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Introduction: Considering the global burden of mental disorders, there is a worldwide need to improve the quality of mental
health care. In order to address this issue, a change in how health care professionals are trained may be essential. However, the
majority of the few reports published on this field’s training programs do not discuss the characteristics associated with the success
or failure of these strategies. The purpose of this review was to systematically examine the literature about mental health training
programs designed for health care professionals in order to identify the relevant factors associated with their effective
implementation.
Methods: The MEDLINE/PubMed, SciELO, and Virtual Health Library databases were used to search for articles published
before February 2017 and reviewed by two double-blind reviewers.
Results: We found 77 original papers about mental health educational programs. Many of these studies were conducted in the
USA (39%), addressed depression as the main subject (34%), and applied a quasi-experimental design (52%). Effective
interventions were associated with the following characteristics: the use of learner-centered and interactive methodological
approaches; a curriculum based on challenges in the trainees’ daily routines; the involvement of experts in the program’s
development; the enrollment of experienced participants; interdisciplinary group work; flexible timing; the use of e-learning
resources; and optimizing the implementation of knowledge into the participants’ routine work practices.
Implications for Practice: These results will be helpful for planning and improving the quality of future educational programs in
mental health.
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Four hundred fifty million people around the world suffer
from psychiatric disorders and a significant part of the

global burden of disease can be attributed to mental disease.1–4

In order to efficiently assist this huge number of people, a large
number of mental health care professionals are required5 and it
is extremely important for these practitioners to be well-
trained.6

Some of the challenges for providing care to mental health
patients, especially in low- and middle-income countries

(LMICs), are the small number of well-trained mental health
care professionals,7 the difficulty of applying state-of-the-art
treatment strategies in clinical practices,8,9 the lack of financial
resources allocated for mental health care,7 and the scarcity of
evidence-based training programs.10,11

According to Davis et al (2000),12 the implementation of
both macropathway (ie, system-wide reforms) and micropath-
way (ie, the professional development of individual clinicians)
strategies is needed to improve patient care. Therefore, it is
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important to adopt health care policies focused on training and
supporting health care professionals through cost-effective
educational programs designed with well-recognized charac-
teristics that have been proven successful.

Most of the existing training programs have not applied
assessment strategies,13 leading to a critical lack of information
about their efficacy. Previous studies have reviewed the litera-
ture about continuingmedical education and suggested that the
following characteristics may be associated with positive out-
comes: more interactive teaching methods, a longer duration,
content related to physicians’ needs in their daily routine, and
multimedia interventions.14–16

Though it is possible to hypothesize that the characteristics
presented in these studies may apply to all fields, it is important
to mention that none of these studies focused on mental health.
Considering that the effectiveness of educational techniques is
conditioned by specific social, political and economic environ-
ments17 and that mental health care requires unique compe-
tencies, continuing educational programs formental health care
professionals may require specific characteristics.18

So far, only six reviews of training programs about mental
health topics for health care professionals have been pub-
lished.19–24 Only half of them22–24 were systematic reviews and
all of them focused only on specific topics.

When Smith et al19 reviewed studies assessing programs
designed to teach psychosocial principles to nonpsychiatry
residents, they reported that some common characteristics of
the successful programs were a university affiliation, a balance
between learner-centered and teacher-centered approaches,
and the inclusion of special teaching techniques (eg, audio/
videotaping, personal supervision, group work, role-plays, and
the use of educational videos based on real cases).

There have been other,more recent literature reviews aswell.
Hodge et al20 reviewed the literature onmental health education
for primary care physicians and concluded that interactive,
contextually relevant continuing educational programs could
improve the knowledge, skills, and attitudes of primary care
physicians. McCabe et al21 reviewed 19 studies focused on the
management of behavioral problems associated with dementia
among older people in residential care and reported that some
programs demonstrated an improvement in the skills and/or
knowledge of the trainees. However, this was not consistently
found across all the programs and there were indications that
the gains were not sustained over time. Herschell et al22 pre-
sented a literature review about training in psychotherapy skills
for mental health providers. They concluded that most of the
studies had weak methodology and that studies using reading,
self-directed training programs and workshops had negative
outcomes. Sikorski et al23 conducted a meta-analysis of 11
papers about educational interventions in depression written
for general practitioners. They found a nonsignificant decrease
in depressive symptom severity after these interventions.
Finally, Werner and Stawski24 reviewed the literature on
trainingprogramsdesigned formental health care professionals
treating patients with intellectual disabilities. The authors
reported that most of the data were based on self-reported
improvement and most of the studies did not include a control
group.

Therefore, there is no consensus on themethodological issues
associated with the success or failure of training programs in
mental health. This systematic review was performed in order

to close this gap and identify the characteristics reported as
relevant to the success of educational training programs
designed for mental health care professionals. Considering the
scarcity of well-planned training programs, we hope that this
review may provide guidance for the development of new
educational programs in mental health.

METHODOLOGY

Searches in the MEDLINE/PubMed, SciELO, and Virtual
Health Library (Lilacs/BIREME/PAHO/WHO) databases for
articles published through February 2017 were performed,
using the following combinations of keywords: (mental health
OR psychiatry) and (education OR training OR educational
program OR capacitation) and (workers OR professionals).
These three databases were chosen considering the large num-
ber of journals they indexed and because of the Latin American
regional collection provided by SciELO and Lilacs.

Studies were included if they met the following criteria: (1)
discussing educational programs designed and delivered for
health care professionals; (2) mental health as the educational
program’s main focus; and (3) the papers were published in
English, Portuguese, or Spanish. There were no restrictions
regarding the date of publication, types of study, outcomes, or
assessment tools.

Twoblind reviewers independently assessed each study’s title
and abstract to determine if they met the selection criteria (TBV
and FACR). Disagreements were resolved by consensus
between the two investigators. A third evaluator (MCR) was
consulted when no agreement could be reached. Additional
references from the included papers were also exhaustively
searched. The selection process is described in the PRISMA
diagram25 (Fig. 1). The agreement between the two blind
reviewers (using Cohen’s kappa correlation) was 0.9.

Data Extraction
The following characteristics were gathered for each educa-
tional program:

1. The country where the study was conducted;
2. The main subject of the training program;
3. The profession of the participants;
4. The duration of the educational program, subdivided

into three types: (a) short-term programs that lasted for
up to one day, (b) medium-term programs that lasted
between one and seven days, and (c) long-term programs
that lasted for more than seven days.

5. The type of teaching strategy (ie, didactic, interactive and/
or mixed). The didactic methods were comprised of
lectures, presentations and/or demonstrations (usually
applied by video), with minimal audience interaction or
discussion. The interactive methods included techniques
intended to enhance trainees’ participation, such as role-
play, discussion groups (including seminars, problem-
based learning approaches, and case presentations),
hands-on training, problem-solving, case solving, simu-
lation, gaming, and one-on-one instruction (including
supervision and case consultationwith direct supervision
from an expert). Self-instruction/distance learning
(including computer/web-based learning) was classified
in this group because of this strategy’s active learning

A Guide for Mental Health Educational Programs Blanco-Vieira et al. 127

Copyright ª 2018 The Alliance for Continuing Education in the Health Professions, the Association for Hospital Medical Education,
and the Society for Academic Continuing Medical Education. Unauthorized reproduction of this article is prohibited.



dimension. Programs in which both interactive and
didactic methods were used were classified as mixed
methods.

6. The methodological design, that is, experimental (con-
ducted with control groups), quasi-experimental (using
a before-assessment and after-assessment design), or
nonexperimental.

7. The results according to the authors described as
successful, partially successful, or unsuccessful. Success-
ful programs were defined as the ones in which the
authors described the objectives as being fulfilled.
Unsuccessful programs did not show any improvement
in the outcomes proposed by the authors. Partially
successful programswere defined as the studies in which
the outcome variables were not fully reached, but there
was a positive result for at least one of the objectives
proposed by the authors.

8. The educational outcomes, classified by following Kirk-
patrick’s framework domains modified by Barr et al.26

This model is comprised of the following categories: the
learners’ reaction (level 1); the modification of attitudes/
perceptions (level 2a); the acquisition of knowledge/
skills, abilities and/or self-confidence (level 2b); changes
in behavior (level 3); changes in organizational practice
or care delivery (level 4a); and benefits to the patients/
clients’ health and wellbeing (level 4b).

Data Analysis
The studiesweregroupedaccording to themethodological design
(experimental/quasi-experimental versus nonexperimental), the
results reported by the authors (successful, partially successful or
unsuccessful) and the educational outcomes (according to the
four Kirkpatrick-Barr levels).

Weconductedanarrative synthesis for thedataanalyses due to
thehighlyheterogeneous topics andmethodologies of the studies.
This represents a methodological analysis for systematic reviews
focused on the effects of interventions.27 For each included study,
the reviewers identified, listed, and tabulated all author com-
ments and descriptions related to the characteristics associated
with the positive or negative outcomes of the programs.

RESULTS

General Description of the Studies
We found 78 papers reporting 76 independent interventions,
published from 1989 through February 2017. 39% of the
studies were conducted in the USA (N = 30). Only 10% (N = 6)
of the studies were from LMICs (specifically Brazil, India, Chile
and Iran).

Course Content, Participants, Duration of the Interventions,
and Teaching Strategy
There were no differences in the educational interventions’
main subjects in terms of the countries’ income-level (ie, high

FIGURE 1. Selection process for studies included in the study. Adapted from:Moher D, Liberati A, Tetzlaff J, Altman DG, the PRISMA Group. Preferred Reporting

Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. BMJ. 2009;339:b2535
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income or LMICs). Depression was the most common single-
subject psychiatric content (34%), followed by suicidality
(14%), geriatricmental health (14%), andpsychiatric disorders
in general (10%). Among the LMICs, only Brazil had an inter-
vention for a specific disorder (ie, substance use disorders).28

Most educational interventions were designed and struc-
tured for primary care providers such as general and family
physicians (N = 30), nurses (N = 25), social workers (N = 10),
pediatricians (N = 2), and gynecologists/obstetricians (N = 1).
Other professionals included psychologists (N = 7) and geria-
tricians (N = 2).More than half (58%) of educational programs
were designed for only one specialization of health care
provider.

The majority of the educational interventions were delivered
as short-term programs (N = 33). There were 21 long-term
interventions. Eight studies did not describe the duration of the
programs and only 12 lasted more than 1 day and less than 1
week (medium term).

The most frequent pedagogical strategy was “mixed
method” (N = 32, 44%), usually combining lectures, group
discussions, and role-playing. The “didactic” (N = 10) and
“interactive” (N = 9) methods alone were less frequently
applied. The latter was mostly based on self-instruction, com-
puter-based instructions, and/or group discussions.

Methodological Design (Experimental/Quasi-
Experimental Versus Nonexperimental Studies)
The most common methodological design was quasi-
experimental (N = 41, 52%), followed by nonexperimental
(N = 20, 27%) and experimental (N = 15, 21%). Among the
experimental and quasi-experimental studies, themajority (N =
50, 89%) used two ormore tools (eg, Likert scales) to assess the
impact of the educational programs.

Among the experimental and quasi-experimental studies, the
most common tool used to assess the impact of the educational
interventions was the knowledge, attitude, and practice and/or
skills (KAP) questionnaire prepared by the program coor-
dinators. Only 11 studies applied standardized instruments to
investigate this variable.

Types of Results Described by the Authors
Most experimental and quasi-experimental studies (N = 44 out
of 56) reported successful results. Six studies reported that the
objectives were just partially reached (considered partially
successful) and seven reported unsuccessful results.

Thirty-seven programs were designed for one specific pro-
fession and 20 were designed with a multiprofessional
approach. Of these studies, 23 (62%) and 19 (95%) reported
successful results, respectively.

The following characteristics were reported by the authors as
relevant to the success of the interventions: (1) focusing on topics
related to the trainees’ daily practices; (2) usingmultiple teaching
methods with an emphasis on interactive and practical methods
suchas role-plays,with constant feedbackandpractical tools (eg,
guidelines, workbooks, and panel discussions); (3) designing the
programs to increase the interest and motivation of the partic-
ipants; (4) involving experts in the development of the program;
(5) enrollingmature and experiencedparticipants; (6)working in
interdisciplinary groups; (7) offering programs with flexible
schedules; (8) using e-learning resources; (9) restructuring serv-
ices to optimize the implementation of knowledge into routine

work practices; and (10) providing sufficient time to execute the
planned curricula37,41,52,56,.

Very few studies reported follow-up assessments after
a period equal to or greater than 6 months (N = 10), and
all of them showed negative late maintenance of the
results.40,42,51,58,67,68,76,77,79,83 The authors emphasized the need
for frequent replications of the educational programs in order
to guarantee the consolidation of improvements in knowledge,
attitude, and practice over time.

Educational Outcomes

Studies Assessing Level 1 (Reaction)
Of the experimental and quasi-experimental studies, 11 used
Likert scales to assess how much the participants liked the
training. Of the nonexperimental studies, 11 used trainee sat-
isfaction scales to evaluate the intervention. Most of the par-
ticipants in these studies declared themselves to be satisfiedwith
the training and all studies reported positive results.

Studies Assessing Level 2 (Learning)
Feelings of confidence and attitude changes were the most fre-
quently assessed outcomes (N = 45 studies, 59%). The authors
who assessed improvement in the participant’s skills (N = 7)
frequently used case-specific educational videos or patient
simulation. Most papers classified as level 2 had level 2b
assessments (N = 43) and showed positive results. Only four
studies in this group reported negative outcomes.

Studies Assessing Level 3 (Behavior)
Only two studies assessed whether the training content was
implemented in the workplace and both showed positive
results. It is noteworthy that three of the studies classified in
level 2b investigated an “intention” to make changes in the
work environment and practices, but did not assess the imple-
mentation of these changes.

Studies Assessing Level 4 (Results)
Eleven studies assessed level 4a outcomes and 10 studies
assessed level 4b outcomes. Four studies reported negative
results, with three of them assessing level 4b (Table 1).

Qualitative Data
Six studies performed qualitative analyses of the educational
programs.6,45,87–90 Only one of them had a quasi-experimen-
tal45 design method. Interestingly, only five of the 20 non-
experimental studies performed qualitative data analyses. Four
studies assessed the impact of the intervention through
descriptions of satisfaction and/or the motivation for applying
the training content in the clinical practice.6,88–90 Gask et al87

interviewed 30 out of 38 participants in a training about
depression for clinical practitioners and reported that the main
reasons for intervention failure were: (1) the disbelief that they
were capable of treating depressed patients efficiently, (2) the
lack of association between the training content and the clinical
practice of the participants, and (3) the difficulty of applying the
training content to a daily routine because of lack of time.

DISCUSSION

Themain purpose of this studywas to systematically review the
literature about mental health educational programs and to
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TABLE 1.

Description of Experimental and Quasi-Experimental Studies

Author
Type of

Intervention Duration Study Design Outcomes/Instruments
Classification
of Outcome Results

Samuelsson and�Asberg29 Mixed Medium term Quasi-experimental Attitude Level 2a Successful

Understanding of Suicide Attempt Patients

Scale

Clinical vignettes

Berlim et al30 Didactic Short term Quasi-experimental Suicide Behavior Attitude Questionnaire Level 2a Successful

Brown et al31 Mixed Short term Experimental Confidence, trainee satisfaction Level 2b Successful

Control: 19 Level 1

Cohn et al32 Not described Long term Quasi-experimental Knowledge, skills

Self-rating behavioral caregiving performance

Level 2b Successful

Sriram et al33 Mixed Long term Quasi-experimental Knowledge Level 2b Successful

Multiple choice questionnaire

Wadsworth and Harper34 Interactive Not described Quasi-experimental Competence Level 2b Successful

Handley et al35 Not described Medium term Quasi-experimental Knowledge, competence Level 2b Successful

Substance Abuse Attitude Scale (SAAS) Level 2a

Substance Abuse Knowledge Scale (SAKS)

Follow-up (3 mo)

Hannaford et al36 Interactive Not described Quasi-experimental Competence Level 2b Successful

Hospital Anxiety and Depression (HAD) scale

Follow-up (3 mo)

Butler et al37 Mixed Short term Quasi-experimental Knowledge Level 2b Successful

Follow-up (6 wk)

Carr et al38 Interactive Long term Experimental Knowledge, competence, confidence Level 2b Unsuccessful

Control: 120

Gask et al39 Mixed Short term Quasi-experimental Competence, confidence Level 2b Unsuccessful

Patient simulated Level 2a

Depression Attitude Questionnaire

Rosen et al40 Interactive versus

didactic (103)

Long term Experimental Knowledge, competence, trainee satisfaction

Follow-up (6 mo)

Control: 106

Level 2b

Level 1

Successful

Calabro et al41 Didactic Short term Quasi-experimental Knowledge, competence, self-efficacy,

behavioral intention

Level 2b

Level 2a

Successful

Rosenvinge et al42 Mixed Long term Quasi-experimental Clinical competence, professional attitudes

and opinions about treatment, participant

satisfaction Eating Disorder Competence

Index

level 2b

Level 2a

Level 1

Successful

Follow-up (12 mo)

Fenwick et al43 Interactive versus

didactic

Short term Quasi-experimental Knowledge, confidence, attitude

Follow-up (2 mo)

Level 2b

Level 2a

Successful

Mayall et al44 Didactic Short term Quasi-experimental Knowledge, confidence Level 2b Successful

Gask et al45 Mixed Short term Quasi-experimental Knowledge, competence Level 2b Successful

Direct observation

Qualitative data: impact on clinical practice

Bruce et al46 Mixed Short term Experimental Patient evaluation Level 2b Successful

Hamilton Depression Rating Scale;

Structured Clinical Interview for Axis I

DSM-IV Disorders – SCID)

Follow-up (8 wk)

Control: minimal training: 78; no training: 97

McNiel et al47 Mixed Short term Experimental Knowledge, competence Level 2b Successful

Control: 10

Brimacombe et al48 Not described Not described Quasi-experimental Knowledge Level 2b Unsuccessful

Nelson et al49 Mixed Short term Quasi-experimental Competence, confidence, trainee satisfaction Level 2b Successful

Level 1

Ng et al50 Mixed Medium term Quasi-experimental Knowledge, competence, confidence Level 2b Successful

Oordt et al51 Mixed Short term Quasi-experimental Knowledge, confidence Level 2b Successful

Follow-up (6 mo)

Hills et al52 Interactive Long term Quasi-experimental Knowledge, skills, confidence Level 2b Successful

(Continued)
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TABLE 1.

Description of Experimental and Quasi-Experimental Studies (Continued)

Author
Type of

Intervention Duration Study Design Outcomes/Instruments
Classification
of Outcome Results

Rodriguez et al53 Not described Not described Quasi-experimental Knowledge, skills, confidence, trainee

satisfaction

Level 2b

Level 1

Successful

Armstrong et al54 Mixed Medium term Experimental Competence, confidence Level 2b Successful

Simulated patient

Cognitive Therapy Scale

Control: 14

Martino et al55 Mixed Long term Quasi-experimental Competence, trainee satisfaction Level 2b Successful

Independent Tape Rater Scale Level 1

Irvine et al56 Interactive Not described Experimental Knowledge, confidence and behavioral

intention

Level 2b

Level 1

Successful

Trainees satisfaction scale

Control: 34

Quasi-experimental Knowledge, confidence, behavioral intention,

trainee satisfaction

Level 2b

Level 1

Successful

Pisani et al57 Didactic Short term Quasi-experimental Knowledge, competence, confidence Level 2b Successful

Learning Transfer System Inventory

Adams et al58 Interactive Short term Experimental Practice, attitude, intention-to-change practice Level 2b Successful

Follow-up (6 mo) Level 2a

Control: 78

Garcia-Ortega et al59 Didactic Medium term Quasi-experimental Knowledge, confidence Level 2b Successful

Robinson et al60 Mixed Medium term Quasi-experimental Knowledge, attitude, skills, confidence,

learning environment

Level 2b Successful

Classroom Community Scale Level 2a

Usher et al61 Mixed Long term Quasi-experimental Knowledge, attitude, skills Nurses Self Report

questionnaire

Level 2b

Level 2a

Successful

Gerrity et al62 Mixed Long term Experimental Knowledge, attitude Level 3 Successful

Patient satisfaction

American Board of Internal Medicine’s Patient

Satisfaction Scale

Kaplan’s 3-item Participatory Decision-making

scale

Mallisham and Sherrod63 Mixed Long term Quasi-experimental Knowledge, competence Level 3 Successful

Owen et al64 Mixed Medium term Quasi-experimental Knowledge, competence Level 4a Successful

Case management vignette Level 2b

Admission rate, prescription data

Morriss et al65 (a)

Appleby et al66 (b)

Morris et al67 (c)

Mixed Short term Quasi-experimental (a, b) Knowledge, competence

Rate of attendance

(c) Suicide rates

Follow-up (1 y)

(a,b) Level 4a

Level 2b

(c) Level 4a

Successful

Brymer et al68 Didactic Short term Quasi-experimental Confidence Level 4a Successful

Number of referrals

Amodeo and Fassler69 Mixed Long term Experimental Confidence Level 4a Successful

Number of clients

Control: 22

Thompson et al70 Mixed Long term Experimental Competence Level 4a Unsuccessful

Accordance rate to Hospital anxiety and

depression scale

Follow-up (6 mo)

Control: 83

Clarke et al71 Mixed Short term Quasi-experimental Confidence Level 4a Partially successful

Hospital admission data

Sullivan et al72 Mixed Long term Experimental Number of patients in group therapy Level 4a Successful

Trainee satisfaction Level 1

Control: 100

Mixed Long term Quasi-experimental Monitoring targeted data Level 4a Successful

(Continued)
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TABLE 1.

Description of Experimental and Quasi-Experimental Studies (Continued)

Author
Type of

Intervention Duration Study Design Outcomes/Instruments
Classification
of Outcome Results

Roskar et al73 Mixed Short term Experimental Prescription rates Level 4a Successful

Suicide rates Level 2b

Control: 272

Redhead et al74 Mixed Long term Experimental Knowledge, skills, burnout Level 4a Successful

Psychosocial Intervention Skills List Level 2b

Maslach Burnout Inventory

Control: 20

Lysack et al75 Interactive Short term Quasi-experimental Knowledge, skills and attitude

Chart review

Level 4a

Level 2b

Level 2a

Successful

Lin et al76 Mixed Long term Quasi-experimental Knowledge, competence Level 4b Unsuccessful

Patient outcomes Level 2b

Patient satisfaction

Inventory of Depressive Symptomatology,

Symptom Checklist 90)

Follow-up (6 mo)

Tiemens et al77 Mixed Medium term Quasi-experimental Patient outcomes Level 4b Partially successful

Physician’s Encounter Form

Composite International Diagnostic Interview-

Primary Health Care Version; Symptom

Checklist SCL

Brief Disability Questionnaire

Follow-up (3 months/12 mo)

Van Os et al78 Knowledge Level 4b Partially successful

Patient outcomes Level 2b

Groningen Mental-Health-Knowledge-Test

Physician’s Encounter Form

Composite International Diagnostic Interview-

Primary Health Care Version

Symptom Checklist SCL

Brief Disability Questionnaire

King et al79 Not described Medium term Experimental Knowledge, confidence Level 4b Partially successful

Patient outcome Level 2b

Beck depression inventory SF-36

Follow-up (3 mo /6 mo)

Control: 26

Kutcher et al80 Mixed Short term Quasi-experimental Knowledge, competence Level 4b Successful

Kutcher et al81 Patients evaluation concordance Level 2b

Dalhousie Depression Diagnosis Checklist) Level 1

Patients satisfaction

Compliance rate

Learman et al82 Mixed Short term Quasi-experimental Knowledge, confidence Level 4b Successful

Patient satisfaction Level 2b

American Board of Internal Medicine’s Patient

Satisfaction Scale

Level 1

Follow-up (3 mo)

Gask et al83 Mixed Short term Experimental Patient outcomes Level 4b Unsuccessful

Hamilton Depression scale

General Health Questionnaire (GHQ-12)

SF-36 health survey questionnaire

Follow-up (12 mo)

Control: 18

Valentini et al84 Didactic Short term Quasi-experimental Knowledge, competence Level 4b Unsuccessful

Direct observation Level 2b

Patients outcomes

Zung depression scale

DSM-IV/ICD-10 major depression checklist

(Continued)
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create a narrative synthesis that could be used to plan and
implement efficient mental health educational programs for
health care practitioners. We searched the most important
database (MEDLINE/PubMed) and extended the search to
Latin American publishing databases in order to include edu-
cational programs from LMICs, which are frequently not
published onMEDLINE/PubMed.91 An extensive review of the
additional references included in each paperwas performed. To
our knowledge, this is the first review focused on mental health
educational programs to comprehensively include all of the
various mental health subjects and to summarize the charac-
teristics of these programs.

Depression was the most common subject in the training
programs. This finding may reflect the prevalence of this dis-
order and the huge impairment it can cause in the course of an
individual’s life.92

Ten characteristics were identified as extremely relevant for
the effectiveness of educational training programs. Some of
these characteristics had already been described by other
authors,20,87,93 in particular the need for training programs to
be contextualized and applicable to clinical practices. Recently,
Sockalingam et al94 reinforced the importance of having pro-
grams focusedon clinical practice topics as a key factor for long-
term learning. Another characteristic associated with the suc-
cess of the training was work in interdisciplinary groups. This
finding is in agreement with other studies reporting that inter-
professional education resources are extremely important for
translating knowledge into practice for mental health clinics.
Compared to individual professional training, interprofes-
sional education programs may provide a greater increase in
work capacity and offer a better chance for professionals to
develop new ways of managing clinical practice challenges.95

Even though studies have reported a positive significant
correlation between the duration of continuing education and
its effectiveness,14 only 33 courses lasted longer than seven
days. This finding emphasizes the need to implement long-
term training programs. Educational programs require con-
tinuous and active experiences based on relevance, inter-
activity, andmotivation in order to create change.Hence, such
programs should last long enough to allow these changes to
take place on both the macrolevel (ie, organizational) and
microlevel (ie, individual).12

The use of multiple teaching methods with an emphasis on
interactive and practical training tools has been shown to be
very relevant to the effectiveness of training programs.16 The
studies have illustrated that the teaching methods should be as
interactive as possible and include personal experiences and

case discussions. Unfortunately, lecturing was used as the main
teaching tool in 78% of the studies reviewed.

The impact of the mental health training programs was most
frequently assessed by KAP questionnaires, which mainly
covered levels 1 and 2 ofKirkpatrick’s outcome categories. This
is probably because these assessments are easier and less
expensive to perform. Moreover, there are no standardized
tools for assessing the outcomes of educational programs. Only
28%of the studies conducted a level 4 outcome assessment. It is
important to emphasize the importance of assessing the train-
ing’s impact on the benefits provided to the organization, as
well as the impact on the care provided and the patient’s health
and wellbeing.

It is noteworthy that none of the educational programs were
organized by policy makers. This may be because they have not
implemented these programs or because they have not pub-
lished their results. Regardless of the reason, these results
emphasize the need for the government to take on a larger role
in the planning and implementation of these programs, espe-
cially in countries that provide free universal public health care.

Limitations
One limitation of the current study was that the scarcity of
experimental studies, the absence of structured and standardized
assessment tools, and the heterogeneity of samples (in number
and in professional categories) made the comparison and gen-
eralization of the results difficult. It was therefore impossible to
performameta-analysis of the data.Another limitation is that, as
in any systematic review, we may have missed certain studies.
However, reference lists from the included papers were exhaus-
tively searched and all additional papers were included in the
current review. A third limitation is that studies with negative
results frequently go unpublished and may have been over-
looked. Additionally, a significant number of the educational
programsdeveloped and implemented, especially inLMICs,may
not be fully assessed and/or submitted for publication.

Despite these limitations, the results emphasize that con-
tinuing professional development programs play a significant
role in individuals’ professional development.14 The results
also indicate that in order to be effective, the educational
activities should reflect issues present in the trainee’s practice,
provide meaningful interaction between trainees and teach-
ers, and involve trainees in the planning of their own learning
activities.96 The studies also suggest that educational pro-
grams are essential tools to successfully achieve the universal
delivery of mental health care through evidence-based prac-
tices worldwide.14,15

TABLE 1.

Description of Experimental and Quasi-Experimental Studies (Continued)

Author
Type of

Intervention Duration Study Design Outcomes/Instruments
Classification
of Outcome Results

Vicente et al85 Didactic Short term Quasi-experimental Patients outcomes Level 4b Partially successful

Zung depression scale

DSM-IV/ICD-10 major depression checklist

Lattanzio et al86 Mixed Medium term Quasi-experimental Patient outcomes Level 4b Partially successful

Cognitive Performance Scale (CPS)

15-item Geriatric Depression Scale

Montgomery-Asberg Depression Rating Scale
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CONCLUSION

As Lock97 observes, any public health initiative—including
training strategies—shouldbe plannedaccording to the available
literature. Despite our study’s limitations, the results concluded
that interactive and contextually relevant educational programs
could improve the knowledge, skills, and attitudes of mental
health care professionals. It also presented the characteristics
associated with the success of these programs, which may be
useful for the development of future educational programs.

Furthermore, this review demonstrated that educational
programs should include control groups, randomize the par-
ticipants, and use more structured and standardized instru-
ments to assess their impact. Follow-up assessments should also
be carried out in order to observe the persistence of any gains.

Lessons for Practice

n Educational programs are important tools for improving the
quality of mental health care.

n There is a need to develop and implement educational pro-
grams for different health care professionals focused on
mental health issues.

n These programs should include the use of learner-centered,
interprofessional strategies; highly motivational and interac-
tive methodological approaches; topics focused on practical
issues; and strategies to apply the training’s lessons in the
trainee’s clinical practice.
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