 
	Clients Service Receipt Inventory (CSRI)
	+
	+


Change in the quality of life and symptom change was taken as main outcome criteria. All data were first entered into user-friendly base and than exported into SPSS 15.0 program for further statistical analysis. 

6. Dissemination and use
EVIDENCE dissemination strategy was designed as a coordinated dissemination strategy on national and international levels following the project objectives:
· Supporting and mobilizing the human and technological resources for research at the Department of Psychiatry and throughout the country;

· Looking at mental health services in post-conflict communities makes this project of value of a specific need to incorporate mental health aspects into conflict management and social re-construction of this multiethnic society. 

· Setting a framework for evaluation of mental health services and producing guidelines for evidence-based practice that will be applicable to similar social contexts in the region.

· Disseminating scientific information as well as the results of research, facilitating communication with centers having similar scientific interest

· The project has addressed a need to consolidate the knowledge about the needs of the population and developed data collection and the intervention designs.  The co-ordination of the project has ensured that research skills and knowledge are appropriately shared between the participants and that the overall working climate is stimulating and productive.

·  Engaging with the administrative and managerial procedures that are required for successful international research collaboration.

Dissemination activities have been made a separate work package - with four partners jointly leading - and special efforts will be put into it by the project management. Without such input, results might still be disseminated to the scientific community, but may be unlikely to reach a wider audience and other stakeholder groups. The dissemination strategy implies various approaches. The results were and continue to be presented at national and international scientific conferences and published in peer-reviewed journals. Beyond this, it was aimed that the findings are used to inform health and social policy in the country directly. This was done through project Steering group and think tanks as well as through personal approaches of health politicians and social welfare politicians. At the end of the project, a summary of the most important results and the policy implications in print form will be provided. The project communicated and continues to communicate the results with different stakeholder groups using various approaches and addressing the impact on further health care and social policies as well as future research.

Raising professional participation and awareness

The project and especially the produced research increased the attention given by the professionals to the importance of mental health services research and generally of mental health in context of social and economic disruption. Awareness of the available effective services for mental health problems was raised. Looking at the aspects of mental health service use is of special importance since there is still a danger of stigma for people seeking mental health services in B&H. The project aimed at decreasing the risk of stigma by providing information on mental health services justification and efficacy related to populations at risk and learning about their availability and effectiveness. Focus on sensitive ethical issues when engaging service users who may be vulnerable to a range of issues will help raise awareness among the researchers, students and practitioners from Department of Psychiatry and CMHCs. 
Dissemination was continued through writing new projects designs, preparing presentations and submission of published papers. 

In the future, different media like TV, radio, newspapers can be used for dissemination through a public campaign based on project experience and results making sure that it reaches the intended audiences including the general public (including service users and potential service users).









































































PAGE  
2

_1159915570

