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Abstract

The aim of this study was to identify the contextual attributes in North Macedonia and their
characteristics relevant to the implementation of a new digital intervention to improve mental
health, called DIALOG+. This research is the first of its kind in North Macedonia due to the
analysis of contextual attributes that may affect the effectiveness of the intervention and its
acceptability in various settings of mental health care. Some of the data processed in this paper
were provided and analyzed by the National Mental Health Strategy 2018-2025 and other relevant
accompanying documents from the World Health Organization and action plans, as well as
through interviews with stakeholders (patients, carers, clinicians and policy makers) for their
opinion before introducing the DIALOG + intervention and the report on the assessment of the
situation in the centers where the implementation of the intervention should have started. The
collected data were then mapped to a framework developed by the Ottawa Implementation Group,
which included 14 contextual attributes. The results are summarized in 2 subgroups, and are
presented as facilitators and barriers to implementation, specific to the mental health system in
North Macedonia. The characteristics of DIALOG + (widely applicable psychosocial intervention)
are in accordance with modern assumptions for psychosocial rehabilitation of patients with
psychosis. Hence, we can conclude that it is a useful tool for professionals in monitoring and
achieving the true vision and mission of these institutions. It will help patients reintegrate into
society, become more independent and use their full potential in the pursuit of healthy and
functional living.
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W3Bamok

Ilernra Ha oBaa cTy/ja Oellie Jia Tv WeHTHUKYBA KoHTeKcTyaHuTe atpudyTi Bo CeBepHa MakesioHwja 1
HUBHUTE KapaKTePUCTHKI PeJeBAHTHH 3a CTTPOBEIYBakbe Ha HOBA JIATMTA/IHA MHTEPBEHIIH]A 3a TIOfI00pyBare
Ha MeHTAJTHOTO 371pasje, HapedeHa DIALOG+. OBa ucTpaskyBate e pBo 07} BakoB BIj] Bo CeBepHa Makeio-
HUja OPA/Y AHAM3aTa Ha KOHTEKCTYATHUTe aTPUOYTH IIITO MOJKe JTa BIjaaT Ha eheKTHBHOCTA Ha HHTED-
BEHIIMjaTa 1 Ha Hej3uHaTa PUaTIMBOCT BO PA3/AYHY MIOCTABKHM Ha 3/[DABCTBEHATA 3AIlITUTA HA MEHTAHOTO
3ipasie. Jlen of mojiatorate 00paboTeHy Bo 0BOj TP/ ce 0be3desieHn 1 aHamsnpanu off Harponamtara
cTpateruja 3a MeHTasHo 3ipasje 2018-2025 v ipyrui cooIBeTHU MPUPYAKHY IOKYMeHTI off CBeTcKaTa 37ipaB-
CTBEHa OpraHu3alifja 1 aKICKH TIAHOBH, KAKO 1 IPEKY MHTePBjya CO 3aCeTHATHITe CTPaHH (TAllVieHTH, Hery-
BATe/H, KIMHMYAPY 1 KPEaTopy Ha MOJMTIKH) 32 HUBHOTO MUCTIEHe TIPe]] BOBE/IYBAkbE Ha MHTEPBEHIjaTa
DIALOG+ 11 3BelnTajoT 3a poLieHKa Ha cocTojbata BO LIEHTPHUTe Kajie Tpeballle 7a ce 3arouHe co MMITIEMeH-
THpatbe Ha MHTepBeHIjata. TTotoa, cobpanuTe ToJiaToIyM Oea MANMpaHy Ha paMKata passueHa ofl I pyrara
3a MMrieMenTanija Ha OtaBa, Koja BKydyBa 14 KOHTEKCTyamHu aTpuOyTi. Pesyrratite bea cyMupaHi BO
2 NOJIrPYIIHA, U Ce TIPUKAKAHHM KaKo arlIMTaTopy 1 Oapiepy 3a CTIpoBe[lyBarbe, CrieliMUHN 3a MeHTaT-
HO-3/[paBCTBeHKOT cricTeM Bo CeBepHa Maxrermoruja. Kapaktepuctikute Ha DIALOG+ (Iapoko mprmMeHBa
TICKXOCOLIMjaTHA MHTEPBEHIIMja) ce BO COMMIACHOCT CO COBPeMeHHUTe MPEeTIOCTABKI 3a TICXOCOLMjaTHA pexa-
OWTaIja Ha TaleHT! co nenxo3a. OTTYKa, MOKe Jia 3aK/IyunMe JIeKa TIPeTCTaByBa KOPUCHA ariaTka 3a
npoecHoHaIIITe BO CTIeTIeHhe 1 OCTBAPYBAkbE Ha BUCTMHCKATA BU3MjA U MUCKja HA OBHe YCTaHOBU. Toa Ke
VIM TTOMOTHe Ha MAlMieHTITe /] ce peMHTerpUpaaT BO OMIITECTBOTO, fjd CTAHAT OHE3aBUCHU U [1a TU MCKOPHC-
TaT CBOUTE 1eJI0CHH KarTAlUTeT! BO TIOTPAra o 37PaBCTBEHO U (DYHKIMOHATTHO KUBEHe.



Introduction

People with severe mental illness
within psychotic disorders, such as
schizophrenia, schizoaffective disor-
der, and bipolar disorder, can have a
wide range of symptoms. These dis-
orders can include hearing voices, de-
lusions, suspicion, withdrawal from
family and friends, mood fluctua-
tions!. In North Macedonia, but also
in other countries, stigma, discrimi-
nation and violation of human rights
of people with psychotic disorders
are very common. These psychotic
spectrum disorders usually last for
decades and pose a major health, so-
cial and economic burden to patients,
families, carers and society at large.
Otherwise, life expectancy is 15-20
years shorter than that of the general
population due to insufficiently diag-
nosed physical illnesses, poor access
to health care and more frequent sui-
cides!.

In our country, most of the patients
with psychotic disorders are main-
ly treated in psychiatric hospitals
where the treatment is largely fo-
cused on psychopharmacotherapy
and antipsychotic drugs, and the psy-
chosocial needs of the patients are
often secondary. The approach in the
Community Mental Health Centers,
which are seven in total and were es-
tablished with the last reform of the
mental health system which began in
2000, in cooperation with the World
Health Organization (WHO), is com-
pletely different. In these centers,
the psychosocial treatment is includ-
ed in the individual treatment plans
of each patient, as a complementary
part, together with the basic psycho-
pharmacological treatment.

This reform in our country is on a
positive path, approaching the orga-
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nized health systems in high-income
countries that provide a combination
of care, including medication and psy-
chosocial interventions, which helps
people affected by psychosis to lead
a productive life and integrate into
the society. However, low- and mid-
dle-income countries have neither
sufficient funding nor sufficient staff
to fully reform the mental health sys-
tem and provide such specialized ser-
vices to all patients with severe men-
tal disorders as those mentioned in
systems that are predominantly ori-
ented to providing services through
community mental health services?.
One way to accelerate health care
reform and improvement for this
group of patients would be to imple-
ment effective, low-cost psychosocial
interventions, which make existing
routine clinical examinations more
therapeutic.

When introducing such new special-
ized treatments in the community,
contextual factors must be taken into
account when assessing whether an
intervention is effective or not and
whether it leads to improvement in
clinical practice’. Context is defined
as a factor that is separate from the
actual intervention itself (both from
the patients receiving the interven-
tion and the clinicians delivering it),
but which may still contribute to the
success of the intervention*®. Adapt-
ing interventions to local contexts
is an essential part of pragmatic re-
search; unfortunately, implementa-
tion science cannot explicitly consid-
er how local contextual factors affect
the success of implementation®. This
leads to the implementation of in-
terventions being successful in one
context but failing in another®. To
increase the likelihood of successful
implementation, researchers need to



assess and explicitly address contex-
tual barriers and/or promote facili-
tators and reduce barriers to imple-
mentation’.

Description of the new digital in-
tervention DIALOG+ for improving
mental health

The IMPULSE project (Implementa-
tion of an effective intervention for
patients with psychotic disorders in
low- and middle-income countries
in Southeast Europe) aims to apply
and evaluate the effectiveness of a
new digital psychosocial interven-
tion in patients with psychosis in five
countries in Southeast Europe (North
Macedonia, Serbia, Montenegro, Bos-
nia and Herzegovina and Kosovo).
The intervention, called DIALOGH+, is
designed to increase the therapeutic
efficacy of routine clinical appoint-
ments to improve the mental health
of people with psychotic spectrum
disorders and thus improve the qual-
ity of life for patients. The basic el-
ements of DIALOG+ are structured
interviews using a tablet computer,
which assesses patients’ satisfac-
tion in 11 areas of their lives (mental
and physical health, work, leisure
activities, residence, partner/fami-
ly, friends, safety, medication, prac-
tical help and satisfaction from the
sessions). Then, with the help of the
clinician, the patient selects from
1 to 3 areas that will be further ex-
amined/resolved during the control
examination, through the approach
of solution-based therapy in 4 steps
(understanding the problem, looking
forward, research and agreement). At
the end of the session, an agreement
is made on the activities that need to
be completed between the sessions®.
Therefore, this new digital psychoso-
cial intervention is a solution-focused

therapy and patient-centered com-
munication, characterized by positive
reinforcement. It can be performed by
psychiatrists, psychologists and men-
tal health nurses who need to be ed-
ucated on how to perform the inter-
vention. The interaction between the
clinician and the patient during the
DIALOG+ session is characterized by
positive reinforcement, patient-ori-
ented communication and great pa-
tient involvement. More details about
the IMPULSE protocol were previous-
ly published®.

The aim of this study is to identify
the contextual attributes in North
Macedonia and their characteristics
relevant to the implementation of a
new digital psychosocial intervention
to improve mental health, called DI-
ALOG+. This research is the first of
its kind in North Macedonia due to
the analysis of contextual attributes
that may affect the effectiveness of
the intervention and its acceptability
in various settings of mental health
care.

Material and methods

Some of the data processed in this
paper are provided and analyzed by
the National Mental Health Strat-
egy 2018-2025'" and other relevant
accompanying documents from the
World Health Organization and ac-
tion plans, as well as through inter-
views with stakeholders (patients,
carers, clinicians and policy makers)
for their opinion before the intro-
duction of the DIALOG+ intervention
and the report on the assessment of
the situation in the centers where the
implementation of the intervention
should have started. The collected
data were then mapped to the frame-
work developed by the Ottawa Imple-
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mentation Group, which included 14
contextual attributes.! The results
are summarized in 2 subgroups, as
facilitators and barriers to implemen-
tation, specific to the mental health
system in North Macedonia.

The paper of Squires" describes the
contextual attributes and their char-
acteristics according to which we an-
alyzed and described the conditions of
the context, i.e. the barriers and facil-
itators for the application of the new
psychosocial intervention DIALOG+ in
North Macedonia. In total, this paper
describes 62 unique features of con-
text. They are grouped into 14 broader
attributes. The number of features in
each of them varies and that number
is not the same. To better understand
these attributes and their characteris-
tics, we will first give a brief descrip-
tion of each of them, and then present
our results obtained from the inter-
views and the report from the visits to
the places where the DIALOG+ inter-
vention should be applied.

1. Access to resources - This does
not necessarily mean the prox-
imity of such resources, but only
their accessibility or availability
in the broadest sense (e.g. phys-
ical space). The number of fea-
tures in this attribute is 14: time
and space as a resource, guides
and instructions, documenta-
tion, formal communication,
training and education, staff,
technology, expert support, on-
line resources, programs and
quality. Time as a resource is
considered in economic terms,
for e.g., how long it takes to com-
plete the tasks, how the staff re-
distributes the time in the work

+

schedule. Guides and instruc-
tions are then included to assist
physicians in making appropri-
ate health care decisions in pa-
tients’ specific clinical circum-
stances. Formal documentation
includes presentations, newslet-
ters, formal meetings, etc.

Structure of work - This attri-
bute includes 11 characteristics
of the structure of the workplace,
such as: time frame, continui-
ty and standardization of care,
teamwork, work overload, order
of work tasks, reminders, delega-
tion of tasks, schedule and shift
work- . So, this attribute com-
prises factors such as delegating
tasks between supervisors and
subordinates; schedule of shifts
and duties on call; sequence of
work tasks and procedures; and
workload management.

Patients characteristics - Attri-
butes to persons under medical
care or treatment refer to the
characteristics of patients being
analyzed as a group rather than
as individuals. This includes 2
attributes: demographics and
expectations, and patient prefer-
ences.

Professional role - This attri-
bute describes 7 characteristics
/ set of expectations, both for-
mal and informal, related to the
given clinical profession: clinical
skills, training for profession-
al role, conflicts, responsibility,
work autonomy, professional de-
velopment and code of ethics.

Culture - The inherited ideas,
beliefs, values and attitudes of a
group are grouped into 2 char-
acteristics of organizational cul-
ture and culture in general.
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11.

Object characteristics - These
characteristics are 7 in total (ob-
ject type, geography, volume,
atmosphere, general character-
istics of the object, size), i.e., in-
clude the type of facility (hospi-
tal, day care center, outpatient
clinic), the number of patients
cared for at that location, the
geographical location, and the
presence or absence of medical
personnel.

System features - 3 features (re-
source spending, record keeping
and logistics and coordination)
relevant to the health system op-
eration and clinical practice.

Characteristics of health pro-
fessionals - This code refers to
the characteristics of individ-
uals who are considered as a
group rather than as individuals;
thus, all subcodes considered for
inclusion here should be gener-
alized to the health profession-
al population (an attribute that
can potentially be measured and
summed up). They are grouped
in 2 characteristics: experience
and group composition.

Finance - Understandably, fi-
nance means cash income and
expenses (costs) related to clin-
ical work or institutional stan-
dards. These include 3 attributes:
financial incentives, financing
system and finance (general).

Collaboration - This code refers
to collaborative work (including
other organizations) and covers
only 1 feature.

Leadership - This code covers
3 characteristics, namely: role
modeling, mentoring and lead-
ership, primarily in the intro-

duction and application of some
new techniques and methods.

12. Evaluation - Evaluation involves
the systematic collection of infor-
mation about the activities, fea-
tures, and results of programs,
services, policies, or processes
in order to evaluate program/
process, improve effectiveness,
and/or inform future and devel-
opment decisions. It includes 4
features: general evaluation, or-
ganizational evaluation, audit
and patient evaluation.

13. Regulatory and Legislative
Standards - The 2 characteris-
tics of law and standard of prac-
tice or care are usually beyond
the control of healthcare organi-
zations.

14. Social influences - This code with
1 characteristic of social influ-
ences is a general level of social
knowledge and attitude towards
a certain clinical behavior or pro-
cedure, such as the case with the
stigma of mental illness.

Results

Analysis of data from available doc-
uments (state of mental health in
North Macedonia)

In North Macedonia, the Law on Men-
tal Health was adopted on October 13,
2005™. Article 7 in the second chapter
clearly states that persons with men-
tal disorders have the right to be pro-
tected from any form of harassment,
humiliation and discrimination. Arti-
cle 9 specifies that every person with
a mental disorder has the right to
undergo an optimal rehabilitation/
program that will improve his or her
mental health status.



According to the National Mental
Health Strategy 2018-2025'", prepared
by the Ministry of Health, the current
mental health system is character-
ized by insufficient psychosocial out-
patient services that are applied only
in community mental health centers,
few alternatives to hospital treat-
ment, lack of programs for promo-
tion, prevention and rehabilitation,
lack of family involvement and social
support, and lack of support and op-
portunities for people with mental
illness to live and join the communi-
ty. An organized mental health sys-
tem indicates slow development and
significant mental health challenges.

The health care of people with men-
tal health problems is performed at
all three levels - in the primary, sec-
ondary and tertiary health care. Men-
tal health care in primary health care
is the responsibility of selected phy-
sicians and they serve as “gatekeep-
ers”; they detect the problem and re-
fer patients to higher levels of health
care. The secondary level includes the
psychiatric counseling-specialist out-
patient services that operate within
the Medical Centers throughout the
country, as well as the Institutes for
Children and Youth in Skopje and
Bitola. Neuropsychiatric wards at 13
medical centers (within general and
clinical hospitals) throughout the
country provide secondary patient
care (wards provide hospitalization
to both neurological and psychiatric
patients). At the secondary level of
health care there are three special-
ized health institutions (PHI Psychi-
atric Hospital Skopje, PHI Psychiatric
Hospital Demir Hisar and PHI Psy-
chiatric Hospital “Negorci” Gevgelija)
through which the regionalization
and availability of health services is
obtained. The Psychiatric Hospital in
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Skopje was established in 1954. Its ca-
pacity includes 330 beds. Three Com-
munity Mental Health Centers are
organizationally linked to this psy-
chiatric hospital. Demir Hisar Psychi-
atric Hospital was established in 1956
and has a capacity of 375 beds. The
Center for Community Mental Health
in Prilep is organizationally connect-
ed with this psychiatric institution.
“Negorci” Psychiatric Hospital was
established in 1972 and has a capaci-
ty of 257 beds. Within this psychiatric
hospital there is one Center for Men-
tal Health Care.

In addition, there is only one psychi-
atric institution that covers the activ-
ities in tertiary mental health care,
and that is the University Clinic for
Psychiatry in Skopje that provides
hospital and outpatient services with
about 16,000 outpatient visits per
year. As part of the University Clin-
ic for Psychiatry in Skopje, there is
a day hospital - Center for extended
treatment in the community of pa-
tients suffering from severe mental
disorders, which provides complete
psychosocial and extended psycho-
pharmacological treatment for its
users. In addition to health care, the
Clinic performs educational and sci-
entific research activity, i.e., it is a
base for the Department of Psychi-
atry within the Faculty of Medicine
in Skopje at Ss. Cyril and Methodi-
us University in Skopje. The capaci-
ty of the Clinic in Skopje is 55 beds.
The outpatient services in the health
centers provide services mainly from
the medical-psychiatric aspect of the
treatment, without realizing any ef-
fects on the socio-rehabilitation plan.

As part of its support for the Ministry
of Health’s mental health reforms,
the World Health Organization



(WHO) Mental Health Project has
opened 5 Community Mental Health
Centers (CMHs) in Skopje - two, and
one in Gevgelija, Prilep and Tetovo,
between 2000 and 2004. The Ministry
of Health, financially supported by
the Regional Project of the Stability
Pact with the WHO, established the
sixth Community Mental Health Cen-
ter in Strumica at the beginning of
2004. Within the University Clinic for
Psychiatry, a Day Hospital for people
with psychosis has been established,
which functions as a Community
Mental Health Center, which makes
it 7 centers.

According to a document from 2011%,
there are 9.98 psychiatrists, 1.47 psy-
chologists, 0.83 social workers and
26.92 nurses per 100,000 inhabitants
in North Macedonia. According to
this, there are approximately 35 to
40 mental health professionals per
100,000 inhabitants. This assessment
should support the need to expand
human resources in relation to psy-
chiatric staff. Within the existing
Community Mental Health Center
only 20-50% of patients receive one
or more types of psychosocial inter-
vention compared to 100% of the re-
ceived treatment with psychotropic
drugs.

Users’ diagnoses also vary by facility
type: neurotic disorders are the most
common diagnosis in outpatient fa-
cilities and general hospital units,
while schizophrenia, schizotypal and
delusional disorders are the most
common among patients in psychi-
atric hospitals. The longest stay is in
psychiatric hospitals (57 days). Thir-
teen days is the average length of stay
in general hospital units. Psychotro-
pic drugs are available year-round in
mental hospitals as well as in psychi-

atric hospital units. The same drugs
are available in 91% of outpatient fa-
cilities.

Given that the best effect is achieved
when drug therapy is combined with
other forms of treatment, such as in-
dividual and group psychotherapy,
occupational therapy, rehabilitation
and psychosocial support of the in-
dividual and/or the whole family as
well as other forms, it is necessary
to develop and foster a combined ap-
proach to mental health. In North
Macedonia, in addition to psycho-
pharmacological therapy, the follow-
ing psychotherapeutic interventions
for treatment of schizophrenia are
recommended:

a) psychoanalytic psychotherapy;
b) cognitive-behavioral therapy (CBT);
c) psychoeducation;

d) rehabilitation (social skills training).

The National Health Insurance Fund
includes several psychosocial/psy-
chotherapeutic interventions in the
list of mental health care services
that are delivered free of charge to
all state institutions. In theory, and
as stated in the national guidelines,
they are offered as regular services,
and their implementation should be
performed as an outpatient service.
However, there is a large gap in prac-
tice, for two reasons: either there are
few certified professionals or some
types of psychotherapy are not cov-
ered by the fund and are therefore
not available to all patients.

The process of opening the Commu-
nity Mental Health Centers on the
whole territory is relatively slow and
there is still a lack of programs and
activities for social rehabilitation and



reintegration of people with mental
illness. DIALOG+ intervention is one
of the measures to improve mental
health services. Based on the assess-
ment of the factual situation with
mental health, the review of which
is given above, we will try in this pa-
per to present the facts according to
which psychosocial support would be
improved, especially in patients with
psychosis and bipolar disorder.

Analysis of interview data

Secondary data analysis was per-
formed using data collected prior to
the application of DIALOG+. The find-
ings from this data were coded on the
basis of context attributes developed
by Squires.

To assess the understanding of the
context, we conducted several inter-
views to find out the opinion of the
participants in each of the groups.
The new digital intervention was first
presented to all groups, followed by
focus group interviews. A transcript
was made of the recorded data which
was then processed. The groups were
as follows:

+ group of patients - 15 (8 male and
7 female),

+ group of clinicians - 12 (4 male and
8 female) (7 psychiatrists, 1 psy-
chologist, 2 nurses, 1 social work-
er and 1 special educator),

+ group of carers - 6 (6 females),

+ group of policy makers - 6 (6 fe-
males).

During the interviews, the interven-
tion was explained to the respon-
dents, and then they were asked
about the benefits, facilitators or bar-
riers to its application. The results for
each of the groups are given below.

8

The obtained data are explained in
detail, but also graphically shown in
Table 1 for easier monitoring of the
results.

Group of patients

Patients said that the use of tech-
nology (in the form of computer tab-
lets) during the examination would
be more optimal, more pleasant and
they would have the information in
front of them while talking. Accord-
ing to them, if the family would be
involved to some extent, it would
be good for the implementation of
the intervention itself, but also for
the activities between the sessions.
Family members would be a kind of
facilitator of change in the patients
and therefore it would be best to do
psychoeducation of all family mem-
bers of patients with mental illness
so that they would know how to rec-
ognize the deterioration of the con-
dition and accordingly seek help in
time. For that purpose, the patients
themselves think that they should
have guides and directions that they
would receive from the family doc-
tors for this intervention an3d in that
way they would be informed even be-
fore they come for the examination
and they would be properly prepared
for that.

They also think more frequent ses-
sions, greater availability of doctors
and greater media representation
as facilitators would help in better
implementation of the intervention.
Training and education of medical
staff would also be of great benefit to
the implementation of the interven-
tion.

They regard the culture of living and
the stigma surrounding mental ill-



ness, as well as religious affiliation as
barriers in the implementation of the
intervention. Then, they think that
the time for conversation should be
longer than now, if digital interven-
tion is applied. It means that the time
period given now in “My appoint-
ment” for one examination would not
be enough in case of application of
DIALOG+; therefore the time period
is considered as a barrier in the im-
plementation of the intervention.

Regarding the activities and tasks
that are given to them between two
sessions, they believe that our coun-
try does not offer enough activities.
For example, there are no support
groups, no jobs for this type of pa-
tients, etc.

Group of clinicians

Patients also think that there is a
shortage of medical staff, so that
would be another major barrier to im-
plementing the intervention. Some of
them also see the professional train-
ing of the staff as a barrier, because
they think that only psychiatrists
would have the appropriate skills
and are reserved for nurses or other
staff. Also, some patients are afraid
that the doctor-patient relationship
will be lost if too much time and at-
tention is paid to technology.

Clinicians assessed technology, com-
puter program objectification, ques-
tionnaire structuring of the session,
measurability of assessment, and
continuity of assessment as one of
the many advantages of applying this
intervention. For them, the prepara-
tion and education of professionals is
crucial, as well as the involvement of
nurses who can apply the interven-

tion while patients wait in the wait-
ing room. According to them, it is an
easy tool to learn and to work with
especially younger colleagues. The in-
volvement of family members is also
important. The choice of the patient
is important (demography), etc. It’s
the patient’s choice. A barrier would
be the lack of staff because the inter-
vention is applied one by one. Due to
that, there would be a lack of time
and space. Clinicians also see a fi-
nancial problem - as the examination
would cost more, and those from oth-
er cities would have to pay more for
the trip. According to them, there is a
need for reorganization of the psychi-
atric service and greater involvement
of social services, psychoeducation
of the family and its involvement, as
well as a multidisciplinary approach.

Group of carers

They think that they need psychoedu-
cation. Then, financial help is need-
ed, and maybe a patronage service
that will visit them at home. The
culture of behavior is also important
to them. The lack of small groups, as
well as patients, share the opinion
that the state needs to support small
groups to support these patients, ei-
ther for socializing or for work. In-
volvement of the intervention in the
first stages of the disease, and not in
the more advanced stage, would lead
to a faster improvement of the con-
dition.

Group of policy makers

According to them, the benefit of im-
plementation would be that it guaran-
tees the same approach to all clini-
cians. Digital documentation would
be a greater value and advantage. It is
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important to inform both clinicians
and patients of the existence of such
an intervention. They suggest having
guides for “My appointment” entry
and approaching world standards
of psychiatry. To make changes and
during the studies to introduce the
students to the new way of examina-
tion and the doctor’s approach to the
patient. According to them, the useful
thing is that the software is free and
available. In that way, there would
be a need to open daycare centers
and homes for support or residen-
tial homes (which is one of the future

tasks of the mental health strategy).
Barriers to implementation would be
the limited activities that the doctor
can help with. Reliability of informa-
tion received from patients. (Nurses
have said the same thing and suggest-
ed another scale for a more objective
simultaneous assessment by them
and by the clinicians).

No multisectoral connection.

*

+ Resistance to innovations in prac-
tice by clinicians.

+ The time required for the exam-
ination.

Table 1. Attributes mentioned on the interviews

Attribute and Feature

Subgroups clinicians

patients caregivers Policy makers

I. Resource Access

1. Time as a resource

2. Guidelines

3. Documentation

4. Proximity

5. Resource quality

6. Formal communication

7. Organizational training and
education

8. Staff

9. Space as a resource

10. Technology

11. Expert support

12. Programs

13. Online resources

14. Team educator

I1. Work structure

1. Timeframe

2. Continuity of care

3. Standardization of care

4. Team work

5. Reminders

6. Work load

7. Delegation of tasks

8. Order of work tasks
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9. Work tempo

10. Scheduling and shift work

11. Patient wait times

III. Patient characteristics

1. Patient demographics

2. Patient expectations and prefer-

ences

IV. Professional role

1. Clinical skill set

2. Professional role training

3. Job autonomy

4. Conflict

5. Professional development

6. Accountability

7. Code of ethics

V. Culture

1. Organizational culture

2. Culture (general)

VI. Facility characteristics

1. Type of facility

2. Geography

3. Size

4, Volume

5. Atmosphere

6. Facility characteristics (general)

7. Religious affiliation

VII. System features

1. Resource waste

2.Logistics and coordination

3. Record-keeping

VIIL. Healthcare Professional
Characteristics

1. Experience

2. Group composition

IX. Financial costs

1. Financial incentives

2. Funding system

3. Financial (general)

X. Leadership

1. Role modeling

2. Mentorship

3. Champion

XI. Collaboration
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1. Social interactions

XII.  Evaluation

1. Evaluation (general)

2. Audit

3. Organizational evaluation

4. Patient evaluation

XIII. Regulatory or Legislative
standards

1. Legal

2. Standard of practice or care

XIV.  Societal influences

1. Societal influences (general)

On-site condition assessment analysis

In analyzing the data obtained from
the on-site assessment carried out
during the visit by a responsible per-
son in charge of Queen Mary Uni-
versity of London, we obtained the
following attributes and their corre-
sponding characteristics:

1. Access to resources

+ Number of clinical staff in the
service

+ Internet (under technology)

+ Where will a study meeting be
held between patients and clini-
cians?

+ Identified dedicated meeting
space

2. Working structure
+ Type of service

+ Do patients in the service see
the same clinicians at the pa-
tients meeting?

+ Duration of routine meetings
(average)

+ Type of therapy

3. Patient characteristics
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+ Number of patients with psycho-
sis observed in the previous year

+ On average, how often do pa-
tients with psychosis see each
other at routine appointments

4. Features of the building
+ Type of service

+ Number of patients recorded in
the previous year

5. System features
+ Preservation of medical records
6. Evaluation

+ Organizational readiness

Discussion

The idea of this paper was to analyze
the attributes of the context in North
Macedonia regarding the implemen-
tation of a new digital instrument/
mental health intervention that can
be used in everyday practice and to
change the doctor-patient commu-
nication. The difference in the appli-
cation of this intervention is that the
quality of life of the patient is devel-
oped and seen.

Patients have the right to be actively
involved in the design of their treat-



ment plan, along with its implemen-
tation. They also have the right to
participate in the recovery and reso-
cialization planning process, while
respecting their needs and abilities.
The health system of North Macedo-
nia is obliged to follow these princi-
ples.

DIALOG+ directly addresses these
requirements by offering client-cen-
tered treatment and active patient
involvement through a “four-step ap-
proach”. Because it is a time-saving
intervention, DIALOG+ has a great
potential to help overcome problems
(e.g., lack of time, work overload, etc.)
resulting from the low ratio of men-
tal health professionals/residents.

All countries have community men-
tal health centers, but they generally
do not operate independently of hos-
pitals. In addition, the hospital-based
approach is still dominant, especially
given the existence of many hospi-
tals specializing in the treatment of
psychiatric disorders. The charac-
teristics of DIALOG+ (widely applica-
ble psychosocial intervention) are in
line with modern assumptions about
the psychosocial rehabilitation of pa-
tients with psychosis. Hence, it can be
a useful tool for professionals in mon-
itoring and realizing the true vision
and mission of these institutions. It
will help patients reintegrate into so-
ciety, become more independent and
use their full potential in the pursuit
of healthy and functional living.

First, it empowers patients in the
community in terms of their satisfac-
tion with life and social functioning.
Second, it promotes and encourages
the involvement of carers and other
community members in the process
of psychosocial reintegration of these
patients.

In a study conducted in the United
Kingdom, Spain, the Netherlands,
Sweden, and Switzerland®“ DIALOG+
proved to be an effective psychoso-
cial intervention. If DIALOG+ proves
to be an effective intervention (i.e.,
if it proves beneficial for patients in
low- and middle-income communi-
ties), it is likely to be recognized and
approved by national health insur-
ance funds in low- and middle-in-
come countries.

Contextual implementation facilita-
tors that emerged from our analysis
are the following:

+ the use of technology and data
storage on tablets

+ objectification through a comput-
er program

+ structuring the session through
the questionnaire

+ the measurability of the assess-
ment

+ continuity of assessment
+ involving family members

+ preparation of guides and guide-
lines for patients, but also for cli-
nicians

+ more frequent sessions, greater
availability of doctors and greater
media coverage

+ training and education of medical
staff

+ involvement of other clinicians in
the intervention (for e.g., nurses).

Contextual implementation barri-
ers that will need to be bridged are
the following:

+ culture of living and stigma
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+ longer talking sessions

+ lack of sufficient activities to be
offered to patients

+ lack of medical staff,
+ professional training of staff

+ loss of doctor-patient relationship
if too much time is devoted to
technology

+ lack of staff
+ lack of time and lack of space
+ financial problem

+ reorganization of the psychiatric
service

+ greater involvement of social ser-
vices.

The basic skills of someone who
would work with DIALOG+ should be
patience and trust, confidentiality.
There is a structure to the interview,
and if we stick to the structure, then
we will really take the time to ask
questions to people who have prob-
lems and who have come to discuss
their problems. In particular, it does
not matter if the ranking will be 2
or 4 at the moment and then it will
be 3. It does not matter at all, but it
is important to conduct a conversa-
tion and find a solution that will be
considered. Therefore, this therapy
is aimed at finding a solution. The
clinician will suggest an activity; the
patient will have to suggest an activ-
ity. We, of course, will not be able to
solve all the problems, but if we stick
to this structure, we will be able to
have more domains that people can
talk about.

The most important thing is that cli-
nicians put all life segments in the
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direction of diagnosing, treating and
monitoring the whole process. DIA-
LOG+ will monitor all these 11 seg-
ments of life that are related and if
a smaller part is solved, the remain-
ing cubes will be like a domino effect.
Therefore, this domino effect in most
cases would have a positive outcome
for both patients and clinicians who
will learn a more comprehensive ap-
proach. Therapists will be upgraded
in their domain, and patients will
gain that trust and respect in order
to get the most out of this. This inter-
vention ensures that the 11 domains
of life and treatment are constantly
addressed and that patients’ attitudes
and priorities are always taken into
account®. This is likely to increase
awareness of patients’ attitudes and
their changes over time, resulting in
care that reduces unmet needs and
increases patients’ quality of life and
satisfaction with treatment!®. Some
authors expect and suggest that pa-
tients’ quality of life may improve
even when symptoms do not show
significant changes' 8.

If applied at the secondary level, an
information campaign will be re-
quired. The directors, i.e. the man-
agement of the health institution,
will have to lobby for the workers and
their employees to use that tool more
often. Training of other medical pro-
fessionals, logistical support (tablet
service) will also be required. Patients
would prefer this intervention take
place in the outpatient services of
the community, than in the hospital
conditions and because of the stigma
not to be seen, but also because of the
faster and closer availability of Men-
tal Health Centre.



Conclusions

DIALOG+ training should be included
in the continuous professional devel-
opment of clinicians, to have online
tutorials, to organize additional ac-
tivities with patients who use DIA-
LOG+, to distribute a brochure to
introduce the tool to patients (such
a brochure already exists), to involve
family members in the intervention,
support from the association of psy-
chiatrists and support from the Min-
istry of Health.

Here are some of our recommenda-
tions for better implementation not
only of this new digital psychosocial
intervention, but also for the imple-
mentation of some new interventions
to improve mental health in the fu-
ture:

® Application at all levels and elec-
tronically documented patient re-
cord.

® As one of the basic aspects of DIA-
LOG +, it is a step forward in terms
of encouraging the use of technol-
ogy in health care in our country.

® Access to information in order for
clinicians to know how to use it
and access to the application and
eventually enable some systems to
have easier access.

Self-evaluation for patients.

Upgrading a system that may al-
ready be obsolete, and already with
the help of new technologies allows
you to save resources and time.

® Appropriate psychoeducation and
technical support for practical ap-
plication of the intervention.

® Systematized scientific research
work.

® Financial assistance is necessary
because the implementation of
services depends on providing tab-
lets, phones and computers dedi-
cated to this type of intervention.

® The long-term effects would be to
reduce symptoms, reduce relapse
and improve the quality of life of
our patients.

® Due to the nature of the inter-
vention, which requires technical
knowledge and operation of ap-
plications on tablets and smart-
phones, we expect younger doc-
tors, psychologists and nurses to
be the first ones to accept the ser-
vice in their daily practice.

® The selection of the patient pro-
file is aimed at the younger popu-
lation who is technically and digi-
tally more prepared to accept this
type of intervention that includes
working on applications on a tab-
let or smartphone.

® These contents should be part of
the continuous medical education
and should be appreciated and
evaluated and in the process of re-
newing the licenses there should
be a mandatory number of hours
in which the technique would be
mastered.

® [ts usage to be covered by the
health insurance fund.
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