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INTRODUCTION

This volume represents the third in the series “Advances in Psychiatry”, an initia-
tive of the scientific sections of the World Psychiatric Association. It is composed of
update reports on the progress achieved in the scientific area covered by each partici-
pating WPA scientific section. The previous two volumes have been very well received
not only by the WPA components but also, more broadly, by our colleagues and other
mental health professionals internationally. There is a reason for this good reception.
In our days it is difficult to follow the very fast pace of evidence-based input. The busy
clinician or researcher does not have the time to keep pace with recent developments. It
is therefore necessary to have access to condensed information by reliable and knowl-
edgeable experts in the field. And who can be more suitable for such a task than the
scientific sections of a world psychiatric organization?

The previous two volumes have been edited by the then WPA Secretary for Sec-
tions Prof. George Christodoulou. In this volume, in addition to George Christodou-
lou, Prof. Miguel Jorge, the present WPA Secretary for Sections and Prof. Juan Mez-
zich, the Immediate Past President of the WPA have collaborated.

The Editors of this volume would like to warmly thank the Chairs or representatives
of the 29 WPA scientific sections who have produced updates and whose contributions
are included in this volume. Their contribution is perceived as an offer to the interna-
tional scientific community. We would like to comment all of them for their excellent
collaboration, patience and dedication. We would also like to thank the Administra-
tive staff of the Hellenic Psychiatric Association and especially Ms Helen Gretsa, the
chief administrator, Ms Electra Christodoulou, the daughter of one of us and friend of
the other two, for the beautiful cover of this volume and Pharmaserve Lilly and espe-
cially Mr Dionysios Filiotis and Mr Yiannis Voudigaris for an unrestricted grant that
has made the preparation of this book possible. Lastly, we want to thank Beta Medi-
cal Publishers in Athens and especially Ms Natasa Vasilakou for their excellent col-
laboration and care.

In one of our previous volumes the then WPA President expressed the hope that
this series of volumes would eventually become a tradition in the WPA. This, indeed,
seems to have become the case and the editors of this volume are very proud of having
contributed to this noble scope.

George Christodoulou
Miguel Jorge
Juan-Enrique Mezzich

The views expressed in this book are those of the authors and do not necessarily reflect
WPA policy.
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History of Psychiatry
Recent Advances

Paul Hoff
Section on History of Psychiatry, World Psychiatric Association

In volume II of “Advances in Psychia-
try” I argued that, in comparison to oth-
er fields of psychiatric research, history
of psychiatry, on the one hand, is more
heterogeneous and, on the other hand,
has still generally not been accepted as
practically relevant (Hoff 2005). How-
ever, in the last years, the positive ten-
dency to broaden and intensify history
of psychiatry's impact continued: One
might even be so optimistic as to say that
the disadvantage of being so heteroge-
neous and complex, could be turned into
an advantage since —in the best case— au-
thors of different scientific perspectives
could contribute to a deeper interdisci-
plinary understanding of psychiatry in all
its individual, social and political dimen-
sions. In this brief overview I will men-
tion some of these recent developments.

The complexity of the processes lead-
ing to the conceptual shaping of the psy-
chiatric world and the founding of mental
hospitals in the 18th and, predominantly,
19th centuries is explicitly acknowledged
and studied intensively. Many authors

emphasize that new methodological ap-
proaches or new combinations of meth-
ods are needed to address this complex-
ity adequately (Bivins 2007, Engstrom &
Weber 2007). Emil Kraepelin has, once
again, drawn a lot of attention on him-
self and his nosological concept of nat-
ural disease entities and the dichotomy
between “dementia praecox” (schizo-
phrenia) and manic-depressive illness.
This is a result of his outstanding influ-
ence on the debate on psychiatric nosol-
ogy and diagnosis right until today. And
the controversy whether or not his dichot-
omy is still justified again demonstrates
the practical relevance of the historical
perspective (Bentall 2006). The discus-
sion on the boundaries of bipolar disorder
implies historical arguments, too (Akis-
kal 2006, Shorter 2007).

Nosological topics are continuously
present in historical publications, e.g. the
thoughtful analysis on Kahlbaum's ap-
proach by Berrios (2007) or the present
author's paper on the concept of delusion
with special emphasis on its forensic con-
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sequences (Hoff 2006). In 2008, we cel-
ebrated the 100th anniversary of Eugen
Bleuler's talk at the Annual Meeting of
the German Society of Psychiatry in Ber-
lin, precisely on April 24th, 1908, where
he first introduced the term “schizophre-
nia” to the psychiatric community as a
more appropriate alternative to “demen-
tia praecox”. Two years before, Christian
Scharfetter (2006) gave a thorough and
personal overview and interpretation of
Eugen Bleuler's life and work.

“Medicalization of psychiatry” is an-
other area of debate, but the positions
sound familiar: Thomas Szasz's (2007)
repeated critique, addressing mainly the
aspect of coercion, but also nosological
issues, contrasts to Shorter and Healy's
(2007) positive historical analysis of ther-
apeutical benefits of ECT. And this leads
to the field of diagnosis where the opti-
mistic commentaries in earlier years on
the advantages of operationalized di-
agnoses like in ICD 10 or DSM IV are
not seldom replaced by sceptical, some-
times even radically critical views: An-
dreasen (2007) draws a line from DSM
to what she calls the “death of phenom-
enology” in the sense of a differentiated
descriptive psychopathology. As a result
of such scepticism, others call for a more
subtle theoretical debate in the develop-
ment of DSM V (Kendler et al 2007).
The term “phenomenology” is still used
in many different ways in the literature
which creates constant misunderstand-
ings. As opposed to Andreasen, Mishara
(2007) refers to the Husserlian and exis-
tential perspective in his critique of what
he calls “neophenomenology”. This de-
bate, too, is ongoing (Sass & Parnas 2007,

Thomson 2007), and will strongly de-
pend on the proper understanding of his-
torical concepts.

The two central questions of psychi-
atric nosology —where to draw the lines
between mental health and illness on the
one hand and between different types of
mental illness on the other hand— have
been debated since psychiatry emerged
as a scientific medical field in the late
18th century. Today, authors critizise the
tendency to increase the number of psy-
chiatric disorders within the diagnostic
manuals, thus turning “normal” phenom-
ena like anxiousness or mild depressive
states into disorders or even illnesses
(Horwitz & Wakefield 2007).

It is, no doubt, a good sign for such
comparatively small scientific fields as
history and philosophy of psychiatry that
in recent years several remarkable text-
books were published, demonstrating the
activity and broadness of the topic (Ben-
nett & Hacker 2003, Bennett et al 2007,
Kendler & Parnas 2007, Wallace & Gach
2007). And yet another very active field,
linking theoretical, historical and practi-
cal aspects, has to be mentioned: ethics in
psychiatry. Especially the future role of
neurobiological factors is debated wide-
ly and controversely, one result being the
emergence of the new field of neuroethics
(Dunn et al 2006, Murphy & Illes 2007).
However, naturalisation of ethical issues
in all its facets is not a new approach:
Many leading figures in 19th and ear-
ly 20th century psychiatry went into the
very same direction, e.g. Eugen Bleuler
and Emil Kraepelin, although more or
less theoretically or even frankly spec-
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ulating, since solid neurobiological data
were not available.

What is the relationship between the
person and his or her (neuro-)biologi-
cal status? This core question for quite a
number of scientific fields including, of
course, psychiatry, has also been explic-
itly addressed by the World Psychiatric
Association (WPA) in recent years: The
Institutional Program for Psychiatry of
the Person (IPPP) tries to define and es-
tablish person-centered approaches in

psychiatry, in general, and in psychi-
atric diagnosis, in particular (Mezzich
2006). And for this demanding project,
too, we strongly depend on the histori-
cal perspective.

In conclusion, in recent years we did
see a substantial number of interesting
and promising advances in history of
psychiatry - a field of research, howev-
er, that cannot (and should not) be neatly
separated from philosophical, ethical and
psychopathological issues.
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Recent Developments in Psychiatric
Epidemiology and Mental Health

James C. Anthony, Mirjana Radovanovic, Prashanti Mainampally

Section on Epidemiology and Public Health, World Psychiatric Association

Introduction

Reflecting upon recent substantive de-
velopments coming out of psychiatric ep-
idemiology and public health, we orga-
nized exemplary advances in terms of
five main rubrics: (1) Quantity, (2) Lo-
cation, (3) Causes, (4) Mechanisms, and
(5) Prevention and Control, with method-
ological advances attached to each rubric.
Citation impact analysis helped guide se-
lection of examples; this approach ne-
glects some developments. When ne-
glected work comes to light, it will be
noted in a future volume of “Advances in
Psychiatry.”

Quantity

Under this rubric, epidemiologists seek
to quantify how many individuals are af-
fected or are becoming affected by dis-
turbances of ill-health. Twenty-five years
ago, Kramer predicted no turning back
the tide of a 20th century global pandem-
ic of chronic diseases, which includes
chronic neuropsychiatric disturbances

(Kramer 1983). From Ernest Gruenberg’s
perspective, this global pandemic may be
counted as one of public health’s “failures
of success,” by which he meant an unin-
tended bad after-effect of a prior good ef-
fect (Gruenberg 1977). In this instance,
improved public water sanitation thwart-
ed infant-killing infections; longevity in-
creased, and more of us have been sur-
viving into the decades of life when the
chronic conditions take hold (Gruenberg
1977).

Following up, Christopher Murray,
Alan Lopez, and the Global Disease
Burden Project team (GDB) have high-
lighted the still-growing importance of
four groups of neuropsychiatric condi-
tions now entering the top GDB ranks,
as measured via Disability-Adjusted Life
Years (DALYs): (1) unipolar depression
and related affective conditions, (2) neu-
rodegenerative conditions such as Al-
zheimer’s type dementias and vascu-
lar dementias, (3) alcohol dependence
as well as alcohol-attributable morbidi-
ty and mortality (e.g., car crashes, homi-
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cides), and (4) drug dependence as well as
intentional poisonings and other drug-at-
tributable morbidity and mortality (http:/
www.who.int/healthinfo/bodabout/en/in-
dex.html)

The DALYs, as indices of global dis-
ease burden, count up the number of
healthy years lost to premature death and
to health-related disablement, and can be
used as a gauge of our failure to achieve
an ideal condition of no premature deaths
and no disablement. Based upon recent
GDB analyses completed by Loncar and
Mathers (2006), in 2002, the world popu-
lation experience included a total of just
under 1,500,000,000 DALYs. Their anal-
ysis of the causes of DALYs placed ma-
jor depression and related affective dis-
turbances in the 2nd rank world-wide,
just below HIV/AIDS-related condi-
tions and just above road traffic crashes
(a large proportion of which are attrib-
utable to driving under the influence of
ethanol). As now evaluated, these three
conditions account for 5.7%, 12.1%, and
4.2% of the total DALYs, respectively.
Cerebrovascular disease is ranked sixth
(3.9% DALYs5), just after perinatal condi-
tions (4.0% DALYs).

Neuropsychiatric conditions, as a group
(including unipolar depression), now ac-
count for a total of 192,480,000 DALYs,
roughly 12 percent of the total DALYs,
but this count does not include intoxica-
tion-related crashes, self-poisonings, or
sequelae of violence (Mathers & Loncar
20006). In addition, to the extent that to-
bacco smoking is regarded as a neuropsy-
chiatric and behavioral disturbance, driv-
en by an underlying substrate of tobacco
or nicotine dependence, one might move
the neuropsychiatric conditions to top

10

of the list of causes of the current global
burdens of disease —because of the over-
whelming tobacco-attributable burdens,
which would be eliminated under ideal
conditions— e.g., via effective treatment
of tobacco dependence syndromes.

In recognition of a need for refinement,
the GDB Project continues its work. New
DALYs estimates should lead to a re-ap-
praisal of the relative contribution and
ranking of neuropsychiatric conditions,
before the next “Advances” volume ap-
pears. These refinements will incorpo-
rate the newest estimates from the World
Mental Health surveys and other impor-
tant investigations that build from early
methodological contributions by mem-
bers of this WPA Section (e.g., see Wing
et al 1990, Jenkins et al 1997 Korten &
Henderson 2000, Ferri et al 2005, Grant
2006, Kessler et al 2007, Ormel et al
2008).

Location

Under this rubric of epidemiology, we
seek to identify subgroups of population
experience within which people are more
or less likely to become cases of neuro-
psychiatric conditions of greater or less-
er importance. Here, “importance” might
be gauged by the numbers of individuals
who are affected at any point in time (i.e.,
“point prevalence” estimates), by onsets
of new cases (e.g., “incidence” or “risk™),
or by a composite index (e.g., DALYs).

During the past several years, the most
highly cited publications under this ru-
bric of epidemiology are from the just-
mentioned World Mental Health surveys
(WMHS), conducted in more than 20
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countries with representative samples of
non-institutionalized adults (e.g., see re-
cent work by Kessler et al 2007, Ormel
et al 2008). Surveys of this type comple-
ment the GDB findings and identify im-
portant variations in subgroups defined
by country-level economic development.
Among the countries studied to date,
within the less-developed countries of the
world, an estimated 76—85% of seriously
affected mental disorder cases had a high
level of unmet need for treatment servic-
es. By comparison, only 35-50% had un-
met need in the more developed countries
(WMHS Consortium 2004).

Economic development enters the
GDB picture under the rubric of “lo-
cation”, where passage of time, year by
year, permits a subgrouping of human ex-
perience. Consider epidemiological esti-
mates on tobacco-caused deaths. Glob-
ally, each year from 2000 and 2005,
tobacco smoking caused an estimated
five million deaths, many due to untreat-
ed tobacco dependence syndromes. It is
in the low-middle income countries that
most of these deaths are occurring; the
high-income countries account for few-
er than 2 million tobacco-caused deaths
each year. By 2030, the global projection
is for 8 million tobacco-caused deaths;
most of the increase will be experienced
by populations in the low-middle income
countries (Mathers & Loncar 2006). Pas-
sage of time also helps index risk of men-
tal disorders experienced by successive
birth cohorts, and there is some epide-
miological evidence of increasing risks
among the more recently born birth co-
horts in many countries of the world (e.g.,
see Kessler et al 2007).

Causes

Under epidemiology’s rubric of
“causes”, the most provocative recent ad-
vances have come at epidemiology’s in-
tersection with genetics and genomics
research. Early progress was made via
family history research, twin studies, and
single candidate gene or haplotype explo-
rations, with special added value when
genetic epidemiology has shed light upon
the environmental causes of neuropsy-
chiatric disturbances and upon the many
possibilities for gene-environment inter-
action. In recent years, the rapidly evolv-
ing technologies of candidate gene and
genome wide association research have
been yoked with epidemiological sam-
pling and long-term follow-up research
on the human experience (e.g., see Lew-
is et al 2003). One domain of highly cited
work involves associations linking risk of
depression back to genetic substrates for
the central serotonergic system. These as-
sociations might represent a more gener-
ic susceptibility trait rather than a depres-
sion-specific trait, and might have causal
importance in relation to modulation of
adverse life events (e.g., see Caspi et al
2003, Eaton et al 2008). Forward prog-
ress and clear interpretation of the rapid-
ly mounting evidence at this intersection
will require re-alignment of research par-
adigms and methods under this rubric,
with greater attention to the varying lev-
els of biological and psychological com-
plexity (Kendler 2005). In time, these re-
alignments will meet up with psychiatric
epidemiology’s more traditional intersec-
tions with social science theory about the
causes of mental disorders in general and
migration in particular (e.g., see Link &
Phelan 1995).
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Mechanisms

Psychiatric epidemiologists have made
noteworthy contributions to our under-
standing of the natural history and clinical
course of neuropsychiatric and behavio-
ral disturbances, as well as other longi-
tudinal linkages of states and processes
that lead toward onset of these distur-
bances, subsequent comorbidities or dis-
abilities, and response to treatment (e.g.,
see Hafner et al 1993, Kessler et al 2005,
Cooke et al 2007, Ormel et al 2008). Due
to space limitations, we cannot review all
recent advances under this rubric, but we
highlight a re-appraisal of research ap-
proaches used to study “recovery” from
episodes of psychiatric conditions as an
important new direction for epidemiolog-
ical research under this rubric (Lieber-
man et al 2008).
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Introduction

Looking back at the report on schizo-
phrenia in the second volume of “Advances
in Psychiatry” issued in 2005, it is evident
that some of the perspectives announced
then have made tremendous progress, like
research into psychosocial interventions,
the further characterisation of the role of
some of the genetic risk factors, and re-
search into cognitive dysfunctions in
schizophrenia. Some hopes of 2005 have
not yet been fulfilled, like the development
of antipsychotic drugs with novel mecha-
nisms of action, or the coming into clinical
reality of pharmacogenomics-informed in-
dividualized treatment decisions (the latter
aspect having been scholarly reviewed by
Bondy and Spellmann 2007). Other fields
which were barely mentioned in the last
edition like the reclassification of psychot-
ic disorders have gained in importance.
Thus, it appears timely to reassess new
developments and treatment issues for
this edition of “Advances in Psychiatry”.
For further reading, the interested reader
may refer to a comprehensive review by
Tandon and coworkers listing the “facts”
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known about schizophrenia (Tandon et al.,
2008a). For the sake of brevity, any selec-
tion of topics for our review is subjectively
biased and we wish to ask those of our col-
leagues whose contributions could not be
included for forgiveness.

Classification

The classification of schizophrenias
and related disorders has received much
attention in the last three years due to
the commencement of the revision pro-
cess of the current psychiatric classifica-
tion systems ICD-10 and DSM-IV. The
novel classification systems ICD-11 and
DSM-V are scheduled to become avail-
able by the year 2014. The development
process of DSM-V has started somewhat
earlier and resulted first in a monograph
detailing a research agenda for DSM-V
in 2002 followed by a series of interna-
tional research conferences sponsored by
the American Psychiatric Association,
the American Psychiatric Institute of Re-
search and Education, the National In-
stitutes of Health and WHO from 2005
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until 2007. Short summaries of the con-
ference proceedings can be found on the
internet (www.dsmv.org). One of these
research conferences held in February
2006 dealt with the question of “Decon-
structing Psychosis” and focused on the
future classification of schizophrenia and
affective disorders. The scientific results
have been published in a series of articles
in Schizophrenia Bulletin (Tamminga &
van Os 2007) and reflect the state of the
art in schizophrenia diagnosis and clas-
sification. The major topics covered were
genetic and neuroimaging findings, endo-
phenotype research, questions of the di-
mensionality of schizophrenia symptoms,
and classificatory aspects such as the nec-
essary duration of symptoms to warrant
a diagnosis of schizophrenia. It was dis-
cussed that classification systems may
have to be different for research and for
clinical everyday use purposes, and that
the time criterion should be harmonized
between ICD-11 and DSM-V. A vote at
the Schizophrenia Research Conference
in Colorado Springs in April 2007 result-
ed in a split decision when experts were
asked whether the diagnostic construct of
schizophrenia should be retained or re-
moved in DSM-V. Suggestions included
reclassifying schizophrenia into a “Gen-
eral Psychosis Disorder” group or renam-
ing it “dopamine dysregulation disorder”.
Some experts suggested to retain the di-
agnostic class per se, but to further sub-
divide it into clinical syndromes, or to
amend the clinical criteria with an extra
set of research criteria. In the meantime,
the APA is forming the disorder-related
workgroups which will review the scien-
tific evidence for changes of the diagnos-
tic criteria used in DSM-IV. Among those
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workgroups, a “psychosis group” will be
in charge of the schizophrenia chapter.

The World Health Organization has also
installed workgroups for the revision pro-
cess of ICD-10 including a Mental Health
Topic Advisory Group chaired by S.E.
Hyman (Cambridge, Mass., USA). To as-
certain the scientific input of various lan-
guage areas of the world, a “Global Sci-
entific Partnership Network™ chaired by
N. Sartorius (Geneva) was formed by the
WHO to review the international experi-
ence and evidence with the mental disor-
ders chapter of ICD-10. It will also allow
non-psychiatric experts to provide scien-
tific evidence for the revision process of
the mental disorders chapter.

At the time of writing, it is still an open
question if and in how far the scientific
evidence warrants a reclassification of
the diagnostic group of schizophrenia.
The respective workgroups will have to
deal with a range of difficult questions,
for example whether novel genetic, neu-
roimaging or psychophysiological find-
ings are solid enough to be included in
the DSM-V classification of schizophre-
nia. We will address some of these issues
in the ensuing units.

Genetic factors

A large number of genetic polymor-
phisms has been identified in a range of
genes associated with the development
of schizophrenia, with many studies fo-
cusing on genes with a known role in the
central nervous system like catechol-O-
methyltransferase (COMT), neuregulin-
1, dysbindin and Disrupted in Schizo-
phrenia-1 (DISC-1). For all these genes,
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biological plausibility indicates but does
not prove a role in the etiopathogenesis
of schizophrenia. The absolute contribu-
tion of each of these genes appears small,
accounting only for a minority of cases.
Also, disease-related polymorphisms of
such risk genes are also found in healthy
controls, albeit at a lower rate. The first
recently published results from genome-
wide association studies have not signifi-
cantly changed this picture, rather adding
to the complexity of genetic associations
found in schizophrenia. However, many
more study results may be expected in
the next months and a Psychiatric Ge-
nomewide Association Study Consor-
tium was formed to conduct high-quality
meta-analyses of schizophrenia and oth-
er psychiatric disorders, hopefully shed-
ding light into a methodologically highly
demanding, but also very promising field
of research. We and others suggested that
based on the genetic findings obtained so
far, the dissection of syndromes of psy-
chosis into “modular” endophenotypes
with specific neurophysiological under-
pinnings may be warranted (Gaebel et al
2006, Owen et al 2007).

Environmental factors

A variety of extrinsic factors like in
utero infections, malnutrition, substance
abuse (especially cannabinoids; reviewed
by DeLisi 2008), childhood traumatic ex-
periences and malnutrition seem to play
a role for the manifestation of psychotic
disorders —not just schizophrenia— in in-
dividuals predisposed due to only part-
ly known genetic factors. These environ-
mental factors also seem to underlie the
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increased risk of psychotic disorders ob-
served in migrant populations.

Recent data indicate that such concepts
may also begin to shed light on the patho-
physiology of childhood trauma in the
pathogenesis of schizophrenia and on the
time lag between the exposure to envi-
ronmental hazards and the clinical man-
ifestation of psychotic disorders. Animal
studies show, for example, that intrauter-
ine infections may have behavioural con-
sequences only later in adult life, that
there appears to be a complicated net-
work of cytokines which mediates such
effects, and that the timing of viral expo-
sure is of central importance (Meyer et al
2008). However, further studies are need-
ed to confirm the causal role of childhood
trauma and other environmental factors
in schizophrenia.

Neuroimaging, psychophysiology,
endophenotypes and cognitive
functions

Structural brain imaging data show
that degenerative-like changes occur in
schizophrenia affecting the brain vol-
ume, but also more specifically white
matter tracts probably leading to dis-
turbed structural and functional con-
nectivity between ‘“network nodes”
or “brain modules”. Variants of genes
like Brain Derived Neurotrophic Fac-
tor or COMT have been linked to altered
brain function as detected by function-
al magnetic brain imaging studies. Al-
though these studies are still in their in-
fancy, they may pave the way to novel
approaches in schizophrenia research.
Another recent trend in schizophrenia
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research is to focus endophenotype re-
search on a combination of neuroimag-
ing and psychophysiology tests in the as-
sessment of cognitive functions, linking
neuroimaging findings to the results of
electrophysiological tests and cognitive
tests, even in an additional combina-
tion with genetic association studies (re-
viewed by Wilcox in the Schizophrenia
Research Forum, Feb. 19, 2008 (http://
www.schizophreniaforum.org)).  Also,
the combination of several psychophysio-
logical tests may increase the sensitivity
and specificity of such endophenotypes
like P50 suppression and inhibition of
leading saccades considerably (Martin
et al 2007). While the combination of
tests adds complexity, these tests may be
helpful to stratify the population of peo-
ple affected by schizophrenia according
to neurocognitive, psychophysiologi-
cal and neuroimaging features, thus al-
lowing to study the pathophysiology of
symptoms and genetic associations in
well-defined study populations avoiding
the danger of “lumping” together per-
sons with putative divergent etiopatho-
geneses into the same study. Such stud-
ies could also be tailored to identify the
respective influence of each genetic fac-
tor on the various aspects of neuroco-
gnition. In the course of such studies,
new insights into the etiology of schizo-
phrenia and the identification of nov-
el molecular therapeutic targets may be
expected.

Treatment

We will focus on five aspects of schizo-
phrenia therapy: Novel mechanisms of
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antipsychotic drug action involving the
metabotropic glutamate receptor, first-
vs second-generation antipsychotics,
novel targets for schizophrenia therapy,
the role of psychosocial therapy, and the
role of early intervention and preven-
tion.

Novel mechanisms
of antipsychotic drug action

Regarding novel mechanisms of anti-
psychotic drugs, the recently published
study by Patil and coworkers showing
beneficial effects against positive and
negative symptoms of a new compound
acting via metabotropic glutamate re-
ceptors not only opens new avenues for
the pharmacotherapy of psychotic disor-
ders, but also suggests that neurotrans-
mitter receptors other than the dopa-
mine receptors may be useful targets for
pharmacological interventions (keep-
ing in mind that the antipsychotic ac-
tions observed by Patil and coworkers
may have been due to indirect effects on
the dopamine system mediated via glu-
tamate receptors) (Patil et al 2007). Fur-
ther randomized controlled clinical tri-
als are warranted to confirm and extend
these initial findings.

First- or second-generation
antipsychotics for the treatment
of schizophrenia?

Three major studies have addressed the
question of the “real world” effective-
ness of antipsychotic treatment, the CAT-
IE trial (Lieberman et al 2005), the CuT-
LASS trial (Jones et al 2006) and a more
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recent trial comparing compliance and
remission rates between patients treat-
ed with haloperidol and patients treat-
ed with second-generation antipsychot-
ics (EUFEST Study, Kahn et al 2008).
CATIE and CuTLASS stirred a contro-
versy about the putative superiority of
first- vs second-generation antipsychot-
ic drugs, with the debate still on-going.
EUFEST showed that while symptom
reduction was similar, discontinuation
rates were significantly higher with hal-
operidol compared to second-generation
antipsychotics. With such results at hand,
guideline development for the treatment
of schizophrenia becomes a critical issue.
A review of guideline recommendations
prepared in 2004 showed that nine of 24
guidelines recommended second-genera-
tion antipsychotics as first-line therapy in
multi-episode psychosis, 13 recommend-
ed first-generation or second-generation
antipsychotics, and one recommended
only first-generation drugs (Gaebel et al
2005). Clearly, an update of this review
is warranted given that it was prepared
before the beforementioned “real world”
studies were published. The WPA Phar-
macopsychiatry Section has recently re-
viewed the comparative effectiveness of
antipsychotics in the treatment of schizo-
phrenia coming to the conclusion that
antipsychotic treatment needs to be in-
dividually tailored to promote optimal
recovery (Tandon et al 2008b). A major
issue of schizophrenia psychopharmacol-
ogy is the side effect spectrum of modern
second-generation antipsychotics, espe-
cially the weight gain and associated risk
for developing diabetes mellitus (Ucok &
Gaebel 2008).
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Novel targets for schizophrenia
therapy

Target-symptom guided therapies for
example against cognitive symptoms in
schizophrenia are gaining increasing in-
terest. Amelioration of cognitive symp-
toms may hopefully result in a significant
increase of quality of life and social func-
tioning, and the MATRICS initiative has
provided the tools to address this question
in future clinical trials on a standardized
methodological basis. In addition to tra-
ditional domains of cognition, studies ad-
dressing social cognition in schizophrenia
are warranted given the relationship be-
tween cognition and functional outcome
(reviewed by Penn et al 2008). Novel re-
search indicates that neurocognition con-
ceived as a construct composed of verbal
and working memory functions, attention,
executive functions, processing speed and
thought disorder may be an important me-
diator between social cognition and voca-
tional outcomes in schizophrenia rehabil-
itation (Bell et al 2009). A recent NIMH
Workshop on definitions, assessment and
research opportunities in this area paved
the way for further systematic studies
(Green et al 2008). Currently, two ap-
proaches are being tested to enhance cog-
nitive functions: Using pharmaceuticals
like cholinesterase inhibitors to improve
cognition, and using psychotherapeutic
training techniques to improve specific
cognitive functions like mimic affect rec-
ognition (Wolwer et al 2005).

Psychosocial therapy

Closely related to the treatment of cog-
nitive dysfunctions in schizophrenia is
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the more general question of the efficacy
of psychosocial therapies in schizophre-
nia. Psychosocial therapies broadly fall
into four categories (cognitive behavioural
therapy, family intervention therapy, so-
cial skills therapy and cognitive remedi-
ation therapy). For these treatment meth-
ods, studies have shown beneficial effects
on compliance, reduction of symptoms,
increased social functioning and others,
with diverse differential response rates.
Thus, the selection and use of psychoso-
cial therapies demands expert knowledge,
just like psychopharmacology. Their ap-
plication in everyday clinical practice,
however, is limited by the clinician’s train-
ing, time and resources (reviewed by Pat-
terson & Leeuwenkamp 2008).

Other biological therapies

Based on findings regarding altered
structural connectivity in the brains of
patients with schizophrenia (“white mat-
ter hypothesis”) and the electrophysio-
logical findings of desynchronized neural
networks in patients with schizophrenia,
novel therapeutic approaches like deep
brain stimulation or transcranial magnetic
stimulation (the latter already used in pre-
liminary studies to suppress auditory hal-
lucinations) are receiving attention. As a
side remark, clozapine apparently also re-
synchronises disturbed neural networks.
However, several ethical issues arise when
considering novel therapeutic strategies,
especially those of an invasive nature.

Early intervention and prevention

A relatively new aspect is that primary
prevention of schizophrenia may be fea-

22

sible not on the basis of the identification
of genetic risks, but rather by identifying
prodromal symptoms. This prodromal
state is associated with reduced subjec-
tive quality of life. Prospective ascertain-
ment of individuals at high risk for psy-
chosis was demonstrated with a positive
predictive power of 68—80% (Cannon et al
2008). In the prepsychotic phase, both psy-
chosocial therapies and pharmacotherapy
with antipsychotic medication seem to fa-
vourably influence the disease course, al-
though this has not been found in all stud-
ies. Therefore, further research is needed
and future studies should be multicentric
using standardized methods for diagnos-
ing a prodromal state with a high likeli-
hood of conversion to psychosis, and in-
cluding placebo control groups.

Stigma and discrimination

One suggestion to overcome the stig-
matization associated with the diagnos-
tic term “schizophrenia” is to rename the
disorder, and this has taken place in Japan
with the interesting trend of an increased
information for the patients about their
novel diagnosis of “integration disorder”
(Sato 2006). Another approach to over-
come stigma and discrimination is the in-
formation of the public about the disorder,
and such awareness and information pro-
grammes do show some efficacy in con-
trolled studies (Gaebel et al 2008). Further
research is needed in this important area.

Conclusions

In conclusion, the scientific founda-
tions of the diagnostic group “schizo-
phrenia” is currently being investigated
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in the framework of the revision of the
psychiatric classification systems, with
the result of this investigation still being
open. Neurobiological research has iden-
tified genetic risk factors predisposing to
psychotic symptomatology, but no genet-
ic risk markers are yet available for rou-
tine screening purposes. Environmental
factors also seem to play a major role in
the pathogenesis of schizophrenia. Treat-
ment consists of psychosocial and psy-
chopharmacological interventions, with
a current emphasis in research on a stan-
dardization of cognitive tests for future
clinical studies addressing the question
how cognitive symptoms may be ame-
liorated. Early prevention appears to be
feasible in the near future. Stigma and
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Introduction

Advances in biological psychiatry en-
compass advances in preclinical and
clinical neurosciences which have the
potential to be harnessed for improving
outcomes of treatment and care for peo-
ple with psychiatric disorders. The last
few decades have witnessed important
advances in our knowledge of brain func-
tion and importantly brain dysfunctions
underlying major psychiatric disorders
with the largest burdens such as schizo-
phrenia and addictive disorders.

These advances in clinical neuroscience
have been informed by advances in pre-
clinical animal studies and translational
research. A simple PubMed search to in-
form this review with the keywords “bi-
ological, depression, schizophrenia and
addictions” recovered 8,700 papers on
depression, 3,300 papers on schizophre-
nia, and 700 papers on addictions. There
is a clear trend for increasing number of
publications over the last five years in the
biology of schizophrenia: 280 papers in
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2003, 900 papers in 2004, 600 papers in
2005, 1300 papers in 2006, and 1045 pa-
pers in 2007.

It is difficult to do justice to this vast
literature and this review will highlight a
few major advances in clinical neurosci-
ences particularly ones that are informa-
tive for their potential impact on clinical
practice and for improving the utility of
psychiatric diagnosis and treatment out-
come. The review will be confined to fo-
cussing on findings of translational and
clinical studies of schizophrenia and ad-
dictions.

Advances in biological psychiatry have
been driven by major advances in meth-
ods and techniques to investigate the neu-
robiology of psychiatric disorders, most
importantly neuroimaging and molecu-
lar genetics. In some respects, biological
psychiatry as a broad overarching subject
may have outlived its utility except per-
haps in providing integrated models and
frameworks for the understanding of the
complexity of the neurobiological mech-
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anisms involved in the aetiology and
pathogenesis of psychiatric disorders.

In this selective review, recent advanc-
es in the use of neuroimaging and molec-
ular genetics techniques in the study of
major psychiatric disorders will be de-
scribed. Selective reference is made to
studies of schizophrenia and addictions
and their inter-relationship exemplified
in cannabis-related schizophrenia.

New paradigms

Paradigm shifts and the introduction
of new technologies have revolutionized
psychiatric research, providing a use-
ful framework for understanding rap-
id developments in the biology of psy-
chiatric disorders (Stahl and Niculescu
2002, Abou-Saleh 2006). The first par-
adigm shift is underpinned by the find-
ing that clinical comorbidity is common
and is the rule rather than the exception
as shown in community and clinical pop-
ulation studies. There is evidence that co-
morbid disorders share biological sub-
strate, including shared genes. Secondly,
it is increasingly recognized that the brain
is a highly complex organ with marked
structural and functional plasticity and
capacity for repair and tissue remodel-
ling. A new concept that may be essential
in the field of psychiatry in the forthcom-
ing years is that of cumulative end-organ
damage in different regions of the brain.
Some concerted approaches for study,
which integrate different methodologies
concurrently (phenotypical assessment,
pharmacological studies, animal models,
molecular and cellular biology, genetics,
and brain imaging), have been proposed
(Stahl and Niculescu, 2002). For exam-
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ple, convergent functional genomics is an
approach to integrate data from animal
studies, human genetic studies, and brain
imaging studies: to use data from brain
imaging studies to select brain regions of
interest in psychiatric disorders and ana-
lyze gene expression patterns in those re-
gions in post-mortem human brains.

Schizophrenia

Advances in the study of the neurobio-
logy of schizophrenia in the last decade
have been in the study of brain dysfunc-
tion as measured by cognitive and neuro-
imaging techniques and of its genetic ba-
sis using molecular genetic methods.

As reviewed in the previous volume of
“Advances” (Abou-Saleh 2005), structur-
al neuroimaging studies have repeatedly
shown numerous abnormalities, includ-
ing reductions in prefrontal and medial
temporal cortical regions in schizophre-
nia, including studies of first-episode
schizophrenia. Structural abnormalities
have also been reported using the mag-
netic resonance imaging (MRI) based
technique of diffusion tensor imaging
(DTI) that depicts the integrity of white
matter tracts. Studies using functional
MRI (fMRI) have also confirmed these
findings, demonstrating reduced activa-
tion of the prefrontal cortex and medial
temporal cortex in patients with schizo-
phrenia. These abnormalities have also
been detected using other functional neu-
roimaging techniques to measure cere-
bral blood flow (CBF), brain metabolism,
and neurochemical changes, indicating
changes in frontal, temporal, cingulate,
thalamic, and cerebellar regions in pa-
tients with schizophrenia. Positron emis-
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sion tomography (PET) and single pho-
ton emission computerised tomography
(SPECT) techniques have been used to
study neurotransmitter mechanisms; of
particular importance are studies of do-
pamine D2 receptors using the amphet-
amine-induced reduction of raclopride
binding, indicating increased dopamine
release and confirming the dopamine hy-
pothesis for schizophrenia. Finally, stud-
ies using magnetic resonance spectrosco-
py (MRS) have also demonstrated in vivo
neurochemical changes in patients with
schizophrenia, most notably, a reduction
in the concentration of N-acetyl aspartate
in the frontal and temporal cortical re-
gions, indicating neuronal loss and sup-
porting findings obtained using structur-
al MRI studies of reduced gray matter in
patients with schizophrenia (reviewed by
Abou-Saleh 2006).

More recently, Fusar-Poli and Broome
(2006) have aptly addressed the concep-
tual issues in psychiatric neuroimaging
by reviewing advances round the themes
of functional connectivity and focussed
on conceptual issues relating to biological
psychiatry and its relationship with cog-
nitive neuroscience and concluded that
despite advances in “biological psychia-
try and the power of the cognitive neu-
ropsychiatry paradigm, its findings are
logically contingent upon psychopathol-
ogy and the normatively defined terms
employed”. More recently, researchers
have combined the powers of neuroimag-
ing and genomics techniques to the study
of schizophrenia. Van Haren et al (2008)
concluded that the BDNF and COMT
genes are favourites for genetic imaging
studies with consistent findings of asso-
ciations between these polymorphisms
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and structural brain changes which can
be considered as endophenotypes to in-
vestigate the complexity of the phenom-
enon of schizophrenia although no single
cause or pathogenic pathway has been
found from these studies.

Recent reviews of neuroimaging stud-
ies of schizophrenia, including structur-
al imaging techniques, have confirmed
the enlargement of lateral ventricles, un-
dersized superior temporal gyrus and
prefrontal abnormalities as reported in
neuropathological studies. McGuire et
al (2008) reviewed the role of function-
al imaging techniques to study the patho-
physiology of schizophrenia and impor-
tantly the role of dopamine and glutamate
highlighting their potential for improv-
ing its diagnosis and the development of
new drugs for its treatment. Patients with
schizophrenia show impairments in fa-
cial emotional recognition and a specific
deficit at recognising happy faces where-
as they were more able to attribute oth-
er facial emotions such as fearful or sad
faces. Rotarska-Jagiela et al (2008) have
demonstrated connectivity changes af-
fecting specific brain regions and involv-
ing the corpus callosum: using diffusion
tensor imaging they showed white matter
changes in schizophrenia which involved
disintegration of healthy functional axo-
ns and strengthening of aberrant connec-
tions resulting in increased severity of
clinical symptoms.

Kumra and Schulz (2008) highlight-
ed the research progress in early-on-
set schizophrenia referring to cognitive
neuroimaging and genetic studies which
suggest a similar profile of clinical and
neurobiological abnormalities between
early and adult onset patients. Early on-
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set schizophrenia is suggested to reflect
a more severe form of the disorder, as-
sociated with greater genetic predisposi-
tion and anticipated future imaging and
genetic studies of this disorder will pro-
vide further insight into the neurodevelop-
mental origins and the complexity of
genetic and environmental factors inter-
actions that modulate the risk to develop-
ing this disorder.

Malhi and Lagopoulos (2008) in an ex-
tensive review of the published litera-
ture from 1965 to 2007 of neuroimaging
studies of psychiatric disorder have high-
lighted the novel neuroimaging applica-
tions and their potential clinical utility.
They highlighted meaningful findings in
mood disorder, schizophrenia and other
disorders suggesting the coupling of mul-
timodal imaging with genetics and phar-
macotherapeutic studies which promises
to improve clinical care.

Concerning the genomics of schizo-
phrenia and despite the large scale link-
age and association studies there has been
a small yield of positive findings includ-
ing whole genome studies. It is evident
that schizophrenia is an oligogenic with
several genes of small effect contribut-
ing to its occurrence. An important find-
ing was that neuroregulin 1 and catechol-
0-methyl transferase (COMT) genotype
variants are associated with increased
risk of developing schizophrenic symp-
toms in association with MRI and fMRI
brain abnormalities (Lawrie et al 2008).
The other important finding was that
DISCI gene is a risk factor for the occur-
rence of psychotic symptoms in schizo-
phrenia, bipolar disorder and recurrent
major depression with influences on cog-
nitive function in healthy subjects. The
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DISC1 gene interacts with a number of
proteins with neurobiological pedigrees
including Ndell (NUDEL) a key regu-
lator of neuronal migration, with endo-
oligopeptidase activity, and PDE4B, a
phosphodiesterase that is critical for cy-
clic adenosine monophosphate signalling
that is directly linked to learning, memo-
ry and mood.

Neurobiology of cannabis-related
schizophrenia

The role of cannabis in inducing psy-
chotic illness and in aggravating it has
received increasing attention from prac-
tising clinicians and researchers. This
category captures the challenge of defin-
ing this “dual diagnosis” or comorbidity
and determining its aetiology and medi-
ating pathogenesis. There is compelling
evidence from cohort and clinical stud-
ies that cannabis use increases the risk
for psychotic illness, particularly schizo-
phrenia. Elucidating the aetiology of can-
nabis-related schizophrenia is concep-
tually based on studying the interplay
of their aetiological factors-particularly
their neurobiology.

It has been well established that both
cannabis heavy and regular use and
schizophrenia are associated with im-
pairments in cognitive (working memo-
ry, planning, decision making, and prob-
lem solving) and brain functions serving
these cognitive purposes. Moreover, both
conditions are under genetic influences
which also overlap: gene variants may be
shared particularly those that regulate the
activity of dopamine (COMT) and canna-
binoid receptor gene (CNRI) gene, which
encodes cannabinoid (CBI) receptors:
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both gene variants are associated with
increased risk for schizophrenia. More-
over, both conditions are associated with
neuroimaging abnormalities. Cannabis
chronic use is associated with structural
abnormalities and regular users show re-
ciprocal changes in brain activity global-
ly and in cerebellar and frontal regions.
Chronic use results in attenuated brain
activity in task-activated regions or acti-
vation of compensatory regions with par-
tial correlations with neuropsychological
measures.

A recent review explored the associ-
ation of cannabis with schizophrenia,
its effects on the brain, and whether the
brain changes known to be present in
schizophrenia could be caused by can-
nabis and thus lead to a psychosis (deL-
isi 2008). The review concluded that this
is unlikely and that cannabis may even
have benign effects on brain structure,
not producing deleterious damage but
that its neurochemical interactions with
the dopaminergic pathway may, partic-
ularly in genetically vulnerable individ-
uals, have adverse consequences. How-
ever a recent study examined the effects
of cannabis on brain microstructure us-
ing DTI-Tractography, a highly sensitive
structural brain imaging technique, in
people with heavy and regular cannabis
use and compared the results with those
obtained in non-cannabis users. Canna-
bis users showed impairment in the struc-
tural integrity of white matter relative to
controls, in the region of the corpus callo-
sum (CC) where white matter passes be-
tween the prefrontal lobes, an observation
that is in keeping with previous reports of
altered and diversified activation patterns
in cannabis (Arnone et al 2008). Structur-
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al abnormalities revealed in the CC may
underlie cognitive and behavioural con-
sequences of long term heavy cannabis
use. Interestingly, there is evidence for
abnormal brain connectivity in first-epi-
sode psychosis in a diffusion MRI trac-
tography study of the genu and splenium
tracts of the CC (Price et al 2007). First-
episode schizophrenia patients who use
cannabis show a more pronounced brain
volume reduction over a 5-year follow-up
than patients with schizophrenia who do
not use cannabis (Rais et al 2008). These
effects may be mediated by chronic ex-
posure to cannabinoids which desensi-
tizes CBI1 receptors and the loss of their
protective effects against stress and in-
creased activation resulting in accelerat-
ed loss of brain tissue and loss of GABA
inhibitory function .

Addictions

Neuroimaging technological advances
have provided powerful tools to investi-
gate biological mechanisms underlying
addictive behaviour and its relationships
with cognitive, behavioural, and envi-
ronmental variables within addictions.
The focus of PET and SPECT studies has
been on the brain dopamine system, the
pivotal neurotransmitter system through
which drugs of abuse exert their rein-
forcing effects. Moreover, fMRI studies
have identified brain regions and circuits
involved in drug addiction (intoxica-
tion, withdrawal, and craving) and linked
their activities to behaviour (Abou-Saleh
2006). Animal studies have shown that
environmental factors such as social sta-
tus can affect dopamine D2 receptor ex-
pression that, in turn, affects the pro-
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pensity for cocaine self-administration.
Recently, a model that conceptualizes ad-
diction as a “state initiated by the quali-
tatively different and larger reward value
of the drug, which triggers a series of ad-
aptations in the reward, motivation/drive,
memory and control circuits of the brain”
has been proposed. These changes result
in an enhanced and permanent saliency
value for the drug and in the loss of inhib-
itory control, favouring the emergence
of compulsive drug administration. The
model also highlights the need for thera-
peutic approaches that include pharmaco-
logical and behavioural interventions in
the treatment of drug addiction. Further,
there are new findings on biological vul-
nerability to drug addiction. It has been
hypothesized that genetic factors make a
major contribution to the individual’s in-
nate vulnerability to addictive behaviour.
Individuals with low dopamine D2 recep-
tor levels find methylphenidate pleasant,
while higher D2 receptor level individu-
als find it unpleasant, supporting the “re-
ward deficiency hypothesis” and the no-
tion that individuals with low dopamine
receptors may have an understimulated
reward system and, as a result, experi-
ence pleasurable effects when subjected
to drug-induced elevation in dopamine
(Volkow et al 2004). It has been suggest-
ed that neuroimaging may provide the
means to objectively link behavioural and
neurochemical changes and to objective-
ly evaluate treatment. With the identifica-
tion of new genes related to addictive be-
haviour, imaging promises to provide the
necessary tool to directly translate this
knowledge to human evaluation (Volkow
et al 2004).
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A recent conference on the neurobio-
logy of addictions: new vistas, held at
the Royal Society, UK in February 2008
(http://royalsociety.org/event.asp?id=
6064) brought together international ex-
perts for an update on the nature of addic-
tions, their causes, long term consequenc-
es and their treatment. Presentations by
the speakers captured the remarkable ad-
vances in elucidating the neurobiologi-
cal mechanisms underlying addictions
with reference to findings of animal stud-
ies, translational research and studies in
clinical populations. On the nature of ad-
dictions, Koob provided an update on his
theory of the opponent motivational pro-
cesses in addictions: opponent process as
a motivational explanation for negative
reinforcement of drug dependence and its
neurobiological basis. The neurochemi-
cal mechanisms involved in reward and
stress and based in forebrain structures of
the ventral striatum and extended amyg-
dala are disregulated in addictions and
thus convey the opponent motivation-
al processes that drive addictions. These
neurochemical processes include reduc-
tions in reward neurotransmission in-
volving dopamine and opiate peptides in
the ventral striatum and the brain stress
systems such as corticotropin releas-
ing factor (CRF), nor epinephrine, vaso-
pressin and dianorphine in the extended
amygdala. Studies have shown that acute
withdrawal from drugs results in increas-
es in reward thresholds in stress respons-
es and in levels of corticotropin releasing
factor in the amygdala. Acute excessive
drug intake may activate the brain stress
response system which is then sensitised
during repeated episodes of drug with-
drawal and may persist during prolonged
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abstinence and stress — induced relapse.
CRF antagonists may therefore have
therapeutic potential by blocking exces-
sive drug use in addiction. Everitt sum-
marised the neurobiology of learning and
memory processes in addiction. Drug ad-
diction has been considered the end point
of transition from voluntary drug seeking
and use for its reinforcing effects through
loss of control over this addictive behav-
iour to its compulsive use. The neurobiol-
ogy of this transition in behaviour reflects
a shift in its control from the ventral to the
dorsal striatum and mediated by dopa-
mine -dependent serial connectivity be-
tween these areas. The end point of com-
pulsive drug use also depends on loss of
executive control over drug seeking be-
haviour which may be a consequence of
chronic drug taking-induced prefrontal
cortical dysfunction. Everitt and Robbins
(2005), have therefore hypothesised that
drug addiction depends upon “a complex
set of interactions between vulnerability
traits, reinforcement of pavlovian and in-
strumental learning mechanisms as well
as the effects of chronic administered
drugs that are mediated in neural terms
by a shift from pre frontal to striatal con-
trol over drug seeking behaviour”.

Incentive sensitisation as a theory of ad-
diction was reviewed by Robinson, pro-
posing that “addiction is caused primar-
ily by drug-induced sensitisation in the
brain meso-cortico-limbic system which
attributes incentive salience to reward —
associated stimuli, rendering this system
hypersensitive and thus causing patho-
logical incentive motivation or “wanting
for drugs”.

Behavioural studies in humans and lab-
oratory animals have demonstrated that
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exposure to drug-related stimuli, to drugs
themselves and to stressors may precipi-
tate a relapse into drug abuse. Molecular
and neurochemical studies have shown
lasting changes arising from chronic
drug use as well as a result of condition-
ing in learning of the association between
drug-related stimuli and their effects. A
combination of these neural and psycho-
logical mechanisms of relapse perpetu-
ates vulnerability to drug-related stimu-
li. The brain circuits that are involved in
these processes are the meso-cortico-lim-
bic dopamine system and its glutamater-
gic inputs and the corticotrophin-releas-
ing factor and noradrenergic systems of
the limbic brain.

The concept of addiction has been ex-
tended to two other disorders: gambling
and obesity. The current diagnostic cri-
teria for pathological gambling have sim-
ilarities with those for drug addiction:
criteria of tolerance, withdrawal, loss
of control, and compulsion. Pre clinical
studies implicate brain monoamine dys-
function in the neurobiology of impulsive
decision-making and risk-taking behav-
iours. Neuroimaging studies have also
suggested the involvement of ventrome-
dial prefrontal cortex and ventral stria-
tum in the pathophysiology of patholog-
ical gambling and similarly studies have
suggested a genetic contribution to path-
ological gambling implicating specific
polymorphisms.

The extension of the concept of addic-
tion to obesity has been supported by
PET studies which showed abnormalities
in brain dopamine activity in obese indi-
viduals. Striatal dopamine D2 receptor
availability was shown to be significant-
ly reduced in obese individuals compared
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to normal controls with obese individu-
als with the lowest D2 values having the
largest body mass index. The role of do-
pamine is pivotal as it modulates motiva-
tion and reward circuits and its deficien-
cy in obese individuals may perpetuate
pathological eating as a means to com-
pensate for decreased activation of these
circuits. These findings have implications
for treatment strategies of obesity which
has become a major public health prob-
lem worldwide with associated increased
risks for cardiovascular disease, diabetes
and cancer. Moreover, obesity is associ-
ated with reduction in life expectancy by
5-20 years. These considerations, in ad-
dition to the complex interplay of aetio-
logical factors including genetic and neu-
rochemical mechanisms, have been the
basis for recommending the inclusion of
obesity as a mental disorder in DSM-V
(Volkow and O’Brien, 2007).

Vulnerability to addiction is related to
two main areas of genetic and psycho-
logical factors. The genetic basis of addi-
ctions has been reviewed in the previ-
ous edition of “Advances in psychiatry”
(Abou-Saleh 2005, Schumann 2007) has
identified the genetic mechanism of ad-
dictive behaviour by developing a mod-
el of integrated translational addiction re-
search to disentangle the complexity of
the genetic and neurobiological basis of
addictions proposing an integrated trans-
lational approach involving functional
genetic analysis, animal behavioural ex-
perimentation and neuroimaging studies.
Examples of this approach are provid-
ed by describing research that has iden-
tified the relevance of circadian rhythm
genes in regulating alcohol drinking be-
haviour in animal models and humans.
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Complementary approaches using endo-
phenotypes in human gene — neuroim-
aging studies where the effect of single
and combined genetic variations on pro-
cessing of aversive emotional stimuli in
the limbic system have supported this ap-
proach.

Brain imaging techniques have en-
abled the investigation of trait and state
variables that contribute to the aetiology
of addictions. Nader and Czotky (2008)
highlighted the use of in-vivo imaging in
non human primate models of drug abuse.
They proposed that monkey models are
particularly relevant for the study of be-
havioural and biological mechanisms in
human addictions. Brain imaging studies
of the dopamine system in monkeys have
implicated D2 receptors in cocaine addic-
tion. Moreover, environmental factors in-
cluding those associated with formation
of social hierarchy can impact receptor
availability and sensitivity to the abuse-
related effects of cocaine. Studies using
a homologous model of the human con-
dition showed that cocaine self-adminis-
tration can be altered in an orderly fash-
ion by presentation of an acute stressor,
such as an intruder to the social group
whilst acute environmental enrichment
may have a converse effect. Translated
to the human condition, this may explain
the powerful positive reinforcing effects
of work and occupation with their boost-
ing effects on self esteem and thus con-
tributing to recovery from addiction.

An important advance in the study of
psychological factors contributing to vul-
nerability to addiction is the context-in-
duced relapse to drug seeking. A rat mod-
el was developed to study this behaviour
by Crombag and Shaham followed by
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studies using this model which report-
ed reliable context-induced reinstatement
of drug seeking in rats with a history of
heroin, cocaine, alcohol and nicotine self
administration. Studies have also been
conducted on the psychological and neu-
ropharmacological mechanisms under-
lying context-induced reinstatement of
drug seeking with important clinical im-
plications.

One of the most important develop-
ments in our knowledge of the conse-
quences of addiction has been the ef-
fects of drugs of abuse on transcriptional
mechanisms reflecting drug-induced
neural plasticity. An established molec-
ular mechanism of addiction is upregu-
lation of the cAMP second messenger
pathway in many neuronal cell types in
response to chronic administration of
drugs resulting in activation of the tran-
scription factor CREB which mediates
aspects of tolerance and dependence. In
contrast, induction of another transcrip-
tion factor, Fos-B in the brain’s reward re-
gions exerts the opposite effect and may
contribute to sensitise responses to drug
exposure. An important mechanism un-
derlying drug induced neural and behav-
ioural plasticity is through chromatin re-
modelling by regulating the expression of
specific target genes in the brain reward
pathways. Studies of cocaine self- ad-
ministration in non human primates have
demonstrated altered functional activity
in the temporal lobes consistent with evi-
dence of progressive cognitive decline in
humans exposed to cocaine. Functional
imaging studies of cocaine abusers have
demonstrated reward and cognitive defi-
cits that may be consequential for the de-
velopment, maintenance or relapse to ad-
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diction. fMRI abnormalities were related
to prefrontal cognitive deficits in cocaine
dependence with an emerging picture of
cocaine users having attentional bias to-
wards drug-related stimuli, poor perfor-
mance in laboratory tests of inhibito-
ry control and compromised monitoring
and evaluation of their behaviour (Gara-
van & Hester 2007). These cognitive def-
icits may contribute to the continuation
of drug use in dependent people and may
qualify as important targets for therapeu-
tic interventions.

Finally, these advances in our knowl-
edge on the neurobiology of addiction
have major implications for the develop-
ment of specific behavioural and phar-
macological treatments. New medica-
tions have been developed for treating
withdrawal from drugs of addiction and
most importantly for prevention of re-
lapse (O’Brien et al, 2006). Good exam-
ples include modafinil for the treatment
of cocaine dependence and naltrexone for
the prevention of relapse into alcohol de-
pendence. Translational research needs
to be conducted to evaluate the effects
of dopamine D2 receptor blockers (anti-
psychotics) or dopamine boosting medi-
cations such as disulfiram (antabuse) for
treatment of cocaine addiction. Cycloser-
ine which modulates the glutamate sys-
tem with therapeutic effects in anxiety
disorder has therapeutic effects of reduc-
ing craving in alcohol and nicotine addic-
tion and has boosting effects of cue expo-
sure for relapse prevention. Importantly,
pharmacological treatments are most ef-
fective when applied within the context
of comprehensive psychosocial rehabili-
tation programmes.
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Conclusion

The last decade has witnessed unprec-
edented advances in the neurobiology of
schizophrenia and addictions. The use
of neuroimaging and molecular genetic
techniques and their combination has pro-

vided new knowledge of their aetiology.
These advances promise to contribute to
the deconstruction of present diagnostic
entities into their true genotype—pheno-
type entities and inform the development
of designer medicines and the introduc-
tion of preventive interventions.
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Introduction

Intellectual Disability (ID) or Mental
Retardation is a lifelong condition includ-
ed in the group of mental disorders in the
international classification systems (ICD-
10, DSM-IV-TR). ID is associated with
significant health problems worldwide
such as multiple disabilities and other
medical conditions, although a substan-
tial proportion of ID is due to preventable
causes. ID has consequences through-
out the life-span, imposing a consider-
able burden on families and caregivers. It
also requires high service provision and
produces high health and societal costs.
However, ID is largely disregarded as a
health issue by national and international
organisations.

Recent data point at a decreasing rate
of ID in Western societies whereas an op-
posite trend appears in very low income
countries. For example, prevalence of ID
is now below 1.0% in developed coun-
tries such as Finland or the Netherlands
(van Schrojenstein Lantman et al 2006).
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Even in this context, ID morbidity rates
are above schizophrenia or bipolar disor-
ders within the group of neuropsychiat-
ric conditions. The situation is far worse
in developing countries, where rates of
ID may reach 4% according to some es-
timates. Environmental factors such as
lead exposure, iron deficiency, malnutri-
tion, perinatal problems and many other
non-genetic conditions play a major role
in the excess of people with intellectu-
al disabilities (PWID) in non-developed
countries.

The lack of adequate and reliable data
on the epidemiology of ID was a ma-
jor reason for excluding this significant
health condition from the WHO/World
Bank Burden of Disease study, and thus
ID is still a hidden problem to the health
sector. A global chasm exists between
awareness, planning and delivery of ser-
vices for people with ID and the unmet
needs of this disadvantaged population
group. The recently published WHO At-
las on ID (WHO 2007) is the first ever
general overview of this problem world-
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wide. It is particularly relevant for plac-
ing ID within the health care sector. The
WHO Atlas on ID is the first full and
comprehensive report on the resourc-
es and care conditions in 170 countries
around the world. The report provides in-
formation that may be generally available
in other health areas but which was pre-
viously omitted in ID. It provides a broad
description on the terminology, use of
classification systems, funding arrange-
ments, care patterns, legislation, public
campaigns and training as well as role
of NGOs and international organizations
and sources of information and research
in ID.

It is also important to note that over
30% of people with ID have a comor-
bid psychiatric disorder, which often has
onset in childhood and persists through
adolescence and adulthood (Einfeld et
al 2008). Approximately one-eighth of
the population appears to have border-
line intelligence (defined as intelligence
level 70—85) which is associated with a
high prevalence of various mental dis-
orders and social disability (Hassiotis
et al 2008). Nevertheless, ID and relat-
ed conditions are still considered to be
a marginal area of psychiatry. In many
countries there is little or no training pro-
vision on ID during undergraduate medi-
cal training or psychiatric specialisation.
However, the last five years have showed
a mounting research activity in this area,
which has moved from a descriptive and
epidemiological phase to one of defin-
ing multidimensional pathogenic mecha-
nisms, valid assessment procedures, and
better outcome measures.
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Terminology and Classification

The name “Mental Retardation” has
been changed to “Intellectual Disabili-
ty” by the main national and internation-
al organisations in this field. The WPA
section on this topic changed its name
to “Psychiatry of Intellectual Disabili-
ty” in 2006 (Salvador-Carulla & Bertelli
2008). WHO has implicitly accepted this
new term in its recent Atlas on ID (WHO
2007).

The classification of Intellectual Dis-
abilities (ID) remained unchanged since
the 80s to recent years and the debate on
the revision of the concept and classifica-
tion of ID has yet to be completed. The
three criteria used in DSM and ICD (IQ
below 70; impairment in adaptive skills
and age of onset below 18 years of age)
do not fit current knowledge and devel-
opments in this field. In addition to that,
the classification of psychiatric disorders
within the main classification systems
may require specific adaptation for ID.
The American Association on Individ-
uals with Intellectual and Developmen-
tal Disabilities (AAIDD) has developed
a classification system based on intensi-
ty of needs for supports (rather than the
[Q-based previous system of mild, mod-
erate, severe and profound) (Schalock &
Luckasson 2004). A thorough review of
the taxonomy of ID should be carried out
both in DSM-V and in ICD-11.

ID may be regarded not as a disease or
as a disability but as a syndrome grouping
(metasyndrome) similar to the construct
of dementia. It includes a heterogeneous
group of clinical conditions, ranging
from genetic to nutritional, infectious,
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metabolic or neurotoxic conditions. The
ID metasyndrome is characterized by a
deficit in cognitive functioning prior to
the acquisition of skills through learning.
The intensity of the deficit is such that it
interferes in a significant way with indi-
vidual normal functioning as expressed
in limitations in activities and restric-
tion in participation (disabilities). The
name ‘developmental cognitive impair-
ment’ has been suggested to coexist with
ID for naming the metasyndrome previ-
ously called mental retardation following
a polysemic-polynomious approach (Sal-
vador-Carulla & Bertelli 2008).

Psychiatric assessment

A significant advance in the recogni-
tion, assessment and treatment of psychi-
atric disorders in ID has been made in re-
cent years, as specific diagnostic systems
have been produced in this field such as
the DC-LD in the UK or the DM-ID in
the USA.

The National Association for the Dual-
ly Diagnosed (NADD) has developed in
collaboration with the American Psychi-
atric Association the Diagnostic Manual
— Intellectual Disability [DM-ID (NADD,
2007)]. DM-ID was developed by con-
sensus based analysis and review of ex-
isting evidence. Its usability was assessed
in a series of international field trials. Al-
though all major diagnostic categories of
mental disorders, as defined in the DSM-
IV-TR are covered in the DM-ID, signif-
icant differences exist between the two
manuals. For example, specific criteria
have been developed for Adjustment Dis-
orders and Autistic Spectrum Disorders.
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Additionally, Obsessive Compulsive Dis-
orders and Post Traumatic Stress Disor-
ders are discussed separately from the
Anxiety Disorders, as they are frequently
underdiagnosed in persons with ID.

Further progress has been document-
ed, especially in the areas of mood and
schizophrenia-spectrum disorders. A va-
riety of self-reports or informant-based
rating scales were used in many studies
demonstrating advances in the applica-
bility of structured and semi-structured
evaluation of individuals across the range
of ID.

The studies of the application of the
Diagnostic Criteria for Psychiatric Dis-
orders for Use with Adults with Learn-
ing Disabilities/Mental Retardation (DC-
LD — Royal College of Psychiatrists) to
individuals with most severe ID for the
assessment of mood disorders revealed
important limits with many cases in the
residual category (Felstrom et al 2005).
Appetite/eating behaviour and aggres-
sion were deemed to be frequent symp-
toms of mood disorders. Other useful
criteria were thought to be sadness, irri-
tability, decreased social interaction, re-
gression in skill level, sleep disturbances,
and diurnal variation (Hurley 2006).

Knowledge has been improved by re-
cent studies in the presentation, neuropa-
thology, and assessment of Schizophre-
nia-spectrum disorders (SSDs). Strengths
and limitations of frequently used instru-
ments of assessment have been pointed
out. For example, the PASS-ADD (Psy-
chiatric Assessment Schedule for Adults
with Developmental Disabilities) Check-
list was found to have low sensitivity
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in detecting a disorder, and the famous
PANSS negative-symptom scale was not
applicable to people with ID, even in the
mild range. People with SSDs and ID
were found to have a higher number of
observable symptoms, negative symp-
toms, and greater functional disability
than people with SSDs without ID (Hem-
mings 2006).

Behavioural problems (BPs) still repre-
sent one of the main issues in daily work
with people with ID. They often reach
severe proportions in both intensity and
frequency and necessitate urgent inter-
vention. The presentation of BPs is de-
termined by many complex factors. The
pathogenic contribution of organic condi-
tions, psychiatric disorders, environmen-
tal influences, or a combination of these,
has to be carefully established for every
single case. Thus, functional behavioural
assessment has gained widespread use
in all settings in which people with 1D
might present behavioural problems. Re-
cent research has shown promise in train-
ing non-professionals in learning to carry
out such assessments and in implement-
ing effective behavioural interventions
(Tassé¢ 20006).

Both psychiatrists and behavioural
therapist offer key tools in behavioural
assessment and resolution. We believe
that the coordinated effort of these two
disciplines affords the most comprehen-
sive and efficacious method of assess-
ing, understanding and treating a wide
range of behavioural problems and asso-
ciated psychiatric pathology in individ-
uals across the range of intellectual dis-
ability.
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Genetics and behavioural
phenotypes

This is the area of research where ma-
jor advances have taken place in the last
years.

Some highly specific biological and
psychological mechanisms are likely to
account for a link between genotype and
phenotype. Examples include the risk for
Alzheimer’s disease in people with Down
syndrome, the progressive differentiation
of support and communication strate-
gies on the basis of variability in autis-
tic-spectrum development, the spectrum
of problems experienced by people with
Prader-Willi syndrome and Cornelia de
Lange syndrome (CdLS).

CdLS is a syndrome with multiple con-
genital anomalies characterised by a dis-
tinctive facial appearance, microcepha-
ly, hypertrichosis, prenatal and postnatal
growth deficiency, psychomotor delay,
behavioural problems, autistic features,
sleep problems, heart defects, cleft pal-
ate, and upper limb defects. In Europe
the overall CdALS prevalence is estimat-
ed at 1.6-2.2/100,000 (Barisic et al 2008).
Recently, mutations in N/PBL, the human
homologue of the Drosophila Nipped-B
gene, were found to cause CdLS. Muta-
tions have been found in 39% of report-
ed cases. Behavioural problems are high-
ly correlated with the level of adaptive
functioning, and also include autism. No
correlation of behaviour with the type of
mutation was found (Bhuiyan et al 2006).
Low frequency of eye-contact in early in-
teractions of children may serve as a risk
factor (Sarimski 2007).
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A great variability of behavioural char-
acteristics was demonstrated in CdLS in
addition to highlighting the contribution
of some variables to both the behavioural
profile of CdLS and the developmen-
tal trajectory of the behavioural pattern.
Behavioural characteristics were corre-
lated with certain clinical and function-
al aspects such as chronological age, cog-
nitive level and clinical phenotype. The
variability of the behavioural profile in
CdLS reflects the wide variability in cog-
nitive and adaptive functioning across in-
dividuals (Basile et al 2007).

A number of comparative studies have
demonstrated the significant differenc-
es in profiles of psychopathology in ge-
netic disorders causing intellectual disabi-
lity. De novo copy-number variation has
been identified as a major cause of ID and
other complex disorders, suggesting that
new mutations are an important, previ-
ously overlooked factor in the aetiology
of complex diseases. These observations
support the notion that research into the
previously neglected monogenic disor-
ders should become a priority of genome
research (Ropers 2007). Because of the
introduction of novel high-throughput,
low-cost sequencing methods, sequenc-
ing and genotyping will soon converge
with far-reaching implications for the
elucidation of genetic diseases and health
care. These techniques will have a major
impact in the generalisation and standar-
disation of genetic screening in routine
clinical practice. In any case, the com-
plexity of ID has to be managed with a
bio-psycho-social approach, where func-
tional models, developmental perspec-
tive, and more precise detection of phys-
ical and mental ill-health collaborate in
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providing useful interdisciplinary strate-
gies for assessment and intervention.

Treatment strategies

Interest in new-generation antipsychot-
ics as a treatment for behaviour disorder
has dominated the literature in the recent
years (see Deb & Unwin 2007, Tyrer et al
2008). Several empirical studies support
the use of these compounds, although
some recent publications are more scepti-
cal of the quality of the evidence to date.
Special attention is given to their side-ef-
fects. Recommendations on prevention
and management of weight gain, dyslip-
idemia, hyperglycemia, and QTc prolon-
gation must be considered.

Current psychopharmacology tends to
evaluate the usefulness of pharmacolog-
ical treatments in terms of effectiveness
rather than in terms of efficacy (on target
symptoms) and safety. This new outcome
measure, which adds the capability to de-
termine the stay on treatment, seems to
be strongly associated with the final out-
come of any disorder. The growing need
of new patient-oriented outcome mea-
sures has brought the centrality of Qual-
ity of Life (QoL) in the program aims
of most pharmacological interventions.
Conceptual differences between generic
and health-related QoL have been point-
ed out (Bertelli & Brown 2006).

In contrast to the advances in diagno-
sis and assessment, research on treatment
of depressive disorders continues to be
inadequate. Antidepressants are still the
mainstay of treatment for mood disorders
frequently prescribed off-label (Haw &
Stubbs 2005) or without a proper diag-
nostic procedure. The difficulties in the
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diagnostic and assessment procedures
still encourage the use of the ex-iuvanti-
bus criterion in the choice of a drug for
the treatment of observable symptoms
and behavioural alterations.

In the UK, a national guide was devel-
oped recently (Deb et al 2007) in order to
provide clinicians advice regarding the use
of psychotropic medication for the man-
agement of problem behaviour in adults
with ID. The guide emphasises the full in-
volvement of people with ID and their car-
ers in the decision making process, full
consultation with multidisciplinary team
where appropriate and consideration of all
no-medication based options before opt-
ing to prescribe medication. The Special
Interest Group in Intellectual Disability
(SPID) of the World Psychiatric Associa-
tion has now developed an international
guide based on the UK guide.

Support and needs

Owing to the complexity of their psy-
cho-physical vulnerability, people with
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“Whoever wishes to investigate medicine properly, should proceed thus:
in the first place to consider the seasons of the year, and what effects

each of them produces for they are not at all alike, but differ much
from themselves in regard to their changes. Then the winds, the hot
and the cold, especially such as are common to all countries, and
then such as are peculiar to each locality. We must also consider
the qualities of the waters, for as they differ from one another in

taste and weight, so also do they differ much in their qualities...”

(Hippocrates, “Airs, waters and places”, 400 BC)

Biometeorology is that branch of ecol-
ogy which deals with the effects on liv-
ing organisms of the extraorganic aspects
of the physical environment (such as tem-
perature, humidity, barometric pressure,
rate of air flow, and air ionization). It con-
siders not only the natural atmosphere
but also artificially created atmospheres
such as those to be found in buildings and
shelters, and in closed ecological systems,
such as satellites and submarines. Mete-
orotropism is the response to influence by
meteorological factors noted in certain
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biological events, such as sudden death,
attacks of angina, joint pain, insomnia,
and traffic accidents. Meteoropathology
is the pathology of conditions caused by
atmospheric conditions, while meteorop-
athy is a term which indicates any disor-
der due to conditions of climate.

The term meteoropathy, from the Greek
“meteora” (things high in the air or ce-
lestial phenomena) and “pathos” (illness,
suffering, pain), indicates every patho-
logical dimension in some way related
to weather conditions. This concept is
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referred to a set of temperature, humid-
ity, barometric pressure and brightness.
Someone said to suffer from meteoropa-
thy is called a meteoropathic. Some peo-
ple may feel tired when weather changes
but still can’t sleep, some people get ner-
vous when winds become strong, or some
people may feel sad and depressed when
it rains. Those people are meteoropathic
and their ability to function properly de-
pends greatly on weather. According to
the recent research the number of people
who feel the effects of weather changes is
growing. And with them the interest for
meteoropathy.

Meteoropathy is different from his-
torical conceptions of “air” causing dis-
eases and strongly influencing people’s
sense of well-being. There appear to be
significant and measurable correlations
between particular atmospherical events
(such as a sudden increase in humidi-
ty and temperature) and the onset of dis-
ease. Meteoropathy is a syndrome, that
is, a group of symptoms and pathologi-
cal reactions that manifest when there is a
gradual or sudden change in one or more
meteorological factors in a given area.
Meteorological factors are represented
by the air temperature, relative humid-
ity, wind speed, atmospheric pressure,
rain and thunderstorms with the typical
effects on the air that they have — ioniza-
tion, the electrical state and turbulence.
These variations can manifest themselves
in a brusque manner as cold fronts pass,
with thunderstorms or with squalls, or in
a gradual way. For example, on Continen-
tal Europe, after a period of good weath-
er, when a disturbance from the Atlan-
tic arrives, we can detect various effects
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on the body manifested in the various or-
gans and systems. This phenomenon is
more noticeable when more atmospheric
factors are involved at the same moment.
The living organism is constantly affect-
ed by natural electromagnetic influences
covering a wide range of frequencies and
amplitudes. One of these influences, with
frequencies in the very low frequency
(VLF) range (1-100 kHz), is represent-
ed by a phenomenon called VLF-atmo-
spherics or VLF-sferics. Sferics are very
short, weak, and dampened electromag-
netic impulses generated by atmospher-
ic discharges (lightning). Due to this fact,
they can be used to study the characteris-
tics of lightning, as well as the lower ion-
osphere. Besides their significance as in-
dicators of thunderstorm activity, it has
been hypothesized that sferics are able to
affect the functioning of living organisms
and physico-chemical systems. More
specifically, this atmospheric parameter
has been considered a possible trigger
for changes in the somatic and emotion-
al well-being of humans, sometimes re-
ferred to as weather sensitivity symptoms
or meteoropathy (Schienle et al 2006).

Scientists claimed that middle aged
persons, especially women are at great-
er risk of becoming meteoropathic, but
even children are at risk. It is becoming
clear that meteoropathy is a disease of
modern times, and, in fact, it is probably
caused by the modern way of life. Spend-
ing too much time indoors and in spaces
that are climatised reduces our ability to
cope with changes of weather and weath-
er conditions in general. People who have
disturbances in the neural system, espe-
cially anxious and depressed persons, are
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more vulnerable to meteoropathy. Now-
adays, neural instability is influenced
by the increase in frequency of negative
factors in life, such as stress, loss of val-
ues, difficulty finding work or the disad-
vantages of retirement, the continuing
competition to get ahead, and, not least,
pollution — both atmospheric and aural.
Usually, around 24—48 hours before the
arrival of the weather change, particularly
sensitive people may show various symp-
toms which, taken together, make up the
meteoropathic syndrome. The most fre-
quent symptoms are an increase in de-
pression, both mental and physical weak-
ness, hypertension, cephalea, a desire to
remain indoors, increased susceptibili-
ty to pain in the joints and muscles, dif-
ficulty in breathing and a heavy feeling
in the stomach. There may also be mood
disturbances, irritability and symptoms
in the cardiovascular system, such as pal-
pitations or pain in the sternum. These
symptoms last for one or two days. They
begin to decrease once the weather has
changed, but return if the weather chang-
es again. When the changes follow one
another, the symptoms decrease in inten-
sity each time, as a sort of adapting pro-
cess occurs.

Everyone has a different level of sensi-
tivity to weather changes. Physically ac-
tive people and people who spend a few
hours a day outdoors usually do not even
notice the changes in weather.

On the other hand older people, peo-
ple who had surgery even long ago, es-
pecially ones that don’t spend time out-
doors, feel and suffer from every change
in weather no matter how insignificant it
might seem.
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The difference between the terms “me-
teorosensibility” and “meteoropathy” is
quantitative: “meteorosensitive” are tho-
se biologically susceptible to feel the ef-
fect of particular atmospherical events
on mind and body; “meteoropathic” are
those individuals who develop a specif-
ic illness or a worsening of the existing
diseases as a consequence of these cli-
matic changes.

Effect of weather on mood,
behavior and psychiatric
disorders

Weather has long been regarded to
impact everyday behavior. Behavior-
al changes result from physical charac-
teristics of the environment stimulating
the organism. Evidence indicates a pat-
tern of alternating sympathetic and para-
sympathetic nervous system stimulation
by contrasting meteorological conditions,
with each system’s incitement, in turn,
causing secondary behavioural changes
(Persinger 1980). Recently, the hypothe-
sis has been developed of a possible in-
teraction between the periodic variations
of climatic-environmental factors and the
biological systems underlying a variety
of disturbances: hypertension, cardiovas-
cular disease, arthropathy, hyperthyroid-
ism, stress syndrome, level of anxiety.
Along with the implication of hormonal
and neurotrasmitorial systems, observa-
tions derived from clinical practice testi-
fy that environmental stimuli, in particu-
lar physical variables, can have a role in
the complex pathogenic mechanisms un-
derlying psychiatric disorders.
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Table 1. Ways to fight meteoropathy (adapted from www. jubave.com).

Spending time outdoors is essential for your ability to cope with weather changes. No matter
how busy you are you can always find some free time to spend outdoors

Try to learn to love cold weather and humidity. Teach yourself to enjoy snow falling. When
you do that, meteoropathy will become a part of history, because it is caused by our love of
comfort

Your body can be trained to adapt to changes in weather, by going to sauna or taking hot and
cold showers. This is recommended to persons with low blood pressure, who are especially
sensitive to weather changes

Become physically active when outdoors, ride a bike, maybe run, even when it is cold and when
it rains. Develop resistance to weather changes by spending time outdoors in all weather con-
ditions. Cold, rain, snow, shouldn’t bother you anymore

Meteoropathy is a new disease. This disease is a product of your own behavior

The literature shows contradictory evi-  sure) was related to higher mood, better
dence as it relates to weather and mood. memory and broadened cognitive style
One of the largest examinations of the during the spring as time spent outside
mood-weather hypothesis found no sig- increased. The same relationships be-
nificant correlation between mood (mea- tween mood and weather were not ob-
sured by self-report using the Positive served during other times of the year,
and Negative Affect Scale, or PANAS) and indeed hotter weather was associated
and any of the assessed weather variables ~ Wwith lower mood in the summer. These
(barometric pressure, precipitation, sun-  results suggest that pleasant weather im-
shine, and temperature) (Watson 2000).  proves mood and broadens cognition in
On the other hand, some studies have in- the spring because people have been de-
vestigated how identical weather condi- Prived of such weather during the winter
tions may impact affect of individuals (Keller et al 2005).

who have spent a significant time period Concerning the effect of weather on
in differing geographic and climatic lo-  psychiatric disorders, several trials have
cations. In particular, it has been docu-  shown an efficacy of bright light on de-
mented that geographically-relocated in- pressive symptomatology in non-sea-
dividuals display grater mood variability  sonal depression (Deltito 1991, Marti-
attributable to weather conditions and ny 2004). Some studies of suicide and
heightened responsiveness to external  parasuicide behaviour have shown a rela-
environmental agents or events, of which  tion to weather conditions. A significant
physical light constitutes one (Reid et al  correlation between parasuicide rates
2000). Finally, in two correlational stud-  and meteorological parameters has been
ies and an experiment manipulating par-  found in women but not in men (Bark-
ticipants’ time outdoors, pleasant weather  er 1994). Other studies have demonstrat-
(higher temperature or barometric pres- ed correlations between violent suicides
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and temperature and sunlight duration
(Linkowsky 1992, Maes 1994). More-
over, Salib (1997) outlined a significant
positive association between suicide in an
elderly population and hours of sunshine
and relative humidity.

In Bipolar Disorder, the factors induc-
ing a new episode are probably many and
still unknown. As seasonal variation has
been noticed, it has been suggested that
weather conditions may play a role. My-
ers & Davies (1978) found a peak of ma-
nia episodes in summer and a nadir in
winter and a relation between the num-
ber of admissions due to mania and (1)
temperature in the current month and (2)
mean day-length and mean daily hours
of sunshine in the month before. Sev-
eral investigations have showed a rela-
tion between the amount of hours of sun-
shine and mania episodes (Carney 1988,
Peck 1990, Lee 2002). In a recent study
Christensen et al (2008) tried to elucidate
whether meteorological parameters such
as a change in mean and maximum tem-
perature, rainfall, plus atmospheric pres-
sure, hours of sunshine and cloudiness
might influence the development of new
bipolar phases. They found that though
meteorological factors may have an im-
pact on triggering new episodes in bipo-
lar patients, they do not constitute a dom-
inant cause.

The demand for psychiatric services is
not random and may fluctuate with cli-
matic variables. Seasonal variability and
weather have been shown to predict hos-
pital admissions among patients with ma-
jor psychiatric disorders. In particular, a
recent study showed that rain and average
temperature were predictive of emergen-
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cy department visits. More patients were
visited on warmer days and on days with-
out rain (Santiago et al 2005). Besides,
climate factors have been demonstrated
to have an impact on inpatient psychiat-
ric length of stay. In a study by Federman
et al (2000), medical centers in colder cli-
mates had the longest lengths of stay in
winter and fall.

A questionnaire

for the detection of meteoropathy
and meteorosensibility:

the Q-METEO

According to the possible effect of
weather conditions on mood disorders, a
sample of 139 patients with a diagnosis of
bipolar disorder type I, bipolar disorder
type II and cyclothymic disorder (DSM-
IV-TR) was administered a recently for-
mulated questionnaire, the Q-METEOQ,
in order to assess the sensitivity to cli-
mate changes, their impact on symptom-
atologic modifications and on phases of
disease. The Q-METEO consists of 11
items and a structured checklist aiming
to identify the physical and psychologi-
cal symptoms mainly related to climate
variations. Excluded were patients under
18 and over 75 years, patients with Sea-
sonal Affective Disorder (SAD) or “rapid
cycling” disorder, those suffering from
endocrine diseases, patients with a pri-
mary diagnosis of cannabis, drug or al-
cohol abuse, and patients with serious or-
ganic brain disorders.

A control group consisting of 331 non-
clinical subjects, matching for socio-de-
mographic characteristics with the clini-
cal group, was also evaluated.
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In bipolar patients the assessment of
mood, phase of disease (euthymic, man-
ic and depressive) and psychiatric symp-
toms was made according to Hamilton
Depression Rating Scale (HDRS), Ham-
ilton Anxiety Rating Scale (HARS) and
the Mania Rating Scale (MRS). All pa-
tients were also assessed by the Temper-
ament and Character Inventory-Revised
(TCI-R) to evaluate personality profile,
subsequently correlated with scores de-
rived from the questionnaire Q-METEO
and with the phase of disease.

Preliminary results have shown a great-
er presence in the experimental group
of meteorosensibility and meteoropathy
traits compared with the control group and
a significant difference between mania
phase and euthymia (P<0.005). Moreover
we found a significant prevalence of physi-
cal and psychological symptoms identified
with the structured checklist and signif-
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icant correlations with specific charac-
ter and temperamental dimensions in the
clinical group compared with the control
group (Mazza et al, unpublished data).

The accuracy of the Q-METEO, mea-
sured by the area under the ROC curve, is
0.72 (figure 1). The Q-METEO would be
considered to be “fair” in separating bipo-
lar patients with or without meteoropath-
ic symptoms. On the other hand, this test
represents a sufficiently accurate discrim-
ination to correctly classify those with and
without meteoropathic symptoms also in
the sample of healthy controls (figure 2).
Though our findings support the relevance
of dimensions such as meteoropathy and
meteorosensibility in the cyclical progress
of bipolar disorders and the possible use of
Q-METEDO to evaluate these traits, a larg-
er sample of subjects and multiple com-
parisons would be necessary to confirm or
complete these results.

Area under the curve

Test result variable(s): TOT

Asymptotic 95% confidence interval

Area | Std.errort | Asymptoticsig [ Lowerbound | Upper bound

0.727 0.036 0.000 0.657 | 0.797

Test result variable(s): TOT has at least one tie between the positive actual state
group and the negative actual state group. Statistics may be biased.

a. Under the nonparametric assumption

b. Null hypothesis: true area=0.5

Figure 1. ROC curve for Q-METEO in bipolar subjects.
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Figure 2. ROC curve for Q-METEO in healthy subjects.
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An open reflection on the future

Florence Quartier, Simon-Daniel Kipman, Michel Botbol,
Ayca Gurdal-Kiiey, Craciela Onofrio
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Introduction

Psychiatry is evolving in order to find
its place in the vast field of health care:
will psychiatry in the coming years be
more medical and biological, or more so-
cial? Will it be mainly a fight for every-
body’s access to healthcare or will it be
relegated to the rank of an obscure spe-
cialty in the back yard of healthcare?
All these questions and others of simi-
lar nature, are being asked by young col-
leagues in training who worry about their
future as psychiatrists while nevertheless
passionate about this discipline. Let’s lis-
ten to them! It is by working with and for
them and thus hoping to work with the
future of psychiatry that we attempt to
make progress in the section “Psycho-
analysis in Psychiatry”.

The section was founded in 2002, at the
12th World Congress of the WPA in Yo-
kohama. An immense merit goes to DS
Kipman for having finalized this proj-
ect which existed already for a long time.
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Without considering psychoanalysis to be
superior to psychiatry as was sometimes
the case in the past, section “Psychoanal-
ysis in Psychiatry” resolutely places its
project at the heart of the processes which
take place in society as a whole as well as
in the vast field of healthcare.

Medicine, psychiatry,
psychoanalysis,
a common approach

In medicine, the discussion is re-opened
and many are those who wish to preserve
the doctor-patient relationship, in order to
establish bonds with the patient as well as
with the patient’s entourage, so as not to
reduce the complexity of the individual
to the illness from which he suffers only.
One discovers that the training programs
again contain bases of the “humanities”,
ethics and attention to the psychological
aspects that accompany every illness.

There is everywhere some revived in-
terest in clinical practice capable of giv-
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ing a central role to the patient as an indi-
vidual rather than to his illness. It is very
interesting to propose to general practitio-
ners workshops led by a psychiatrist-psy-
choanalyst. The one and the other have
in common a special care for the person,
for his history, his family and for the con-
text in which this person evolves. More-
over, the general practitioners as well as
the psychiatrists-psychoanalysts attribute
great importance to the quality of the re-
lationship that they establish with the pa-
tient. And both of them, each in his own
way, know that a good inter-personal re-
lationship can become a true therapeutic
tool.

Section “Psychoanalysis in Psychiatry”
has proposed workshops intended for
psychiatrists, psychiatric teams and gen-
eral practitioners in Switzerland, France,
Greece and Turkey (Quartier 2004, Som-
mer 2007, Giannakopoulos & Quartier
2007)

Psychiatry for the person

In psychiatry, the interest of the rela-
tional aspects of treatment is obvious:
in Switzerland for example, the train-
ing program of specialists in psychiatry
comprises the double title of psychiatrist
and psychotherapist. And the individu-
al interview is considered to be the ba-
sic therapeutic tool in psychiatry. Section
“Psychoanalysis in Psychiatry” proposes
a greatly enlarged activity in this sense:
workshops in Greece, Turkey, Switzer-
land, Germany and France; diverse publi-
cations (Kipman 2005, Quartier, Ammon
2004, 2007), workshops in different Con-
gresses and manifestations.
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This interest for the relational aspects
of the treatment will necessarily go to-
gether with the acknowledgment of the
difficulties that the group leaders are con-
fronted with. They have to face contra-
dictory movements, sometimes violent
and destructive, which the patients use
involuntarily in the therapeutic relation-
ship. Counter-transference, a key concept
in psychoanalysis, is known in psychia-
try in pernicious forms and is often not
identified by the leaders. Since its cre-
ation and without interruption, section
“Psychoanalysis in Psychiatry “proposed
and continues to propose a reflection on
counter-transference, “a non-verbalized
reality in psychiatry” (Intervention in the
Istanbul Congress, Ay¢a Gurdal-Kiiey;
Vaslamatzis, Quartier).

In the workshops, we make precise
propositions in the hope that they will
be integrated into training programs like
those proposed by the WPA in the Con-
gresses. As concerns for example inter-
viewing, we advocate including the rela-
tional aspects in the investigation which
can lead to diagnosis and then again dur-
ing treatment. Thus we:

e Include what happens in the here and
now situation with the patient

e Try to understand who he is and who he
wants to be

e Consider or “embrace” what he expects
from us (sometimes the most unexpect-
ed things)

e Link all this with the signs and symp-
toms detected.

Let us take a very brief example of dai-
ly practice. Such an example permits the
participants in very diverse training to
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follow the procedure and put it into prac-
tice:

Thus, in young adults with delusions
and agitation, we evaluate the signs and
symptoms of psychosis, and at the same
time we evaluate who this young person
affected by psychosis is. We take great
care to detect dysfunctional signs in the
process of adolescence. The patient is as
much someone suffering from a psychi-
atric disorder, as a young person uneasy
with his sexuality and with the biologic
urge of becoming an adult. Psychosis ac-
centuates, but also perverts the process of
adolescence. In addition, quite frequent-
ly nowadays there is drug consumption,
which further and severely complicates
the process of adolescence. It is therefore
very important that we speak to the pa-
tient’s family about psychosis and also
about the process of adolescence. It is
very important to include in the training
programs for psychiatrists, the neurobi-
ological processes as well as those more
abstract, which govern the desire and/or
fear of becoming an adult. To conclude,
we must constantly define and facilitate
the understanding of the link between the
processes of adolescence and psychosis.
It is the link that is the central issue.

This brief example also permits to un-
derline the importance of the diagnosis
and therefore of the classification. The
lively debate around this subject is known
not only in the psychiatric world but even
beyond, given that the World Health Or-
ganisation is necessarily largely implicat-
ed. The WPA section “Classification, Di-
agnostic, Assessment and Nomenclature”
has since a long time, started a very use-
ful initiative for all practitioners and one
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knows the very vivid interest that Juan
Mezzich attaches to this question. Psy-
choanalysis can contribute to this initia-
tive as long as its approach is holistic, as
it relies on the evaluation of the global
functioning of the individual. And main-
ly as long as it considers the existence of
a continuum between the normal and the
pathological.

The section “Psychoanalysis in Psychi-
atry” intends to enlarge the debate on the
subject of diagnosis, believing that this is
an opening to our future. Common stud-
ies with section “Classification, Diagnos-
tic Assessment and Nomenclature” are
planned. The diagnostic approach offers
important opportunities for the explo-
ration and discovery of new therapeutic
means. That is why we propose to estab-
lish seminars that will teach how to for-
mulate a functional diagnosis aimed at
the individual that is the patient, with his
history and that of his family.

Biology, psychiatry,
psychoanalysis: the discovery
of a new method

The links between psychoanalysis and
biology are multiple today. The section
“Psychoanalysis in Psychiatry” has ob-
viously chosen to participate in this de-
bate. And therefore, we have decided to
follow the clinical path that is primar-
ily ours. It becomes clear that we must
create new “clinical objects” that high-
light the advances in neurobiology but
also the advances in the domain of re-
lations: psychoanalysis has, in recent
years, largely helped to develop the use
of interpretation. It is now easier to inte-



ADVANCES IN PSYCHIATRY

grate it into the practice of the interview.
Let’s take an example that every practi-
tioner, every speaker will be confront-
ed with, in the coming years, due to the
demographic explosion of the elderly:
when announcing the diagnosis of Al-
zheimer’s disease, it is not possible any-
more to be content with the measurable
deficit only. One must be able to explain
to the patient and his surroundings in a
comprehensible manner, how his previ-
ous history has impregnated his cogni-
tive disorder and on the other hand how
his cognitive disorder alters his men-
tal functioning. We must also manage
to convey that not all hope is lost and
emphasize that the prognosis is partial-
ly unpredictable. This procedure is simi-
lar to the one commonly used in psycho-
analysis: investigating without a priori,
gathering known and identifiable ele-
ments, and at the same time paying spe-
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Few controlled studies have exam-
ined the efficacy of Cognitive Behavioral
Therapy (CBT) in athletes suffering from
depression. This article will address the
issue of cognitive and behavioral therapy
in depressed athletes. CBT is a well-stud-
ied, effective form of psychotherapy (talk
therapy) used to treat a number of psy-
chiatric conditions, including depression.
In addition to addressing the lack of in-
formation for CBT use in this population,
we will discuss the issue of athletes as a
special group of patients who face several
challenges in the treatment of depression
including social stigma, coach bias, and
some of the unique symptoms of this dis-
ease in these individuals. Cases of CBT
use in treatment of depressed athletes
will also be presented in order to demon-
strate the usefulness of this form of ther-
apy for these patients.

A significant amount of time and mon-
ey is spent on the treatment of physical
injury and illness in athletes (Glick 2001).
Sports sections of newspapers all over the
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world extensively report on the physical
health of athletes. Sideline reporters in
high school, college and professional ath-
letes extensively cover the status of an
athlete’s injury. Video footage of injuries
sustained on the playing field is routinely
replayed multiple times during the cov-
erage of a game or match. However, it is
rare for the emotional state of an athlete
to even be mentioned. The status of an
athlete’s depression would appear to be a
taboo topic to cover. Glick (2001) and Be-
gel (1992) offer a number of compelling
explanations for this: the most prominent
being the significant social stigma asso-
ciated with psychiatric/psychological ill-
ness. The ongoing stigma associated with
mental illness globally in the general
population is even greater in the world of
sport. The diagnosis and treatment of de-
pression in athletes offers a unique chal-
lenge for the sports mental health profes-
sional.

Despite its well-documented effective-
ness in treating depression, very few well-
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controlled studies have been conducted
examining CBT in effectively treating
athletes suffering from depression. Mey-
ers (1996) has published a review of cog-
nitive behavioral strategies on perfor-
mance enhancement. Although this paper
did not report on its effect in depressed
athletes, it did demonstrate that cogni-
tive behavioral techniques could improve
athletic performance. Ross (1996) stud-
ied the effect of CBT in 60 male athletes
who required arthroscopic surgical re-
pair of a meniscus tear. His data revealed
that the CBT intervention group reported
less pain and anxiety during their post-
operative rehab program and returned to
athletic participation faster than the con-
trol group. However, this study did not
assess depression in any of the research
subjects. Begel (1998) reported a case
study of several adolescent athletes treat-
ed with various forms of psychothera-
py, including CBT, and concluded “ado-
lescent athletes often become intensively
involved in their treatment for brief pe-
riods of time, with good success.” Perna
(1998, 2003) studied 40 rowers who were
taught Cognitive Behavioral Stress Man-
agement (CBSM). This technique utiliz-
es relaxation training, guided imagery,
and cognitive restructuring to buffer psy-
chological distress. His data revealed de-
creased fatigue and depressed mood after
heavy exercise in the study group com-
pared to matched controls who were not
taught CBSM. Similarly, Booth (1987)
and Meeuvisse (1998) reported quick-
er physical and emotional recovery fol-
lowing surgery in those athletes using
CBSM. They also reported a significant
reduction in the number of illness and in-
jury days, and half the number of health
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care visits, compared to matched con-
trols. Unfortunately, none of these stud-
ies screened for depression in the study
group athletes prior to the intervention.

In this paper, we will discuss the role of
cognitive therapy in the treatment of de-
pressed athletes. For the interested read-
er, there are literally thousands of papers
and many books describing this form of
therapy. To briefly summarize, CBT was
developed by Aaron T. Beck, MD in 1952
and involves identifying automatic un-
realistic negative thoughts about life cir-
cumstance, the world and the perceived
future. The treatment involves working
with the therapist to challenge these in-
termediate and core beliefs, and consider
alternative explanations. The treatment
goal is to help the patient understand
the bidirectional relationship between
thoughts, feelings and behaviors. It also
strives to have the patient appreciate how
changing thoughts and behavior can in-
fluence their emotions. For example, the
CBT therapist would challenge an athlete
who fails at a competition and develops
the thought, and subsequent behaviors,
that they have failed as a person and are
a failure in all areas of life. This therapist
would ask the athlete to consider alter-
native explanations such as “I'm a good
athlete and a good person who had a bad
day on the field”. CBT treatment includes
homework assignments for the patient
and an ongoing self-assessment of their
thoughts, feelings and behaviors. This
form of treatment has been used success-
fully in depressed athletes by a number of
sports psychiatrists and psychologists.

A critical issue to address is the diag-
nosis and treatment of depression in ath-
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letes. Significant amounts of resources
have been spent on diagnosing and treat-
ing physical injuries in athletes. Unfortu-
nately, this is not the case when consid-
ering psychiatric problems: the existing
professional literature on the topic is rel-
atively scant. What has been well doc-
umented is the reluctance of athletes to
seek help for depression. A number of
possible explanations for this have been
discussed, and one of the most important
factors seems to be the stigma associat-
ed with any mental health problem. Stig-
ma against psychiatric disease is com-
mon all over the world, but it appears to
be particularly prominent in the world of
sports. Furthermore, the diagnosis of de-
pression in athletes can be problematic.
Unlike the symptoms commonly seen in
depressed non-athletes, athletes may first
present with symptoms related to train-
ing and competing. A coach may notice a
problem on the practice field or in compe-
tition and not consider an underlying de-
pression as the etiology of the problem.
Even if the athlete is aware that some-
thing is not right, they commonly resist
considering an underlying depression.
Depression has many faces and the dis-
ease presents with a variety of different
symptoms. Most people think of depres-
sion as being sad. Many people suffer-
ing from depression, including adoles-
cents and athletes, may not report feeling
sad, but rather irritable, negative, hope-
less or helpless. A common presenting
symptom in all people suffering from de-
pression is the loss of the ability to expe-
rience joy. An athlete who used to look
forward to competing, no longer expe-
riences any joy in it. They may actually
begin to dread or avoid past pleasurable
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activities. For the depressed athlete, a de-
cline in performance is a virtual given.
This may be an early initial warning sign.
The experienced, skilled coach or trainer,
although not a mental health professional,
may often instinctually pick up on sub-
tle changes in their athletes, but not know
how to handle the situation. An impor-
tant role for sports psychiatrists and psy-
chologist is to help coaches and trainers
identify depression in their athletes and
get them appropriate treatment. Depres-
sion will not only adversely affect their
performance, but have a negative impact
on all areas of their life and may result in
suicidal thoughts. It is important to note
that CBT has been demonstrated to be
particularly effective in treating suicidal
ideation.

Psychotherapy

Psychotherpy is talk therapy. There
are many different forms of psychother-
apy but all are based on a verbal interac-
tion between the patient and the therapist.
The goal of psychotherapy is to improve
emotional or behavioral symptoms. Such
sessions can be conducted with the ther-
apist one-on-one, in groups, or with cou-
ples and families. Mental health prob-
lems can include psychological, social
and somatic dimensions, which often
make it hard for people to manage their
lives and achieve their goals. Psychother-
apy is aimed at these problems, and at-
tempts to help people to solve them via a
number of different approaches and tech-
niques. Most psychotherapies are either
direct descendants of psychoanalysis, or
they were developed in reaction to psy-
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choanalysis. Therefore, when describing
the history of psychotherapy, most tradi-
tionally start with Sigmund Freud, who is
credited with being the father of psycho-
analysis and the first to use dialogue as a
therapeutic tool.

While there are some ideas in psychol-
ogy without Sigmund Freud in their leg-
acy, most can be traced back to his work
starting in the 1880s in Vienna. Trained
as a neurologist, Freud began noticing
neurological problems in patients that
had no recognizable biological cause.
Seeing blindness, paralysis and anorex-
ia with no apparent organic cause, he
looked towards the mind for answers.
Finding some evidence that those who
were mentally ill could exhibit physical
symptoms, he discovered colleagues and
teachers who were equally perplexed and
interested in such matters.

Freud opened a private practice in 1886
until 1896 that mostly treated women
who showed symptoms of hysteria, which
were very loosely defined at the time. Us-
ing such techniques as dream interpreta-
tion, free association, transference and
analysis of the id, ego and superego, his
colleagues developed a system of psy-
chotherapy termed psychoanalysis. Stu-
dents and colleagues of his became psy-
choanalysts themselves, and formed their
own differentiating systems of psycho-
therapy. These were all later termed un-
der a more broad label of psychodynam-
ic, meaning anything that involved the
psyche’s conscious and unconscious in-
fluence on external relationships and the
self. Psychodynamic psychotherapy and
psychoanalysis are considered to be par-
ticularly effective at treating certain men-
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tal disorders, such as personality disor-
ders and mood disorders. However, this
method of treatment requires hundreds of
sessions over a period of several years.

Current psychodynamic approaches
continue to develop and change. Contem-
porary Freudian approaches usually re-
tain Freud’s emphasis on sexuality, ag-
gression, and mental conflict, and often
prefer insight-oriented psychotherapy to
the more supportive techniques. For the
most part, contemporary Freudians con-
tinue to believe that psychotherapy is
most effective when it leads to increased
self-knowledge on the part of the patient.
Conversely, there are forms of psycho-
therapy in which the therapist is active-
ly involved in helping the patient change
and develop. Cognitive behavioral thera-
py is an example of one of these relatively
newer therapies.

Cognitive behavioral therapy

Cognitive Behavioral Therapy (CBT)
is a form of psychotherapy that empha-
sizes the important role of thinking in
how we feel and what we do. For exam-
ple, if a patient is experiencing unwanted
feelings and behaviors, it is important to
identify the thought process that is caus-
ing these problems and to learn how to
consider alternative explanations, which
are less negative. Some forms of thera-
py assume that the main reason people
have better results is secondary to the
positive relationship between the thera-
pist and patient. Similarly, Cognitive-be-
havioral therapists believe it is important
to have a good, trusting relationship, but
they also believe this is not enough. They
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feel that the patient changes when one
learns to challenge automatic negative
thoughts. CBT therapists focus on teach-
ing balanced self-counseling skills. The
role of the therapist is to listen, teach, and
encourage, while the patient’s role is to
express concerns, learn, and implement
what they have learned.

Cognitive-behavioral therapists seek to
learn what their patients want out of life
and then help their patients achieve those
goals. CBT is based on the scientifically
supported assumption that most emotion-
al and behavioral reactions are learned.
Beck designed this therapy to address
his observation that depressed persons
hold unrealistically negative views about
themselves, the world, and the future. The
benefit of this belief is that we can change
the way we think in order to feel and act
better even if the situation remains con-
stant. Therefore, the goal of therapy is to
help patients unlearn their unwanted re-
actions and to become skilled at taking
back control of their live. Along these
lines, Beck describes a person’s sche-
ma as an integrated knowledge structure
that influences what the patient remem-
bers and how they process and store new
experiences. He explains that such nega-
tive schema content remains latent dur-
ing periods of normal mood, but can be
activated by environmental or physiolog-
ic stressors.

Generally speaking, CBT is easy to
use, has broad empiric support, is a first-
line treatment, and can help patients cope
with depression, anxiety, and other psy-
chological problems. This form of treat-
ment has been repeatedly studied and its
efficacy is supported by more research
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than any other form of psychotherapy.
The therapy involved in CBT is collabor-
ative, structured, goal-oriented, and de-
signed to be a short term form of treat-
ment (however, therapy for complex
cases and those of severely mental illness
may take longer). Along these lines, this
therapy is considered among the most ex-
pedient in terms of results obtained: the
average number of sessions required for
all types of problems is only 16, whereas
other forms of therapy, like psychoanaly-
sis, can take years. Furthermore, CBT’s
highly instructional nature, along with
its use of homework assignments, allows
for a more rapid form of therapy. Athletes
often find this approach more desirable
than other less structured forms of psy-
chotherapy.

Depression

This is a widely used term that de-
scribes a person’s mood as being reduced
from what is perceived as being normal.
The word “depression” is used to de-
scribe a below average mood state, i.e.
sadness, as well as the psychiatric syn-
drome Depression. Descriptions of de-
pression can be found in ancient docu-
ment dating back into antiquity. In fact,
Hippocrates used the term melancholia,
a word we now use to describe a severe
depressed state, and the Roman physician
Celsus described melancholia in his work
De re medicina as depression caused by
black bile.

Some two-thousand years later, the first
edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM) was
created in 1952 and allowed communica-
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tion between psychiatrists (especially in
different countries) to be uniform. Af-
ter five revisions, we are left with current
form, the DSM-IV-TR. Under this ver-
sion, the term major depressive episode
has five or more of the following symp-
toms present during the same 2-week pe-
riod and represent a change from previ-
ous functioning: (1) depressed mood most
of the day, nearly every day, (2) marked-
ly diminished interest or pleasure in all,
or almost all, activities most of the day,
nearly every day, (3) significant weight
loss when not dieting or weight gain (e.g.,
a change of more than 5% of body weight
in a month), or decrease or increase in ap-
petite nearly every day, (4) insomnia or
hypersomnia nearly every day, (5) psy-
chomotor agitation or retardation near-
ly every day, (6) fatigue or loss of energy
nearly every day, (7) feelings of worth-
lessness or excessive or inappropriate
guilt nearly every day, (8) diminished
ability to think or concentrate nearly ev-
ery day, (9) recurrent thoughts of death,
recurrent suicidal ideation without a spe-
cific plan, or a suicide attempt or a specif-
ic plan for committing suicide.

The lowered mood varies little from
day to day, is unresponsive to circum-
stances and may be accompanied by so-
called “somatic” symptoms, such as loss
of interest and pleasurable feelings, wak-
ing in the morning several hours before
the usual time, depression worse in the
morning, marked psychomotor retarda-
tion, agitation, loss of appetite, weight
loss, and loss of libido. Depending upon
the number and severity of the symp-
toms, a depressive episode may be spec-
ified as mild, moderate or severe. In a
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mild depressive episode, two or three of
the above symptoms are usually present
and the patient is usually distressed by
these but will probably be able to contin-
ue with most regular activities. Moder-
ate depression is defined as four or more
of the above symptoms are usually pres-
ent and the patient is likely to have great
difficulty in continuing with ordinary ac-
tivities. A severe depressive episode oc-
curs when several of the above symptoms
are marked and distressing, in addition to
typically loss of self-esteem and ideas of
worthlessness or guilt. Suicidal thoughts
and acts are common and a number of
“somatic” symptoms are usually present.

As useful as the DSM is for mental
health clinicians, these symptoms of de-
pression do not necessarily hold true for
special subgroups of individuals such as
athletes. In addition to those indicators of
depression found in the DSM, symptoms
that may be more common in athletes in-
clude irritability, lack of motivation, and
decline in performance. Athletic trainers
are instructed to watch for possible signs
of a depressed athlete, which include a
slumped posture, lack of enthusiasm, be-
ing tardy or missing practice, and not
providing a usual level of participation in
practice sessions. Another indication that
the athlete is having trouble may be ex-
cessive self-criticism or setting unreal-
istically high standards for themselves.
These are possible indicators of athlete
depression to which mental health profes-
sionals must be aware and should make
an effort to discover if they are present
via thorough history.

Several circumstances such as female
sex, being over the age of 65, having rel-
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atives with a history of mood disorders,
individuals who have clinical depression
in the past, and any chronic or serious
medical illness are known to put patients
at risk for a depressive episode. An im-
portant risk factor for depression in the
athlete would include injury. In particu-
lar, an injury that results in the individu-
al not being able to participate in practice
or competition for an extended period of
time can be a risk factor. Furthermore,
a person potentially susceptible to a de-
pressive episode would be the marginal
athlete who is not living up to his or her
own expectations: such situations have
been correlated with chronic fatigue and
depression in athletes.

CBT in the depressed athlete

As discussed, CBT is an effective and
efficient treatment for depressed patients.
Despite research showing that this ther-
apy is useful in several aspects of sports
enhancement, there is little data to sup-
port the use of CBT in treating depressed
athletes. Further studies are needed in
order to determine whether this form of
therapy is useful in this unique popula-
tion.

It is important to consider that when
working with this group of individuals,
athletic trainers must be mindful that se-
rious sport competitors have been known
to cover-up their depression via athlet-
ic endeavors, which may include a regi-
men of intense exercise. Often, athletes
suffering from depression will train hard-
er in an effort to suppress their negative
mood. While these patients may often be
successful, this tactic will be ineffective
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for those with moderate to severe depres-
sion. Recognizing overtraining as an at-
tempt by athletes to self-treat and cope
with depression is important in the diag-
nosing the disease.

There are several potential problems
in treating depressed athletes. Many of
these individuals would be hesitant to
admit an emotional problem and often
feel that doing so would be taboo. Su-
perstition weighs heavily on the minds
of most athletes, and knowing they have
to seck the help of a mental health pro-
fessional would do little for their self-es-
teem. Moreover, seeking the assistance
of a psychologist or psychiatrist would be
even more difficult for those athletes with
narcissistic traits. Not only is there a stig-
ma on the part of competitors, but among
coaches as well. Those supervising and
guiding these patients must be aware of
the warning signs of depression and be
open-minded as to the treatment options
available to these athletes in order to pre-
vent under-diagnosis secondary to stig-
ma. After all, the purpose of a coach is
to improve the overall performance of
the athlete; this cannot be accomplished
without the mind functioning as a sharp,
coordinated and positive unit.

Case presentations

Though not developed with an athlet-
ic audience in mind, the cognitive-be-
havioral model is very well suited to
working with this population. As a thera-
peutic model rooted in learning psycholo-
gy and experimental psychology, athletes
have been trained to listen, learn and do
“homework”. The athletic environment is
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one whereby the individuals must be able
to hear and absorb the messages provid-
ed to them by their coaches. As such, the
type of interaction embedded in CBT is
a natural fit. Furthermore, they are used
to “being told what to do” between train-
ing sessions (“homework™). Finally, these
individuals are also used to working on
their own. One can certainly draw par-
allels between the interactions an athlete
has with a coach and cognitive-behavior-
al therapist.

Just as the athlete must be able to think
through the “lessons” provided by the
coach, CBT asks the patient to consider
the nature of their thoughts. Just as the
athlete learns to train on their own be-
tween sessions, the patient in the CBT
model is asked to do “homework” assign-
ments between sessions. This demon-
strates just two of the obvious parallels
between these two worlds.

Regretfully, such parallels can just as
easily be as much a part of the problem
as the intervention. In most sports where
assessment is subjective (versus objec-
tive sports such as track and swimming)
athletes are often subjected to irrational
thinking. For example, the figure skater
or gymnast who is told that they would
have scored higher had they “shed a few
pounds” or, the soccer player that is told
that they were cut because they were
too short is overtly being led to irratio-
nal thoughts. Tragically, in each case the
athlete is often well aware of shorter,
heavier competitors who were provid-
ed the exact opposite message. In such
cases what is being “taught” is irratio-
nal thinking.
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Case 1 — Elana

Elana was a late adolescent (nineteen
years of age) at the start of treatment. She
had already been living away from home
for more than four years. The patient was
now at her second Olympic Training cen-
ter having spent the previous four years
training with a different coach after mov-
ing to work with a new coach and part-
ner.

Her coach had made the initial arrange-
ments for Elana to start working with a
sport psychologist for “performance en-
hancement”. Elana was an amicable, in-
telligent, hard working young woman
who was immediately engaged in the
process. By the end of the first session,
it was clear that Elana was interested in
more than imagery, stress reduction and
goal setting. In fact, by the end of the sec-
ond session it was clear that Elana was
dealing with issues requiring more than
traditional sport psychology interven-
tions. Moreover, she finally brought for-
ward that she had in fact previously seen
a psychiatrist prior to moving to the cen-
ter. Elana had been diagnosed with co-
morbid depression and anorexia nervosa.
It was clear that her clinical issues were
of utmost importance to her personal well
being and, her athletic pursuits. A plan
was developed to first address her clinical
issues then, to “tackle” her performance
with more traditional performance en-
hancement techniques.

Elana was a classic case of someone
who had been exposed to a lot of con-
fusing, contradictory messages and
abuse. As the many mixed, contradicto-
ry and irrational messages had started
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during late childhood, their impact was
that much more devastating. Like many
young women aspiring to be an elite ath-
lete in subjective sports, Elana had devel-
oped numerous irrational beliefs about
her self, her athletic success and, subse-
quently, her personal worth.

Once the diagnosis was clarified, a
treatment plan, which was anchored in
CBT, was established. Her first assign-
ment was the start of her readings. The
reading list had focused articles on nu-
trition, sport performance, human devel-
opment, eating disorders and depression.
These homeworks were assigned one per
session in an effort to support the stages
of her treatment.

Elana’s depression seemed to be fu-
eled by an ever increasing, pressure (both
from within and stemming from feedback
from her coaches) and growing sense of
failure associated with her competitive
results over the past three years. She de-
scribed receiving recent feedback that
“she was too heavy”, “too weak” in ad-
dition to other personally attacking com-
ments. Like so many others in her situa-
tion, it was clear that the feedback was
offered with little tangible proof.

Unfortunately, it was clear that such
feedback had been internalized and now
surfaced in the form of numerous irra-
tional belief systems: this included a se-
ries of stringent “musts”, “oughts” and
“shoulds”. These irrational belief sys-
tems were clearly reinforcing her depres-
sive thoughts. “It is my fault, I must do
better”, I “ought” to be able to drop the
weight so I can present the proper look,
and I “should” be doing better.
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One area of intervention centered on
helping Elana gain control over what
seemed to be automatic thoughts; the
problem was that Elana did not believe
this to be the case. She had poor insight
as to the automaticity and depth of her ir-
rational thoughts. For this reason, Ela-
na was given homework to place a rub-
ber band on her wrist and give it a small
snap every time she recognized one of
her “musts”, “oughts”, and “shoulds”. Pri-
or to the completion of this session, it was
necessary to help her identify examples
of such thoughts becasue she had no in-
sight. Upon her return for her fourth ses-
sion, it was clear that she got the point. In
fact, she explained that she had to take
the rubber band off after two days due
to the pain. It was now time to control
these thoughts. During this session, Ela-
na worked on a series of “replacement”
thoughts. From the start it was clear that
her irrational belief systems had com-
pletely impaired her ability to conjure
more rational thoughts. Once again, the
focus on the face-to-face treatment time
needed to focus on learning. In this case,
learning the difference between rational
versus irrational thoughts was impor-
tant and a list was quickly compiled with
which she could work. Her homework (in
addition to readings on success) was to re-
peat (to herself) a rational thought (three
times) each time an irrational thought
“popped” into her head.

The next work objective was focused
on her readings in the area of success.
In an effort to continue and provide a
greater sense of personal control over
her athletics and her life in general, her
treatment now turned toward re-defin-
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ing success. The focus was placed on
helping her learn to ascribe more val-
ue to her own, fair, objective evaluations
versus those of coaches and judges. One
technique employed was to come up
with a list of objective measures, which
she could use versus the subjective, ex-
ternal feedback she had become so total-
ly reliant upon.

Over the course of the next three ses-
sions, Elana became progressively more
rational in her evaluations. Further ef-
forts were made to re-establish personal
goals, which provided greater opportuni-
ty for personal control and further relief
of the original depressive symptoms.

The final piece of treatment was to re-
shape her self-perceptions. Once again,
the irrational nature of her thoughts be-
came the focus. In this case, it appeared
the polarization of her “self-evaluation”
was the root of the problem. As such, she
was provided short readings on this form
of irrational belief system with concur-
rent discussion during face-to-face ses-
sions.

Ultimately, Elana grew ever stron-
ger in her abilities to think clearly, ratio-
nally, develop a greater sense of control
and personal worth. After approximate-
ly twelve sessions, Elana’s treatment be-
came less clinically oriented and more
embedded in traditional performance en-
hancement. Occasionally there was the
need to return to the themes that domi-
nated the first twelve sessions. One final
note, in Elana’s case there was never the
need for psychopharmacologic interven-
tions and her anorexic behaviors abated
along with her depression.
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Case 2 — Vera
(professional soccer player)

Vera was a recent college graduate
playing in her first season as a profession-
al soccer player. She had attended a very
strong academic college on a full schol-
arship. As such, by the time she moved to
the town in which she was to play, she had
already been away from home for sever-
al years. Unlike Elana, Vera arranged for
her first therapeutic contact. Upon meet-
ing Vera for the first time, she communi-
cated that she had no acute issues, but that
she presented in order to “serve as a role
model to the rest of the team”. As could
be expected, it took little before concerns
and “issues” were being brought forward.
For example, Vera began talking about
clear disparities in feedback she used to
get from previous elite coaches and her
present coach. She went on to talk about
concerns over her future should her pres-
ent status not improve (with respect to fi-
nancial security and participation). Ulti-
mately, by the end of the first session the
nature of her presentation turned toward
a presentation of depressive symptoms.

Subsequent to this initial session, a
meeting with her coach revealed relevant
and contradictory information to what
Vera presented. The coach described that
from day one, her performance was far
below how Vera saw herself. In fact, the
coach presented a picture of a spoiled ath-
lete with a poor work ethic and margin-
al skills; this was very different than the
reality in which Vera apparently lived.
Once again, irrational thinking had pro-
vided the fertile ground for the roots of
her depression.
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As was the case with Elana, Vera was
also a wonderful client. She was open to
consider new points of view and alterna-
tive explanations (Further evidence of
the utility of CBT to this population) de-
spite her initial reluctance with the idea
that she might be dealing with depres-
sion. Upon completing a few articles on
athletes and depression, Vera returned
to her second session ready to confront
the possible diagnosis. An improved state
was clearly noted and it appeared that the
insight and explanation alone provided a
great sense of relief and hope.

Vera had been an Olympic champion
prior to being signed to her first profes-
sional contract. She was well recognized
and thought of very highly. Her recent
“fall from grace” caused her great con-
cern, as she saw no rational explanation
for the change in feedback. Making mat-
ters worse, she was receiving contradic-
tory feedback from her previous coach.
Vera was clearly receiving mixed, con-
tradictory signals. She was caught in the
middle and suffering. Although she did
not want to admit to being depressed, she
did admit that she wanted to “feel bet-
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ter”.

As the available information was so di-
ametrically opposed, the first step was to
determine what was fact and what might
have been fancy. Prior to the first ses-
sion, it was important to determine what
points were irrefutable and might be used
as a starting point. It was true that she
had been an Olympic champion and it
was true that she was a stand out athlete
in college. It was also ascertained that the
other coaches felt her to be a strong play-
er at the present time. Again, the factors
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clearly pointed to an emerging set of ir-
rational beliefs at the core of her depres-
sion.

Once the situation was clarified, an in-
tervention plan was established. As Ve-
ra’s schedule would have her frequently
out-of-town over the next three months,
the plan included significant bibliograph-
ic work and electronic communications.

The first step was to help Vera estab-
lish a foundation as to the facts regarding
her present situation: what “negatives”
were justified/real and which ones were
not. What, if any, tangential factors might
be contributing and which were not. By
the end of the first session of her inter-
vention plan it was clear that Vera was
already showing an abatement of symp-
toms stemming from what she now un-
derstood.

Because Vera’s schedule permitted her
to be in town for the next three weeks, the
focus was an “overloading” of her face-to-
face time in order to be able to maximize
the time she would be away. For each ses-
sion, a specific facet of her life was ex-
amined. Just as the first session, fact and
fantasy were separated and efforts were
made to find rational thoughts to replace
the irrational thoughts that had emerged.
At the start of each session, there was a
“warm-up” which focused on how well
the lessons learned from the previous
session had worked then, the “training”
or, next area of attack. Yes, the terminol-
ogies were purposeful and useful.

Each time Vera would go out-of-town
she was provided articles that were cho-
sen to further entrench what had been
learned. For example, provided works in-
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cluded articles written about her sport to
highlight realistic assessment and arti-
cles about her developmental phase. Dur-
ing her last trip, the articles focused on
life after sport! This was the protocol for
her treatment.

Case 3 — Cory (High School Athlete)

When I first met Cory he was a senior
two-sport, high school athlete. Unlike the
previous two cases, Cory was a psychi-
atric referral. At the time of the referral,
he was eighteen years old and going into
his senior year of high school at a “prep”
school. His father made Cory’s initial psy-
chiatric contact. Part of the precipitating
cluster of symptoms that most concerned
the father was the son’s suggestion that he
was going to quit the basketball and track
teams for his senior year. This, in addi-
tion to alterations in sleep, energy and ap-
petite led to the referral.

Unlike the previous two cases, Cory
showed very little insight during the ini-
tial consultation. In fact, Cory never
mentioned his diagnosis and, seemed to
be very unaware as to why he was even
involved. After several sessions, things
would completely change. It became clear
that Cory’s lack of insight was actually
a lack of comfort and trust. Interesting-
ly, when given the choice to discontinue,
Cory chose to return. As CBT suggests
a much more “directive” therapist style
than many other applied schools, Cory
seemed to gain trust, feeling that the ther-
apist “understood” what it was like to be
young, scholarly athlete.

Through the course of a fifteen-week
treatment (not consecutive weeks as
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Cory was in boarding school and could
not make the commute every week) Cory
progressively exposed tremendous insight
into original triggers, ongoing causes and
day-to-day factors that were maintaining
his depressive symptoms.

Though not shared until the fifth week,
Cory had been moved into a Prep school
after seventh grade due to a dramatic drop
in grades and increasing social issues. He
finally explained that during this time he
was diagnosed with Attention Deficit Hy-
peractivity Disorder that was compound-
ed by involvement with a poor social
group. Regretfully, Cory left that phase
of his life with a completely altered, irra-
tional, incorrect sense of self. From that
phase of his life Cory had clearly begun
to operate off of numerous irrational be-
lief symptoms. He showed textbook ex-
amples of:

Perfectionism

Reframing

Catastrophizing

Personalization

Fallacy of fairness

Polarized thinking

One-trial generalizations

Self-criticism

As these had been permitted to go un-
challenged for more than four years, they
had clearly become entrenched ways of
thinking with significantly deviant auto-
matic thoughts attached. Cory dealt with
a lot of self-blame and improper refram-
ing with respect to his interactions with
his father. Of note, it was the weeks when
Cory was unable to make his face-to-face
appointments that much of his “work”
was done. Cory did very well with home-
work such as listing his values and self-
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worth, thought-stopping and general
writing. Interestingly, over time he actu-
ally started doing his own bibliographic
work via the Internet. Such efforts proved
to be very therapeutic. Finally, after ten
weeks, Cory agreed to have his father (a
core component to his present circum-
stances) join us for a session. As was ex-
pected, the father became a true voice to
refute much of Cory’s irrational, auto-
matic thoughts.

Cory did in fact participate in both
sports his senior year. In fact, he was
named captain of both teams.

Summary

Depression is a common disorder,
which presents with many different “fac-
es”. Athletes suffering form depression
may not present with the classic symp-
toms, such as sad mood. Their mood
symptoms may manifest in the form of
increased irritability, poor performance
in practice and in competition, lack of
enjoyment in competing, over-training,
or drug and alcohol use. Depression ad-
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needed to better understand the impact of
depression in athletes, the role of the coach
in early detection, and the most effective
treatment strategies for this unique popu-
lation. As has been discussed in this arti-
cle, depressed athletes are a special popu-
lation and CBT may be particularly useful
in treating these individuals.
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Critical Learning Periods for Self-Esteem
Mechanisms of Psychotherapy and Implications
for the Choice Between Individual
and Group Treatment

Daniel R. Wilson, John S. Price, Antonio Preti
Section of Psychotherapy, World Psychiatric Association

For some years the Psychotherapy Sec-
tion of the World Psychiatric Associa-
tion has been oriented towards evolu-
tionary biology. This examination of
the interplay between clinical neurosci-
ence, evolutionary genetics and psycho-
therapy is largely due to the influence of
Ferdo Knobloch, a former section chair,
and was motivated partly by his belief
that psychotherapy, like the rest of psy-
chiatry, should be based on the basic sci-
ences, including evolutionary psychiatry.
Also he held firmly to keep the Section
open to all, but not dominated by any of
the many competing schools of psycho-
therapy. Knobloch, who is known for his
multidisciplinary day hospitals, first in
the Czech Republic and later in British
Columbia, summarized his work in the
very readable Integrative Psychotherapy
(Knobloch & Knobloch 1979). Other con-
tributions of evolutionary psychiatry to
psychotherapy can be found in Stevens &
Price (2000) and Wilson & Cory (2007).
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Evolutionary psychiatry is based large-
ly on comparative ethology, behavioural
ecology, genetics and evolutionary theo-
ry. One of the contributions of compara-
tive ethology is the concept of critical or
sensitive learning periods. The most ex-
treme example is that of imprinting in
precocial birds, in which the chick learns
to follow whatever it first sees after hatch-
ing. This is normally the mother, but if
other objects are substituted, bizarre out-
comes are possible, such as cockerels
that first follow and then try to mate with
cardboard boxes. Critical learning peri-
ods are important in learning bird song,
and it is well known that cats exposed to
mice between 10 and 16 weeks will be-
come good mousers, but if not exposed to
a mouse during that time they lose all ca-
pacity to chase mice.

Critical learning periods also apply
to humans, and one example relevant to
psychotherapy is the learning of self-es-
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teem [Stevens & Price 2000 (pp. 268—
273), Price 2002). Since the early work
of Maslow, we have known of the enor-
mous individual variation in self-esteem,
such that some people think they own the
whole world, whereas others barely think
they have a right to exist. This is impor-
tant for psychotherapy, because most psy-
chotherapy patients suffer from low self-
esteem. Our evolutionary orientation
suggests to us that there are two critical
learning periods for self-esteem, and the
choice of type of psychotherapy may well
depend on which of the two critical learn-
ing periods was responsible for low self-
esteem in the individual patient.

One critical learning period is ear-
ly childhood (about 2 to 5 years). This is
when, according to Heinz Kohut, the par-
ents and other adults “mirror the grandi-
ose self” of the child (Siegel 1996). Each
little achievement is applauded and the
child is surrounded by praise and love.
However, as we know only too well from
the psychiatric clinic, not all children
have this boost to their self-image. Many
children exit from childhood feeling that
they are fundamentally bad people, or
failures, or unwanted, or less favoured
than a sibling. Maslow himself was per-
manently scarred by a remark from his
father to the effect that “no woman will
ever look at someone with such an ugly
face.”

The second critical learning period for
self-esteem is adolescence. At this time
the influence of parents is reduced or even
becomes negative, while the input of the
peer group is vital. To be accepted and
valued by the peer group leads to high
self-esteem. But many adolescents are re-
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jected by their peers for various reasons.
They may look different in some way,
or have disability, or move into an area
where the peer group is “full” and does
not require newcomers. This rejection by
their peers may undermine high self-es-
teem inculcated by parents, or aggravate
low self-esteem developed in early child-
hood. The negative adolescent experience
is clearly expressed in Irvin Yalom’s nov-
el “The Schopenhauer Cure” (New York:
Harper Collins 2005), Bonnie is taking
part in group therapy and says:

“You all remember me, I'm sure. I was
the little fat girl in your grade-school
classroom. Very chubby, very clumsy,
hair too curly. The one who was pathetic
in gym, got the fewest valentines, cried a
lot, never had best friends, always walked
home alone, never had a prom invitation,
was so terrified that she never raised her
hand in class, even though she was smart
as hell and knew all the right answers”

(p 129).

After adolescence, self-esteem is dif-
ficult to alter. Of course important life
events may have an effect, such as be-
ing granted a knighthood, or being black-
balled from a desirable club, but on the
whole it takes a long time to alter self-es-
teem, and in the clinic we see lots of suc-
cessful, happily married people who have
problems due to bad experience in early
childhood or adolescence.

One contribution of Ferdo Knobloch
was his recognition of the value of the
“corrective experience”, first suggested
by Alexander and French (1946) in which
therapy can supply a re-run of an experi-
ence which was bad for the patient [Kno-
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bloch & Knobloch 1979 (pp 95-100]. The
Knobochs say, “Candidates for psycho-
therapy are people not able to arrange
corrective experience for themselves ....
By corrective experience we understand
partial reexposure to situations which the
person was not able to master in the past,
but reexposure under more favorable cir-
cumstances, so that successful mastery is
achieved.” (p 96, italics in original)

Ferdo Knobloch was firmly convinced
that individual psychotherapy could pro-
vide a rerun of the parent/child relation-
ship. Over a long period of treatment by
an accepting, attentive and supportive
therapist, the patient could overlay the
bad early learning experience with a new
and positive experience. This is helped
by the style of therapy emphasizing the
importance of childhood experiences, fa-
vouring the idea of the therapist adopt-
ing the role of parent, and resulting in the
phenomenon of transference. Then the
good therapist is able to elevate the pa-
tient into something like equality, in the
way that a good parent eventually gives
adult status to their child.

However, if the low self-esteem dates
from negative experiences in adoles-
cence, individual therapy cannot ef-
fect a re-run. The parent figure is impo-
tent at this stage. What is required is a
re-run with a group of people to repre-
sent the peer group. This can be achieved
with group therapy, in which the other
group members stand in for the adoles-
cent peers, and here the transference is
not to the therapist but to the peer group
as a whole. The patient ideally leaves the
group feeling accepted and valued by the
other group members.
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From the point of view of evolutionary
biology, low self esteem is not so much
a disorder as a strategy for dealing with
life’s problems. Differential parenting
and the vicissitudes of adolescence yield
an adult population consisting of a mix of
“hawks” who always attack and “doves”
who always give in, the balance between
hawk and dove being maintained in the
genome by negative frequency-depen-
dent selection (Maynard Smith 1982).
Low self-esteem is mediated by the lower
levels of the triune brain (Stevens & Price
2000), but can be replaced by a dove strat-
egy adopted at a higher level. This latter
conscious and rational assumption of the
dove role is an approach emphasised by
many religions and philosophies which
teach humility. Here, humility represents
a de-escalating strategy of the neocorti-
cal or rational brain, whereas low self-es-
teem is a de-escalating strategy mediated
at the paleomammalian and/or reptili-
an levels of the forebrain. It may well be
that group therapy teaches humility as a
means of being accepted and valued by
the other group members with salutary
sociophysiological sequelae.

So far as we know, the considerations
outlined above are not currently taken
into account by those who assess for psy-
chotherapy and triage patients to either
individual or group therapy. Theoretical-
ly, it would be possible to test these ideas
by having an independent assessment of
self-esteem during the triage process and
predicting that those patients whose low
self-esteem originated in early childhood
would do better with individual thera-
py whereas those whose low self-esteem
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originated in adolescence would do better
with group therapy.

It might seem that once a critical learn-
ing period has expired, it would be im-
possible to reactivate it for therapeutic
purposes. This is an empirical matter,
but from the theoretical point of view we
could postulate the existence of arche-
types (Stevens & Price 2000) for both the
parent/child relationship and for the ad-
olescent/peer group relationship. These
may be active throughout life and af-
fect relations with older people and with
peers, respectively. The basic level of the
self-esteem component of the archetypes
would be set in early childhood and ad-
olescence, but might conceivably be ac-
tivated and altered by the unique situa-
tion of the therapist/patient relationship,
particularly as it occurs in psychoanaly-
sis in which forgotten childhood memo-
ries are retrieved and nursery conflicts
are analyzed; and in some forms of group
therapy in which sensible adult discus-
sion is discouraged by the therapist and
the group members are reduced to some-
thing approaching teenager status.

Moreover, in the last several decades,
innovative work of Kandel and others has
shown brain structures and synaptic con-
nections are remarkably dynamic (Etkin
et al 2005). Increasingly, research con-
firms considerable neural plasticity con-
tinues across the life span as synapses are
modified by diverse environmental fac-
tors, including processes of learning and
memory.

It is increasingly clear that psycho-
therapy involves more than talk or even
thought — it actually activates and alters

78

memory and learning. Indeed, events are
remembered as both emotional Gestalts
(implicit memory) as well as more cogent
narratives (explicit memory). Thus, the
accounts of past and current episodes of
a life offer hermeneutical clues as to the
internal mental states of people (Jaspers
1913, Etkin et al 2005, Wahler & Castle-
bury 2002).

Implicit emotional recollection is an of-
ten vivid yet pre-verbal mechanism where-
as narrative competence is the ability to
understand, remember, reorganize and
create complex linguistic structures such
as “stories” or “tales”. Narrative functions
are an important resource for interpret-
ing affectively charged experiences repos-
ing in implicit memory and, so, transform
these into explicit memories. Upon con-
scious recollection and consideration of
thoughts and feelings, persons can more
easily integrate these toward construc-
tion of a coherent recollection of the da-
sein of experience itself, which facilitates
true understanding and elaboration — at
least of insight and, sometimes, of wisdom
(Wabhler & Castlebury 2002).

Mental disorders often impact narrative
competence, coherence and cogency, as is
reported most notably in psychoses, delu-
sional depression and mania. Patients suf-
fering from these disorders sometimes gen-
erate bizarre narratives about themselves
and the others, i.e., delusions. Jaspers ar-
gued that beliefs ought not be deemed de-
lusional due to mere content, but rather
due to how a patient holds such a belief.
Moreover, he viewed primary delusions as
autochthonous, that is, ultimately without
any speck of rationality having given rise
to their formation (Jaspers 1913).
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Likewise ability to anticipate mental
states of others, the so-called “theory of
mind”, is affected both in patients diag-
nosed with schizophrenia (Janssen et al
2003), and in those diagnosed with a bi-
polar disorder, even in euthymic phases
(Kerr et al 2003). The ability to concep-
tualize other people’s beliefs and inten-
tions is an essential part in understanding
and creation of narratives. Such narrative
competence is thought to contribute to
social cognition allowing the individual
to build up a collection of scripts where
intentions and beliefs are correctly locat-
ed (Bruner 1986).

In Post-Traumatic Stress Disorder
(PTSD) particularly, patients are unable to
properly retrieve specific memories about
the traumatic event, and, contemporari-
ly, are upset by the recrudescence of the
traumae in the form of flashbacks (Ehlers
et al 2004). Other narrative incongruities
in PTSD involve confusion about tempo-
ral order, and difficulty in accessing im-
portant details, both of which contribute
to problematic appraisals of the traumatic
event. To date, it is unknown whether this
defect of narrative competence is a con-
sequence of the disorder itself, or a fac-
tor favouring its onset and development.
But clearly in PTSD, narrative compe-
tence is related to recovery, particularly
as the coherence, identification of mean-
ing, and self-evaluation in the building
up of a narrative regarding the trauma are
concerned (Tuval-Mashiach et al 2004).
Psychotherapy, by helping reassert arche-
types at the foundation of current self-es-
teem, also can integrate a more positive
narrative of the self from childhood to
adulthood.
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A line of research that links narrative
competence and psychological wellness
comes from very specific investigation
of linguistic representation of early at-
tachment as conceptualized by Bowlby
(1973). Mary Main and co-workers de-
veloped these ideas via an interview to
investigate the quality of the relation-
ship subjects (adult or adolescent) recall
having had with their parents as children
(Main 1991). Individual narrative style
(particularly when of greater coherence
and fluency) is a key factor in assessing
the quality of attachment in childhood.
The most decisive subfactors in attach-
ment were: orientation, the way of plac-
ing the protagonists of a story into the
narrative context; structure, the degree
of linking events in terms of cause and
effect; affection, the presence of emo-
tions and feelings consistent with nar-
rated events; integration, the degree of
linking facts with emotional reactions
related to them and within the story-tell-
ing context (Main 1991, Baerger & Mc-
Adams 1999). People having better nar-
rative coherence of their remembrance
have a better chance of being psycholog-
ically healthy and well-adjusted adults,
even despite negative events or emotions
related to early memory.

Psychotherapy often involves the put-
ting together of a story. Earlier ideas
about the mechanisms of psychotherapy
emphasized beneficial effects attributable
to a specific kind of relationship patients
developed with therapists. These hinged
on social interactions that led to specif-
ic behavioural changes learned and de-
veloped in the course of the therapeutic
relationship. However, gradually forming
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a story —a more and more coherent sto-
ry about the past, the present and the fu-
ture prospects— contributes to both the
symptom improvement observed in pa-
tients undertaking psychotherapy as well
as the actual brain mechanisms that un-
derlie such improvements (Fitzpatrick &
Hanly, 1996). It is not yet clear how best
to fully disentangle effects of secure at-
tachment such as on the development of
a valid narrative competence (via a pos-
itive feedback from a reliable parent), or
from epigenic factors affecting risk of
mental disorders. So too, it is not clear
whether narrative competence is a pro-
tective factor against psychopathology,
or if psychopathology disrupts narrative
competence and renders people suffer-
ing from a mental disorder less able to
express a coherent tale of their past. In-
deed, recent studies of persons suffering
from PTSD demonstrate that an increase
in length of narrative from pre- to post-
treatment was related to a better organi-
zation of thoughts about the trauma and a
decrease of symptoms of depression (Foa
et al., 1995). This effect may also be par-
ticularly important for patients suffering
from affective disorders, as they are like-
ly to have also had deeply upsetting life
experiences. Better integration of nega-
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An understanding of families, their
ways of reacting to and dealing with psy-
chiatric illness in their loved ones, as well
as the effectiveness of various forms of
family interventions continue to be active
areas of systematic investigations. This
Update focuses on recent findings from
family studies in patients with mood dis-
orders (major depression and bipolar dis-
orders) and eating disorders (anorex-
ia and bulimia) as examples of ongoing
family research. There is continued rec-
ognition that empirical data is necessary
in order to validate the important role that
families play in the evolution of psychi-
atric disorders and to ensure that family
interventions are utilized and reimbursed
in the treatment of these disorders.

Mood Disorders

Depression

Over the last few years studies have
continued to attempt to unravel the rela-
tionship between marital satisfaction, in-

83

terpersonal conflict, and the onset and
course of depressive disorders. Previous
studies have identified difficulties that are
apparent in the psychosocial functioning
of depressed patients. Difficulties in re-
lationships have also been noted to nega-
tively influence the course of the depres-
sion and its likelihood to recur. It is still
unclear, however, whether the interper-
sonal conflict predates the onset of depres-
sion or is the consequence of it. The spe-
cific components of the marital discontent
have also not been fully identified.

A recent study by Heene et al (2007)
has attempted to address some of these
questions. This research group from Bel-
gium studied 69 clinical couples with ma-
jor depression, and compared them with
69 non-clinical control couples. They fo-
cused on conflict communication, at-
tribution, and attachment as important
domains in the context of marital satis-
faction. They found that both depressed
patients and their partners experienced
more marital maladjustment in their rela-
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tionships than control couples. This was
particularly the case when the identified
patient was female. The majority of de-
pressed women believed that their de-
pression was caused by problems in their
relationships while almost half of the de-
pressed men attributed their depression
to work related problems. Couples in
which there was a depressed partner also
reported a lower level of constructive
communication and greater avoidance of
each other. These couples also tended to
be ambivalently and insecurely attached
to each other. In general, couples where
the patient was a woman experienced
more marital dissatisfaction, poorer con-
flict resolution and more insecure attach-
ment in comparison to couples where the
depressed patient was a male and also
in comparison to nonclinical couples.
Women tended to express more demands
in contrast to men who tended to exhib-
it more withdrawal. This study suggests
that family interventions that target and
modify dysfunctional perceptions of rea-
sons for the onset of the depression help
to improve communications in order to
resolve conflicts and which improve a
sense of connectedness, and attachment
between the couples, may be particular-
ly helpful. The study also suggests that
it may be important to modify the thera-
peutic approach to couples depending on
the gender of the identified patient.

The relationship between marital satis-
faction and depression was also investi-
gated in a Latino sample in Brazil (Hollist
et al 2007). This group also investigated
the relationship between marital dissatis-
faction and the likelihood of recurrence
of depression. They studied 99 depressed
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women during a depressive episode and
during a 2-year follow-up period. 58% of
the sample was white, 27 black and 14%
reported a mixed racial heritage. The
majority were lower middle-class. This
study found that depressed women re-
ported poor marital satisfaction and to a
degree that was even greater than report-
ed for women in the United States. They
also found that marital satisfaction at in-
take to the study, during a depressed epi-
sode, was predictive of the recurrence of
depression two years later. Marital dissat-
isfaction was a better predictor of subse-
quent depression than the level of depres-
sive symptomatology during the index
episode. Marital discord then was found
to both cause and maintain depressive
symptoms. This relationship appears to
be even stronger in Latinas than it is for
whites. The authors of this study suggest-
ed that it is particularly important to treat
the family in addition to the depression
in those depressed women where marital
dissatisfaction is present.

There are still very few studies on the
outcome of family or couples treatment
for depression. Such studies are diffi-
cult to conduct due to the expense, lack
of manualized family therapy treatment
protocols, lack of sufficient numbers of
well-trained family therapists who are in-
terested in research and lack of consensus
about appropriate instruments to measure
outcomes. Recent studies nonetheless re-
inforce the important role that family in-
terventions can have in the treatment of
depression.

In one of the few studies of patients
with moderate to severe depression,
Miller et al (2005) randomly assigned
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121 patients recruited from the inpatient
or partial hospital units of a psychiat-
ric hospital, to pharmacotherapy alone;
combined pharmacotherapy and cogni-
tive therapy; combined pharmacotherapy
and family therapy; or combined phar-
macotherapy, cognitive therapy and fam-
ily therapy. The family therapy provid-
ed was the Problem Centered Systems
Therapy of the Family (PCSFT), which is
based on the McMaster Model of Family
Functioning. The PCSFT is a structured,
short term family systems intervention
that is based on the following principles:
an emphasis on “macro” stages of treat-
ment (assessment, contracting, treatment,
closure), as opposed to the idiosyncratic
“micro” moves of each therapist; empha-
sis on assessment; inclusion of the entire
family; active collaboration between the
therapist and family members; open, di-
rect communication with the family; fo-
cus on the family’s responsibility for
change; emphasis on current problems;
focus on behavioral change; an emphasis
on family strengths; time limited nature.
A greater proportion of those patients
who had family therapy as a part of their
treatment experienced improvement and
a significant reduction in their depression
and suicidal ideation than patients who
received pharmacotherapy and/or cogni-
tive therapy, but no family therapy. This
study highlighted the importance of add-
ing family therapy to pharmacotherapy
and or cognitive therapy for patients with
moderate to severe depressions in order
to maximize their likelihood of a favor-
able response to treatment.

A significant minority of patients who
have responded to acute treatment of de-
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pression develop tachyphylaxis to their
antidepressant medications. These pa-
tients experience a return of their depres-
sive symptoms during maintenance anti-
depressant treatment. It is unclear what
the best course of treatment should be at
this stage of the depressive illness. Fab-
bri et al (2007), randomly assigned 20
depressed outpatients and their signif-
icant others to either a dose increase of
their medications and clinical manage-
ment or to family therapy using the PC-
SFT, which is described above. Patients
received the family treatment over a 12-
week period. Seven of 10 patients re-
sponded to an increase in their medica-
tion dosage, as did seven of 10 patients
who received the family intervention.
However, all but one of the patients re-
ceiving the increased medication dosage
relapsed on that those during follow-up
whereas only one patient receiving the
family therapy relapsed during the fol-
low up period. This study suggests that
providing family therapy is just as effec-
tive as increasing the drug dosage when
there is a recurrence of depression during
maintenance treatment. But that the ad-
dition of family therapy is more effective
at sustaining remission than is pharmaco-
therapy. Both studies also show that the
PCSFT is a useful form of family therapy
for patients with clinical depression.

Bipolar disorder

Psychosocial variables continue to be
seen as significant contributors to the
course and outcome of bipolar disorder.
The stress diathesis model postulates that
certain nonspecific stresses negatively im-



ADVANCES IN PSYCHIATRY

pact on biologically vulnerable individu-
als. Factors such as disruption of regular
social routines, stressful life events, fam-
ily attitudes and maladaptive interaction-
al styles, non-adherence with pharmaco-
therapy, and comorbidity of personality
disorders can contribute to aggravating a
biologically based vulnerability to the on-
set of mood episodes or interfere with its
likelihood of improvement (Scott 2006).
This conceptualization provides the ra-
tionale for combining pharmacotherapy
with psychosocial treatments, including
psychotherapy and family interventions.
In addition, caring for patients with bipo-
lar disorder creates a significant sense of
burden on the caregivers.

In a recent study of primary caregiv-
ers of 500 patients with bipolar disor-
der, Perlick et al (2007) found that 89%
of caregivers reported moderate or high-
er levels of burden in relation to patient
problem behaviors, role dysfunction or
disruption of household routines. High
levels of burden created physical health
problems, depressive symptoms, and
health service utilization by the caregiv-
ers. Some of the burden for caregivers
was mediated by their perception of stig-
ma associated with their relative’s men-
tal illness.

Two forms of family interventions as
adjunctive treatments for bipolar disor-
der have been studied recently. Miller et
al (2008), randomly assigned 92 patients
diagnosed with bipolar disorder and their
family members to pharmacotherapy
alone, family therapy plus pharmacother-
apy or a multi-family psycho educational
group, and pharmacotherapy. Treatments
and assessments continued for up to 28
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months. The family therapy provided was
the problem centered systems therapy of
the family (PCSTF) as described above.
For the total sample, the addition of a fam-
ily intervention did not improve outcome.
However, in patients from families with
high levels of impairment, the addition of
a family intervention resulted in a signifi-
cantly improved course of illness. In con-
trast, for patients from low impairment
families, the addition of a family interven-
tion did not improve the course of illness.

Micklowitz et al (2007) randomly as-
signed 293 outpatients with bipolar I or
II disorders and depression to pharma-
cotherapy and psychotherapy (family
focused therapy, interpersonal and so-
cial rhythm therapy or cognitive behav-
ior therapy) or collaborative care, a brief
psycho educational intervention. Patients
receiving the psychotherapies had signif-
icantly higher recovery rates (64.4% ver-
sus 51.5%), and shorter times to recov-
ery than patients in collaborative care
there was no difference in outcomes for
the three psychotherapies. Patients in the
psychotherapy groups also reported sig-
nificant improvements in overall func-
tioning, relationship functioning and life
satisfaction. The family intervention used
was family focused therapy (FFT). FFT
is provided in 21 sessions over a nine-
month period. It consists of three mod-
ules: psycho education, communication
enhancement training and problem solv-
ing skills training.

Overall, adjunctive psychosocial thera-
pies for bipolar disorder appear to reduce
rates of relapse, but are more effective for
depression than for mania. There is no
evidence that any particular therapy has
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a unique mechanism of action or any spe-
cific advantages over any other approach
(Scott et al 2006). In general, family in-
terventions, while not impacting consis-
tently on patient’s symptomatic status do
improve the family’s knowledge and un-
derstanding of the bipolar illness. They
also lead to a better connection with the
family to the patient’s treatment and are
helpful in delaying and reducing relapses
and the need for re-hospitalizations. All
family interventions encourage active
collaboration between the therapist and
families. They emphasize education, and
compliance. They tend to focus on im-
proving problem-solving skills and com-
munications and to decreasing levels of
criticism within the family. They help the
family to deal with prodromal and residu-
al symptoms and to develop strategies for
dealing with relapses.

Eating disorders

Eating disorders are prevalent and se-
vere psychiatric conditions. The severi-
ty of anorexia nervosa is reflected in the
high mortality rate, which is about 20% in
chronically ill adults with anorexia after
twenty years. It is partly for this reason
that many psychotherapeutic approaches
are tried in its management. The efficacy
of the different treatment approaches is
inconsistent, however, and the proportion
of therapy resistant patients is high.

In the history of family therapy, anorexia
nervosa played a paradigmatic role, serv-
ing as a good model for family dysfunc-
tions. Several major family therapeutical
schools (structural, strategic, multigener-
ational approaches) elaborated their the-
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oretical cornerstones studying anorectic
families. While family therapy became a
popular method in the treatment of eating
disorders from the *70-s (especially in an-
orexia nervosa), evidence for its effective-
ness, based on randomized controlled tri-
als, appeared only in the last two decades.
Some studies performed in the Mauds-
ley Hospital, London, proved the efficacy
of family therapy in the treatment of an-
orexia nervosa, especially in younger pa-
tients with short duration of illness (Dare
et al 2001). An important study was pub-
lished also from the Maudsley by Eisler
et al (2007). Conjoint family therapy and
separated family therapy (formerly called
family counseling) was administered in
the treatment of anorexia nervosa. This
study confirmed the efficacy of family
therapy, and after a five-year-long follow-
up the patients stayed well. The authors
do not recommend conjoint family ther-
apy, if a raised level of parental criticism
(high level in expressed emotions) is pres-
ent in the family.

In an attempt to study the relative ef-
fectiveness of family therapy and indi-
vidual therapy, a study was designed to
compare behavioral systems family ther-
apy to ego-oriented individual treatment
(Robin et al 1999). A significant improve-
ment in anorectic symptoms was found at
the end of treatment. 67% of the patients
reached target weight and 80% regained
menstruation. The long-term outcome is
even more important: after one year about
75% of the patients had reached their tar-
get weight and 85% resumed menses. Pa-
tients in the family therapy group showed
significantly greater weight gain in com-
parison to the individual therapy. More-
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over, the family therapy group produced
a more rapid treatment response.

In the past few years treatment manuals
have also been elaborated in order to help
the family treatment of anorectic patients
(Lock et al 2001). The Maudsley model is
a practical approach, focusing in the ini-
tial phase on the problems of eating, and
on the promotion of weight gain. A fami-
ly meal is organized providing the oppor-
tunity of improving parental skills, and
helping the identification of problem ar-
eas. When the impact of eating habits and
weight loss decreases, the therapist be-
gins to deal with the more general issues
of adolescence, e.g. the process of sepa-
ration and individuation. This approach
can be standardized. There are some effi-
cacy studies using treatment manuals, for
instance in an Australian eating disorder
service. The advantages of the manual-
ized program were the positive changes in
the dynamics of the eating disorder team,
the experience of families that consulted
the service, and a significant decrease in
readmission rates (Wallis et al 2007).

An important new theoretical and prag-
matic model in the family therapy of eat-
ing disorders is narrative family therapy.
There is a close association between at-
tachment experiences and the coherence
of narratives. From a systemic point of
view it is important to stress that early
interactions in families generate special
emotional attachment patterns, and also
shape the content and style of the nar-
ratives that are formed. During therapy
these associations are explored, and it is
suggested that commonly observed pat-
terns are consistent with transgeneration-
al experiences (Dallos 2004).
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Another new approach in family ther-
apy is the multifamily group therapy,
which is an intensive form of treatment.
In this setting several eating disordered
families participate in the therapeutic
session (Dare et al 2000). The aim of this
therapy is to enable families to find their
own resources, and to cope with severe
family tensions. Characteristic eating
habits, and problematic interactional pat-
terns are addressed. Similar experiences
in the families strengthen the cohesion of
the multifamily group, and the therapeu-
tic process becomes intensive. The need
to find the family’s own solutions makes
the therapy more acceptable. Multifamily
groups can be an economic alternative to
single family sessions.

Psychoeducation for eating disordered
families can also be more economic, and
as effective as the traditional forms of
family therapy. In the study of Bryant-
Waugh et al (2007) psychoeducational
focus groups and individual interviews
were used to help the mothers of eat-
ing disordered pre-school children. The
identification of different topics related
to the eating disorders was a useful tool
to support the mothers. Parental self-help
groups are also organized in many spe-
cialized eating disorder units.

In the last decade there has been a
growing interest in the family therapy of
bulimic patients. Although there are still
only a few studies in this area, it can be
an effective method. First publications
relating to the family therapy of bulim-
ic patients summarized mainly clinical
experiences in case reports. The bulim-
ic symptoms can be regarded as intra-
familial messages to the parents. In a
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randomized controlled trial supportive
psychotherapy and family therapy was
compared for adolescents with bulimia
nervosa. Family therapy was significantly
more advantageous than supportive ther-
apy after treatment and at a 6-month fol-
low-up (Le Grange et al 2007). Psycho-
educational methods are also useful for
bulimics and their families.

Another study compared the efficacy
and cost-effectiveness of family thera-
py and cognitive behavior therapy guid-
ed self-care in adolescents with buli-
mia nervosa. At six months, bingeing
showed significantly greater reduction
in the CBT guided self-care group than
in the family therapy group, but the dif-
ference disappeared at 12 months. There
were no other differences between the
groups. The direct cost of treatment was
lower for guided self-care than for fam-
ily therapy. The acceptability of the pa-
tients is greater for bulimic adolescents
(Schmidt et al 2007). Studying the pre-
dictors of outcome in a randomized clin-
ical trial of family therapy in anorexia
nervosa, Lock et al (2006) found that the
major predictive factors were psychiatric
comorbidity, family behaviors, and early
response to treatment.

In spite of the supportive data outlined
above, some therapists object to family
therapy, arguing that the autonomy of the
patients cannot be stimulated if the fami-
ly therapy increases parental control over
eating. To solve this problem, more ran-
domized controlled trials should be per-
formed. In practice, using a systemic ap-
proach, the parents can be involved in
this process, as well, providing the op-
portunity of a more basic improvement.
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In family-based treatments, parents can
be regarded an important resource for
therapy.

In summary, family therapy can be an
important contribution to the treatment
of eating disordered subjects, both in an-
orexia and bulimia. In the first three de-
cades of the application of family inter-
ventions mainly clinical observations and
case studies were published, but the im-
pact of randomized, controlled trials is
increasing.

Conclusions

The family continues to play a very im-
portant part in the understanding of the
nature of mood and eating disorders.
Studies suggest that including the fami-
lies in the treatment of these patients is
likely to improve the overall manage-
ment of their illness. A variety of family
approaches have been found to be help-
ful including psychoeducation, multi-
family groups, and family interventions
that focus on communications and prob-
lem solving skills. Family interventions
are synergisitic with individual and psy-
chopharmacological approaches and are
usually provided as an adjunctive treat-
ment. A limitation to the implementation
of family interventions is the dearth of
psychiatrists and other mental health pro-
fessionals who are well trained in fami-
ly therapy. Residency training programs
should put greater emphasis on helping
trainees to acquire family therapy skills.
In the interim there is a need for a clinical
manual to help guide those who are inter-
ested in trying to implement some of the
findings outlined in this Update.
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In the last years the WPA section on
pharmacopsychiatry worked very inten-
sively on the preparation of two section
statements, which combined evidence-
based reviews with expert opinion. With
these section statements two hot spots in
the current discussion on clinical pharma-
copsychiatry were interlocked. Especial-
ly after the publication of the main results
of the CATIE trial in 2005 (Lieberman et
al. 2005) the one question is whether the
second generation antipsychotics (SGASs)
should still be seen as the first rank treat-
ment in schizophrenic psychoses and oth-
er disorders, or whether the result of the
CATIE study and similar so called “effec-
tiveness” or “real world” studies (Moller
2008) would have the power to question
the preference of SGAs, considering ad-
ditionally the high price of these drugs, a
problem especially in countries with low
health budgets.

The second hot topic was the discus-
sion about potential negative effects of
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SSRIs, which in the last decade primar-
ily started out from the child and adoles-
cent psychiatry, but was later on also re-
garded as a prominent problem in adult
psychiatry. The section members dis-
cussed these questions very intensive-
ly, considering also the methodological
problems related to these two topics. A
full agreement could finally be reached
on the antipsychotics section statement
which was recently published in “Schizo-
phrenia Research” (Tandon et al 2008).
The section statement on antidepres-
sants has been published as well (Mdller
2008). An important aim of these section
statements was to balance potential nega-
tive effects (Moller 2006b) of antidepres-
sants with the known positive effects on
depression in terms of reducing depres-
sion scores and also reducing suicidality
(Moller 2006a). The two key positions of
these section statements will be present-
ed in the following.
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Comparative effectiveness
of antipsychotics
in the treatment
of schizophrenia

Despite significant advances in our un-
derstanding of the nature of the disease,
schizophrenia remains one of the most
challenging medical conditions of our
times. It is characterized by high mor-
bidity and mortality, and available treat-
ments for schizophrenia are incomplete-
ly and variably effective and associated
with a range of adverse effects. Despite
these impediments, however, the individ-
ualized provision of a comprehensive ar-
ray of treatment, rehabilitative and social
support services can effectively promote
recovery of persons with schizophrenia
(Tandon et al 2006). The sequential in-
troduction of “atypical” or second gener-
ation antipsychotics (clozapine, amisul-
pride, zotepine, risperidone, olanzapine,
quetiapine, sertindole, ziprasidone, ar-
ipiprazole and paliperidone), led to in-
creased optimism among physicians and
patients about what can be achieved with
effective antipsychotic therapy in schizo-
phrenia. Like the about 50 older “typi-
cal” or “conventional” first-generation
antipsychotics (FGAs), the eleven new-
er “atypical” second-generation antipsy-
chotics (SGAs) are at least as effective in
reducing the delusional thinking, hallu-
cinatory experiences, and thought disor-
ganization that are the hallmarks of psy-
chosis (positive symptoms). Compared
to the older FGAs, however, this new
generation of SGAs has a lower liability
for inducing extra pyramidal side effects
(EPS) resulting in their being termed
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“atypical” (Kapur & Remington 2001,
Moller 2000).

FGAs and SGAs both constitute very
heterogeneous classes of antipsychotic
medications. The principal distinction
between SGAs and FGAs is the abili-
ty of the former to provide an equiva-
lent antipsychotic effect with a lower li-
ability to cause EPS, although there is
substantial variation within each class in
this regard.

Clinical trial data collectively indicate
that SGAs may demonstrate a broader
spectrum of efficacy than FGAs (equiv-
alent efficacy in positive symptoms and
variably greater efficacy in negative,
mood, and cognitive symptoms), sub-
stantially related to their lower propensi-
ty to cause motor side-effects. Whereas
neither the modestly greater efficacy of
SGAs over FGAs nor its significant ex-
planation by the reduced propensity of
SGAs versus FGAs to cause EPS is ful-
ly established, they are consistent with
the preponderance of data. Recent find-
ings further reinforce the importance of
achieving an antipsychotic effect with-
out EPS. Clozapine is more effective than
other antipsychotic agents in treatment-
refractory schizophrenia patients (specif-
ically those with antipsychotic-refractory
positive symptoms), ameliorating symp-
toms in about one-third of such patients;
reduced EPS liability does not explain
this greater efficacy. Indirect compari-
sons of efficacy across studies and direct
comparisons in the relatively few ran-
domized, controlled head-to-head studies
between other SGAs suggest that they are
essentially similar with regards to over-
all efficacy and efficacy in treating posi-
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tive and negative symptoms; if differenc-
es exist, these are small.

The occasional observation of the su-
perior efficacy of some SGAs may be
explained by the fact that optimal dose
ranges for olanzapine, risperidone, and
amisulpride are somewhat better de-
fined than those for quetiapine, ziprasi-
done, and aripiprazole. Additionally, the
need for multiple-daily dosing and ad-
ministration with food may complicate
the real-life optimal dosing of ziprasi-
done. In view of the significant individ-
ual variability in drug pharmacokinet-
ics and treatment responsivity, it should
also be emphasized that equivalent over-
all efficacy across patient groups does not
translate into equal efficacy in each indi-
vidual patient. There is no best agent or a
best dose of any agent for all patients. It
is not currently possible to prospectively
predict which antipsychotic medication
might be optimal for a given patient. De-
cisions about antipsychotic therapy con-
sequently entail a trial and error process
with careful monitoring of clinical re-
sponse and adverse effects and an ongo-
ing risk-benefit assessment.

Substantial differences in the adverse
effect profiles of these medications are
very well documented and different indi-
viduals are differentially tolerant of dif-
ferent adverse effects. Generally, SGAs
have a lower propensity to induce EPS
than FGAs although there are differenc-
es among both groups of agents with re-
gard to the ease and consistency with
which an adequate antipsychotic effect
can be achieved without EPS. Metabol-
ic side-effects which increase the risk of
ischemic heart disease (weight gain, dys-

97

lipidemia, diabetes mellitus) have recent-
ly received particular attention (Mdller
2000). In view of their likely contribution
to the increased mortality of persons with
schizophrenia, they warrant close atten-
tion. Although SGAs are generally as-
sociated with metabolic adverse effects
to a greater extent than FGAs, there are
variations among both SGAs and FGAs
with regard to their liability to cause
these side-effects. CATIE, for example,
found olanzapine to cause more weight
gain and related metabolic side-effects
than perphenazine, risperidone and que-
tiapine to cause equivalent weight gain to
perphenazine, while ziprasidone caused
fewer metabolic problems than perphen-
azine. Other adverse effects differ among
FGAs and SGAs as well (Tandon et al
2006), the impact of these adverse ef-
fects on both the safety and tolerability
of these agents differs across individuals.
A minimum protocol for monitoring ad-
verse effects should be implemented and
this needs to be customized to the pa-
tient’s specific vulnerabilities/needs and
the agent selected.

If bothersome or hazardous adverse ef-
fects develop, informed treatment adjust-
ments should be made collaboratively by
the physician-patient team. Switching an-
tipsychotics because of inadequate effi-
cacy or poor tolerability has been found
to be useful (Tandon et al 2006), but the
risks of discontinuing a partially effective
treatment need to be weighed against the
benefits of switching to a possibly more
effective one; both the risks and benefits
were evident in CATIE and to a more lim-
ited extent in CUtLASS. Antipsychotic
treatment has a significant impact on the
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long-term course of schizophrenic illness
and can significantly facilitate recovery.
Early intervention has much promise in
reducing the substantial decline in func-
tion that frequently accompanies the on-
set of schizophrenic illness, but effects
of early antipsychotic treatment and dif-
ferences between agents are inadequate-
ly characterized. Extrapolating effective-
ness findings from trials conducted in
chronically ill subjects as in CATIE and
CUtLASS to first-episode patients war-
rant great caution. Previous studies sug-
gest benefits of SGAs over FGAs in this
population (Schooler 2007). This was
also confirmed by the results of the re-
cently completed European First-Episode
Schizophrenia Trial (Kahn et al 2008) in
the sense that patients treated with hal-
operidol had a much higher discontinua-
tion rate and a higher EPS side effect bur-
den than patients treated with SGAs.

Antipsychotic treatment needs to be in-
dividually tailored to promote optimal re-
covery and this requires careful monitor-
ing and ongoing joint decision making by
the clinician-patient team about choice
of antipsychotic agent, dosing, continu-
ation/switching, and augmentation. Al-
though existing antipsychotic treatments
for schizophrenia are not completely sat-
isfactory, they can meaningfully reduce
the devastating effects of the illness.

Do SSRIs or antidepressants
in general increase suicidality?

The concerns that induction of suicidal-
ity should be seen as a serious side effect
of antidepressants primarily focussed on
the SSRIs, although these concerns later
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extended to include the tricyclic antide-
pressants (TCAs) as well. On the basis of
several reanalyses, not only children and
adolescents but also adult patients were
also considered to be a risk group.

The problem is not as new as many
people seem to believe. For decades it has
been part of medical teaching that treat-
ment can have an early stimulating effect
such that depressed patients may acquire
the energy to follow through on suicidal
impulses before the mood improvement
associated with AD or other treatment
takes effect. This so-called drive-mood
dissociation in the early phase of AD
treatment has long been seen as a special
risk factor for suicidal behaviour, and
physicians were warned to observe pa-
tients carefully in this phase and to deal
pragmatically with the potential risks:
this has formed a principle of good clini-
cal practice. Therefore early in treatment,
frequent visits and supportive psycho-
therapy are recommended, and a pref-
erence for sedative ADs and/or co-med-
ication with benzodiazepines was also
thought to reduce the risk of suicidal be-
haviour.

The classical drive-mood dissociation
was thought of as a property of the illness
course, not as a side effect of any given
treatment. There additionally exists since
long time the clinical experience that ac-
tivating antidepressants in particular can
provoke agitation and associated suicidal
thoughts as a side effect related phenom-
enon, which induced related warning as
part of good clinical practice. The discus-
sion about the suicidality-increasing ef-
fects of the SSRIs might be seen in line
with these two issues.



REPORT ON TWO RECENT SECTION STATEMENTS OF THE WPA SECTION PHARMACOPSYCHIATRY

The current controversy, starting with
children and adolescents, has resulted in
a renewed debate about SSRI-induced
suicidality in adults (Moller 2004) and
was finally expanded to all antidepres-
sants. The FDA put tight restrictions on
the use of SSRIs and other ADs in chil-
dren and adolescents (FDA Public Health
Advisory 2004). CHMP followed but fo-
cussed on newer ADs (emea 2005).

When considering studies performed to
analyse the effects of ADs on suicidality,
one should differentiate between several
phenomena: suicidal thoughts, suicide at-
tempts and (completed) suicides (Moller
2003). The literature on suicidology, in-
cluding publications on predictor re-
search, underline the fact that these phe-
nomena can only represent to a limited
degree a single basic concept —suicidali-
ty— even though they may appear sequen-
tially in the rare patient who commits sui-
cide. The risk factors for the individual
phenomena are not wholly consistent. For
example, simple sociodemographic data
such as age and sex are of different rel-
evance for suicide attempts and suicides:
women and younger people have a great-
er risk of attempted suicide, whereas men
and older people are more likely to com-
mit suicide (Moller 2003). There are also
findings indicating that ADs might have a
different, even opposing influence on dif-
ferent phenomena of suicidality (Moller
2006a, 2006b). For example, the risk for
suicide attempts might increase while
the risk for completed suicide might de-
crease. Given this background, it does
not appear meaningful to assess suicid-
al phenomena as an outcome, by using a
quasi ordinal scale which ranks suicide at
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the upper, suicidal thoughts at the lower
end, with suicide attempts in between.

Thus, when analysing the effects of AD
on suicidality the differentiation between
at least some of the different phenomena
of suicidality, e.g. suicidal ideation, sui-
cide attempt, suicide, should be consid-
ered. Furthermore, attempts should be
made to disentangle drug effects on sui-
cidality itself from effects on drive, auto-
aggression and impulsive behaviour,
which can themselves influence suicid-
al behaviour. Finally, major predictors/
risk factors for suicidality should be tak-
en into account.

The results of randomised controlled
trials, especially when placebo controlled,
would seem to be the best basis for mak-
ing statements about the suicide risk of
ADs. However, there is only a low rate of
suicidal behaviour in these studies, partly
due to selection against patients with an
expressed risk. Suicidal ideation is some-
what more frequent and therefore differ-
ences between two treatment groups are
more likely to become apparent. General-
ly, the results of such control group stud-
ies have to be evaluated critically under
consideration of the methodological pit-
falls inherent in the design of such trials.
For example, most studies do not include
patients with high suicidality and there-
fore do not provide data for the most rel-
evant risk groups. The opposite is true:
special risk conditions such as comorbid-
ity, including comorbidity with accentu-
ated personality traits, or even personali-
ty disorders, are mostly exclusion criteria
in such trials, especially in phase I1I stud-
ies. These comorbidity conditions can in-
crease the risk of suicidality itself, either
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directly through increased impulsivity
or via paradoxical drug effects. The ex-
clusion of suicidal patients and patients
with special risks lowers the basal rate
of suicidal phenomena, and this reduces
the likelihood of detecting a difference
in suicidal phenomena between the ex-
perimental groups. Furthermore, doctors
pay careful attention to the early recogni-
tion of suicidal crises and intervene early
in such cases, e.g. with additional med-
ication or psychotherapeutic approach-
es, which also significantly reduces the
chance to delineate a drug effect on sui-
cidal behaviour. It should also be consid-
ered that any drug effects on suicidal be-
haviour might be of such a small size that
they do not reach statistical significance
in a trial powered, like all phase III stud-
ies, for the primary efficacy criterion of
an AD trial, i.e. the reduction of depres-
sive symptoms and not for detecting dif-
ferences in suicidal ideation or suicidal
behaviour.

Additional methods of obtaining evi-
dence are thereafter required in order to
obtain at least a complementary view;
these include different kinds of epidemi-
ological analyses, naturalistic follow-up
studies, evaluation of complex interven-
tions and also clinical experience with
single cases. However, the specific limi-
tations of each of these approaches have
to be carefully considered.

Several pooled analyses comparing in-
dustry datasets of individual ADs, most-
ly SSRIs, demonstrated a greater aver-
age reduction of the suicidal thoughts
score with SSRIs, as well as comparator
drugs like TCAs, compared to placebo.
In addition, the categories ‘worsening of
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pre-existing suicidal thoughts’ or ‘new
emergence of suicidal thoughts’ were
less frequent in the SSRI or TCA groups
than in the placebo groups. These gen-
erally found no increased risk of suicid-
al behaviour. Several meta-analyses on
large datasets of novel ADs from nation-
al drug authorities which took the suicide
attempt rate or suicide rate as the out-
come criterion failed to demonstrate an
increased risk of suicidal behaviour dur-
ing treatment with SSRIs or ADs in gen-
eral. Only the meta-analysis by Fergus-
son et al (2005) based on a dataset from
a Cochrane register, found a significant-
ly increased risk of suicide attempts for
SSRIs compared to placebo, but not dif-
ferent from TCAs. Apparently, age plays
an important role, as was demonstrat-
ed in the very comprehensive and meth-
odologically highly sophisticated meta-
analysis, which had been performed in
the context of the respective FDA mem-
orandum (FDA Public Health Advisory
2004). Younger adults (and children) ap-
pear to have an increased risk for sui-
cidality in general and suicidal behav-
iour in particular under treatment with
ADs. This levels out at the age of about
25-30 for suicidality and at the age of
about 40 for suicidal behaviour, where-
upon the risk is even reduced. This fits
the respective findings from child/ado-
lescent psychiatry well. A meta-analysis
by the FDA of the AD studies in chil-
dren or adolescents found an increase of
suicidal thoughts and suicide attempts
but not suicide (FDA Public Health Ad-
visory 2004, Hammad et al 2006). The
FDA stated that this does not appear to
be specific to the SSRIs.
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Pharmacoepidemiological studies that
applied sophisticated statistical methods
to investigate the association between the
prescription risks for TCAs/SSRIs and
suicide rates generally found no increased
risk of suicide with ADs in general, and
in particular no increase with SSRIs. The
opposite is true: they generally found that
a higher prescription rate of ADs, most-
ly SSRIs, was associated with a reduction
of suicide rate. Thus if SSRIs or ADs in
general do have a suicidality-inducing ef-
fect, this does not appear to translate into
an increased risk of suicide; the opposite
is the case, i.e. an increased prescription
of ADs, preferentially SSRIs, generally
leads to a reduction of suicide risk.

It is difficult to summarise the some-
what inconsistent results of the case-con-
trol and other types of clinical cohort
studies. Relevant confounders like differ-
ential prescribing to patients perceived to
be sicker and/or at greater risk of suicidal
behaviour were not taken into account in
all of these studies. When they were con-
sidered in the statistical analysis, any in-
dications of greater risk associated with
SSRIs or ADs in general could no lon-
ger be demonstrated or their size was re-
duced. Altogether, these data have to be
interpreted very carefully and cannot be
seen as proof in one or the other direc-
tion.

The issue of differences in the fatal tox-
icity of ADs is of relevance for the dis-
cussions about potential harmful effects
of ADs in terms of suicidality. There is
clear evidence that most modern ADs, es-
pecially the SSR1Is, have a lower fatal tox-
icity risk than the TCAs when a patient
uses them to attempt suicide. In everyday
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clinical practice, the discussion about the
possible risks of the SSRIs or ADs in gen-
eral should not result in clinicians forget-
ting the benefits of these drugs, especial-
ly their lower fatal toxicity profile. This is
a great advantage, especially in patients
with severe suicidality where the choice
of a less toxic AD helps to reduce the risk
of fatality if the patient should misuse the
AD for a suicide attempt.

Conclusion

Taking into consideration this principal
risk of ADs inducing suicidality, it should
not be forgotten that the symptoms of the
acute depressive episode and the risk of
relapse (Volz et al 20006) require an effec-
tive drug treatment that simultaneously
reduces suicidal thoughts. An overcritical
position which places much more impor-
tance on the risk of inducing suicidality
than on the efficacy of ADs (Kirsch et al.
2002) should be avoided. One should re-
member that psychosocial interventions,
which are often suggested as an alterna-
tive, might be ineffective under certain
circumstances or even induce suicidali-
ty themselves (Méller 2003). Short-term
(Moller 2006a) and especially long-term
data underline the beneficial effects of
ADs on suicidality and suicidal behav-
iour (Angst et al 2005).

Of course, particularly at the start of
treatment patients are often labile and
it is theoretically possible that in single
cases ADs, probably depending on their
specific pharmacological and pharma-
codynamic characteristics and in inter-
action with a patient’s special predispos-
ing characteristics such as personality
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traits, comorbidity etc., can induce or en-
hance suicidal thoughts or even reduce
the threshold level for attempting or com-
mitting suicide. It is a question of good
clinical practice to monitor every patient
carefully, especially at the start of a drug
treatment, and to try to avoid any kind of
risk. In case of agitation, akathisia, sleep
disturbances or other symptoms or drug
side effects that may potentially induce or
enhance suicidality, a sedating or sleep-
inducing comedication should be admin-
istered. It is also of greatest importance
to offer the patient substantial supportive
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Introduction

Throughout the world, cancer is one of
the most prevalent medical disorders . It
is estimated that the incidence of cancer
will increase by 50% by the year 2020,
with 16 million new cases in that year.
At the same time, extensive screening
campaigns and earlier diagnoses have
increased survival, with several million
people being cured or living with cancer
for many years (http:/www.who.int/can-
cer/en/).

In this context, evaluating and under-
standing the multiple psychosocial as-
pects and concomitants of cancer and
its treatment has become a mandato-
ry part of oncology and palliative care.
Although the psychosocial dimensions
of cancer have been explored in the lit-
erature since the 1950s, it is only over
the past 25 years that this area has de-
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veloped into the specific subspecialty of
psycho-oncology (Holland 2002).

Psycho-oncology addresses a range of
psychosocial, behavioral, spiritual and
existential dimensions involved in the di-
agnosis and treatment of cancer. The aim
of this integrated care is that all cancer
patients and their families receive op-
timal psycho-social care at all stages of
disease and survivorship (www.worlpsy-
chiatricassociation/sections/oncology;
WWW.ipos-society.org).

Due to the multidisciplinary nature of
psycho-oncology, many new opportuni-
ties are becoming apparent, both in terms
of research and clinical care, for mental
health professionals working in the field
of medicine and specifically oncology
and palliative care (Grassi et al 2005).
The area is really vast, from the men-
tal health implications in prevention and
screening (e.g. genetic counselling, high-
risk behavior); to psychoneuroimmunol-
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ogy; from family implications and grief
(including traumatic grief); to cancer
health professionals burnout (Chaturvedi
& Venkateswaran 2008) (table 1).

In this chapter we will present the most
innovative topics of cancer and pallia-
tive care in which psychiatry is involved,
namely the area of screening of psycho-
social morbidity; the debated theme of
psychiatric nosology and its application
in oncology; the specific role of psychia-
try in palliative care; the implications of
psycho-oncology in mentally ill patients;
and the new trend in psychopharmacol-
ogy applied to oncology and palliative
care.

Psychosocial morbidity in cancer:
screening of emotional distress

A noteworthy improvement in the psy-
chosocial approach to cancer which has
recently taken place in many countries
has been to create a standard for the
screening of emotional distress in oncol-
ogy settings. Unlike other areas of medi-
cine, cancer clinicians seem to be aware
of the importance of having a clear vision
of their patients’ psychological status by
monitoring it through comprehensive,
even if simple, methods. In 1997, within
the National Comprehensive Cancer Net-
work (NCCN) the panel on Distress Man-

Table 1. Examples of innovative areas regarding the involvement of psychiatry and mental

health in oncology and palliative care.

Biological assessment
¢ Neuroimaging in oncology

e Biological markers of depression (e.g., genetic polymorphism)

Psychiatric assessment

e Improvement of nosological systems relative to psychiatric diagnosis and psychosocial mor-

bidity

e Complicated grief and consensus on the different phenomenological conditions

Optimal care

e Screening campaigns and early detection of cancer and emotional distress among all the seg-
ments of the populations, including mentally ill people
e Combined intervention (biopsychosocial) as a right of all cancer patients and their families

Psychoneuroimmunology
e Cytokines and depression

e Immunity and stress-related biological changes associated with cancer prognosis
e Psychobiological correlates of complicated bereavement

Psychopharmacology

e Effects (including side-effects) and efficacy of psychotropic drugs in psychosocial disorders
e Effects of psychotropic drugs on non-psychiatric dimensions (e.g. pain)
e Interaction of psychotropic drugs with chemotherapeutic agents or other drugs (e.g. hor-

mones, aromatase inhibitors)
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agement developed the first set of clinical
practice standards and guidelines for psy-
cho-social distress. Updates have been
made almost every year (NCCN Clinical
Practice Guidelines in Oncology™ Dis-
tress Management VI 2008) (http:/www.
ncen.org/professionals/physician_gls/f
guidelines.asp)

According to the NCCN, distress has
been very broadly defined as “a multifac-
torial, unpleasant, emotional experience
of a psychological (cognitive, behav-
ioural, emotional), social and/or spiritual
nature that may interfere with the patient’s
ability to cope effectively with cancer, its
physical symptoms and its treatment. Dis-
tress extends along a continuum, ranging
from common normal feelings of vulner-
ability, sadness and fears to problems that
can become disabling, such as depres-
sion, anxiety, panic, social isolation and
existential and spiritual crisis”.

The screening instrument for distress,
the Distress Thermometer (DT), devel-
oped by the NCCN Panel and the accom-
panying ‘Problem List’ represents a use-
ful tool to identify the causes of patients’
distress (psychological, social, physical,
spiritual).

Over the last few years, a number of
studies have been conducted throughout
the world on the DT with positive effects
on both recognition of distress and refer-
ral of cancer patients for counselling or
mental health intervention. It has been
suggested that distress should be routine-
ly investigated as the sixth “vital sign”
alongside with temperature, blood pres-
sure, pulse, respiratory rate, and pain, for
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early recognition of emotional problems
(Holland & Bultz 2007).

This screening policy can also make
referral more specific, since it has been
demonstrated that routine psychologi-
cal intervention is not helpful for patients
with low or no distress, while, at the same
time, patients with psychosocial prob-
lems or frank psychiatric morbidity are
frequently not recognized as such and not
properly referred for intervention. The
use of the DT may also help health care
professionals in becoming more aware
and acquainted with the concept of emo-
tional distress and able to provide open
communication regarding possible psy-
chological, spiritual, and interpersonal
problems that their patients may report.
However, it should be clarified that ultra-
short methods have to be considered only
as a first-stage screen to rule out cases of
maladaptive response or depression and
cannot be used alone to make a diagno-
sis. It is important to receive further in-
formation gathered only through more
structured interviews and clinical exami-
nation (Mitchell 2007).

ICD and DSM psychiatric
nosological systems:

the need for further
conceptualization in oncology
and palliative care

A second challenging area is repre-
sented by the classification of psychoso-
cial and psychiatric disorders secondary
to cancer. By using the current nosolog-
ical system to classify mental disorders,
such as the International Classification of
Disease (10th edition) and the Diagnos-
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tic and Statistical Manual of Mental Dis-
orders (IV edition), several studies have
shown that 30—40% of cancer patients
meet the criteria for a psychiatric diagno-
sis, mainly adjustment disorders, mood
disorders (e.g. major depression), anxiety
disorders, somatoform disorders and sex-
ual disorders (see Grassi et al 2005 for a
review).

Some problems have been raised how-
ever in the usefulness of rigid categorical
criteria in oncology, especially when the
criteria appear difficult to follow or not
applicable in clinical practice.

Depressive disorders
and adjustment disorders

With regard to depressive disorders,
many symptoms, such as loss of appetite,
loss of weight, insomnia, loss of interest
and cognitive impairment, fatigue and
loss of energy may be a consequence of
cancer or cancer treatment rather than de-
pression. For the last 25 years, the debate
regarding the need to modify the DSM
criteria of major depression when applied
to cancer, or medical illness in general,
has increased with different opinions and
conceptualizations and several proposals
suggested. Some of the considerations:
include all the symptoms irrespective
of the fact that these symptoms may or
may not be attributable to cancer (inclu-
sive approach); replace somatic symp-
toms with cognitive-affective items (sub-
stitute approach); add some new affective
symptoms to the original criteria (alter-
native approach); exclude somatic symp-
toms and use only affective symptoms to
make the diagnosis (exclusive approach)
(http://www.ipos-society.org/profession-
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als/meetings-ed/core-curriculum/core-
curriculum-pres.htm#). An agreement
on which method is the most specific has
not been reached. This problem is par-
ticularly complex in patients with ad-
vanced stages of cancer, where the need
to have a clear-cut framework to assess
depression has helped develop guidelines
to be followed, thereby augmenting psy-
chiatric nosological systems. The Euro-
pean Palliative Care Collaborative (EP-
CRC) (http:/www.epcrc.org/), funded by
the European Union, is about to develop a
set of guidelines for the assessment of de-
pression in patients with advanced stages
of illness and in palliative care settings.
In this respect, the DSM-IV distinction
between minor depression, mixed anxi-
ety-depressive disorders, and brief recur-
rent depressive episodes are not particu-
larly useful in cancer and palliative care
settings.

Adjustment disorders with depressed
or mixed features (anxiety and depres-
sion) are characterized by diagnostic cri-
teria that are too vague and imprecise to
have any clinical utility.

Psychological factors influencing
a medical condition

Lastly, a large area of emotional reac-
tions and other psychosocial factors or
dimensions are neglected or oversimpli-
fied by both the ICD-10 and the DSM-IV.
The former reviews this area in Chapter
21 under the heading “Factors influenc-
ing health status and contact with health
system” (code Z00-799), while the latter
dedicates a short summary to this vast
area as “Psychological factors affect-
ing a medical condition” under the chap-
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ter “Other conditions that may be a focus
of clinical attention”. According to the
DSM-1V, psychological or behavioral fac-
tors that could influence cancer include
Axis I disorders, Axis Il disorders, psy-
chological symptoms or personality traits
that do not meet the full criteria for a spe-
cific mental disorder, maladaptive health
behaviors, or physiological responses to
environmental or social stressors. From
the DSM-IV criteria, psychological fac-
tors should have a clinically significant
effect on the course or outcome of cancer
or place the individual at a significantly
higher risk for an adverse outcome.

Some problems arise in this classifica-
tion, however. First, there is an overlap-
ping between psychiatric diagnoses and
psychosocial dimensions (Axis I, person-
ality traits and maladaptive coping). Fur-
thermore, no specific explanation is given
about how to assess the dimensions men-
tioned, indicating that more detailed ex-
amination of the different psychosocial di-
mensions involved in medically ill patient
is needed. Lastly, it is not always possi-
ble to demonstrate direct causality or the
mechanisms underlying the relationship
between psychological factors and cancer.
A different approach, the Diagnostic Cri-
teria for Psychosomatic Research (DCPR)
(Fava et al 1995), has been proposed with
the aim of evaluating those psychosocial
dimensions (e.g., health anxiety, demoral-
ization, alexithymia, thanatophobia), that
are nor recognized by the DSM system. In
fact 30% of cancer patients not receiving
a formal DSM-IV psychiatric diagnosis
screen positive to many psychosocial di-
mensions according to the DCPR (Grassi
et al 2007).
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Psychiatry in palliative care:
from searching for meaning

to the problem of assisted suicide
in palliative care

Spirituality has recently attracted the
interest of mental health profession-
als with a clear awareness that there is
need for spiritual meaning for patients
(D’Souza & George 2006). For many
years, attention to this theme has been fo-
cused in cancer patients, indicating the
important role of spirituality in palliative
care. The impact of the illness and the
treatment, the person’s spiritual level the
role of both religious affiliation and faith,
and the whole set of personal values and
meanings of existence have been the ob-
ject of intense research in oncology and
palliative care (Stefanek et al 2005).

Several significant issues emerge re-
garding this specific area and the im-
portance of helping patients at the end of
life to maintain their dignity and to die
with dignity (Chochinov 2006). Start-
ing from these premises, spirituality has
been shown to protect cancer patients
from emotional disorders, especially de-
pression and hopelessness and, on these
bases, new approaches have been devel-
oped in the area of psychotherapy for pa-
tients at the end of life. The model of dig-
nity therapy developed by Chochinov et
al (2005) represents an important exam-
ple of the way in which the end of life
may open a significant time for intima-
cy and close relationship. Dignity thera-
py has shown the ability to facilitate help-
ing patients by heightening their sense of
dignity and of purpose; by helping them
to prepare for death; and by helping fam-
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ily members during their time of grief.
From a different perspective, relying on
Victor Frankel’s logotherapy, Breitbart et
al (2004) have developed a model relat-
ed to spirituality and meaning-centered
psychotherapy. This therapy includes in-
dividual or group sessions with patients
in an advanced phase of illness and fa-
vors the discussion of existential themes
in terms of patients’ awareness of death
and search for meaning and practitio-
ners’ promotion of personal agency and
responsibility as patients face life-and-
death issues.

Another related aspect concerning the
role of psychiatry in palliative care re-
gards the problem of physician assist-
ed suicide and euthanasia. Without go-
ing into the details of this extremely vast
subject, the problem of the patient’s re-
quest for death and the direct intervention
of health care providers (causing the pa-
tient’s death, as in euthanasia, or provid-
ing the patient tools to take his/her own
life, as in assisted suicide, PAS) has ev-
ident psychiatric implications. From one
side, it has been shown that when termi-
nally ill patients receive appropriate and
comprehensive care, requests for has-
tened death seem to be rare. On the oth-
er hand, between 6—18% of terminally ill
patients express a higher desire for has-
tened death. Most studies indicate that
lower religiosity, reduced functional sta-
tus, greater physical distress (including
pain) and major depression are the most
frequent variables associated with a re-
quest for PAS in those cases.

These aspects introduce the theme of
the role of psychiatry in euthanasia and
PAS. The experience of the countries
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where euthanasia and/or assisted sui-
cide are not illegal (Belgium. Switzer-
land, Netherlands, the State of Oregon in
the US) have brought attention to the fact
that the main task of the psychiatrist is in
assessing the competence of the patient,
and understanding the validity of the re-
quest (usually motivated by the absence
of any hope of improvement, pain or oth-
er physical suffering, being a burden to
others, loss of dignity, and unbearable
mental suffering) (Naudts et al 2006).
This opens new challenges in the profes-
sion and in the responsibilities of the psy-
chiatrist called to evaluate the request of
a person who asks to have his/her own
death hastened.

Psychiatry and oncology:
the role for vulnerable sectors
of the population

Significant data are also accumulating
in the area concerning the risk of cancer
in patients with primary mental disorders.
Data regarding the risk of cancer among
patients with schizophrenia are still not
complete, but it has been demonstrated
that the incidence of certain types of can-
cer (e.g. breast, colon) is higher among
patients with schizophrenia than the gen-
eral population. Bipolar disorders seem
not to increase the risk for cancer with no
significant difference with respect to the
general population. Mortality for natu-
ral causes, including cancer, is also high-
er among patients with schizophrenia and
schizoaffective disorders. Regarding af-
fective disorders, many studies note that
patients with clinical depression are at
higher risk of developing cancer during
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their life. Recent data obtained through
prospective studies seem to indicate that
basic core depressive symptoms, like vi-
tal exhaustion, may increase the risk of
cancer. Within the population-based Na-
tional Health and Nutrition Examination
Survey (NHANES) 1 Epidemiologic Fol-
low-up Study involving 10,025 partici-
pants, Onilio et al (2006) have shown a
higher risk of incidence and mortality for
cancer among depressed individuals.

A different, although related perspective
regards the role of psychosocial morbidi-
ty in influencing the prognosis of cancer
patients. While debated in the past with
contradictory results, the influence of psy-
chological factors in increasing the risk of
recurrence of cancer and in reducing sur-
vival is more defined today. A number of
methodologically sound prospective stud-
ies have recently shown that depression
(including hopelessness and “minor” de-
pressive states) are independent factors re-
lated to poorer prognosis among cancer
patients. Psychoneuroendocrine and psy-
choimmunological mechanisms are still
considered the most significant in explain-
ing the relationships between psychologi-
cal factors and outcome of cancer (Reiche
et al 2005, Ben-Eliyahu et al 2007)

A further important area pertains to the
cross-cultural problems in mental health
and physical heath determined by multi-
ethnic and multicultural societies. Since
it is important for psychiatry to under-
stand and to treat the suffering of popu-
lations of other cultures (Riba 2005), this
is of extreme relevance in cancer. Even in
high-income countries it seems that pa-
tients with severe mental disorders re-
ceive suboptimal treatment for cancer;
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data on low-income countries are not
known, in spite of the high incidence of
cancer in those parts of the world.

Psychopharmacology:

new applications

of psychotropic drugs

in oncology and palliative care

The area of cancer has permitted psy-
chiatrists and mental health researchers
to better understand the effects of certain
psychotropic drugs and to verify the ef-
ficacy of other medications that are not
routinely used in psychiatry.

Regarding the first issue, psychophar-
macological data have accumulated on the
effects of some drugs, especially SSRIs,
NaSSA and NARIs in acting not only as
antidepressants but also in improving sev-
eral physical symptoms secondary to can-
cer or cancer treatment. The role of sever-
al drugs in reducing hot-flashes caused by
treatment-induced menopause or the use
of estrogen modulators (e.g. tamoxifen) in
breast cancer patients or androgen-depri-
vation therapy in prostate cancer patients
has been shown in several studies. Sever-
al data have also accumulated on the effi-
cacy of ADs (e.g. venlafaxine, duloxetine,
mirtazapine, paroxetine) in working as ad-
juvant drugs in the treatment of hot-flash-
es and pruritus among cancer patients, in-
dependent of the action on mood (Grassi
& Riba 2008).

As far as the second issue is concerned,
data on the use of psychostimulants, such
as dextroamphetamine, methylphenidate,
and pemoline, in low doses for the treat-
ment of depressive symptoms and fa-
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tigue in terminally ill patients have been
presented (Breitbart and Alici-Evcimen,
2007). Because of the rapid onset of ac-
tion, and the positive effect on attention,
concentration, psychomotor activity, ap-
petite, weakness and fatigue and opioid-
induced sedation these drugs can be ful-
ly considered within the armamentarium
of psychiatry in palliative care. Recent-
ly, modafinil, a memory-improving and
mood-brightening drug, has been used to
counterbalance fatigue in cancer patients
and to treat depression, as a possible alter-
native to classic psychostimulants, for its
low potential abuse, and its relatively safer
side-effect profile (Grassi & Riba 2008).

A third area regards the role of new an-
tipsychotics in the treatment of delirium.
While haloperidol is still considered the
gold standard by many guidelines, many
reports are accumulating about the safety
of the most recent drugs, including risper-
idone, quetiapine, olanzapine and aripip-
razole. The effects of these compounds in
delirium are increasing our knowledge on
the mechanisms involved in confusional
states as well as on the characteristics of
atypical antipsychotics. Since delirium is
a common disorder in oncology and pal-
liative care, the possibility to have saf-
er drugs to treat this clinical condition is
extremely important for both patients and
their families. Again, the role of atypical
antipsychotics in terminal sedation is also
an area to be explored. This area merits
further research (Seitz et al 2007).

Conclusions

On the basis of what has been delineat-
ed, it is clear that psychiatry has an impor-
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tant and specific role in the oncology and
palliative care. Cancer and its treatment
have a tremendous psychological impact
and is accompanied by a series of dramat-
ic changes that involve the physical, the
emotional, the spiritual, and the interper-
sonal and social dimensions of the person.
This indicates the need for the integration
of psychiatry among the disciplines that
take care of cancer patients and their fami-
lies. In the last several decades many new
areas have emerged within psycho-oncol-
ogy in which psychiatry has provided a
significant contribution, as we have sum-
marized in this chapter.

First, the need for the improvement of
assessment methods (e.g. psychometric
instruments, clinical interviews) and for
a better conceptualization of psychosocial
morbidity in oncology and palliative care
represents one of the many areas to which
psychiatry should concentrate more atten-
tion. Critiques to the rigid application of
categorical systems in oncology and palli-
ative care, should be carefully considered
by the extensors of the new and revised
versions of the ICD and DSM. Current
psychiatric disease classifications and di-
agnostic criteria have important limita-
tions when transferred to medical settings,
preventing cancer patients in need of help
to receive proper treatment.

Second, in palliative care, many fron-
tiers are open to psychiatry. The chal-
lenging area of distinguishing depression
from demoralization, hopelessness and
“spiritual” pain, the problem of “rational”
versus “irrational” (non compos mentis)
suicide, the role of new psychotherapeu-
tic strategies at the end of life, are only
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some of the aspects involving psychiatry
and mental health.

Third, the involvement of mental health
in the campaign regarding screening of
cancer and improving risk factors, hab-
its and life-style is something not to be
delayed any longer. Million of people are
diagnosed with cancer very year and a
percentage of those are people with men-
tal illness. Mentally ill patients are often
marginalized and, especially in low in-
come countries, do not have full access
to clinical services and proper treatment.
On the other hand, data indicating that
patients with depressive disorders and
schizophrenia are at a higher risk of de-
veloping cancer represent a further issue
to be taken into account.

Lastly, many new effects of psychotro-
pic drugs have emerged thanks to their
use and application in the context of on-
cology and palliative care. The efficacy
of many compounds with antidepressant
properties in the treatment of other symp-
toms secondary to cancer (e.g. pain, hot-
flashes) is a fascinating area to be further
developed. New data are now available
regarding the interaction of psychotro-
pic drugs with other compounds, such as
tamoxifen. The use of atypical antipsy-
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Introduction

Poor social and emotional wellbeing
(SEWB) within the Indigenous popula-
tion is regarded as frequent, disabling and
responsible for a massive socio-economic
burden upon families, communities, and
the Australian public (Hunter 2002). The
current regimens of care for this popula-
tion are often regarded as difficult and in-
effective. Some recent research has been
directed to the difficulties that arise in the
identification and treatment of Australian
Indigenous people with SEWB problems
(Eley et al 2006). However, this literature
needs to be further developed as there re-
main serious clinical difficulties and a
dearth of diagnostic tools and treatment
programs able to effectively address In-
digenous SEWB problems.

The neglect of Indigenous populations’
mental well being was highlighted by the
World Health Organisation (WHO) in
an international overview that revealed
a limited and indeterminate literature
about Indigenous mental health (Cohen
1999). WHO’s focus upon mental illness
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in its 2001 World Health Report (World
Health Organisation 2001) emphasised
the global need to promote mental health,
prevent mental and neurological disor-
ders, and ensure provision of appropriate
care — with particular focus on vulnera-
ble groups such as Indigenous peoples.
Indigenous Australians are such a group;
one about whom there is relatively lit-
tle mental health related knowledge. The
lack of epidemiological data on, and ap-
propriate treatment for Indigenous men-
tal illness was highlighted over a decade
ago in “Ways Forward: The national con-
sultancy report on Indigenous and Torres
Strait Islander mental health” (Swan &
Raphael 1995). The authors recommend-
ed that an Indigenous component be in-
cluded in the “National Survey of Mental
Health and Well Being” (Australian Bu-
reau of Statistics 1997) being conducted
at the time; however, a number of valid
concerns —including the unavailability of
an appropriate assessment method— led
to the exclusion of this component from
the final survey (Andrews et al 1999). A
SEWB component was finally included
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in the 2004-2005 “Australian Bureau of
Statistics National Aboriginal and Torres
Strait Islander Health Survey” (Austra-
lian Bureau of Statistics 2006). Prelimi-
nary results from this survey report feel-
ings indicative of poor mental health in
7-9% of Indigenous Australians (Austra-
lian Bureau of Statistics 2006).

The Indigenous concept of SEWB is
distinct from the Western concept of
mental health. SEWB problems and men-
tal illness problems do interact and influ-
ence each other; yet, Indigenous people
believe those enduring good SEWB can
still experience mental illness and, con-
versely, people with chronic mental ill-
ness can function at a high level with ad-
equate support (Social Health Reference
Group 2004). There is much to suggest
that SEWB are dependent upon the health
of the individual, family, and communi-
ty (Burgess et al 2005, Hunter & Milroy,
2006). Health, including mental health,
is governed by an individual’s or group’s
ability to realise aspirations, to satisfy
needs, and to cope with the environment,
and should be considered in the context
of economic, social, and emotional well
being (World Health Organisation 2001).
Indigenous people have been affected by
displacement, forced assimilation, social
and economic inequality, racism, and cul-
tural and personal loss (Swan & Rapha-
el 1995). It has been argued that SEWB
problems and mental illness among Aus-
tralia’s Indigenous populations can arise
from experiences such as legislated re-
moval of children, unresolved grief and
loss, family breakdown, cultural dislo-
cation and social disadvantage; resulting
problems include self-harm, anxiety, de-
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pression and psychotic disorders. Mental
illness among Indigenous Australians is
often associated with psychosocial issues
such as substance abuse, which often ex-
acerbate the problems of domestic vio-
lence and poverty (Brown 2001).

Kirmayer et al (2003) discussed the im-
portance of social solutions to mental
health problems amongst Canadian Ab-
originals and described the “family and
community as the primary locus of inju-
ry and source of restoration and renewal”
in the prevention and treatment of mental
health problems and promotion of mental
health. In the Australian context, health
professionals are increasingly recognis-
ing the implications of social, cultural and
historical factors in the development and
management of SEWB problems for In-
digenous peoples (Brown 2001, Eley et al
2006 Hunter 1997, Vicary & Westerman
2004). A range of culturally-appropriate
models and approaches have been pro-
posed, such as generally encouraging the
Indigenous expression of anger, sorrow,
and shame (Brown 2001) and specifically
blending Western and Indigenous psychol-
ogies and involving cultural consultants
and/or an Indigenous reference group for
cases in which the practitioner is non-In-
digenous (Vicary & Westerman 2004).

Development of a culturally
appropriate assessment approach
to Indigenous SEWB

The complexity of socio-cultural and his-
torical factors causing and/or influencing
the SEWB of Indigenous Australia means
standard assessment tools do not provide
sufficient insight into intricate function-
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ing of SEWB in this population. The need
for a culturally-specific assessment in-
strument was revealed over a decade ago
when —as referred to above— the an Indig-
enous component was omitted from the
“National Survey of Mental Health and
Wellbeing” (Australian Bureau of Statis-
tics 1997) because it was thought that the
survey methods would not be acceptable
to and the assessment procedure not cul-
turally appropriate for evaluating SEWB
problems in Indigenous Australians (An-
drews et al 1999). Since this time, only one
tool has been designed specifically for the
Indigenous Australian population: “The
Westerman Aboriginal Symptom Check-
list — Youth (WASC-Y)” (Westerman
2003). While its production is commemo-
rated it must be acknowledged that its val-
idation is not documented, the tool itself is
not easily accessed by potential users and
—most importantly— the instrument is de-
signed specifically to measure suicide risk
in Indigenous youths and, while this is a
crucial concern, tools to measure the spec-
trum of Indigenous SEWB problems are
required (Kowal et al 2007).

The central objective of our work was
to produce a tool specially designed for
the assessment of SEWB problems in In-
digenous Australians. It would be based
on the knowledge of individuals with first-
hand experience of Indigenous SEWB
problems, and would only use health ter-
minology familiar to this population. The
result would be a culturally appropriate
tool that is reliable, sensitive and suitable
for collection of data in both clinical and
research settings.

Having commenced in 1999, our work
on the development of this instrument
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has been both meticulous and compre-
hensive. It commenced with an explora-
tion of the feasibility and appropriateness
of the project. A number of personal con-
sultations were held with Indigenous and
non-Indigenous mental health workers in
urban, remote and rural parts of Western
Australia. These coincided with detailed
presentations of the project’s objectives,
method and expected outcomes to a num-
ber of senior Indigenous community lead-
ers, including Pat Dodson. Similarly, we
informed the World Health Organisation
of our project as we acknowledged the
importance placed on Indigenous mental
health by this institution and the potential
benefits our work could afford many In-
digenous populations around the world.

An extensive literature review was then
performed to collect information on as-
sessing mental health problems in In-
digenous Australians, including ways of
conducting interviews and eliciting in-
formation on symptoms and signs with
these patients (Brown 2001, Cawte 1972,
Davidson 1995, Donovan & Spark 1997,
Hunter 2002, Vicary & Andrews 2001,
Westerman 2004). Importantly, the sig-
nificance and ethical correctness of our
work has been tracked throughout via
the evaluation of the project with refer-
ence to the National Health and Medical
Research Council’s guidelines for Indig-
enous health research (National Health
and Medical Research Council 2003).

An Indigenous Reference Group was
established prior to the commencement of
any practical activities. This Committee
was comprised of senior Indigenous lead-
ers, members of the study sites commu-
nities participating in the study, and rep-
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resentatives of the Office of Aboriginal
Health and Health Department of West-
ern Australia. These individuals advised
on the political, cultural, ethical and sci-
entific aspects of the proposed method and
its application in the field. The Group also
helped to guide the research so that the
many Indigenous perspectives collected
ultimately drew together with the mental
health paradigms that frame the project.

The study data was collected during ten
open-ended key informant interviews (up
to two hours in duration) and three focus
group discussions. The sample consist-
ed of males and females aged between 21
and 51 years who identified as Indigenous
health and mental health professionals,
Indigenous community members, Indige-
nous laypersons and Indigenous students
from metropolitan, regional and remote
areas of Western Australia. The collect-
ed data included opinions, attitudes, be-
liefs and experiences of Indigenous peo-
ple with regard to their perception of
mental health and mental disorders. From
this material, we developed a glossary
comprising a comprehensive list of def-
initions of terms, concepts, symptoms,
signs and conditions important for un-
derstanding Indigenous SEWB. More
than thirty definitions were established,
ranging from Indigenous (e.g. Karung) to
English-derived words (e.g. community).
These terms were organised into an In-
digenous Social and Emotional Wellbe-
ing Glossary that specified a number of
culture-specific terms and concepts. The
array of these terms and concepts was
then used as a guiding framework for the
development and evaluation of an Indige-
nous SEWB assessment paradigm.
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Proposal for an Indigenous
mental health screening
instrument

The practical outcome of this extensive
project is a 10-item screener for Indige-
nous SEWB related health and mental
health issues entitled “Aboriginal Here
and Now Assessment”. Distantly anal-
ogous with the purpose of other mental
health screening instruments, this tool
aims to screen for the general spectrum
of SEWB in a brief yet accurate format.
The severity of the problem is assessed
across 10 domains: (i) general feeling, (i1)
physical health, (iii) anxiety, (iv) depres-
sion, (v) suicide risk, (vi) substance use,
(vii) psychotic experiences, (viii) func-
tioning, ix) contextual issues and x) resil-
ience. Each domain is explored with here
and now prompt words and/or their local
equivalents (figure 1). The interviewer re-
cords the narrative comments and/or ex-
amples given by the respondent, and asks
her/him to indicate the perceived sever-
ity of the problem using the visual and
numerical rating scale given in the right
margin of the instrument (figure 2). With
this information and using his/her own
clinical judgement, the interviewer then
assigns a rating (O=no problem; 1=mild
problem; 2=moderate problem; 3=severe
problem) for that domain.

Comment

The impact of Indigenous SEWB and
mental illness problems extends beyond
personal suffering: it has serious social
and economic consequences for the fam-
ily, community, and the wider Australian
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4. Depression

Feeling of grief, loss and despair;
Narrative:

sorry” feelings; “jealousing”

Figure 1. Example of a domain in the aboriginal here and now assessment screener.
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Figure 2. Visual and numerical rating scale in the aboriginal here and now assessment screener.

society. Our work provides foundational
knowledge for the improvement of men-
tal health evaluation in Indigenous Aus-
tralia, and is likely to inform assessment
for similar groups internationally.

Central to our research has been our
findings on the Indigenous concept of
time and how its confliction with the
Western perception dramatically hinders
the accurate assessment and successful
management of mental health problems in
Indigenous patients. Unlike the Western
Judeo-Christian concept of time —which
is mono-durational and chronological—
Indigenous Australians adopt a circular
or cyclic model. In this understanding,
time is seen as static with an individual
at its centre and surrounded by concen-
tric time circles upon which events are
placed according to their relative impor-
tance to the individual and his/her com-
munity (Janca & Bullen 2003). Subse-
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quently, Aboriginal people may not see
the importance of being able to separate
past and present on a longitudinal calen-
dar axis but would rather use an event/
time orientation framework.

The next project phase will involve
the critical assessment of the Aborigi-
nal Here and Now Assessment screen-
er by key stake-holders. We anticipate
seeking the advice of Indigenous com-
munity leaders and laypersons, and ac-
ademics and (mental) health profession-
als, experts in Indigenous mental health
matters (i.e. whether they be Indigenous
or non-Indigenous). Their recommenda-
tions will be used to revise the instru-
ment prior to its psychometric testing,
which will be conducted in various set-
tings in metropolitan, remote and rural
parts of Australia and other countries
with Indigenous populations. This in-
ternational project will be carried in the
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context of the plan of work of our WPA  reference of WHO Collaborating Cen-
Section on Measurement Instruments in  tre for Research and Training in Mental
Psychiatry and according to the terms of ~ Health, Perth, Australia.
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Throughout the last half of the 19th cen-
tury and most of the 20th century, there
were two great flow patterns of voluntary
migrants in the world: (1) people from ru-
ral areas migrating to urban, industrial
areas in their own and neighboring coun-
tries, motivated mainly by job opportu-
nities in the industrializing cities and
(2) migration from European and Asian
countries to countries in North and South
America, Southern Africa, Australia and
New Zealand. There were also waves of
involuntary migrants who left the regions
and countries of their upbringing because
of discrimination, persecution, revolution
and war, but followed similar paths of mi-
gration to industrialized countries.

Between 1990 and 2005 the total num-
ber of migrants in the world, consisting
of immigrants, temporary migrants, refu-
gees, and asylum seekers increased 30%,
from 155 million to 191 million people,
comprising 3% of the world’s population.
In 2005, 33% of the world’s migrant popu-
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lation were living in Europe, 28% in Asia,
23% in North America and 9% in Africa.

The possible causal relationship be-
tween immigration and mental illness
has been the subject of intensive research
and debate since the pioneering studies
in the 1930’s by @¥degaard and Malzberg.
Does immigration itself have an influence
on mental health status? Is the increase
or decrease in psychopathology noted
among immigrants a result of the immi-
gration process and the stresses of accul-
turation, is it a result of a selection bias,
or is it a reflection of psychopathology
that developed in the immigrant’s coun-
try of origin? These issues are of theoret-
ical as well as practical importance, and
continue to be actively debated.

Affective disorders
and anxiety disorders

Numerous studies have been carried
out in the United States since the 1980’s
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examining the rate of psychiatric diag-
noses among immigrants. Most of these
studies found that first-generation immi-
grants had lower rates of disorders, e.g.
The National Epidemiologic Survey on
Alcohol and Related Conditions (NEAS-
RC) (Grant et al 2004), the Los Angeles
site of the Epidemiological Catchment
Area study (ECA) (Burnam et al 1987),
The Mexican American Prevalence and
Services Survey (MAPSS) (Vega et al.
1998), and the National Comorbidity
Survey (NCS) (Breslau & Chang 2006).
These studies raised important questions
as to why socialization into American
culture increases immigrants’ suscepti-
bility to psychiatric disorders.

Over the last several years there have
been three major studies conducted in
the United States that have examined the
mental health of immigrant populations
compared with non-immigrants. The Na-
tional Survey of American Life (NSAL)
examined the rates of disorders among
Caribbean black immigrants to those who
were second and third generation born in
the United States (Williams et al 2007).
First-generation Caribbean black immi-
grants had lower rates of psychiatric dis-
orders compared to those of the second
generation, who were born in the Unit-
ed States. Among these immigrants, in-
creasing years of residency in the United
States was associated with an increased
risk for psychiatric disorders. Increasing
generations lived in the United States was
associated with increased risk for disor-
der; third generation Caribbean Ameri-
can blacks had the highest rates.

Immigration was also found to play a
role in the mental health of Asian Amer-
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ican immigrants in the National Latino
and Asian American Study (NLAAS)
(Takeuchi et al 2007). Asian women born
in Asia were less likely than those born
in the United States to have a lifetime
psychiatric diagnosis. Second-generation
Asian American women were at a higher
risk for a psychiatric diagnosis than the
first-generation. Among Asian American
men generational differences in rates of
psychiatric disorder were not noted. In-
terestingly, Asian American men who
were more proficient in English had low-
er rates of psychiatric disorders. English-
language proficiency may be a proxy for
the ability of an immigrant to interact and
function effectively in the majority com-
munity and to thereby expand opportuni-
ties in educational, occupational and so-
cial spheres of activity, and by doing so,
to decrease their level of acculturative
stress.

In the analysis of Hispanic American
immigrants, the NLAAS had findings
similar to the earlier MAPSS (Alegria
et al 2007). Immigrant Hispanic Ameri-
can men and women had lower rates of
substance use disorders and overall psy-
chiatric disorders compared to Hispan-
ics Americans born in the United States.
The more proficient in English, the more
they were bi-culturally adapted, the high-
er were the rates of psychiatric disorders.
Both second and third-generation His-
panic Americans had higher overall rates
of psychiatric disorders than the first-gen-
eration subjects. Increased family cultur-
al conflict and family burden were asso-
ciated with increased risk for depressive
and anxiety disorders.
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The third study, the National Cormor-
bidity Study — Replication (NCS-R), re-
ported the risk of psychiatric disorders
among all immigrants compared to all in-
dividuals in the study born in the United
States. The investigators found that im-
migrants had a lower lifetime risk of hav-
ing a psychiatric disorder compared to
those born in the United States. This risk
was inversely related to age at immigra-
tion, and directly related to the duration
of residence in the United States (Breslau
et al 2007). These findings suggest that
both early age of immigration and the im-
migrants’ duration of living in the United
States contribute to increased risk of psy-
chiatric disorders among them, as they
attempt to resolve the acculturative stress
inherent in their effort to adapt to Amer-
ican society.

Two studies have been conducted to
examine rates of psychiatric disorders
among immigrants compared to indi-
viduals who did not emigrate from their
country of origin. Both studies com-
pared Mexican Americans in the Unit-
ed States to Mexicans living in Mexico,
using psychiatric epidemiological sur-
veys conducted around the same time,
using similar methodologies, although
by different investigators. The two stud-
ies have somewhat contrasting results.
The first study, MAPSS, found lifetime
prevalence of psychiatric disorders to be
lowest among immigrants residing 1—
12 years in the United States (Vega et al
1998). The MAPPS found intermediate
rates among residents of Mexico City and
the highest rates among immigrants who
have been living in the United States for
13 or more years. The results of this study
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were interpreted as demonstrating selec-
tive migration of people with good men-
tal health, but that this advantage revers-
es with time, possibly as a consequence
of acculturative stress.

The second study was a compari-
son between Mexican American immi-
grants from the NCS-R and Mexicans
living in Mexico, from the Mexican Na-
tional Comorbidity Survey. Unlike the
earlier study, immigrants to the Unit-
ed States from Mexico were found to
have significantly higher lifetime and 12-
month prevalence rates of mood and anx-
iety disorders than the Mexican sample.
The NCS-R study found that pre-exist-
ing anxiety disorders predicted immigra-
tion. Immigration predicted subsequent
onset of anxiety and mood disorders and
persistence of anxiety disorders. The re-
sults were inconsistent with the “healthy
immigrant hypothesis”; that mentally
healthy people immigrate. The findings
were partially consistent with the “accul-
turative stress hypothesis”. In addition,
the NCS-R found that the elevated risk
among immigrants in the United States
was more pronounced for those immi-
grants who came to the United States as
children, compared with those who ar-
rived later in life.

The National Survey of Mental Health
and Well-Being conducted in Austra-
lia using the CIDI also found lower rates
of psychiatric disorders among immi-
grants compared to Australian born sub-
jects (Andrews et al 1999). Those born in
non-English speaking countries had low-
er rates than those born in English speak-
ing countries. The authors attributed the
finding to “the healthy migrant effect”, as
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mentally healthy migrants are more like-
ly to be accepted as immigrants and are
more likely to immigrate.

The Canadian Community Health Sur-
vey used the Composite International Di-
agnostic Interview — Short Form for Ma-
jor Depression in 25 metropolitan areas
across Canada (Ali et al 2004). The over-
all rate of depression in the year prior to
the interview was 9.2%, but among re-
cent immigrants it was significantly low-
er 5.8%. Recently arrived immigrants,
less than ten years in the country, had
the lowest rates while long-term immi-
grants had rates similar to people born in
Canada. Immigrants from Asia had the
lowest rates of depression, followed by
those from Africa and South and Central
America. Immigrants from North Amer-
ica (USA and Mexico) and Europe had
rates similar to those of individuals born
in Canada. The inability to speak English
or French, being unemployed, and a sense
of not belonging to the local communi-
ty did not increase the risk for depression
among the immigrants.

Two studies, one conducted in England
(Weich et al 2004) and the other in Isra-
el (Mirsky et al 2008) examining depres-
sive and anxiety disorders among im-
migrants were not consistent with the
findings from other countries for low-
er rates among immigrant groups. The
British Ethnic Minority Psychiatric Ill-
ness Rates in the Community study (EM-
PIRIC) used the Revised Clinical Inter-
view Schedule (CIS-R) to make a current
ICD-10 diagnosis. Compared to white
English-born subjects, Indian and Pak-
istani women had significantly higher
rates of common mental disorders. The
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Israeli World Mental Health Survey using
the CIDI found that immigrants from the
former Soviet Union had increased rates
for common mental disorders, in contrast
to Israeli- born individuals. The inves-
tigators suggested that this finding was
consistent with the migration-morbidity
hypothesis; that immigration is associ-
ated with acculturative stress that gener-
ates psychological distress. Unlike other
countries, Israel has an open immigra-
tion policy, inferring that the lower rates
noted in studies conducted in the United
States could be a result of selective mi-
gration.

Immigration and schizophrenia

@degaard showed that the rate of first
admissions for schizophrenia among Nor-
wegian immigrants to the United States
was twice as high as that for native-born
Americans and for Norwegians living in
Norway. Odegaard attributed this differ-
ence largely to “social selection”, an in-
ference that is still actively debated. Since
degaard’s observations in the 1930s,
other studies have produced robust find-
ings that support social selection factors
in the etiology of schizophrenia. Other
researchers, however, increasingly have
argued for “social causation” factors.

Much of the basis of the argument for
the social causation hypothesis derives
from studies that found higher rates of
schizophrenia and lower rates of less se-
vere psychiatric disorders among West
Indian immigrants to the United King-
dom. Subsequent studies have substanti-
ated this finding of an increased risk of
schizophrenia among immigrants, espe-
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cially among African Caribbean immi-
grants to the United Kingdom (Fearon et
al 2006), as well as among Surinamese,
Caribbean, and Moroccan immigrants to
the Netherlands, and among immigrants
to Denmark and Sweden. In the Unit-
ed Kingdom, it was also noted that sec-
ond-generation African Caribbean immi-
grants had significantly higher admission
rates for schizophrenia than both their
first-generation and white English-born
counterparts, whereas rates of the disor-
der in their countries of origin in the Eng-
lish-speaking Caribbean were not unduly
high. Those and other studies identified
in a meta-analysis found an increased risk
for schizophrenia among both first and
second-generation immigrants, with risk
being higher among second-generation
immigrants, and that immigrants from
developing countries, as compared with
those from developed countries, were at a
higher risk (Cantor-Graae & Selten 2005).
These findings have implicated the social
environment as the source for a number
of putative factors for schizophrenia, in-
cluding racial discrimination.

Refugees, mental health
and post-traumatic stress
disorder

Unlike those who emigrate voluntari-
ly, often for primarily economic reasons,
refugee populations have been highly
traumatized prior to migration and are
at higher risk for psychiatric disorders.
Among Southeast Asian refugees, pre-
migration trauma was a significant factor
in predicting psychological distress even
five years after immigration to the United
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States (Chung & Kagawa-Singer 1993).
Even two decades after resettlement in
the United States, Cambodian immi-
grants have been found to have extreme-
ly high rates of post-traumatic stress dis-
order (62%), and major depression (51%)
(Marshall et al 2005). A dose response re-
lationship has been noted, with increas-
ing degree of exposure to trauma, both
pre-migration and post-migration, lead-
ing to an increased likelihood of a cur-
rent psychiatric disorder.

In a study of Iraqi asylum seekers to
The Netherlands, the longer the period
of asylum seeking the higher the risk for
DSM-1V psychiatric disorders: in partic-
ular anxiety, depressive and somatoform
disorders, but not post-traumatic stress
disorder (Laban et al 2004). A study con-
ducted in Toronto, Canada, found a slight-
ly higher lifetime prevalence of depres-
sion among Ethiopian immigrants and
refugees, 9.8%, compared to the general
population, 7.3% (Fenta et al 2004). The
risk factors for depression in the immi-
grants included younger age, experience
of pre-migration trauma, refugee camp
internment, and post-migration stressful
events.

One of the largest studies on refu-
gees was conducted in Australia (Silove
et al 2007). This study involved a sam-
ple of 1161 refugee Vietnamese resettled
in Australia for 11 years, compared to
an Australian-born sample of 7961. The
prevalence of PTSD for both groups was
similar; however, a lifetime diagnosis of
any mental disorder was present in 50%
of Vietnamese and only 19% of Austra-
lian-born subjects. Trauma exposure was
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the most important predictor for having a
psychiatric disorder.

The pre-migration life of refugees from
war-torn developing countries ill pre-
pares them to adapt to the realities of life
in the countries to which they migrate. In
addition, host countries such as the Unit-
ed States have had limited effectiveness
in promoting long-term health and well-
being of their refugee populations.

Conclusions

Recent studies suggest that first gen-
eration immigrants may be at decreased
risk for psychiatric disorders other than
schizophrenia. However, second and

third generation immigrants may be
at increased risk for psychiatric disor-
ders. Unlike voluntary immigrants, ref-
ugees are, at least in the short term, at
increased risk for post-traumatic stress
and depressive disorders. Increased
trauma exposure both pre and post-mi-
gration is associated with increased risk
for psychiatric disorders among refu-
gees. Numerous risk factors for psychi-
atric disorders among immigrants have
been suggested. The migration experi-
ence itself may impact mental health,
as well as the resettlement phase; which
raises issues of the impact of accultura-
tive stress and adaptation to the unfamil-
iar host country institutions and ways of
doing things.
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Introduction

The ageing of the world population is
one of the highest challenges that man-
kind has to face in this beginning of the
XXIst century. In this context, there is
an increase of the number of old persons
with mental health problems and the pro-
motion of old age psychiatry as a subspe-
cialty has emerged as a potential response
to deal with this problem. According to
WHO-WPA 1996 the development of this
subspecialty has fostered research which
offers hope for better treatment and out-
look and provides the opportunity for
training students in all health and social
care related disciplines.

The present chapter is an attempt to
summarize some significant advances in
the field of Old Age Psychiatry that oc-
curred during the period 2004-2007.
Limiting the review to only 20 references
has been a huge challenge for represent-
ing such an extraordinary scientific pro-
duction in the field, and there is a major
risk that important contributions could
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have been missed. The following meth-
odology was used to select of the refer-
ences:

e A list of journals in the field of Psychi-
atry, Mental Health and Old Age Psy-
chiatry was chosen: (i) Acta Psychiat-
rica Scandinavica, (ii) Aging & Mental
Health, (iii) American Journal of Geri-
atric Psychiatry, (iv) American Journal
of Psychiatry, (v) Archives of General
Psychiatry, (vi) Australian and NZ Jour-
nal of Psychiatry, (v) British Journal of
Psychiatry, (vi) Canadian Journal of
Psychiatry, (vii) European Archives of
Psychiatry and Clinical Neurosciences,
(viii) International Journal of Geriatric
Psychiatry, (ix) International Psycho-
geriatrics, (x) Journal of Clinical Psy-
chiatry and (xi) Psychogeriatrics.

e All articles concerning topics related
to old age psychiatry were identified
(1,707 articles).

e A list of “Top 100” articles was made
by the main author according to (i) the
potential relevance in terms of public
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health, (ii) the methodology used, (iii)
the fact that the article was produced
with the cooperation of different teams
(consortium, specific international co-
operation projects, etc.).

e A final list of “Top 20” articles was so
chosen by the other authors. Articles
were classified by subject and their re-
spective abstracts are summarized as
follows.

Advances in dementia

Dementia is a priority in public mental
health. The disorder represents a source
of suffering and reduction of quality of
life not only for the patient but also for
the family and it represents also a signifi-
cant source of burden for the community
as a whole. There are today several ther-
apeutic strategies to reduce the dementia
impact on someone’s life but many bar-
riers can make the access to them diffi-
cult. The European Dementia Consensus
Network (Waldemar et al 2007) ana-
lyzed the existing barriers to diagnosis
and treatment of patients with dementia
in the European context. These barriers
are manifold; they are present at all levels
of society among different countries in
Europe. The authors proposed: (i) multi-
level and multifaceted strategies in order
to improve diagnosis and treatment; (ii)
multidisciplinary approach and close col-
laboration between GPs and specialized
memory clinics as the ideal model for ear-
ly diagnosis and early global therapeutic
interventions; (iii) that all healthcare pro-
fessionals should be trained in dementia
issues and updated practice guidelines be
provided as a framework for standards of
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care; (iv) culture-sensitive strategies to
promote public knowledge and destigma-
tize dementia and (v) that policy makers
and authorities should be made aware of
the benefits of early access to diagnosis
and treatment.

The definitive diagnosis of Alzheimer’s
disease (AD) still today can only be made
by autopsy. Any attempt to improve the
accuracy of the clinical diagnosis of this
disorder —and to exclude the diagnosis
of other dementias— is an important ad-
vance with clinical and research implica-
tions. Foy et al (2007) constructed a com-
puter algorithm to generate a diagnosis of
AD, Dementia with Lewy Bodies (DLB),
frontotemporal dementia (FTD), vascular
dementia or to flag the case as needing
a clinical review. The diagnosis generat-
ed in life by the algorithm in a prospec-
tive, longitudinal study was compared to
definitive diagnosis at post mortem in 43
patients. The positive predictive value of
the algorithm was greater than 95%. AD
was diagnosed by the algorithm and at
post mortem in 36 of the cases. Two cas-
es with FTD were wrongly diagnosed as
having AD by the algorithm, five cases
were flagged as needing a clinical review
due to concomitant medical conditions
of whom four had AD and one, who had
been diagnosed clinically as having AD,
was diagnosed on post mortem with cor-
ticobasal degeneration. The authors con-
cluded that a structured interview and a
computerised algorithm is as effective
at identifying AD as highly trained and
skilled clinicians.

Genetic modifications play an impor-
tant role in the origin of neurodegenera-
tive disorders. Their identification could
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improve diagnostic accuracy and help in
the development of therapeutic strategies.
The apolipoprotein E (APOE) e4 allele is
a well-established risk factor for late-on-
set AD, but initial genome scans using
microsatellite markers in late-onset AD
failed to identify this locus on chromo-
some 19. Coon et al (2007) demonstrat-
ed that more precise identification of loci
that are associated with complex, multi-
genic genetic disorders can be achieved
using ultra-high-density whole-genome
associations. The authors realized an in-
dividualized genome-wide association
study using 502,627 SNPs performed
in 1086 histopathologically verified AD
cases and controls to determine the Odds
Ratio (OR) associated with genes pre-
disposing to Alzheimer’s disease. As
predicted, ultra-high-density SNP ge-
notyping, in contrast to traditional mic-
rosatellite-based genome screening ap-
proaches, precisely identified the APOE
locus as having a significant association
with late-onset AD. The study provides
empirical support for the suggestion that
the APOE locus is the major susceptibil-
ity gene for late-onset AD in the human
genome. It also supports the feasibility of
the ultra-high-density whole-genome as-
sociation approach to the study of AD and
other heritable phenotypes. These whole-
genome association studies show great
potential to identify additional genes that
contribute to the risk of AD.

Patients with AD have a great inter-
individual variability in what concerns
the expression of their symptoms: as im-
portant efforts were done to make the
diagnosis of AD as early as possible, it
would be an advance to recognize which
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are the AD preclinical symptoms besides
their potential inter-individual variabili-
ty. Following theoretical models of neu-
ropsychological processes before AD on-
set, Rapp & Reischies (2005) examined
the predictive value of attention and ex-
ecutive function in the preclinical phase
of AD in old age. They studied the cogni-
tive performance of 187 initially normal
participants of the Berlin Aging Study,
a community-based representative sam-
ple of Berlin citizens aged 70 to 103, over
a period of four years. Tests of attention
and executive function and of learning
and recall functions were administered
at baseline. Diagnosis of AD was made
according to NINCDS-ADRDA criteria.
After four years, 15 participants had de-
veloped AD. Tests of attention and ex-
ecutive function discriminated best be-
tween nonconverters and incident AD
cases. A similar pattern was found in
survival analyses; attention and execu-
tive function tests, together with tests of
learning and recall, significantly predict-
ed incident AD over and above age, gen-
der, and education. These results support
theoretical models of attention and exec-
utive function in the preclinical phase of
AD in old age.

Neuropsychiatric symptoms in demen-
tia are frequently associated with sig-
nificant burden for the family. Steinberg
et al (2006) investigated the probabili-
ty of individual neuropsychiatric symp-
toms in dementia patients as a function
of eight risk factors in the context of the
Cache County Study (an ongoing popu-
lation-based study of the epidemiology
of dementia) the risk factors for conver-
sion from “Cognitive Impairment, No
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Dementia” (CIND) to dementia, and the
progression of dementia. The authors ad-
ministered the Neuropsychiatric Inven-
tory (NPI) to 328 dementia patients at
baseline. Approximately 18 months later,
they re-administered the NPI to 184 par-
ticipants available for follow-up. Gener-
alized estimating equation methods were
used to model the probability of individu-
al neuropsychiatric symptoms as a func-
tion of: gender, age, education, dementia
type and severity, APOE status, time of
observation, and general medical health.
The authors concluded that gender, age,
dementia severity, APOE 4, dementia di-
agnosis, time of observation and gener-
al medical health appear to influence the
occurrence of individual neuropsychiat-
ric symptoms.

Both pharmacological and non-phar-
macological strategies are useful for the
treatment of the neuropsychiatric symp-
toms of dementia. Several trials were
done to assess the benefits of drugs for
these symptoms. The impact of non-
pharmacological strategies has been
studied less frequently. Livingston et al
(2005) systematically reviewed the lit-
erature on psychological approaches to
treating these symptoms. A total of 1632
studies were identified, and 162 satisfied
the inclusion criteria for the review. Only
behavior management therapies, specif-
ic types of caregiver and residential care
staff education and possibly cognitive
stimulation appear to have lasting effec-
tiveness for the management of demen-
tia-associated neuropsychiatric symp-
toms. Lack of evidence regarding other
therapies is not necessarily evidence of
lack of efficacy. Finally, the authors con-
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sidered that their conclusions are limited
because of the paucity of high-quality re-
search.

Atypical antipsychotic medications are
widely used to treat the neuropsychiatric
symptoms of dementia, in particular de-
lusions, aggression, and agitation. Sever-
al clinical trials have not shown efficacy,
but there have been concerns about ad-
verse events. Schneider et al (2006) as-
sessed the evidence for efficacy and ad-
verse effects of atypical antipsychotics
for people with dementia. Fifteen trials
including 16 comparisons of atypical an-
tipsychotics with placebo met the selec-
tion criteria. A total of 3353 patients were
randomized to drug and 1757 to placebo.
Adverse effects were mainly somnolence
and urinary tract infection or inconti-
nence across drugs, and extrapyramidal
symptoms or abnormal gait with risperi-
done or olanzapine. Cognitive test scores
worsened with drugs. There was no evi-
dence for increased injury, falls, or syn-
cope. There was a significant risk for
cerebrovascular events, especially with
risperidone. Small statistical effect siz-
es on symptom rating scales support the
evidence for the efficacy of aripiprazole
and risperidone. Incomplete reporting
restricts estimates of response rates and
clinical significance. Dropouts and ad-
verse events further limit effectiveness.
Atypicals should be considered within
the context of medical need and the effi-
cacy and safety of alternatives.

Psychiatric morbidity in old age fre-
quently coexists with physical illness and
is likely to be complicated by it. In the
context of the same Cache County Study,
Lyketsos et al (2005) investigated medi-
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cal comorbidity in persons with demen-
tia and CIND. As part of the study’s first
incidence wave, persons with demen-
tia (N=149), Cognitive Impaired Not De-
mentia CIND (N=225) or without cogni-
tive impairment (N=321) were identified
and studied. The participants received
comprehensive clinical evaluations and
were rated on the General Medical Health
Rating (GMHR), a global measure of se-
riousness of medical comorbidity. There
were few differences in number or type
of comorbid medical conditions between
persons with CIND and dementia, but
persons with dementia were prescribed
more medications. Stroke was more com-
mon in dementia participants, but oth-
er illnesses common in old age were not
significantly different across cognitive
groups. Medical comorbidity was more
serious in both dementia and CIND, such
that both groups were less likely to have
“little to no” comorbidity. Seriousness of
medical comorbidity was significantly
associated with worse day-to-day func-
tioning and cognition. The conclusion
is that persons with CIND and demen-
tia have more serious medical comorbid-
ity than comparable persons without cog-
nitive impairment. This comorbidity may
play a role in the progression of CIND
and dementia.

As AD is a neurodegenerative disorder
with a progressive symptomatology, Mild
Cognitive Impairment (MCI) can be con-
founded with the early stages of AD.
Tabert et al (2006) evaluated the con-
version rates to AD in subtypes of MCI
and identified neuropsychological mea-
sures most predictive of the time to con-
version. One hundred forty-eight patients
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were followed up semiannually and six-
ty-three group-matched controls annual-
ly. Subtypes of MCI were determined by
using demographically adjusted regres-
sion norms on neuropsychological tests.
At baseline, 108 patients met the criteria
for amnestic MCI: 87 had memory plus
other cognitive domain deficits and 21
had pure memory deficits. In 3 years, 32
of 64 amnestic- “plus” and 2 of 20 “pure”
amnestic patients converted to AD. In 148
patients, the percent savings from imme-
diate to delayed recall on the Selective
Reminding Test and the Wechsler Adult
Intelligence Scale-Revised Digit Symbol
Test were the strongest predictors of time
to conversion. From the entire neuropsy-
chological test battery, a stepwise selec-
tion procedure retained 2 measures in
the final model: total immediate recall on
the Selective Reminding Test and Digit
Symbol Test coding. The combined pre-
dictive accuracy of these 2 measures for
conversion by 3 years was 86%. The au-
thors concluded that mild cognitively im-
paired patients with memory plus oth-
er cognitive domain deficits, rather than
those with pure amnestic MCI, constitut-
ed the high-risk group. Deficits in verbal
memory and psychomotor speed/execu-
tive function abilities strongly predicted
conversion to AD.

In 2004-2005 a debate following the
draft guidance of the National Institute
for Clinical Excellence (NICE) on the
drugs for Alzheimer’s disease emerged in
the United Kingdom. The draft guidance
stated that these drugs should not be given
to mildly affected patients of the Nation-
al Health System (NHS) because of lack
of evidence of cost effectiveness in this
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group. Several leaders in the field of Old
Age Psychiatry contested the methodol-
ogy used by NICE to assess this cost ef-
fectiveness and considered NICE’s guid-
ance as wrong and not doing justice to the
complex nature of Alzheimer’s disease. A
consensus meeting was organized by the
International Psychogeriatric Association
and the WPA Section of Old Age Psychi-
atry. The consensus statement concerned
how to define and measure treatment ben-
efits in dementia (Katona et al 2007). The
consensus group recommended the state-
ment of clear, pre-defined diagnostic and
severity criteria and outcome measures,
including functional and executive ca-
pacity, in treatment trials. Outcomes can
include effects on people with dementia
with regard to cognition, behavioral and
psychological symptoms, quality of life,
global assessments, and activities of dai-
ly living, and must be tailored to the ed-
ucation and culture of the participants.
Outcomes can also appropriately encom-
pass effects on caregivers. Treatment
goals can be to prevent dementia emerg-
ing, or in those with established demen-
tia to slow deterioration, and to postpone,
stabilize or improve symptoms. Compar-
isons between treatment groups should
be on the basis of clinically relevant mea-
sures with both risk and benefit reported
for all participants regardless of whether
or not they continue to receive treatment
throughout the trial. Characterization of
any groups that respond well to treatment
has been unsuccessful to date, but may be
facilitated in the future by measurement
of putative biomarkers. No biomarker is
yet satisfactory for determining diagno-
sis, severity, progression or prediction of
response. To provide meaningful data,
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economic analyses should use up-to-
date, country-specific data. Health eco-
nomic measures should be incorporated
as secondary outcomes in all Phase 3 tri-
als since health systems are concerned
with cost-effectiveness as well as with
clinical outcome. Health utility measures
are not, however, validated satisfactori-
ly in dementia, thus calling into question
previous health economic analyses. Tra-
ditionally, elderly people have been mar-
ginalized in the political process. The
growth in the older population across the
world, and their potential for increasing
political empowerment may lead to a rad-
ical re-evaluation of the economics of de-
mentia treatment.

An advance in economics of demen-
tia was made by Jonsson et al (2006) who
published a study to estimate the costs of
formal and informal care and identify de-
terminants of care costs. Two hundred and
seventy-two AD patients and their care-
givers were recruited among patients at-
tending regularly at six memory clinics
in Sweden, Denmark, Norway and Fin-
land. Total annual costs were on average
172,000 SEK, ranging from 60,700 SEK
in mild dementia to 375,000 SEK in se-
vere dementia costs for community care
constituted about half of the total costs of
care and increased sharply with increas-
ing cognitive impairment. Informal care
costs, valued at the opportunity cost of the
caregiver’s time, make up about a third
of total costs and also increased signifi-
cantly with disease severity. Medical care
costs, on the other hand, were not signifi-
cantly related to disease severity. Regres-
sion analysis confirmed a strong associa-
tion between costs and cognitive function,
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between patients as well as within patients
over time. There was also a significant in-
fluence on costs from behavioural distur-
bances. Sensitivity analysis showed that
the method chosen to value informal care
can have considerable impact on results.
The authors concluded that the costs of
care in patients with AD are high and are
related to dementia severity as well as to
the presence of behavioural disturbances.

Several teams around the world are
working to propose new treatments for
AD and there is hope that their efforts
will be very positive in few years. But
during the period covered by this article,
the most significant advance in the phar-
macological treatment of AD was the in-
troduction of new drug presentations of
existing antidementia preparations. Win-
blad et al (2007) published the results of
a comparison of the efficacy, safety and
tolerability of a novel rivastigmine trans-
dermal patch with conventional rivastig-
mine capsules and placebo in patients
with AD. In this 24-week, multicenter,
double-blind, double-dummy, placebo-
and active-controlled trial, patients with
probable AD were randomized to one of
four treatment groups: 12 mg/day riv-
astigmine capsules; 10 cm? (9.5 mg/24 h)
rivastigmine patch; 20 cm? (17.4 mg/24 h)
rivastigmine patch; or placebo. 1195 AD
patients from 21 countries participated in
the study. Treatment differences (vs pla-
cebo) on the ADAS-Cog at Week 24 in
10 cm? patch, 20 cm? patch and capsule
groups were 1.6 (P=0.005), 2.6 (P<0.001)
and 1.6 (P=0.003). Treatment differences
on the ADCS-CGIC were 0.3 (P=0.01),
0.2 (P=0.054) and 0.3 (P=0.009). Com-
parison between the 10 cm? patch and the
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capsule revealed non-inferiority. Rates
of nausea in the 10 cm? patch and cap-
sule groups were 7.2% and 23.1%, respec-
tively; rates of vomiting were 6.2% and
17.0%, respectively. Moderate or severe
skin irritation occurred in 10% patients
across the four patch sizes (5, 10, 15 and
20 cm?). In conclusion, the target dose of
10 cm? rivastigmine patch provides effi-
cacy similar to the highest doses of cap-
sules with a superior tolerability profile.

Advances in depression

Depressive symptoms and syndromes
in later life are widespread. To compare
the epidemiology of depressive disorders
among different countries and cultures
may contribute to the advance in the de-
velopment of better mental health poli-
cies and strategies to care for people with
depression. Castro-Costa et al (2007)
used the EURO-D to describe the na-
tional variation in depression symptoms
and syndrome prevalence across ten Eu-
ropean countries. It was administered to
cross-sectional nationally representative
samples of non-institutionalised persons
aged 50 years (n=22.777). The prevalence
of all symptoms was higher in the Lat-
in ethno-lingual group of countries, es-
pecially symptoms related to motivation.
Women scored higher on affective suf-
fering; older people and those with im-
paired verbal fluency scored higher on
motivation. The prevalence of individual
EURO-D symptoms and of probable de-
pression (cut-off score >4) varied consis-
tently between countries. Standardising
for effects of age, gender, education and
cognitive function suggested that these
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compositional factors did not account for
the observed variation.

Associations between physical health
and depression are consistent across
cultures among adults up to 65 years of
age. Depression is an important risk fac-
tor to reduce the life expectancy but, on
the other hand, the impact of physical
health on depression in old age is much
more substantial and may depend on so-
ciocultural factors. Braam et al (2005)
have examined cross-national differ-
ences in the association between phys-
ical health and depressive symptoms
in elderly people across western Eu-
rope. Fourteen community-based stud-
ies on depression in later life in nine
western European countries contrib-
uted to a total study sample of 22,570
respondents aged 65 years and older.
Measures were harmonised for depres-
sive symptoms (EURO-D scale), func-
tional limitations and chronic physical
conditions. In the majority of the partic-
ipating patients, the association of de-
pressive symptoms with functional dis-
ability was stronger than with chronic
physical conditions. Associations were
slightly more pronounced in the UK and
Ireland. The authors concluded that the
association between physical health and
depressive symptoms in later life is con-
sistent across Western Europe.

The high frequency of cognitive symp-
toms in depression in old age has moti-
vated several studies to better under-
stand the mutual causes, consequences
and influence between mood and cogni-
tion. Bogner et al (2007) in the context
of a collaborative consortium (the PROS-
PECT study) have described the influence
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of domains of cognition on remission and
response of depression in an intervention
trial among older primary care patients.
Twenty primary care practices were ran-
domly assigned to Usual Care or to an In-
tervention consisting of a depression care
manager offering algorithm-based care
for depression. In all, 599 adults, 60 years
and older, with a depression diagnosis,
were included in these analyses. The in-
tervention was associated with improved
remission and response rates, regardless
of cognitive impairment. Response inhi-
bition as measured by the Stroop Color-
Word test appeared to significantly mod-
ify the intervention versus usual care
difference in remission and response at
4 months. Patients in the poorest perfor-
mance quartile at baseline on the Stroop
Color-Word test in the Intervention Con-
dition were more likely to achieve remis-
sion of depression at 4 months than com-
parable patients in Usual Care. Depressed
older adults in primary care with execu-
tive dysfunction have low remission and
response rates when receiving usual care
but benefit from depression care manage-
ment.

Several reports have pointed to the link
between brain vascular disorders and
mood disorders in late life. Both white
matter hyperintensities (WMH) and la-
cunar infarcts have been associated with
the development of depression in older
subjects, although the relative importance
of the two and the influence of lesion lo-
cation and concomitant vascular disease
are unclear. O’Brien et al (2006) have in-
vestigated the relationship between lo-
cation and burden of WMH and lacunes
on depressive features in older people.
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In an pan-European multicenter (LA-
DIS) study of 626 older subjects, the au-
thors examined the relationship between
regional magnetic resonance imaging
white matter hyperintensities, number of
lacunar infarcts, depressive symptoms as
assessed by the 15-item geriatric depres-
sion scale (GDS), cognitive status (Mini-
Mental Status Examination), hyperten-
sion, and self-perceived health quality of
life (QoL). The authors found depressive
symptoms to be correlated with WMH
rating in the frontal and temporal but
not occipitoparietal region. Basal gan-
glia lacunes were only weakly correlated
with GDS, and lacunes in other regions
showed no association. In an ordinal lo-
gistic regression model, temporal WMH
in the absence of hypertension indepen-
dently predicted GDS, whereas neither
history of stroke nor number of lacunar
infarcts did. The authors concluded that
the results suggest that in this population
of nondisabled older people, WMH has
a greater influence on depressive symp-
toms than infarcts.

Versluis et al (2006) have also inves-
tigated the relation between WMH and
depressive symptoms in elderly subjects
at risk of cardiovascular disease. In the
Dutch sample of the PROSPER cohort,
527 non-demented elderly, all aged 70
years or older, received a cranial MRI
scan and the 15-item Geriatric Depres-
sion Scale, at baseline and 33 months (SD
1.6) later. The presence of WMH at base-
line was not related to baseline depres-
sive symptoms nor to the development
of depressive symptoms during follow-
up. Moreover, no association was found
between progression of white matter le-
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sion volume and progression of depres-
sive symptoms. They concluded that this
longitudinal study does not confirm the
involvement of cerebrovascular disease
expressed as MRI white matter hyperin-
tensities in the development of depressive
symptoms in elderly subjects.

Another contribution to the advance-
ment of this debate was the study of Bro-
daty et al (2007) who have investigated
the frequency and correlates of depres-
sion at 3 and 15 months after stroke. A
total of 164 consecutive eligible stroke
patients and 100 comparison subjects re-
ceived extensive medical, psychiatric,
and neuropsychological assessments; a
subset also received magnetic resonance
imaging scans. Major or minor depres-
sion was present in 12.0% of stroke pa-
tients at index assessment and in 20.7%
at follow-up which included 18 new cas-
es. By follow-up, stroke patients with
depression had significantly greater im-
pairment of functional ability and global
cognition than nondepressed stroke pa-
tients or comparison subjects. Depres-
sion was not associated with age, intel-
lectual decline prior to stroke or side or
severity of stroke. Patients who expe-
rienced a TIA or stroke during the fol-
low-up, who had developed dementia by
three months or who were not living with
a relative or partner were more likely to
be depressed at follow-up. Dementia at 3
months predicted depression, but the re-
verse did not hold. The authors conclud-
ed that depression may be less frequent
after stroke than previously reported and
is related to cumulative vascular brain
pathology rather than laterality and se-
verity of single strokes.



ADVANCES IN PSYCHIATRY

Advance in suicide

Suicide is highly prevalent in old age
but several recent reports from sever-
al countries suggest the absence of this
increase in suicides rates. Shah (2007)
made a cross-national study examining
the relationship between suicide rates
and age. The relationship between sui-
cide rates and age was examined by as-
certaining suicide rates in both sexes in
seven age-bands, more specifically 16-24
years, 25-34 years, 35-44 years, 45-54
years, 55—64 years, 6574 years and 75+
years, from the World Health Organiza-
tion website for all the listed countries (N
= 62). The main findings were: (i) there
was a significant increase in suicide rates
with increasing age in males and females
in 25 and 27 countries respectively; (ii)
there was no significant increase in suicide
rates with increasing age in males and fe-
males in 31 and 29 countries respective-
ly; (iii) suicide rates were the highest in
the younger age-bands in countries with-
out a significant increase in male suicides
rates with increasing age; (iv) in coun-
tries without a significant increase in the
suicide rate with increasing age in both
sexes, females only and males only dem-
onstrated regional clustering; and, (v) in
a small number of countries, suicide rates
declined with increasing age. Shah con-
cluded that potential explanations for re-
gional and cross-national variations in
the relationship between suicide rates and
age require further study.

Advance in anxiety

Anxiety symptoms and anxiety disor-
ders are highly prevalent among elder-
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ly people, although this topic is infre-
quently the subject of systematic research
in this age group. One important limita-
tion is the lack of a widely accepted in-
strument to measure dimensional anxiety
in both normal old people and old peo-
ple with mental health problems. Pachana
et al (2007) developed and tested, a short
scale to measure anxiety in older people.
The authors generated a large number of
potential items de novo and by reference
to existing anxiety scales, and then re-
duced the number of items to 60 through
consultation with a reference group con-
sisting of psychologists, psychiatrists and
normal elderly people. They then tested
the psychometric properties of these 60
items in 452 normal old people and 46
patients attending a psychogeriatric ser-
vice. They were able to reduce the num-
ber of items to 20. They chose a 1-week
perspective and a dichotomous response
scale. Cronbach’s o for the 20-item Ge-
riatric Anxiety Inventory (GAI) was
0.91 among normal elderly people and
0.93 in the psychogeriatric sample. Con-
current validity with a variety of oth-
er measures was demonstrated in both
the normal sample and the psychogeriat-
ric sample. Inter-rater and test-retest re-
liability were found to be excellent. The
receiver operating characteristic analy-
sis indicated a cut-point of 10/11 for the
detection of DSM-IV Generalized Anx-
iety Disorder (GAD) in the psychogeri-
atric sample, with 83% of patients cor-
rectly classified with a specificity of 84%
and a sensitivity of 75%. So, the GAl is a
new 20-item self-report or nurse-admin-
istered scale that measures dimensional
anxiety in elderly people. Initial clinical
testing indicates that it is able to discrim-
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inate between those with and without any
anxiety disorder and between those with

cians, clinician researchers and labora-
tory scientists have deliverd to the field

and without DSM-IV GAD. and to our patients considerable bene-
fits in the understanding and manage-
ment of mental disoders of late life. It
can be predicted that the next Trienni-
um will be another very exciting peri-
od and will see further advances in our

discipline.

Concluding comments

Much has been achieved in Old Age
Psychiatry in the last triennium. The
combined efforts of committed clini-
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Introduction

This paper will outline positive health
aspects which may serve as preventive
factors in persons diagnosed with a se-
vere mental illness. Firstly, some ba-
sic perspectives of prevention and health
promotion will be outlined. Secondly, it
will introduce briefly into the current dis-
cussion on positive health in medicine
and psychiatry. Thirdly, selected results
of a qualitative study on positive health
aspects in patients experiencing schizo-
phrenia will be presented. And finally,
some key elements of the recovery con-
cept will show how it can convey basic
therapeutic optimism and hope within
the mental health care.

Prevention and health promotion
perspectives

The main goal of prevention is consid-
ered to prevent diseases in general or at
least to alleviate the chronic course of
mental illnesses in the framework of sec-
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ondary and tertiary prevention. While
primary intervention aims at the preven-
tion of illnesses at all, the main goal of
secondary prevention involves among
others:

— The early detection in order to reduce
prevalence rates of illnesses

—The prompt resolution of emerging
pathological conditions in order to pre-
vent exacerbation, chronification and
incurability of an illness.

Interventions are to step into the
emerging process of an illness by ear-
ly detection and adequate treatment.
Tertiary prevention aims at the preven-
tion or delay of relapses and reduction of
secondary damages due to the illness for
the individual and his/her social envi-
ronment. Interventions are the prophy-
laxis of relapses and the development of
coping strategies within the field of re-
habilitation.

In recent years, there is an interest-
ing discussion within the mental health
field if the traditional disease-oriented
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prevention of mental illnesses should be
complemented by a more comprehen-
sive view. Instead of being restricted to
minimizing risks or resolving illnesses
and disabilities, positive health orient-
ed care or “salutogenic” (Antonovsky
1987) clinical care focuses on lifting as
much as possible the level of the health
status of a person. These health orient-
ed activities are now often mentioned
as examples of health promotion (e.g.,
WHO 1986, Schmolke & Lecic-Tos-
evsky 2003) which include activities
such as:

— Activating a person’s personal and so-
cial resources and protective factors

— Enhancement of the health of the whole
individual in his/her social context

— Empowering social participation.

Mental health promotion

Mental health promotion in a WHO
definition is an umbrella term that cov-
ers a variety of strategies, all aimed
at having positive effects on mental
health. Among them are encourage-
ment of individual resources and skills
as well as improvements in the socio-
economic environment (WHO 1999).
Mental health promotion is also strong-
ly connected to concepts such as “re-
covery processes”, “sense of hope”,
and “empowerment” (National Men-
tal Health Association). According to
the Department of Health in the UK
(2001), mental health promotion has a
wide range of health and social bene-
fits, such as improved physical health,
increased emotional resilience, greater
social inclusion and participation, and
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higher productivity. New conceptu-
al developments, promotion activities,
clinical interventions, and policy state-
ments on mental health promotion have
been published in the book of the World
Health Organization (WHO) in collab-
oration with the Victorian Health Pro-
motion Foundation and the University
of Melbourne (Herrman et al 2005).

The recently published Consensus
Statement on Psychiatric Prevention of
the Section “Preventive Psychiatry” of
the World Psychiatric Association (WPA)
is very much in line with these newer de-
velopments towards positive health. It in-
cludes among others positive attitudes,
health promotion interventions as well as
endeavours towards strengthening posi-
tive mental health.

“Conventional, illness based treat-
ment should be broadened to a com-
prehensive, multidimensional approach
to mental health and mental disorders.
This includes the enhancement of pos-
itive attitudes and reduction of prevail-
ing scepticism regarding the possibility
of prevention and cure. Combining ill-
ness-focused treatment with health pro-
motion interventions and strengthen-
ing positive mental health such as life
skills, would decrease psychological
distress, enhance quality of life, i.e. self-
esteem, mastery of one’s life, life satis-
faction, competence and psychological
adjustment. It would break the spiral of
stress, increase psychobiological immu-
nity, and reduce inpatient treatment and
stigmatisation of people with mental ill-
nesses. (...) It is of utmost importance
for prevention, promotion and treat-
ment to be continuously led by demysti-
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fication of mental disorders, investment
into healthy potentials of the population
and of people at risk. This includes the
investment in healthy potentials of pa-
tients, as well as by focusing on health
rather than disease” (Lecic-Tosevski et
al 2003, p 307).

In the following, an example of a suc-
cessful treatment approach will illustrate
the preventive focus on early psychosis
in young persons: Within the well-known
Scandinavian Need-Adapted Approach,
Y1j6 Alanen (1997) and his colleagues for-
mulate the concept of prevention and early
intervention concerning psychotic disor-
ders. Untreated psychosis should be avoid-
ed by early intervention and detection of
first episode psychosis and prodromal cas-
es in order to reduce the risk of symptom
development, negative family attitude and
stigmatization. This includes an ethical
aspect of early diagnosis and intervention
with the claim: Psychological support in-
stead of drug treatment for young persons!
This means that all possible psychothera-
peutic interventions should be applied in-
stead of treating the young person with
first episode psychosis with heavy and
long-term drugs. If psychopharmacolog-
ical treatment is needed at all, the thera-
pist should give medicaments just in low
doses and for the time period necessary.
Therapy meetings in the need-adapted ap-
proach include patient, family and treat-
ment team with listening to the patient at
the same level, which diminishes labeling
him as a hopelessly ill person. The conti-
nuity of the treatment team over a long pe-
riod is given high priority in this clinically
effective approach.
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Positive health in medicine
and psychiatry

In the last two decades, we can observe
increasing interest, research activities and
publications on positive health in general
and positive mental health in particular.
In their research projects, the Scandina-
vian general practitioners Hanne Holl-
nagel and Kirsti Malterud focus their
interest on positive health factors in med-
ical consultation, based on Antonovsky’s
concept of salutogenesis (Antonovsky
1987). They state that many general prac-
titioners work on the basis of a prophylac-
tic model stating that people become ill if
strains over a longer period become too
great in proportion to resources. In pa-
tient consultations, however, most of the
time is spent on strains and risk factors.
They deal with the main questions: Do
we focus enough on the person’s resourc-
es, on the things that strengthen health
and the power of resistance, on the posi-
tive health factors? (Hollnagel & Malter-
ud 1995)

In psychiatry, psychiatric nursing and
clinical psychology as well, the focus of
interest has been put more and more on
the patients’ positive health aspects and
their resilience which can be understood
as buffering functions against the impact
of'illness on a person(e.g., Magyary 2002,
Geanellos 2005, Seeman 1989, Aro, 1994,
Wolff 1995, Burbiel & Schmolke 2007).
Resilience and protective factors against
psychological risks associated with ad-
versity have been investigated, for ex-
ample by the well-known resilience re-
searcher Sir Michael Rutter (1987).
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Positive health is also integrated in the
newest Institutional Program on Psychi-
atry for the Person (IPPP) of the World
Psychiatric Association by its past-presi-
dent Juan Mezzich. It includes the follow-
ing perspective: “... affirming the whole
person of the patient within his context
as the center and goal of clinical care and
health promotion, at both individual and
community levels. This involves the ar-
ticulation of science and humanism to
optimize attention to the ill and positive
health aspects of the person.” (Mezzich
2007, p 1) Furthermore, Mezzich (2005)
formulates implications of positive health
for a comprehensive diagnosis and care.

Positive health factors
in persons experiencing
schizophrenia

In our own qualitative research project
on health protective resources of persons
with the diagnosis of schizophrenia at the
University of Leipzig, Germany, a mul-
titude of positive health and protective
factors could be found by means of the
analysis of several interviews (Schmolke
2001). Illustratively, within the domain
of “social resources”, the following main
themes could be found:

e Need to be part of the society and to
be needed by others. The study parti-
cipants did not want to be just “passive
recipients” of help but expressed their
need to contribute actively in order to
be useful to others and to be needed in
society.

e Emotional well-being by active social
interactions (e.g., friends, peer group).
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Most participants had social contacts to
peers and friends who were not mental-
ly ill. Through the active interactions
they were able to enhance their emo-
tional well-being.

Supportive relationship between pa-
tient and therapist. The participants
appreciated if their psychiatrists not
only prescribed drugs and concentrat-
ed on their symptoms but had addition-
al time to talk about their needs and
problems in daily life. It was also im-
portant for them if the psychiatrist was
open for their individual wishes con-
cerning medication (e.g., type, dosage,
termination).

Need for distance from sick (peer) en-
vironment. Some time after discharge
from hospital, several participants
were seeking distance from peer en-
vironment in patient clubs in order not
to be involved again in the sphere of
illness. They did not want to burden
themselves with the problems of other
ex-patients.

Protective partner relationship. Part-
ner relationships contributed a lot to
support and understanding and pro-
tected against loneliness. Not only the
participants received support, but they
themselves felt the need and were also
able to give emotional support to their
partners.

Social support through and strong
bonds with family. The family was ex-
perienced as an important network and
source of emotional and practical sup-
port. However, if the relationships had
been exclusive and too close, there was
no space for own development and an
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independent life. Consequently, con-
flicts and risk of chronification of the
illness were the consequences.

e Sense in life through interpersonal re-
lationships and to be important for
others. Many participants evaluated
highly the meaning of their diverse re-
lationships and their need to help sig-
nificant others, e.g. in the education of
their child, in taking care of an older
relative, or having certain tasks in a
living community.

These examples demonstrate that psy-
chiatric patients have a deeply rooted
need for social contacts and that isolation
is detrimental to cure and healing. The
results of this study also show that the ef-
fort in psychiatry to complement the ill-
ness-focused and deficit-oriented per-
spective by a positive health perspective
is of high clinical importance. This does
not mean that the needs and suffering of
patients with a severe mental illness are
underestimated or played down. On the
contrary, a positive health perspective
claims for an attitude of clinicians to take
patients seriously as whole persons with
both their illness and problems and their
intact areas of functioning, potentials,
and strengths.

Recovery perspectives

In line with the new development of fo-
cusing more on positive aspects of men-
tal health is the concept of recovery that
has emerged and been formulated from
persons with experiences of psychiatric
illnesses. In recent years, persons with
mental health problems themselves have
become activists and advocates for their
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own clinical care towards a non-hierar-
chical relationship between clinicians
and persons with a psychiatric disorder.
They want to participate actively in their
treatment process and claim to be taken
seriously as persons first (not as “schizo-
phrenic” or “borderlines”) and as whole
persons. These recent developments are
expressed in the empowerment and re-
covery movement which has developed
active networks mainly in the United
States, United Kingdom, New Zealand
and Australia (e.g., Coleman 1999, Glov-
er 2005, Deegan 2005, Slade 2007).

Some key elements of the recovery con-
cept have been described by Simon Brad-
street (2005) from the Scottish Recovery
Network:

— Hope: There is no recovery without
hope. And there is no change without
the belief that a better life is possible
and attainable

— Meaningfulness and purpose: People
find meaning in different areas of life,
e.g. by spirituality, interpersonal rela-
tionships or community connections

— Potential for change: From pessimis-
tic view of (chronic) mental illness to-
wards an understanding of episodes of
illness as developmental and learning
experiences

— Control: Subjective experience to gain
control again over one’s life

— Active participation: From being a pas-
sive recipient of support towards taking
over active responsibility

— Holistic approach and social inclusion:
Inclusion of all elements of interest for
the quality of life of a person, e.g. en-
joying good health and well-being in-
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fluenced by broad social, environmen-
tal and individual factors

— Environment: External factors such as
stigma and discrimination, occupation
and education, housing, social exclu-
sion have a strong impact on recovery

— Optimistic and realistic approach: Re-
covery is not a linear process. There are
times in which the recovery process is
slowed down by the illness

— Creative dealing with risks: Dealing
with risks in creative ways instead of
risk management as the key task in
therapeutic or rehabilitation efforts so
far.

According to William Anthony (1993),
one of the pioneers in recovery-oriented
mental health care systems in the Unit-
ed States, recovery includes a satisfacto-
ry, active and hopeful life also with the
restrictions of one’s illness. It is the de-
velopment of a new meaning and purpose
in life while the person grows beyond the
disastrous effects of his/her psychiatric
illness.

Conclusions

In summary, we can say that the scien-
tific findings about positive health so far
have broad and important consequenc-
es for prevention, health promotion,
and treatment. Preventive interventions
could be regarded as a natural extension
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In order to solve psychosocial and psy-
chiatric needs of the general population,
new criteria and methods are required. It
is essential to develop new diagnostic and
therapeutic strategies, based on the appli-
cation of new scientific advances and on
the new health programs.

This implies a change in medical edu-
cation to train physicians with a biopsy-
chosocial approach, physicians that may
use their scientific knowledge on behalf
of individuals, and develop a profession-
al integrated identity. This can only be
achieved through the transformation of
the professional personality, not just with
information and the transmission of the-
oretical knowledge, but by means of an
identification process with the teacher.

Educational interventions including
training courses and the dissemination
of protocols and guidelines alone is not
enough. It is necessary to make chang-
es in the organization of care combining
education and guidelines with approach-
es from chronic disease management, in-
cluding systematic follow-up, improved
community linkages, and better links
with specialist services.
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The importance of training Primary
Care physicians about mental health has
been recognized by the WPA over the last
decade with the production of a number
of education programs, and a growing lit-
erature from around the world on inter-
ventions in primary care. [STORM pack-
age on training in suicide assessment and
management developed in Manchester — a
training manual by Vikram Patel (2003)
entitled “Where there is no Psychiatrist” —
a training package for primary care work-
ers for the acquisition of skills launched at
the WPA Meeting in Yokohama by Prof.
Sir David Goldberg and Dr Gask, etc].

In some countries, methods for training
primary care physicians to acquire men-
tal health skills include:

Brief lecture presentations using over-
head projection or slides

Discussion-triggered by videotaped ex-
ample interviews

Modeling of new skills by watching
videos

Role-play in pairs or trios (with the
third person as observer)
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Video feedback one-to-one or in a
group setting

In all countries, under the auspices of
the WPA, there has been an attempt to
standardize undergraduate psychiatric
training and improve its quality. However,
the teaching of psychiatry varies consid-
erably across the world and even between
medical schools in developed countries.
Following the core curriculum for under-
graduate training in psychiatry (World
Psychiatric Association, 1998) produced
by the WPA and the World Federation for
Medical Education, there is now a recog-
nition that many patients in the commu-
nity, specially those seen in general prac-
tice and in general practice settings, will
have some degree of psychological dis-
tress. Therefore, the primary health phy-
sician must have an adequate basis for a
large number of different specialties.

Compared with the past, Primary Care
physicians spend a lot more time out in the
community with other mental health pro-
fessionals and also have the opportunity
to learn about psychiatry during their pri-
mary care attachments; this, however, de-
pends on the skill and interest of the prima-
ry care doctor to whom they are attached.

Training opportunities vary, but specif-
ic psychiatric training essentially takes
place in three main settings: during an at-
tachment in psychiatry as part of a voca-
tional training scheme; during trainee ap-
pointment, and over CME Programs.

For a successful model of therapeutic
strategy it is necessary for the Primary
Care physician to be trained in the initial
psychopharmacological and psychothera-
peutic treatment of the principal psycho-
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social and psychiatric problems of the pa-
tients.

In our Department of Mental Health at
the University Hospital, Buenos Aires,
for years we have been working closely
together with Primary Health physicians
in psychiatric training programs. These
Programs have a special modality of inte-
grating theory with clinical practice.

The trend has been towards active
teaching processes and this seems to be
the right direction. Doing is better than
watching. Experience is always neces-
sary (many times is better than a few).
Close supervision and careful constant
feedback are essential.

The general integrated “working to-
gether” programs can only be effective
if the psychiatrist involved is sufficient-
ly motivated as a leader who knows the
problems, has a clear medical attitude
and is able to transmit his enthusiasm for
something which he certainly finds both
interesting and stimulating.

We also developed several specif-
ic teaching programs with the modality
of “working together”, in clinical or re-
search programs with different Depart-
ments of the Teaching Hospital: Primary
Care, Surgery, Internal Medicine, Pediat-
rics. This teaching modality is only pos-
sible if the Psychiatrist works in the gen-
eral Hospital in an integrated way.

In our experience, the training of the
Primary Care physician to improve his
psychiatric knowledge is a goal that will
not be achieved by just including lectures
on the subject in undergraduate or post-
graduate medical training.
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This job of training and re-training is
the responsibility of the psychiatrist. The
latter must have sound training in clinical
psychiatry, psychotherapy, psychophar-
macology and social dynamics, experi-
ence in the scientific method and teach-
ing skills; he should be capable of proper
integration with multidisciplinary teams
and have a high “common sense” level.

This topic, the interaction of psychia-
trists with PCPs, is very important and
has global mental health implications.

It is a fact that there are not enough psy-
chiatrists to provide for the mental health
needs of the world’s population. A recent
WHO survey of anxiety, mood and sub-
stance disorders conducted with 84,850
adults in 17 countries concluded that there
is “a disturbingly high level of unmet need
for mental health treatment worldwide”.

The countries participating in the sur-
vey included low-income countries like
Nigeria, low middle-income countries
like Columbia and Ukraine, high mid-
dle-income countries like Mexico and
Lebanon and high income countries like
France, Germany, Japan, Israel, New
Zealand and the United States.

This study demonstrated that: Although
the problem of access and treatment of
mental health disorders was worse in
poorer countries, it was evident in even
the richest nations.

And that there is a disturbingly high
level of unmet need for mental health
treatment worldwide.

Given the current state of the work-
force available to diagnose and treat men-
tal illness, it is evident that there is in suf-
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ficient number of psychiatrists to handle
the ever growing patient needs. The in-
creased involvement of PCPs in diagnos-
ing and treating patients with mental ill-
ness is necessary.

During 2007, we conducted a Survey
Study of Psychiatrists consulting with
Primary Care Physicians. The goal of
this study was to evaluate their opin-
ions about Primary Care Physicians be-
ing involved in the care of psychiatric
patients.

In addition, the survey elicited infor-
mation on their opinions concerning
working with PCPs in the care of psychi-
atric patients.

Survey results

Forty-four general hospital psychia-
trists completed this survey. There was a
Spanish and English version available.

The mean age of the survey sample was
37 years old and 53% were men.

e 63% reported having a private practice

e 43% said they consulted with PCPs 10-
30% of their work time.

e 2% claimed to spend 51-70% of their
time consulting with PCPs.

e 86% agreed that PCPs should be direct-
ly involved in the care of psychiatric
patients.

e 89% agreed that psychiatrists should be
available to consult in PCP offices.

® 93% reported that the most effective
way to treat patients with psychopathol-
ogy was teamwork between the PCP
and psychiatrist. 100% agreed that PCP
training should include a psychiatric
clerkship.
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Survey conclusions physician’s trainer with the modality of

“working together”.
Despite being a small sample size, the

results of this survey revealed consistent
and interesting findings.

This methodology implies that the
teaching and learning process must take
place within the framework of daily med-

The responding general hospital psychi-  ical practice.
atrists all agreed on the need for collabo-
ration with PCPs and the need for psychia-
trists to be available in PCP offices.

In summary: The psychiatric training
of the Primary Care physician must be
based on the principles of clinical learn-

They also agreed on the need to have 1g in medicine

more formal psychiatric training for — Active teaching processes
PCPs during their residency. — “Doing is better than watching”

These results ratify our work for many Experience is always necessary
years in the Department of Mental — ‘Many times is better than a few”
Health, University Hospital, training the = — Close supervision and careful constant
psychiatrist to become the Primary Care feedback are essential.
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Mental health economics research en-
compasses a broad array of topics. Re-
search topics of current interest in the
field include: assessing the economic
burden of mental disorders; the econom-
ic evaluation of mental health treatments
and supportive interventions through
cost-benefit, cost-effectiveness, and cost-
utility studies; economic evaluations of
psychotropic medications; the financ-
ing of mental health services in both the
public and private sectors; and geograph-
ic variation in mental treatment use and
costs. Interest in cross-national compar-
isons of mental health treatment systems
and financing also continues to grow, es-
pecially with the recent development of
more formal assessment methodologies
(Saxena et al 2007, Zechmeister 2006).

The WPA Section on Mental Health
Economics encourages interdisciplinary
research between psychiatrists, econo-
mists and other professionals in the men-
tal health sector in order to enable a com-
mon language and scientific background
between those who finance, those who
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provide, and those who use services for
mental and addictive disorders through-
out the world. The specific goals of the
section are to: (1) promote the develop-
ment of high quality interdisciplinary re-
search; (2) provide clinicians scientific
information on mental health economics
to be used for decision making and advo-
cating for the needs of the mental health
sector; and (3) developing communica-
tion networks to disseminate scientific re-
search to those who finance, provide and
use services for mental and addictive dis-
orders. Mental health economics research
introduces key data to inform decisions
about mental health policy and treat-
ment, especially in countries with large
bodies of research studies, such as the
United States. In particular, this research
provides the information needed for cli-
nicians, other mental health profession-
als, service providers and policymakers
to adequately identify the financial needs
of the mental health sector and the treat-
ments that best maximize health bene-
fits. It helps these same decision-makers
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develop and reform financing systems
to support comprehensive, community-
based treatment, taking into account the
complex array of clinical and social ser-
vices needed for reducing the family and
social burden when severe mental disor-
ders are managed in the community.

The Section encourages the growth
of mental health economics research by
sponsoring regional (e.g., Cairo 2000,
Bucharest 2001) and global research
conferences (e.g., Chicago 2000, Venice
2003, 2005, 2007, 2009), the official jour-
nal of the Section, The Journal of Mental
Health Policy and Economics, and, more
recently, the development of a new train-
ing and mentorship program. The Jour-
nal is the first in Medicine focused on the
relationships between health policy and
economics at the specialty level. To fur-
ther stimulate research and support ex-
cellence in the field, the Journal estab-
lished the Adam Smith Award in Mental
Health Policy and Economics Research
aimed at recognizing the best, most rel-
evant articles published by The Journal
of Mental Health Policy and Econom-
ics. The third biennial prize was awarded
in March 2007 (Halsteinli, Kittelsen and
Magnussen 2005).

A key goal of the Section on Mental
Health Economics is to support and in-
crease research capacity throughout the
World. Those countries with the best de-
veloped research in the field, notably the
USA, UK, Canada, and the Netherlands,
all received substantial investments in re-
search by their governments and private
institutions over the past several decades.
The regional meetings organized by the
section (Cairo 2000, Bucharest 2001) not
only provided a forum for existing re-
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searchers in other regions, but enhanced
opportunities for training new research-
ers through educational courses provid-
ed by internationally recognized author-
ities from Western Europe and the USA.
Building on the success of these courses
in developing research capacity, the sec-
tion developed a new training and for-
mal mentorship program in mental health
economics which began in 2006. The
first edition of the postgraduate class-
room training program was held in Ven-
ice in July 2006 with 14 participants from
13 different countries (Australia, Brasil,
Germany, Iran, Lithuania, New Zealand,
Norway, Poland, Portugal, Romania,
Spain, Switzerland, and the US). The sec-
ond training is planned to begin in July
2008. Further information is available at
www.icmpe.org.

We summarize important recent ad-
vances in mental health economics in the
published literature by topic area below.

Assessing the burden
of mental disorders

The World Health Organization’s
(WHO) Global Burden of Diseases proj-
ect ranks several mental and addictive
disorders high among all diseases in
terms of mortality and morbidity burden
as measured by disability-adjusted life-
years (DALYs). But mental disorders
impose many other economic and social
costs on individuals, their family mem-
bers, and countries as a whole. Cost-of-
illness studies seek to quantify all of the
costs associated with a disorder in mon-
etary terms to provide national and sub-
national policymakers throughout the
world with key information to better tar-
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get resources into prevention and treat-
ment of mental disorders. A key finding
of cost-of-illness studies is that non-
treatment costs substantially exceed the
direct costs of treating mental disorders.
Most of these non-treatment costs result
from the reduced or complete inability
to work by patients and, to a lesser ex-
tent, their relatives or other caregivers.
For example, a recent study in the Neth-
erlands found that productivity loss-
es accounted for 85 percent of the to-
tal costs of anxiety, mood and alcohol
disorders (Smit et al 2006). Similarly,
a study of the cost of schizophrenia in
England (Mangalore and Knapp 2007)
found that lost productivity of schizo-
phrenia patients accounted for 38 per-
cent of all costs compared to 13.5 per-
cent for health and social care and 16
percent for institutional care. These pro-
ductivity losses can be especially large
for mental disorders, which often strike
individuals early during their employ-
ment careers (or even before they have
begun) compared to many other chronic
conditions, such as heart disease, which
tend to come later in life.

Through these cost-of-illness and relat-
ed studies, public policy-makers and em-
ployers have become increasingly aware
that the economic costs of not financing
treatment of mental disorders are sub-
stantial. Rapid advances in the method-
ologies for conducting cost-of-illness
studies have also improved the precision
of these estimates and provided policy-
makers with more extensive information
about which sectors and on which groups
these costs fall. In particular, the spread of
large national psychiatric epidemiology
and morbidity surveys has not only pro-
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vided better information about the preva-
lence and incidence of disorders in many
countries, but in combining socio-demo-
graphic and economic information with
psychiatric measures, has provided a rig-
orous foundation for estimating many of
the costs of these disorders (Mangalore &
Knapp 2007, Smit et al 2006). Better data
from public systems providing social and
support services have also facilitated a
more complete picture of the true costs
of mental disorders, especially severe and
persistent disorders such as schizophre-
nia (Mangalore & Knapp 2007).

Better data and methodologies have
also led to increased awareness of the
especially large costs associated with
those dually diagnosed with mental and
addictive disorders, and the implications
of this for the organization, delivery and
financing of treatment. The treatments
for mental and addictive disorders are
often separated, reducing the effective-
ness of treating dually diagnosed pa-
tients and increasing societal costs. A
recent study points to the especially
large social costs for those dually-diag-
nosed individuals who also have a physi-
cal disorder such as HIV/AIDS (Conover
et al. 2006). Direct treatment costs ap-
proach $50,000 (2002 USD) per year for
this group, two to three times the aver-
age cost of treating an individual with
HIV/AIDS alone. The authors point out
that integrated health care for this tri-
ply diagnosed group would be potential-
ly even more costly, but that these costs
may be offset by the large potential pro-
ductivity gains and reductions in public
support that improved treatment might
bring to these individuals.
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Economic evaluations:
cost-benefit, cost-effectiveness
and cost-utility studies

Cost-of-illness studies quantify well
the large social and economic burden im-
posed by mental disorders, but they can-
not tell us which interventions should be
used to reduce this burden. A major goal
of mental health economics research is to
quantify for clinicians, providers and pol-
icy-makers which treatments provide the
best health outcomes in relationship with
their costs. If it is relevant to investigate
possible underfunding of mental health
services due to chronic funding problems
in government budgets for psychiatric
services and limited social awareness of
the burden of mental disorders, it is equal-
ly important to make sure that scarce re-
sources are spent well. Governments and
others that pay for mental health preven-
tion and treatment are increasingly de-
manding that researchers not only es-
tablish that treatments are effective, but
that they are cost-effective. As a conse-
quence, economic components have be-
come more central to randomized con-
trol trials and other rigorous methods for
evaluating mental health interventions.

Early economic evaluations were cen-
tral to demonstrating to policy-mak-
ers that patients with severe and chronic
mental illnesses could be more effectively
treated in the community compared to in-
stitutions, especially when all the relevant
economic and social costs, not just direct
treatment costs, were considered. Today,
cost-effectiveness and other economic
evaluations are applied to an increasing-
ly wide range of new and promising in-
terventions in the community, and also
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in populations not previously considered.
Individuals with mood and anxiety disor-
ders are increasingly being treated in pri-
mary care settings, but many are also con-
cerned about the ability of primary care
providers to recognize and treat these dis-
orders. Collaborative care models offer
the potential to substantially improve care
but are also likely more costly, creating
reluctance to pay for these interventions.
A recent large scale cost-effectiveness tri-
al of a collaborative care model for treat-
ment of late-life depression found, howev-
er, large gains in terms of depression-free
days relative to the incremental costs of
the intervention (Katon et al 2005). Simi-
larly, Wells et al (2007) report success of
a quality improvement program for the
treatment of sub-threshold depression in
primary care settings in terms of quality-
adjusted life years (QALY5).

The treatment of mental disorders in de-
veloping countries is especially challeng-
ing. In these highly resource-constrained
environments, it is especially important
not only to develop cheap, effective in-
terventions but to demonstrate their cost-
effectiveness so that they are adopted in
practice. For example, a study of a prima-
ry care treatment program in Chile found
substantial gains in improving depres-
sion-free days with very small incremen-
tal costs (Araya et al 2006). The authors
note that the intervention could serve not
only as a model in other developing coun-
tries, but potentially developed countries,
as well.

Economic evaluation methods have
been applied similarly to many other
treatment models and quality improve-
ment interventions, and methods contin-
ue to improve. A number of new studies
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(see for example, Cook et al 2005) con-
firm the effectiveness of supported em-
ployment models. French and colleagues
(2007) evaluated the cost-effectiveness
of four different interventions for adoles-
cents with a substance use disorder, an
area where little is known both about ef-
fectiveness and cost-effectiveness. They
find wide variations in both cost and clin-
ical outcomes across the four interven-
tions, and crucially over time. That is,
cost-effectiveness was very sensitive to
length of trial and when outcomes were
measured, a general problem in control
trials where follow-up periods are limit-
ed. They provide a number of conceptual
recommendations for improving cost-ef-
fectiveness trials, especially in their tar-
get group of adolescents.

Mental health disorders continue to
pose substantial challenges for conduct-
ing economic evaluations of treatments
and interventions. Tools for assessing pa-
tient preferences for treatments and out-
comes that are well-developed for use in
economic evaluations of other types of
medical treatments are problematic be-
cause these disorders either impair (for
example, schizophrenia or dementia) or
otherwise affect cognitive processes (for
example, anxiety or mood disorders). Re-
cent methodological work has focused on
developing new assessment instruments,
as well as a better understanding of the
performance of existing widely used in-
struments.

Economic analysis
of pharmaceuticals

While economic evaluations of psy-
chosocial interventions continue to
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grow, most cost-effectiveness, cost-util-
ity and cost-benefit analyses continue to
focus on pharmaceutical interventions.
This reflects, in part, the dominance of
pharmaceuticals in current treatment,
but also the need to demonstrate cost-
effectiveness in many countries for ei-
ther drug approval or to be covered un-
der public health insurance systems.
Newer generation antipsychotics, an-
tidepressants, and other medications
have been widely perceived, until very
recently, as more effective with fewer
side effects than older medications. But
the newer medications are often sub-
stantially more expensive than older ge-
neric medications, so that the gains in
terms of clinical outcomes and reduced
side-effects must be substantial in order
to be cost-effective. In addition, a num-
ber of studies have called into question
the perceived superiority of SSRI and
other newer antidepressants, as well as
atypical antipsychotics, with substan-
tial implications for governments and
other payers in terms of which medica-
tions they will be willing to pay for and
under what circumstances. We note, in
particular, two recent large-scale pub-
licly funded economic evaluations of
second generation vs first generation
antipsychotics, The Cost Utility of the
Latest Antipsychotic Drugs in Schizo-
phrenia Study or CUtLASS 1 (Jones et
al 2006) and the economic component
of the Clinical Antipsychotic Trials of
Intervention Effectiveness or CATIE in-
vestigation (Rosenheck et al 2006). The
CUtLASS 1 study suggested greater im-
provements in quality of life and symp-
toms with first-generation medications
with the same overall treatment costs for
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patients requiring a treatment change,
while the CATIE study found perphen-
azine was equally effective in the mea-
sured outcomes with lower overall costs.
That is, both studies found first-genera-
tion were more cost-effective than sec-
ond generation antipsychotics, at least
in some clinical situations. However,
substantial additional research is under
way to clarify, from both a clinical and
economic perspective, the appropriate
choices of medications under different
circumstances.

Economic issues regarding pharmaceu-
ticals extend far beyond formal cost-ef-
fectiveness and cost-utility trials of med-
ications. Recent advances also focus on
the role of promotional activities of phar-
maceutical manufacturers and financing
and reimbursement policies on the rap-
id growth of medication use across the
world. Meyerhoefer and Zuvekas (2008)
find evidence that direct-to-consumer ad-
vertising in the US (through television,
radio, and print media) increases the like-
lihood that individuals initiate treatment
with antidepressants, particularly when
their out-of-pocket costs are low, but is
not associated with better compliance.
They also draw on economic theory in
their analyses to confirm the widely held
belief that these drug advertisements,
while potentially increasing awareness
of the availability of treatment for men-
tal disorders, convey little information to
consumers about the appropriateness of
specific medications. This is important
because physicians report feeling pres-
sure to prescribe medications when re-
quested by patients, and there is evidence
that these requests do affect prescribing
behavior.
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Recent mental health economic anal-
yses also examine the role that patient
cost-sharing plays in both the initiation
and choice of medication treatments.
For example, a study of ADHD medica-
tions in the U.S. (Huskamp et al 2005)
found that increased patient co-pay-
ments led to significantly greater out-of-
pocket expenses for families of children
with ADHD and a decreased probabil-
ity of using these medications. This
raises concerns that increasing patient
cost-sharing to constrain costs can have
adverse health outcomes. There are also
a large number of studies underway in
the United States examining the impact
of Medicare prescription drug coverage
(the Medicare Part D benefit) in 2006
on the elderly and disabled individuals
covered by that program. The imple-
mentation of this benefit also switched
responsibility for drug coverage for dis-
abled individuals who are also covered
by the state-based Medicaid program to
the federal Medicare program. This sub-
stantial change in the structure and fi-
nancing of prescription drug coverage
for a significant number of people with
severe and chronic mental disorders has
raised a number of concerns about the
quality and continuity of treatment. Pre-
liminary studies have already been pub-
lished, but more definitive studies await
the release of data from the US govern-
ment on this new program.

Cost and financing
of mental health services

The financing of mental health treat-
ment remains a critical focus of research
because, ultimately, financing determi-



ADVANCES IN MENTAL HEALTH ECONOMICS RESEARCH

nes who gets what types of treatments
and how much. At the macro level, the
WHO’s Project Atlas continues to doc-
ument the share of each country’s gov-
ernmental resources devoted to the treat-
ment of mental and addictive disorders.
Project Atlas further demonstrates large
gaps between the burden imposed by psy-
chiatric disorders and the share of health
budgets allocated to these disorders, and
substantial variation between and with-
in regions of the world. A related WHO
project, WHO-Assessment Instrument
for Mental Health Systems, WHO-AIMS
(Saxena et al 2007) is designed to pro-
vide middle and low income countries
with a tool for planning mental health
policy and monitoring ongoing progress
using a systematic instrument. This po-
tentially represents a significant develop-
ment because these countries generally
lack the relatively well developed infor-
mation systems used in rich countries for
planning mental health treatment. For
example, the U.S. has developed a paral-
lel system to the National Health Expen-
diture Accounts reported to the OECD
specific to mental health and substance
abuse treatment expenditures (Mark et
al 2007). However, it should also be not-
ed that even these rich countries often
lack adequate data on how mental health
treatment resources are allocated be-
cause of the complex financing arrange-
ment between many treatment sectors
(including social services) and at differ-
ent governmental levels (Zechmeister &
Osterle 2006). The more regular collec-
tion of large-scale household psychiatric
epidemiologic surveys in many countries
and the creative ways in which research-
ers and policymakers are currently using
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these survey data alone and in conjunc-
tion with large administrative datasets
holds considerable promise for helping
to fill this information gap. The renewed
interest in using spatial methods to un-
derstand geographic variation in men-
tal health treatment use and costs (see for
example, Edlund, Belin & Tang 2006,
Moscone & Knapp 2005) also holds sig-
nificant promise. These methods can be
used to examine how local mental health
policies are related to local spending
levels and treatment gaps (Moscone &
Knapp 2005).

At the more micro level, much men-
tal health economics research continues
to examine specific policies regarding
mental health treatment delivery and fi-
nancing and how they affect treatment.
For example, a study of outpatient clinics
in Norway found that, using state of the
art Data Envelopment Analysis econo-
metric techniques, government policies
to increase the supply of psychiatric ser-
vices to children and young people were
successful increasing the productivity of
these clinics (Haslsteinli, Kittelsen, and
Magnussen 2005). The authors suggest
that stronger financial incentives will
be needed in the future to maintain pro-
ductivity increases, especially because
of competing incentives to provide so-
matic care at these clinics. In the United
States, research continues to focus on the
design of health insurance coverage and
implications of patient cost-sharing on
access to treatment and the out-of-pock-
et burden of psychiatric disorders. Pre-
vious mental health economics research
was instrumental in leading many states
in the late 1990s to put in place require-
ments that mental disorders be covered
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in the same way as other medical disor-
ders, or ‘parity.” These studies all sug-
gested that parity would cost employers
and governments little. More definitive
evidence came recently from a landmark
analysis of mental health parity among
the more than 8 million members cov-

provide information critical to clinicians,
providers and policy-makers in their de-
cision-making. Recently published re-
search points to the continued vitality of
the field and the important contributions
it makes. Most importantly, research ca-
pacity continues to grow rapidly through-

ered under the US government employ-
ee health benefit program, utilizing a so-
phisticated quasi-experimental design

out the World, providing a strong basis
for further development of the field.

Goldman et al 2006).

( ) The views expressed in this paper are those
of the authors and no official endorsement

Conclusion by the Agency for Healthcare Research and

Quality or the US Department of Health and
Human Services is intended or should by in-
ferred.

The field of mental health economics
continues to grow and develop, and to
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Practice Guidelines are not obligatory
specifications for practitioners to abide
by, but are produced by leaders in a par-
ticular field more as suggestions to help
practitioners manage their clinical loads.
Practitioners are free to divert, but the
Guidelines are an aide memoir enjoining
the practitioner to divert from them only
after a full reasoning that a different ap-
proach is necessary and clinically sound
in any particular case, hence the Guide-
lines would not entirely apply to the case.
Guidelines demand either to be applied or
to be disregarded only after cogent and
scientific reasons are provided.

In Forensic Psychiatry whose field of
action is so vast there could be a multi-
plicity of Guidelines, but any one of them
for whatever they are or are prepared for
will have to contend with the restriction
of ethical minefields that are so common
in this specialty (Arboleda-Florez, 2006).
Ethical issues are constantly at the fore-
front of intervention in forensic psychi-
atry.
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Yet, to write about Ethics in a branch
of Medicine like Forensic Psychiatry
that straddles the lines of multiple sys-
tems means that the writer has to enter
into the field of values and decisional
rules underlining each one of those sys-
tems. Many of these values are, on occa-
sions, antithetical, and may even be ir-
reconcilable, and some decisional rules
could stand at different poles in the un-
derstanding of the meaning of human be-
haviour. In addition, regarding content,
ethics cannot be divorced from the ac-
tual operations of the field, which in Fo-
rensic Psychiatry, apart from spanning
three often inimical systems, health, jus-
tice and corrections, also has to deal with
matters of legislation and human rights.
This paper will first review the interplay
of these issues in the field of ethics in
forensic psychiatry and, second, review
some of the ethical dilemmas facing fo-
rensic practitioners.

The scope of Forensic Psychiatry
seems daunting to many. In the circum-
scribed ambit of their practice, Foren-



ADVANCES IN PSYCHIATRY

sic Psychiatrists ought to be concerned
about the ethical ramifications of their
activities on aspects of Civil Law in re-
lation to the management of wills and
contracts or insurance law pertaining to
independent medical examinations. In
Criminal or Penal Law, Forensic Psychi-
atrists have to contend with the thorny
issues of the ethics of expert testimony,
the management of prisoners, in particu-
lar, mentally ill offenders and their pos-
sible use as subjects of research (Arbole-
da-Flérez 2005).

In any of these situations, Forensic Psy-
chiatrists will have to strive for objectiv-
ity, reconcile their roles as experts when
they are also treaters, and avoid ever be-
coming agents of the higher bidder, or
“hired guns.” Conflicts of interest and
dual agentry should constantly remind
the Forensic Psychiatrist to make an eth-
ical evaluation of the circumstances sur-
rounding a forensic practice and to re-
member that, despite the conflicts, the
duty of a Forensic Psychiatrist is first that
of a Physician.

It is in the spirit of these values and eth-
ical implications of their practice that the
Executive of the Forensic Section of the
World Psychiatric Association decided
to embark on the development of Prac-
tice Guidelines in some areas of conten-
tion. Although plans are to develop them
in many areas, up to now, only two have
been produced that are presented in this
Chapter, one on Independent Medical Ex-
aminations led by Dr. Alan Jager and the
other on Treatment and Psychiatric Man-
agement of Prisoners led by Professor
Norbert Konrad.
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Independent
medical examinations

One major task of Forensic Psychia-
try in the interface between law and psy-
chiatry includes being an expert witness.
Though almost all forensic psychiatrists
write forensic psychiatric reports all over
the world, no internationally accepted
guidelines exist as yet. The Forensic Psy-
chiatry Section of the World Psychiatric
Association has therefore developed a po-
sition paper to provide guidelines for the
conduct of Independent Medical Exami-
nations (Jager et al, in preparation).

To be considered expert, an indepen-
dent forensic psychiatrist (IFP) need to
be expertly qualified and have current or
recent practice experience in the subject
area. He or she should be independent,
adequately briefed, make a comprehen-
sive assessment and provide a complete,
unbiased opinion within his or her area of
experience and expertise, within a frame-
work of medical ethics.

Medico-legal assessments carry an in-
herent potential for conflict and misunder-
standing. As a consequence, they must be
undertaken within an ethical framework.
That ethical framework rests in the train-
ing and registration of the Independent Fo-
rensic psychiatrist as a medical practitioner.
The assessment should therefore be guided
by principles of medical ethics espoused by
medical associations and psychiatric col-
leges. The IFP should be satisfied that any
request for a medico-legal report is: appro-
priate, made by an appropriate party; and
not liable to breach the principle of duty of
care. The IFP should obtain the agreement
of the examinee to provide the report to the



PRACTICE GUIDELINES IN FORENSIC PSYCHIATRY

requesting body, ensure that the examin-
ee understands the purpose of the report
and understands that any relevant informa-
tion will be included. The IFP should also
state whether the assessment is compul-
sory or not and provide information about
possible consequences of non-cooperation.
Sufficient information should be gathered
and all relevant information should be dis-
closed. The report must be unbiased and
the IFP must not act as an advocate. The
IFP should adhere to principles of hones-
ty and make a strenuous effort to achieve
objectivity. The report should be provided
in a timely manner and the IFP must main-
tain the confidentiality of the report to the
extent possible in a legal context (The Roy-
al Australian and New Zealand College of
Psychiatrists 1998).

Independent  Forensic ~ Psychiatrists
(IFPs) should ensure they have the quali-
fications and expertise to perform the as-
sessment and provide the expert opinion.
The assessment should be undertaken in
person and in a setting that provides the
greatest practical confidentiality. The IFP
should clearly explain the purpose of the
consultation and note that it is not a ther-
apeutic consultation and that no help, sug-
gestions, treatment, or even feedback, will
be offered, with the exception that inter-
vention is appropriate if the examinee is at
immediate and serious medical risk. Ex-
aminees may ask to record the interview.
They may insist that they be accompanied
in the interview. It is the IFPs prerogative
to refuse either request. Often a compro-
mise can be reached whereby the examin-
ee is invited to take notes, such as the IP is
doing. The consent of the examinee should
be sought prior to an interview being re-
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corded and a copy of any recording should
be offered to the examinee. Interpreters, if
they are required, should be professionally
trained and consideration should be given
to religious, gender and cultural compati-
bility. Questions should be asked in a way
that indicates the IFP is not biased. The use
of rapport building in a forensic evaluation
is an ethical issue in itself, but will assist
information gathering (Resnick 1998).

Details regarding the content of the re-
port are found below in the developed
guidelines (Jager et al).

Consensus guidelines
for independent medical
examinations

Preamble

The Forensic Psychiatry Section of the
World Psychiatric Association has devel-
oped this position paper to provide guide-
lines for the conduct of Independent Med-
ical Examinations.

General issues

A psychiatric report may be requested
by lawyers representing a plaintiff, law-
yers representing a defendant, a judge, an
insurer or others. Psychiatric reports are
produced either by treating psychiatrists
(TPs) or independent forensic psychia-
trists (IFPs). These guidelines refer to re-
ports produced by IFPs.

Ethics

1. Medico-legal assessments carry an
inherent potential for misunderstand-
ing and conflict.
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. As a consequence, they must be un-

dertaken within an ecthical frame-
work. That ethical framework rests in
the IFP’s training and registration as a
medical practitioner.

. The assessment should therefore be

guided by principles of medical ethics
espoused by medical associations and
psychiatric colleges.

. The IFP should be satisfied that any
request for a medico-legal report is:
appropriate, made by an appropri-
ate party; and not liable to breach the
principle of duty of care.

. The IFP should obtain the agreement

of the examinee to provide the report
to the requesting body, ensure that the
examinee understands the purpose of
the report and understands that any rel-
evant information will be included.

. The IFP should also state whether the
assessment is compulsory or not and
provide information about possible
consequences of non-cooperation.

. Sufficient information should be gath-

ered and all relevant information
should be disclosed.

. The report must be unbiased and the
IFP must not act as an advocate.

. The IFP should adhere to principles of

honesty and make a strenuous effort
to achieve objectivity.

The report should be provided in a
timely manner and the IFP must main-
tain the confidentiality of the report to
the extent possible in a legal context.

Conduct of the examination

IFPs should ensure they have the qual-
ifications and expertise to perform
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the assessment and provide the expert
opinion.

2. The assessment should be undertaken
in person and in a setting that provides
the greatest practical confidentiality.

3. The IFP should clearly explain the pur-
pose of the consultation and note that
it is not a therapeutic consultation and
that no help, suggestions, treatment, or
even feedback, will be offered, with
the exception that intervention is ap-
propriate if the examinee is at immedi-
ate and serious medical risk.

4. Examinees may ask to record the in-
terview. They may insist that they be
accompanied in the interview. It is the
IFP’s prerogative to refuse either re-
quest. Often a compromise can be
reached whereby the examinee is in-
vited to take notes, such as the IP is
doing.

5. The consent of the examinee should
be sought prior to an interview being
recorded and a copy of any recording
should be offered to the examinee.

6. If interpreters are required, they should
be professionally trained and consider-
ation should be given to religious, gen-
der and cultural compatibility.

7. Questions should be asked in a way that
indicates the IFP is not biased. The use
of rapport building in a forensic eval-
uation is an ethical issue in itself, but
will assist information gathering.

Content of the report

The report should be written in plain
language. The use of psychiatric termi-
nology should be avoided in an effort to
make the information comprehensible for
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non-medically trained readers. Fact and
opinion should be clearly distinguished.
The following information should be in-
cluded:

1. Qualifications and experience of the
IFP.

. A statement about who commissioned
the report.

. A statement regarding the examinee’s
consent to the release of information.

. Demographic data, including the
name and date of birth of the exam-
inee, the domestic situation, marital
status and number of children.

. Personal history, including develop-
mental, educational, occupational, se-
xual and relationship, substance use
and forensic history.

. A description of the examinee’s per-
sonality, interests, hobbies and cop-
ing style.

. History of the present complaint from
the examinee’s report and the reports
of informants.

8. Past psychiatric history.

9. Family history of psychiatric illness.
10.
11.

Medical history.

Mental State Examination should in-
clude a description of appearance and
behaviour; emotional tone; speech;
thought stream, form and content;
sensory perception; higher mental
functioning; insight and judgement.

12.
13.

Tests and investigations.

A summary and formulation, or syn-
thesis of the case, and diagnosis
should be recorded. The formulation
takes the form of a biopsychosocial
explanation of the presumptive caus-
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ative factors in the examinee’s condi-
tion. Inconsistencies between report-
ed symptoms and observed mental
state or physical examination should
be noted. A determination of malin-
gering, however, is best left to the de-
cision-making body to make.

14. Finally, an opinion is offered, in re-
lation to questions posed by the re-
questing body. The report itself should
clearly demonstrate how conclusions
were reached. Limitations to the ex-
amination should be explained in the
report and mention made of investiga-
tions or other data that are required to

reach a concluded opinion.

15. Comments on special issues may be
required, including prognosis, man-
agement, impairment, disability and

legal concepts such as competency.

Conclusion

To be considered expert, an indepen-
dent forensic psychiatrist need to be ex-
pertly qualified and have current or re-
cent practice experience in the subject
area. He or she should be independent,
adequately briefed, make a comprehen-
sive assessment and provide a complete,
unbiased opinion within his or her area of
experience and expertise, within a frame-
work of medical ethics.

Prison psychiatry
Consensus paper on prison psychiatry

It is basically a primarily legal philo-
sophical and political problem whether
or not mentally disordered persons “be-
long” in prison. Countries applying the
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construct of criminal responsibility or
incompetence to stand trial can prevent
mentally disordered persons from being
imprisoned. Secure confinement can then
be ordered in a forensic psychiatric insti-
tution, if necessary.

Of course this principle does not pre-
vent people from becoming mental-
ly unwell when put in a prison environ-
ment, nor does the presence or a history
of mental disorder automatically results
in the absence of criminal responsibil-
ity (Arboleda-Florez, in press). The still
high prevalence of mental disorders in
prisoners has been impressively demon-
strated in more recent surveys. In a sys-
tematic review of 62 surveys from 12 dif-
ferent western countries including 22790
prisoners (mean age 29 years, 81% men),
3.7% of the men had psychotic illnesses,
10% major depression, and 65% a per-
sonality disorder, while 4% of women
had psychotic illnesses, 12% major de-
pression, and 42% a personality disorder
(Fazel & Danesh 2002). In comparison to
the general population, prisoners have an
increased risk of suffering from a men-
tal disorder that transcends countries and
diagnoses. Psychotic disorders increase
the risk of suicide, which as a rule is con-
siderably higher in prisoners than in the
general population. Suicide is the leading
cause of death in penal institutions, espe-
cially during the early stage of confine-
ment.

For mentally disordered prisoners,
there is often an increased risk of being
victimized, as well as the potential for
high rates of decompensation and deteri-
oration.
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If one accepts that mentally disordered
prisoners should be treated in penal insti-
tutions (possibly even hospitalized), then
the principle of “equivalence” with ther-
apeutic levels of care in the community,
should prevail in the care of incarcerated
mentally disordered persons. It is doubt-
ful whether the majority of prisoners with
mental disorders receive appropriate care
such as that mandated by the European
Convention on Human Rights and other
international charters.

The United Nations International Res-
olutions (esp. Standard Minimum Rules
for the Treatment of Offenders) (UN
1955), the Council of Europe (esp. Rec-
ommendation No R (98) 7 on the Ethical
and organizational aspects of health care
in prison; Kelk 1999), the World Medical
Association (esp. Declaration of Tokyo)
(WPA 1975), the World Psychiatric As-
sociation (esp. Declaration of Hawaii II)
(WPA 1983) as well as the Oath of Athens
(International Council of Prison Medical
Services 1979) touched prison psychia-
try but lack of more detailed guidelines
in dealing with mentally disordered pris-
oners.

In-prison treatment has to address in-
mate-specific problems and circumstanc-
es, including post-release services. This
includes both an orientation to the func-
tion level and the severity of psychiatric
symptoms. The high prevalence of mental
disorders speaks in favor of the standard-
ized application of diagnostic screening
instruments as a component of the ad-
mission procedure in prison.

In accordance with the principle of
equivalence, every prisoner suffering
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from a mental disorder should receive ap-
propriate treatment equal to the care that
such a patient would receive when not in
prison. Prisoners suffering from serious
mental disorder should be kept and cared
for in a hospital facility which is ade-
quately equipped and possesses appro-
priately trained staff. Inpatient treatment
is not restricted to distribution of medica-
tion for mentally disordered locked up 23
hours the day in their cell but infers the
availability of a multidisciplinary psy-
chiatric team comprising psychiatrists,
psychologists, psychotherapists, occu-
pational therapists and counsellors. In
those cases where the use of close con-
finement of mentally disordered patients
cannot be avoided, it should be reduced
to an absolute minimum and be replaced
with one-to-one continuous nursing care
as soon as possible.

Consent to medical treatment should
also be sought from a patient suffering
from a mental disorder insofar as his/
her ability to understand is not impaired.
Furthermore, obtaining the patient’s con-
sent, especially in the case of psychiatric
pathology, is essential if a “therapeutic
alliance” is to be formed likely to make
the patient more committed to the medi-
cal treatment offered.

The situation in which a patient, who
is able to understand, refuses medical
treatment after receiving full, detailed
information must also be taken into ac-
count. Every patient has a right to refuse
treatment or to informed “non-consent”
that has a full right to manifest. Howev-
er, such an attitude may sometimes result
from a conflict relating to non-medical is-
sues; this is particularly the case when a
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prisoner goes on hunger strike to protest
against a judicial or administrative deci-
sion. In this type of situation the doctor
has to check the state of health of a per-
son in the process that is the source of the
deterioration in their health. It is then ap-
propriate to record in great detail in the
patient’s medical file that he/she is able to
understand and has refused treatment af-
ter being given detailed information.

The essential principle that should be
applied for medical treatment of addicted
prisoners and of withdrawal symptoms
in prison is that of equivalence with the
therapeutic practices in the country con-
cerned. Psychotherapeutic and medico-
social programmes developed in prisons
should be closely linked to the approach
used in the community as a whole with
regard to drug-dependant people (drugs,
alcohol or medication).

Follow-up treatment for released in-
mates should be provided for at outside
specialised services. It is essential that
the prison doctor has ample notice of the
forthcoming release of his patient in or-
der that he may arrange an outside ap-
pointment with all the supportive ser-
vices very shortly after leaving prison. It
should be ensured that all necessary doc-
umentation is dispatched to the providers
of such services with the full consent of
the patient.

Clarity of roles in prison psychiatry
is crucial for practitioners. Coopera-
tion between the different occupational
groups in the penal system is certain-
ly necessary and benefits the patients.
If, however, confidentiality is not re-
spected, the patient-physician relation-
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ship will be even more endangered than
it is in the therapy-hostile prison envi-
ronment.

Opponents of equivalence of standards
of care for mentally disordered prisoners
argue that prisoners do not deserve it or
should not have (even) better care than
outside of prison, where they did not use
already existing services or were con-

sidered problem patients. Commitment
in this area hardly promises politicians
votes. However, it should be pointed out
that imprisonment imposed by society
via the courts establishes a special social
responsibility, especially for the health
of prisoners, even if psychiatric aid does
not primarily or indirectly prevent crime
(Konrad et al 2006).
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A recent paper by Glenn Roberts et al
(2008) in the Royal College of Psychia-
trists’ journal Advances in Psychiatric
Treatment highlighted the need to face
up to the fact that the use of involuntary
treatment in psychiatry requires, no less
than any other area of mental health, a
positive approach to good practice.

A values-based approach to the use
of involuntary treatment might seem to
many almost a contradiction in terms.
However, as a contribution to positive
practice in this area, values-based prac-
tice goes to the heart of what is so prob-
lematic clinically about the use of in-
voluntary treatment, namely that such
treatment involves a direct conflict of val-
ues: by definition, the patient concerned
wants one thing (not to be treated) while
everyone else wants the opposite (i.e. that
the patient accepts treatment).

In this paper we outline the approach
of values-based practice and illustrate
how this has been used as the basis for a
training programme being developed by
the Department of Health in the UK to
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support implementation of a new Mental
Health Act. We illustrate how the main
areas of values-based practice (respec-
tively, skills development, policy and
service delivery models, links with evi-
dence-based practice, and the central im-
portance of partnership) have contributed
to the new training programme. We finish
with an example drawn from the training
materials for the new Mental Health Act,
showing how the approach works in rela-
tion to a particular case.

Values-based practice

As described in detail elsewhere (Ful-
ford 2004), values-based practice is a new
approach to balanced decision-making in
mental health where complex and con-
flicting values are involved. Building on
work in analytic philosophy (Hare 1952)
as applied to concepts of disorder (Ful-
ford 1989), and combining analytic with
empirical social science research (Colom-
bo et al 2003), values-based practice rep-
resents a strong “philosophy into prac-



ADVANCES IN PSYCHIATRY

tice” development within the wider field
of the philosophy of psychiatry (Fulford
et al 2003). There have also been impor-
tant developments internationally (Mez-
zich 2007, Van Staden & Fulford 2007)
and particularly through the World Psy-
chiatric Association’s Institutional Pro-
gram on Psychiatry for the Person (IPPP)
(Mezzich & Salloum 2007).

Values-based practice, it is important
to emphasise, is only one of a number of
new resources from different disciplines
that are being developed to support more
effective ways of working with values in
medicine. In addition to ethics and law,
considered in the next section, there have
been significant recent developments
both in health economics (Brown et al
2005) and decision analysis (Hunink et al
2005). The distinctive contribution of val-
ues-based practice, however, is that rath-
er than seeking to prescribe “right val-
ues”, it starts from respect for differences
of values and relies on “good process” for
balanced decision making where values
conflict. Values-based practice can thus
be thought of as the counterpart for val-
ues of evidence-based practice: where ev-
idence-based practice offers a process for
working more effectively with complex
and conflicting evidence, values-based
practice offers a (different although com-
plementary) process for working more
effectively with complex and conflicting
values.

Ten key elements of the “good pro-
cess” of values-based practice are sum-
marised as ten pointers in the arrow di-
agram in figure 1. We will be referring
to this diagram, which is taken from the
first training manual in values-based
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practice, Whose Values? (see below,
Woodbridge & Fulford 2004), through-
out the article.

Values-based practice,
ethics and law

There is of course a large and well es-
tablished literature on the ethical and le-
gal issues raised by the use of involun-
tary treatment (see for example, several
chapters in Bloch et al seminal Psychiat-
ric Ethics 1999). Values-based practice is
complementary to ethics and law in that
its skills-based approach to balanced de-
cision-making operates within a frame-
work of shared values that is defined by
ethics and embodied in law. This ap-
proach is consistent with recent work in
jurisprudence in the closely related area
of human rights legislation: one of the
UK’s most senior lawyers, Lord Woolf
(2002), has written recently about human
rights legislation as providing in effect a
framework of values within which bal-
anced decisions have to be taken on indi-
vidual cases.

It is this “framework of values” ap-
proach that we adopted in developing
the training materials for the new Men-
tal Health Act. The key to the approach,
in this case, was a set of Guiding Princi-
ples that were developed literally to guide
the way the Act is used in practice. The
Guiding Principles, as listed in table 1,
are set out in the Code of Practice as re-
quired by the Act itself.

The way in which the Guiding Princi-
ples fit together with the Code of Prac-
tice and the Act itself can be summarised
thus:
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Practice Skill

1. AWARENESS: of the values present

is one way of raising awareness of values.

in a given situation. Careful attention to language

to explore the values present when
making decisions

2. REASONING: using a clear reasoning process

3. KNOWLEDGE: of the values and facts
relevant to the specific situation

4. COMMUNICATION: combined with

of conflicts and the decision making process

the previous three skills, this is central to the resolution

Models of service delivery

5. USER-CENTRED: the first source for
information on values in any situation

is the perspective of the service user concerned

(e.g. multidisciplinary team working)

6. MULTIDISCIPLINARY: conflicts of values
are resolved in VBP not by applying a ‘pre-prescribed rule
but by working towards a balance of different perspectives

>

VBP and EBP

7. THE ‘TWO-FEET’ PRINCIPLE:
All decisions are based on facts and values
(EBP and VBP thus work together)

8. THE ‘SQUEAKY WHEEL’ PRINCIPLE:
We only notice values when there is a problem

knowledge creates choices in health care,
which introduces wide differences in values

9. SCIENCE AND VALUES: Increasing scientific

Partnership

by service users and the providers
of care working in partnership

10. PARTNERSHIP: In VBP decisions are taken

Figure 1. Ten key elements of values-based practice
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Table 1. List of Guiding Principles in the Code of Practice for the new Mental Health Act

Purpose

Least restrictive
alternative

Respect

Participation

Resources
(Effectiveness,
efficiency

and equity)

Decisions under the Act must be taken with a view to minimising the
undesirable effects of mental disorder, by maximising the safety and
wellbeing (mental and physical) of patients, promoting their recovery
and protecting other people from harm.

People taking action without a patient’s consent must attempt to keep to
a minimum the restrictions they impose on the patient’s liberty, having
regard to the purpose for which the restrictions are imposed.

People taking decisions under the Act must recognise and respect the
diverse needs, values and circumstances of each patient, including their
race, religion, culture, gender, age, sexual orientation and any disabili-
ty. They must consider the patient’s views, wishes and feelings (wheth-
er expressed at the time or in advance), so far as they are reasonably
ascertainable, and follow those wishes wherever practicable and con-
sistent with the purpose of the decision. There must be no unlawful dis-
crimination.

Patients must be given the opportunity to be involved, as far as is prac-
ticable in the circumstances, in planning, developing and reviewing
their own treatment and care to help ensure that it is delivered in a way
that is as appropriate and effective for them as possible. The involve-
ment of carers, family members and other people who have an interest
in the patient’s welfare should be encouraged (unless there are particu-
lar reasons to the contrary) and their views taken seriously.

People taking decisions under the Act must seek to use the resources
available to them and to patients in the most effective, efficient and eq-
uitable way, to meet the needs of patients and achieve the purpose for
which the decision was taken.

1. The law, in this case the new Mental
Health Act, tells us what to do.

2. The Code of Practice tells us how to
do it.

3. The Guiding Principles provide a frame-
work of shared values as the basis for
applying the law guided by the Code
of Practice in a balanced way to indi-
vidual cases.

As a framework of shared values, the
Guiding Principles have not been pro-
duced “out of the blue”. Rather, they rep-
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resent an attempt (that has to been ap-
proved by parliament) to bring together
the many hopes, expectations, concerns
and other values that were expressed
from a wide variety of different stake-
holder perspectives during the long and
sometimes contentious process of con-
sultation that led up to the new Act be-
ing introduced. Following the approach
of Lord Woolf (above), we can thus un-
derstand the Guiding Principles as pro-
viding a framework of shared values that
have to be balanced in applying the Act
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in individual cases; and the skills-base
of values-based practice, as summarised
in Pointers 1 to 4 in figure 1, provides
the key to carrying out this process of
balancing the values represented by the
Guiding Principles in an appropriate
way.

The framework of shared values rep-
resented by the Guiding Principles is
shown diagrammatically in figure 2
(which is reproduced from an early mod-
ule of the training materials), and the
Guiding Principles themselves, as set
out in the Code of Practice for the new
Act, are given in full in table 1. As figure
2 indicates, the Principles all have equal

weight — this is a “round table” of val-
ues. However, when we look in detail at
the values reflected in each of the Prin-
ciples (as set out in table 1), we can see
that these will sometimes be in conflict:
thus, the Resources Principle, which in-
cludes a value of efficient use of resourc-
es, may be in conflict with the Principle
of Respect (there being a limit to how
far resources can be efficiently tailored
to individual needs); or again, the Pur-
pose Principle, which includes a value
of “protecting other people from harm”,
may be in conflict with the Principle of
Least Restriction. So, when it comes to
applying the law to individual cases, the
different Principles, each of which is im-

Purpose
Principle

Values-Based Practice

Figure 2. Guiding Principles and Values-Based Practice.
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portant in its own right, have to be bal-
anced according to the circumstances of
the individual case.

We do not have space to look in detail
at how each of the skills areas of values-
based practice contribute to making bal-
anced decisions within the framework of
values represented by the Guiding Prin-
ciples. By way of illustration, however,
note how: (1) raising awareness of the dif-
ferent values bearing on a particular case
will be the key to understanding, for ex-
ample, what the Respect Principle will
mean from the often very different per-
spectives represented by different cultur-
al groups; (2) similarly, reasoning skills
will be essential to exploring ways of rec-
onciling as far as possible such differ-
ent value perspectives; (3) knowledge of
the values likely to be involved in a giv-
en case will be essential to interpreting
what for example the Guiding Principle
of Least Restriction will mean to patients
from different backgrounds; and (4) com-
munication skills, for example of negotia-
tion and conflict resolution, will be essen-
tial to effective balancing of the Guiding
Principles as a whole. We illustrate fur-
ther how the Guiding Principles may be
balanced in the example given at the end
of this article.

Values-based practice
and evidence-based practice

As Pointers 7 to 9 in figure 1 indicate,
an important feature of the process of
values-based practice is that it is strong-
ly linked as a full partner with evidence-
based practice. This feature of values-
based practice has been a key feature of
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the programme as a whole in its contribu-
tions to policy and service developments
reflecting arrows 5 and 6 in figure 1
(see, for example, Department of Health,
2004, 2005 and 2008; and the NIMHE
Values Framework (http:/nimhe.csip.org.
uk/ValuesBasedPractise., also published
in the Ten ESCs and in Whose Values?
as above).

The links between values and evidence
in values-based practice have been filled
out in a particularly strong way in the
development of the training materials
to support the new Mental Health Act,
in that the evidence-base of the training
materials has been generated not only by
drawing on conventional research sourc-
es but also, and centrally, on service user
narratives. An example of the impor-
tance of conventional research sourc-
es in this area is the empirical work by
Katie Sheehan in Oxford, looking at the
experience of compulsion through both
service user and professional perspec-
tives (Sheehan 2007, Sheehan and Burns
2007). The training materials, however,
also build directly on service user nar-
ratives from people with direct person-
al experience of different aspects of the
impact of involuntary treatment in prac-
tice. Some of these narratives have been
derived from the work of those involved
in the Tribunal system (the Tribunals are
responsible for monitoring and review-
ing the use of the Act in individual cas-
es): Dora Jonathan, a lawyer with partic-
ular experience of the difficulties faced
by those from minority cultural groups,
helped to develop the first set of exam-
ples used in the training materials. In
addition, one of us (SD) brought to the
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training programme a whole series of
service user narratives reflecting a wide
range of both positive and negative ex-
periences of involuntary treatment. In
addition to being included within the
training materials, these narratives have
been published in the form of a CD-rom
(Care Services Improvement Partner-
ship 2008).

A worked example

In this final section of the article we
illustrate how the above resources have
been brought together with a worked ex-
ample from the training manual. Before
coming to the article itself, it is impor-
tant to emphasise that the training mate-
rials have been produced to support the
trainers responsible in different areas
for delivering training in the new Act
rather than for unsupported use by in-
dividual practitioners or service users.
Also, although developed within a val-
ues-based approach, and drawing spe-
cifically on the role of the Guiding Prin-
ciples as outlined above, much of the
values-based approach is implicit rath-
er than explicit, the details of this be-
ing covered elsewhere, in the Ten ESCs,
for example, and in Whose Values?
(both as above). Nonetheless, we hope
that this example will illustrate the very
down-to-earth way in which a values-
based approach to good practice in the
use of involuntary treatment works out
in practice.

The first part of the example is giv-
en in table 2. This reproduces an activ-
ity from the Foundation Module of the
Training Materials, aimed at illustrat-
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ing how the Guiding Principles need to
be brought together in a balanced way
in an individual case. Before looking at
the answers given in table 3, you may
want to try answering the three ques-
tions in this activity, drawing on your
own background and experience, and
referring to the list of Guiding Princi-
ples given in table 1.

Table 3, then, gives some suggested an-
swers, developed by the training team, for
the activity illustrated in table 2. As these
answers show, each of the Guiding Prin-
ciples is relevant in different ways and
a values-based approach would then be-
come important in coming to a balanced
decision. From your own background and
experience, you may well have seen the
relevance of the Principles differently.
This is important. It is precisely the need
for legislation to be applied in a way that
is sensitive to the diversity of individual
values that is at the heart of the values-
based approach.

Conclusions

In this article, we have outlined how
the resources of values-based practice
have been applied in the development
of training materials that will be used to
support implementation of a new Mental
Health Act in the UK. A particular fea-
ture of these training materials, reflect-
ing an important values-based aspect of
the new Act itself, is the enhanced sig-
nificance given to the Guiding Princi-
ples. As we have described, these Prin-
ciples, as provided for in the Act and set
out fully in the Code of Practice, form a
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Table 2. An activity from the training manual.

Activity 7 — Scenario: Carol (1)
Below is another scenario, read it and then answer the questions in the box below.

Carol is a 23 year old African-Caribbean woman living in a bed-sit. Her mother has sus-
pected that Carol has been using drugs (heroin). Carol’s behaviour has changed signifi-
cantly and she has been behaving very oddly at different times. When challenged, Carol
has always denied any involvement with drugs, but offers no other explanation and does
not accept that she has changed in any way. As a result of her mother’s concerns, she has
been staying at Carol’s bed-sit for the past week.

For the past two nights Carol’s mother has become increasingly concerned as Carol ap-
pears not to be sleeping and she has often heard Carol talking as if someone is in the bed-
room. Matters came to a head today after she was told by her daughter that she was hear-
ing the ‘voice’ of an unknown male threatening to harm her. As a consequence Carol is
currently hyper vigilant, anxious and feels that she needs to carry a knife for her ‘own pro-
tection’. She appears paranoid and agitated.

Carol’s mother has contacted their GP to ask for help.

1. Which of the MHA's principles might be most important in this situation?

2. Does Carol fit the definition of ‘mental disorder’ given in the MHA? (Note: with some
exclusions, this is simply ‘any disorder or disability of mind’.)

3. Based on your answers to 1 and 2 what action (if any) do you think the GP should take?

Discussion Points

You can get comments responding to the above questions in Appendix 1 (pp 137-138)

Throughout the exercise, it is really important to think of Carol ‘for real’. Imagine
that she is your client or patient, or if you are a patient that you are either Carol herself
or involved with her as a carer or family member. It is only by working in this way —
i.e. imagining yourselfin a real-life situation with real decisions to take rather than dis-
cussing things in a theoretical way — that you can get a clear sense of how the MHA,
the COP and the principles, work together to support best practice in compulsion.

framework of key values within which
balanced decisions on the use of involun-
tary treatment can be made in individual
cases. We have also described how val-
ues-based practice has to be used as a full
partner to evidence-based practice, and
in this regard the way in which the train-
ing materials build on service user narra-
tives is crucial.
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As noted at the start of this article, val-
ues-based practice is only one approach to
working with complex and conflicting val-
ues in healthcare. But we believe that the
approach, in starting from a position of re-
spect for the diversity of individual values
and relying on good process for balanced
decision-making where values conflict,
provides a potentially powerful resource
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Table 3. Suggested possible answers.

Foundation Module Activity 7 — Scenario: Carol (1)

Question 1
Each principle and how they may relate to Carol is examined here.

1. Purpose Principle. Are there safety and wellbeing (mental and physical) considerations re-
lating to both Carol, her mother and public protection from harm?

2. Least restrictive alternative principle. In the event of a Mental Health Act Assessment con-
cluding that Carol should go to hospital, any intervention without her consent must attempt
to minimise the restrictions placed on her liberty, having regard to the purpose for which
they are imposed. What is the reason for hospitalisation and how might the principles steer
future actions and intervention? Is there an alternative to admission/section?

3. Respect principle. Relevant issues here might be considerations regarding gender, race, and
sexual orientation. Is Carol expressing any wishes or feelings (currently or advanced). There
must be no unlawful discrimination. Decision makers must recognise and respect her di-
verse needs, including her race, religion, gender, age and sexual orientation.

4. Participation principle. Carol should be involved, as far as is practicable in the circumstanc-
es, in planning and developing their own care to help ensure it is delivered in a way that is
as appropriate and effective for them as possible. The involvement of her mother as princi-
pal carer should be encouraged (unless there are particular reasons to the contrary) and their
views taken seriously.

5. Resources principle. In the decision regarding how to respond to Carol’s needs, decision-
makers must seek to use the resources available to them and to patients in the most effective,
efficient and equitable way. They must also consider other people’s perspectives on what is
required.

Question 2

Regarding the definition of “mental disorder” there does appear to be some evidence of men-
tal illness, but in this case is this enough to convince us that Carol meets the definition of men-
tal disorder? On top of her possible heroin use, she may also be using cannabis and it is this
combination that is making her experience paranoia and agitation. The GP would need to un-
dertake further assessment in order to convince him/herself that Carol meets the definition be-
fore proceeding with any compulsory powers.

Question 3

In the meantime, there are some more immediate concerns in relation to the safety of Car-
ol and the public, particularly with regard to men due to Carol’s insistence on carrying a knife.
The priority for the GP must be the safety of Carol and the public. The best course of action,
therefore, would be for the GP to seek the opinion of a specialist doctor (duty psychiatrist) or
the appropriate organisation responsible for Mental Health Act assessment.

for developing a positive approach to good  than in any other aspect of mental health
practice in the use of involuntary treat- practice, at recovery and development of
ment, an approach that is aimed, no less  the skills of self-management.
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Introduction

There is much to say about religion
and spirituality and the interface with
psychiatry and (psycho)therapy. In fact
it is a field of inquiry and clinical prac-
tice that is multifaceted and multilay-
ered. In order to grasp all these facets
and layers it seems self-evident to look
for what is called an interdisciplinary
paradigm, as the psychologists of reli-
gion Emmons and Paloutzian have pro-
posed (Paloutzian & Park 2005), or
even an interdisciplinary-relational ap-
proach aiming at a “relational integra-
tion” of psychology and theology, as has
been suggested by the theologian LeR-
on Shults and the psychologist Sandage
(LeRon Shults & Sandage 2006). It is
very clear that a dialogue and collab-
oration between psychiatrists, psychol-
ogists of religion, and colleagues in
neuroscience, cognitive science, phi-
losophy, theology, to name a few dis-
ciplines, is essential for future research
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and for the improvement of clinical
practice and assessment of patients and
the disorders they present, with regard
to religion and spirituality as determin-
ing factors for personal and social well-
being and (mental) health.

No apologetics

In order for progress to occur in this
interdisciplinary field of inquiry, a min-
imum consensus concerning the mean-
ing of core constructs is needed. Now,
here the discussion becomes exciting,
because, as one thing is very clear from
the perspective of religion and spiritu-
ality, one cannot settle any kind of con-
sensus as intended here, on purely ob-
jective grounds. As soon as one starts to
discuss such core constructs as disease,
mental health, religiousness and spiritu-
ality, all kinds of background issues, as-
sumptions and convictions, come across.
One of these assumptions, to name just
one, is the rather typical Western idea
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that illness is secular (Sadler 2005). So-
matic and/or psychic, illnesses have to
do with biomedical, causal-mechanical
patterns, that are in no way spiritual or
religious. However, Islamic understand-
ing of health and illness cannot be un-
derstood otherwise than in the context
of religious conceptualization. Within a
totally different discourse, the anti-Se-
mitic image of “the dirty Jew” was re-
pudiated in the nineteenth and twenti-
eth centuries with the Jewish model of
preventive medicine based on the inter-
pretive tradition of Moses and hygiene
(Hart 2007).

Anyhow, it means that from a global
perspective, it becomes very clear that a
discussion like the one we are thinking
of here, has much of an interreligious
and interspiritual dialogue. Greater
awareness of religious and spiritual plu-
rality have heightened the need for such
an interreligious and interspiritual dia-
logue, even with regard to psychiatry,
or better: from within the profession it-
self. In connection with this need, there
is overwhelming agreement that train-
ing and permanent education should in-
clude instruction and guidance on how
to handle religious and spiritual issues
in assessment and therapy. In the mean-
time, such a dialogue asks for a new
kind of spirituality itself in order not to
fall back in any form of outdated ex-
clusivism (Schmidt-Leukel 2007). Psy-
chiatry is not helped forwards by any
form of religious apologetics! That is a
very difficult but nevertheless worth-
while task.
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Levels of analysis

However, strong as our agreement upon
this point of view might be, we are still in
need for a proper way of explaining our-
selves among our colleagues in such an in-
terdisciplinary dialogue and collaboration:
for a proper way of analyzing research
findings, and for a proper way of commu-
nicating with our patients about their com-
plaints and suffering, and about our as-
sessment and clinical evaluation of what
they have told and complained about.

Glas, psychiatrist and philosopher, pro-
posed to make a distinction among dif-
ferent types or levels of knowledge (Glas
1996). It is my conviction that we can use
these distinctions very successfully in
our interdisciplinary dialogue and col-
laboration. The difference in these types
of knowledge can be explained in sever-
al ways. Glas points at a difference in de-
gree of abstraction. However, this differ-
ence in degree of abstraction has also to
do with the place where the actors inter-
act with each other in a certain way to
gain this knowledge, and with the frame
that sets the rules for such an interaction
in this or that “place” or context.

The first level is the level of every-
day experience. It is the level of the sto-
ry the patient tells about his complaints
and symptoms. In that way, it is a story
determined by the cultural and religious
or spiritual background of the person in
question, and his or her idiosyncratic ex-
periences. Of course in such a story, one
finds constructs the individual creates
with regard to his self and self image,
how he or she explains or justifies life ex-
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perience and social phenomena concern-
ing health and (mental) illness.

The second level is the clinical level. On
this level, something is done to the story
told. The mental health professional re-
constructs the story into a clinical case,
a diagnosis, and a case formulation. The
case formulation elaborates on the identi-
fied disorder, the discerned patterns in the
story of the patient, his social context and
the clinician-patient relationship, from a
categorical description and classification
to a personalized perspective, which fur-
thermore leads to take therapeutic action.

In the DSM-IV-TR, four major themes
are proposed for considering the cultur-
al aspects of this patient’s case. These el-
ements are known as the cultural identi-
ty of the patient, the cultural explanation
of the illness, cultural factors related to
the psycho-social environment of the pa-
tient, and the cultural elements of the re-
lationship between patient and clinician.
This seems quite surveyable. However,
we are well aware, or perhaps not aware
enough, that the list of cultural variables
is long: ethnic identity, race, gender and
sexual orientation, age, religion and spir-
ituality, migration and country of origin,
socio-economic status, acculturation pro-
cesses, language, dietary influences, ed-
ucation (Committee on Cultural Psychia-
try 2002). It is clear from the outset, that
these variables shape each other. And in
the patient-clinician relationship the cul-
tural variables of both the patient and the
clinician interact and shape each other on
several levels. We can register three lev-
els: the intrasubjective, the intersubjective
and the transsubjective level. Especially
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the third level is of interest here. Although
this level may remain in the background,
it is the scene for a play with at least four
partners: the personalities of the patient
and the clinician, and the cultural identi-
ties of each. In the intersubjective relation-
ships, the relation between the individual
and their cultural group, between the indi-
vidual and the other’s cultural group, and
the relation between the cultural reference
groups play their role. Denial of this inter-
play would be harmful, the “anthropolog-
ical syndrome” on the other hand would
put the clinician at risk to develop a burn-
out (Michel 1996).

Another important aspect of the second,
the clinical level, is that clinical knowl-
edge aims at the individual patient in his
unique situation and phase of life. This
means that in principle no domain or qual-
ity of that situation can be excluded from
assessment. However, this orientation on
uniqueness goes hand in hand with refer-
ence to general rules and concepts. A stan-
dardized diagnostic formulation needs a
complementary idiographic diagnostic
formulation (Mezzich et al 2003, 55-57).
The one patient is not the other. The way
the clinician handles this balance between
the unique and the general is not just a
matter of clinical orientation, for that ori-
entation is only partly based on theoretical
constructs and ideas. It is a kind of skill
and expertise that is learned and devel-
oped in practice. Therefore, the clinician’s
attitude and a kind of practical wisdom
(prudence) are involved.

So, within the realm of religion and
spirituality, on this second level of anal-
ysis, clinicians should be able to use
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their psychiatric knowledge and experi-
ence of human relationships for analyz-
ing a patient’s religiousness or spiritual-
ity. They should be able to recognize the
dynamics of different types of religious-
ness and spirituality without the anthro-
pological syndrome. They should also be
able to identify the deep structure of reli-
giousness and spirituality and the way in
which such a personal religiousness and
spirituality is formed by upbringing and
life experience. And they should be able
to use latent opportunities for therapeutic
interventions that lie within the patient’s
religious and spiritual frame of reference
(Schreurs 2006).

The third level is called the scientific
level. On this level a clinical question or
problem is formulated in scientific or re-
search language. In the case of religion
and psychiatry disciplines like neuro-
sciences, psychology of religion, social
psychology, theology, as mentioned be-
fore, are involved in the analysis of affec-
tive, cognitive, interpersonal and spiritu-
al processes. All kinds of methodology
are involved, e.g. evidence-based medi-
cine. However, from our experience with
evidence-based medicine we are all ac-
quainted with the difficulties in translat-
ing the clinical material into a scientific
discourse, and back again to the everyday
experience of the patient.

The fourth level is the philosophical or
meta-theoretical level. On this level the
basic premises of theoretical models, e.g.
the bio-psycho-social-spiritual model, in
medicine and psychology are described.
The standard work by Fulford is very il-
luminating within this regard (Fulford et
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al 2006). The same holds true for other
scientific disciplines, e.g. scientific theol-
ogy, irrespective of religious tradition. In
philosophical theology, propositions and
concepts of religious doctrines are elu-
cidated and extended by using standard
philosophical means of analysis and ar-
gument.

WPA consensus statement
on religion and spirituality

Since November 2006, the Special In-
terest Group Spirituality of the Royal Col-
lege of Psychiatrists (London) and the
WPA Section on Religion, Spirituality
and Psychiatry have started working on a
consensus statement on Religion, Spiritu-
ality and Psychiatry. Our aim with such a
position statement is to have the statement
accepted by the WPA; it would be a ma-
jor event if we succeeded in accomplish-
ing that goal. Professor Christopher Cook
(Durham, UK), Professor Driss Mouss-
aoui (Casablanca, Morocco), the Section’s
co-chair, and the Section’s secretary play
an important role in this process and have
made a major contribution in the drafting
of the statement thus far. The acceptance
of a position statement could have an im-
portant function and significance. Spiritu-
ality and Religion have often been neglect-
ed in clinical and academic psychiatry;
however, they are increasingly recognized
as important in the understanding of the
etiology of psychiatric disorders, in clini-
cal assessment and treatment.

In 1948, the World Health Organiza-
tion (WHO) defined health as: a state of
complete physical, mental and social well-
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being and not merely the absence of dis-
ease or infirmity. An update of this defini-
tion followed in the 1986 WHO “Ottawa
Charter for Health Promotion™. It stated
that health is a “resource for everyday life,
not the objective of living”, and “health is
a positive concept emphasizing social and
personal resources, as well as physical ca-
pacities”. When we look at a definition of
mental health, although there is no “offi-
cial” definition, we see that the concept re-
fers to a human individual’s emotional and
psychological well-being in which an in-
dividual is able to use his or her cognitive
and emotional capabilities, function in so-
ciety, and meet the ordinary demands of
everyday life; feeling capable, being able
to handle normal levels of stress, main-
taining meaningful and satisfying relation-
ships, being able to recover from difficult
situations are signs of healthy functioning.
It is immediately clear that all kinds of cul-
tural differences, subjective assessments,
different even competing theories, affect
the way mental health is defined. Clear-
ly, emotional, physical, and social aspects
of every day life must function together
to achieve overall health. A rather holistic
model of mental health includes five life
tasks: essence or spirituality, communica-
tion by language, work, love, enjoyment.

Interesting enough, it is in the last sen-
tence that we see spirituality mentioned
for the first time as an aspect of healthy
life tasks, as an aspect of mental health.
Religiousness or spirituality is not ex-
pressis verbis included in the official and
semi-official definition of health. In the
meantime there seems to be a (growing?)
consensus that it should be. However, it is
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not difficult to imagine what kind of po-
litical difficulties this would cause in as
much as mental health provision is a gov-
ernmental task. What kind of religious-
ness or spirituality could be promoted
anyway where state and religion are sep-
arated or where one religious tradition is
state religion? On the other hand, perhaps
there is an advantage in being a psychi-
atrist or a mental health professional to
start with. In a religiously plural world,
much depends on the skill to start, cre-
ate and maintain relationships. One of the
basic skills of the psychiatrist and thera-
pist is to engage in the relationship with
the patient in an encompassing way.

The WPA tries to achieve its purposes in
several ways, including by developing con-
sensus statements on issues of relevance
to the WPA and psychiatry. A consensus
statement on religion, spirituality and psy-
chiatry is in our view such an issue of rel-
evance. Whereas religion and spirituality
have often been neglected in clinical and
academic psychiatry, they are increasingly
recognized as being of importance in the
understanding of the etiology of psychi-
atric disorders, and in the clinical assess-
ment and treatment of patients (Baetz et
al 2004). Religion and spirituality offer an
interpretive and explanatory tool of think-
ing, feeling and behaviors that may or may
not constitute illness. Religion and spiri-
tuality are a pathogenic and pathoplas-
tic agent, are also a protective and thera-
peutic instrument, and are an element in
the management and structuring of clini-
cal services (compare the five functions of
culture; Committee on Cultural Psychia-
try 2002, Chattopadhyay 2005). The dis-
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cussion on the consensus statement and
the acceptance of its final version by the
WPA is top 1 priority of the Section on Re-
ligion, Spirituality and Psychiatry.

Pushing back boundaries;
an exciting project

The WPA Section on Religion, Spiritu-
ality and Psychiatry took the initiative to
start a project that will lead to the pub-
lication of a handbook-like volume that
will serve the kind of interdisciplinary
dialogue we need in clinical care and that
will help in distinguishing the levels of
analysis or the types of knowledge in-
volved in the study and treatment of men-
tal illness.

Many colleagues from all around the
world, among them many WPA officials,
started working on this project which re-
flects their commitment to study the inter-
face of psychiatry and religion. “Pushing
back boundaries” is felt as a challenging
task and has been formulated as the gen-
eral theme.

The central part of the book offers a de-
scription and analysis of how major world
religions look at psychiatric disorders.
How do these traditions look at men-
tal or psychic functioning and how do
they evaluate and interpret psychic disor-
ders? These are rather general formula-
tions and questions. What does it mean
in concreto, in daily practice? Mahayana
Buddhism is widely and profoundly im-
mersed in the mental life of East Asian
people. Moslems attribute all events in
life to God’s will and thus the concept of
mental illness is influenced by religious
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aspects. What do these influences mean
to psychiatric thinking and practice and
to (the development of) therapy? Table 1
shows the top 10 of organized world reli-
gions and figure 1 gives a global impres-
sion of the presence of the major religions
around the world. Necessarily, we had to
confine ourselves. The project will cover
Christianity, Islam, and Hinduism, Bud-
dhism in East and South Asia, and Juda-
ism. We are also able to include a chap-
ter on African Religions. Of course, this
is a very ambitious program. The authors
have enough play room to elaborate to
their best knowledge on psychiatry and
religious traditions.

This central part including seven chap-
ters is going to be the founding part of
the project.

It is preceded by what could be called
the prolegomena. When entering an un-
familiar or unknown field or subject one
needs to know something like where to
begin? There are so many approaches
that confusion is inevitable. Why should
we (as psychiatrists) think and write
about religion, spirituality and psychia-
try, anyhow? What has psychiatry to do
with religion or spirituality? Why both-
er? Otherwise it could be said that such
an idea is a rather typical Western post-
enlightenment idea. On the other hand
our claim could be that Western psychia-
try has omitted an important realm of hu-
man experience [“The constraint of onto-
logical space”, Sadler 2005 (p 182)]. So
in this section it needs to become clear
that there are plausible reasons for doing
what we are going to do, and for explor-
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Table 1. Top ten organized religions of the world.*

Statistics of the world’s religions are only very rough approximations. Aside from Christiani-
ty, few religions, if any, attempt to keep statistical records; and even Protestants and Catholics
employ different methods of counting members.

Religion Members Percentage (%)
Christianity 2.1 billion 33.0
Islam 1.3 billion 20.1
Hinduism 851 million 13.3
Buddhism 375 million 5.9
Sikhism 25 million 0.4
Judaism 15  million 0.2
Baha’ism 7.5 million 0.1
Confucianism 6.4 million 0.1
Jainism 4.5 million 0.1
Shintoism 2.8 million 0.0

Notes: As of mid-2004. This list includes only organized religions and excludes more loosely
defined groups such as Chinese or African traditional religions.

Source: Encyclopaedia Britannica

*Information Please Almanac: Top Ten Organized Religions of the World. Available at http:/
www.infoplease.com/ipa/A0904108.html. Accessed February 21, 2008

ing the hindrances, or for explaining why
it should be evident that we bother.

This introductory section contains his-
torical, philosophical, theological and
aesthetic viewpoints. Concepts of evil
are dealt within various religious tradi-
tions throughout the ages and also the is-
sue of how these concepts affect(ed) psy-
chiatric thinking from a historical point
of view is discussed. The theme will be
approached from a philosophical point of
view. Chapters will be included on sci-
ence and transcendence, and on religion
and spirituality as (not just as) human
endeavor, in a very sensitive and open-
minded way. So, this first section is about
(world-)views, assumptions, concepts and
(ontological) values, and about relevance!
Is it still clear that religious believers and
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spiritually minded people live by reli-
gious and spiritual stories and statements
in accordance with which they interpret
their (even pathological) experiences and
by which they become enabled to express
meanings of a profound and transcendent
kind? Is a human propensity for transcen-
dence facultative, or is there a fundamen-
tal shortfall, and has man to learn to cope
with emptiness? Do we think exclusively
in medical psychiatric categories, hiding
or masking existential layers? After this
first part, follows the announced central
part on religions and psychiatry. Again,
too ambitious, nevertheless full of start-
ing points for future discussion and re-
search.

The third section is on religion, spiritu-
ality and psychopathology. In this part, as-
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sessment/diagnosis and psychopathology  ernecessary. Opinion-based points of view
are at stake. Discussions, explorations, re-  certainly will be presented, explained and
search data and the like will not be restrict-  discussed. However, also attention will be
ed wherever possible to Western thinking  paid to a more conceptual approach. How
or Western populations only, although data  do these psychopathological phenomena
from elsewhere might not be available or  relate to existential themes? And what does
sufficient. The fourth section is on empiri-  that mean? Are we looking at epiphenom-
cal research exploring the relation between  ena or what else? In addition, what are the
spirituality/religion and mental health. effects of religious practices of fasting and
These chapters should inform the readers,  circumcision? A chapter on fundamental-
if possible and relevant, about phenomenol-  ism is necessarily included. Furthermore,
ogy, epidemiology, research data, explana- it is important to give an account of dis-
tory models and theories, wherever evi-  cussions towards the development of new
dence-based data are available. It would be  classification and diagnostic systems, e.g.
important to refer to these data, whenev- DSM-V and WPA Program on Psychiatry
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for the Person (WPA Report 2008, Cox et
al 2007).

Three other parts are added to the fore-
going. One concerning Religion and the
Brain, one with regard to (psycho) ther-
apy and pastoral care, and a third one on
religion, spirituality and training and per-
manent education. Recent brain research
has revealed changes in brain functions
concomitant with religious and spiritu-
al experiences. This is anything but sur-
prising. Experiences of whatever nature
are predicated upon activation of certain
brain circuits. Atheists have taken the
neuro-theological data as the ultimate tri-
umph of their viewpoint: religiosity is but
a brainstate, nothing more. This is a mis-
conception. Religious needs orginate on a
psychological level, not in the brain. The
brain enables one to generate the corre-
sponding religious feelings. As an analo-
gy: aesthetical feelings are made possible
by the brain, they are not caused by the
brain but by external stimuli. Neuro-theo-
logical data show that man has the capac-
ity to conceive of a transcendental realm
and communicate with it. These data do
not have to mean the death blow to the
deistic idea at all. And although a “God
spot”, or “God gene” is being discovered,
no conclusions can be drawn whatsoever
about the existence of God. In the mean-
time, that does not mean, despite the fact
that repeatable empirical arguments can
not prove the existence or non-existence
of God, that the claim that God exists is
meaningless. It just means that we have
to argue on anothere level of knowledge
for or against the existence of God. And
in connection with this type of reasoning
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more can be said on brain, soul, self and
freedom (Oomen 2003, Verhagen 2007).

With regard to training and education,
a curriculum should offer sufficient op-
portunity for teaching trainees to address
the existential, religious and spiritual
needs of our patients, including:

Knowledge: basic knowledge of major
belief systems; knowledge about the devel-
opmental, experiential, and mental health;
consequences of religious experiences.

Skills: improvement of interviewing
skills; improvement of diagnostic skills
with respect to people having all kinds of
religious backgrounds; therapeutic skills.

Attitudes: systematic reflection on the
professional’s own belief system (atheism
included) and the influence of it on their
functioning; analysis of transference and
counter-transference issues; empathy.

All contributors are asked to look at how
(if at all) their own faith perspectives in-
fluence the way they think about psychia-
try and human nature, about the phenome-
na they are writing about and the way they
study and write about these phenomena.
What are some of the starting, fundamen-
tal premises of their perspective? What are
some of their chief concerns within their
religious/cultural perspective that would
point the reader to certain aspects that
should have priority? What aspects of reli-
giousness or spirituality are likely to influ-
ence directly the phenomena they are de-
scribing for better or for worse?

We certainly hope that this forthcom-
ing volume (Verhagen P et al, Psychiatry
and Religion: Beyond Boundaries, Ox-
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ford, Wiley-Blackwell, forthcoming Oc-
tober 2009) will be the result and final re-
port of a thorough scholarly survey.

Conclusion

The WPA Section on Religion, Spiritu-
ality and Psychiatry wants to push back
unnecessary boundaries by reflecting on
what is going on in the office of the cli-
nician, or outside in the field, wherever

is looking for a doctor (levels of analy-
sis). The Section also makes a stand by
working towards a consensus statement
on Religion and Spirituality which might
give direction and handles to our clinical
and scientific work. Together with many
colleagues from all around the world
and from different religious and spiritu-
al “languages” we will present a relevant
outlook which is scientifically accounted
for. It is our conviction that patients will

the doctor is doing his job or the patient  benefit from it.
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Introduction

Mental health related stigma is now rec-
ognized as a key public mental health chal-
lenge and a significant contributor to men-
tal disability worldwide. As a result, there
has been a groundswell of interest in anti-
stigma programming and a number of
countries have launched large anti-stigma
efforts. Indeed, the last decade has marked
the coming of age of a number of large-
scale international and national anti-stig-
ma initiatives. For example, the World Psy-
chiatric Association’s Global Program to
Fight Stigma and Discrimination because
of Schizophrenia has celebrated a decade
of work (Sartorius & Schulze 2005). Na-
tional programs have also grown in promi-
nence, often using population-based social
marketing and media interventions to in-
crease public awareness of mental illness-
es and their treatment (for example: www.
likeminds.org; www.seeme scotland. org;
www.beyondblue.org.au;  http:/www.rc-
psych.ac.uk; http://www.rethink.org; http:/
www.whatadifference.org). Add to this a
growing number of regional and local ef-
forts and it is clear that anti-stigma pro-
gramming is becoming an important cot-
tage industry in many parts of the world.
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This chapter will review some of the con-
ceptual and programmatic shifts that have
recently emerged and identify future chal-
lenges for the field.

From medical management
to recovery

The rise in public health models, which
focus on the burden associated with men-
tal illnesses and the social determinants of
health and disability, and the correspond-
ing ascendancy of anti-stigma programs
signals an important conceptual shift
in our understanding of mental disabili-
ty. Our understanding of mental disabili-
ties is moving away from a largely medi-
cal model, which emphasizes severity of
symptoms and functional impairments,
toward a recovery-based model, which
emphasizes personal illness management,
empowerment, and overcoming stig-
ma. Though effective interventions exist
to promote recovery, most people with a
mental illness worldwide do not have ac-
cess to appropriate care. Even in devel-
oped countries, delays in treatment often
span more than a decade. In the develop-
ing world, access to treatment may be en-
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tirely impossible. Inadequate funding for
services and treatments, fear of social dis-
approval and lack of mental health knowl-
edge all bespeak the pernicious effects of
stigma. Efforts to lobby for funding com-
mensurate with the burden of disabili-
ty caused by mental disorders, increas-
es in research dollars not only for bench
but for population-based, socio-cultur-
al, and mental health services research,
and mental health reforms that emphasize
consumer-centered and family-centered
care all reflect the growing awareness that
stigma, and the social inequities that ema-
nate from stigma, are significant barriers
to quality of care and recovery (Hindshaw
2007, Sartorius & Schulze 2005).

The concept of recovery has emerged
as an important new paradigm with im-
portant implications for the field of pub-
lic mental health. Recovery is conceptual-
ized as a personal journey that has the aim
of reclaiming one’s life, validating one’s
self-worth, improving one’s personal ca-
pacity, and living a satisfying, hopeful life
that goes beyond the symptoms and func-
tional impairments. Recovery means be-
coming an active participant in managing
one’s illness and overcoming the chal-
lenges posed by one’s disability, including
overcoming the psycho-social impacts
of self-stigma (Jacobson & Curtis 2000).
The recovery model is rooted in the per-
sonal existential experiences of people
with mental illnesses. It is a model that
contemplates recovery as an attitude or an
orientation to life in meeting the various
challenges posed by a disability.

The term self-stigma is used to describe
the negative personal impacts of public
stigma and discrimination on an individ-
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ual’s feelings of self-worth, self-esteem,
and sense of empowerment. It occurs
when cultural stereotypes are internal-
ized and used to provide a personal frame
of reference. Working from a recovery
orientation, researchers have become in-
creasing interested in methods that may
work to reduce self-stigma. Toward this
end, they have examined therapeutic
strategies, such as cognitive therapy to
reframe self-conceptions, and empower-
ment approaches to promote self-advo-
cacy, with some reportedly good effects.
However, because stigma is created and
powerfully reinforced at socio-structural
and cultural levels, it is not clear wheth-
er its effects can be entirely overcome by
the coping efforts of its victims. A sec-
ond risk is that it makes stigma reduc-
tion a responsibility of the individual,
rather than the cultural group (Corrigan
& Calabrese 2006). Despite these cave-
ats, working in partnership with people
with mental disabilities and their family
members to assist them in dealing with
stigma proactively appears to be a prom-
ising new avenue. Anthologies of recov-
ery stories are increasingly being used as
part of large national anti-stigma initia-
tives to demonstrate positive images of
people with mental illnesses (Roberts &
Wolfson 2004).

From public perspectives
to personal experiences

Traditional approaches to stigma re-
search have examined public perceptions
of mental illness and the mentally ill. In
the last 15 years, 33 national attitude sur-
veys and 29 local or regional surveys have
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been conducted, 60% in Europe (Anger-
meyer & Dietrich 2005). In most surveys,
members of the lay public have demon-
strated poor mental health literacy, being
unable to recognize symptoms of mental
disorders, and reporting that they are of-
ten unsure of where to seek help. People
with mental disorders are viewed in neg-
ative and stereotypical ways; though the
prevalence of negative attributions (such
as dangerousness) appears to vary con-
siderably across diagnostic groups. Re-
gardless, there is a clear desire to keep
people with a mental disorder at a dis-
tance, particularly for social relationships
involving closer more intimate personal
contacts. Though it is difficult to com-
pare studies across time, it appears that
the public’s knowledge of mental illness
has slightly improved, but their attitudes
toward people with mental illnesses have
become slightly more negative and fear-
ful. Six population surveys evaluated
population based anti-stigma or literacy
interventions but with mixed results.

Interest in the perspectives of those
who are stigmatized has grown and im-
provements to their experiences, rather
than to the attitudes of the public, are in-
creasingly seen as the appropriate bench-
marks for success in anti-stigma efforts.
Toward this end, several new scales have
emerged in the literature to capture the
nature and consequences of stigma from
the perspective of those who experience
it (e.g., Raguram, Raghu, Vounatsou,
Weiss 2004, Ritsher, Otilingam, & Gra-
jales 2003, Stuart, Koller, Milev 2008).
These are intended to be used both to
target anti-stigma interventions and as a
means of evaluating their effects.
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Best practices in stigma reduction

In most countries, the funding available
for mental health research is incommen-
surate with the burden of disability asso-
ciated with these conditions. The World
Psychiatric Association’s Scientific Sec-
tion on Stigma and Mental Illness in-
cludes over 60 scientists worldwide, who
are committed to evidence-based prac-
tices in stigma reduction. Since 2005,
Stigma Section members have contribut-
ed more than 100 peer-reviewed publica-
tions to the international medical litera-
ture — many of them evaluations of local
anti-stigma efforts.

Despite these important efforts, the
growing interest in stigma reduction pro-
grams has not been paralleled by a sim-
ilar interest in program evaluation. In-
deed few stigma reduction programs are
subjected to rigorous evaluation, and the
literature in this area, although growing,
remains meager. Many promising prac-
tices have been identified, but few have
been implemented widely enough to as-
sess their broad public health benefits,
their sustainability, or their cost-effec-
tiveness.

The World Psychiatric Association’s
Open-the-Doors global anti-stigma net-
work is working to change this situation.
For example, Open-the-Doors partners
have implemented more than 200 differ-
ent program interventions in more than
20 countries. Among the first 15 coun-
tries participating in the network, for ex-
ample, 13 implemented a speaker’s bu-
reau where people with a mental illness
provided contact-based education to pri-
mary or secondary school students (Sar-
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torius & Schulze 2005). Evaluation of
this approach has shown large and sig-
nificant changes in students’ knowledge
and attitude toward people with schizo-
phrenia, which were undiminished in a
six month follow-up (Angermeyer and
Schulze 2001, Pinfold et al 2003, Pin-
fold et al 2005, Schulze et al 2003, Stu-
art 2006). Results are consistent with the
literature showing that contact-based ap-
proaches are among the most effective in
improving knowledge, attitudes, and be-
havioural intentions.

Studies from a number of countries
have demonstrated that health and men-
tal health professionals share many of the
same beliefs about people with a men-
tal illness as the lay public does and are
a key source of stigma (Schulze 2007).
Thirteen countries in the Open-the-
Doors Network have targeted education-
al programs to health or mental health
professionals: nine to psychiatrists, sev-
en to general practitioners, and twelve to
other health professionals (Sartorius &
Schulze 2005). Ucok et al (2006) studied
the effects of a single educational session
on the attitudes of general practitioners
to schizophrenia in Istanbul, Turkey. The
educational session reviewed the nature
of schizophrenia, treatment options, and
the role of the general practitioner. Us-
ing a pretest and 3-month post-test de-
sign, the authors noted positive changes
in all of the 13 survey items but two, with
five changes reaching statistical signifi-
cance. In addition to a general but small
attitude shift, large differences were not-
ed in GP’s attitudes toward the treat-
ability of schizophrenia and the ability
of people with schizophrenia to under-
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stand or use medications. In expressing
stigmatized views, GP’s often referred
back to examples they could remember
of severely ill patients encountered dur-
ing their psychiatry residencies. These
results highlight the importance of anti-
stigma training modules, not only as part
of continuing professional education, but
as early as medical school. A similar ed-
ucational program targeted toward med-
ical students showed favourable attitude
change, but with some diminution after
one month, suggesting that a more con-
sistent and concerted effort is required
(Altindag et al 1996).

Healthy public policy

When stigma is defined narrowly, as
a prejudicial attitude that may result in
discrimination, anti-stigma efforts tend
to target changes in knowledge and atti-
tudes in members of the lay public. Ap-
proaches that fit under this model include
educational programs designed to im-
prove knowledge and mental health lit-
eracy, contact-based programs designed
to increase positive interactions between
people who have a mental illness and
members of the general public, and pro-
test programs designed to change the way
in which individuals think or feel. The
general aims of these approaches are to
improve knowledge and attitudes of tar-
geted individuals with the expectation
that behavioural change will be the result
(Corrigan 2006).

A broader definition of stigma, which
defines stigma as the interaction between
individual elements (cognitive, emotion-
al, and behavioural), with social-struc-
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tural elements that create inequalities
and perpetuate discriminatory treatment
for people with disabilities (e.g., Link &
Phelan 2001), raises important addition-
al avenues for stigma reduction pertain-
ing to healthy public policies. In addition,
a broader conceptualization is consistent
with the growing international interest in
human rights and social entitlements for
people with mental disabilities, as well
as the day-to-day experiences of peo-
ple with a mental disability. This mod-
el is also more consistent with a public
health approach that recognizes the so-
cial determinants of health, illness, and
disability, and creates an important role
for governments and social institutions
in creating and maintaining healthy so-
cial environments. Thornicroft (2006)
notes that one great advantage to fram-
ing the social problems faced by people
with mental health problems as ‘disabili-
ties’ is that it recasts the problem as one
that is rights-based with associated legal,
policy, and procedural avenues for imple-
menting solutions.

Rights-based disability approaches
have not yet been widely applied in the
area of mental health, though they have
been used to good avail in changing so-
cial and physical environments to be
supportive of people with physical dis-
abilities. Even when legal protections ex-
ist, however, they often do not translate
into appropriate social rights and enti-
tlements — particularly when violations
are entrenched in stigmatized views of
the mentally ill (Arboleda-Florez 2008).
Well designed and energetic social advo-
cacy programs designed to change soci-
etal structures and institutional practices,
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target human rights violations, and elimi-
nate discriminating policies and practic-
es that deny people with mental illnesses
access to the legal and social entitlements
that other citizens take for granted, have
the potential to bring justice to where jus-
tice has been denied and improve the con-
ditions of an entire group of mentally ill
(Arboleda-Florez 2005).

Future directions

The growing cottage industry of anti-
stigma programming, and the lack of rig-
orous evaluation of these programs, will
remain a major impediment to progress
in this field. Not only is it important to
evaluate what works, it is also essential
to develop plausible theories of change
that explain why certain programs or
program elements work, then ensure that
these findings become part of the body
of published evidence that can be used in
building best practice models. This will
require bridging the gap between scien-
tist and practitioner communities — some-
thing that the members of the Scientific
Section on Stigma and Mental Illness are
working diligently to do.

One of the assumptions underlying the
current evidence-based paradigm is that
scientific data —not subjective beliefs—
will be the yardstick against which pro-
gram funding is ultimately determined.
The implicit promise for evidence-based
practice is that it will reduce potentially
discriminatory variations in practice and
ensure greater overall equity of service
delivery. Evidence supporting best prac-
tices in stigma reduction will promote
confidence among funders and make it
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increasingly difficult to defend policies
and practices that disadvantage people
with a mental illness. Thus, although not
usually viewed in this light, another im-
portant anti-stigma activity is the produc-
tion of high quality evidence to support
anti-stigma activities.

Summary

The importance of fighting mental
health related stigma and discrimination
is permeating public health and profes-
sional communities at international, na-
tional, and local levels and anti-stigma
efforts are appearing with increasing fre-
quency. Whereas early approaches often
targeted individual-level changes through
broad based educational or personal con-
tact strategies, the paradigm for anti-stig-
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Introduction

After their first recognition at the end
of the 19th and at the beginning of the
20th century, the pictures drawn and later
also painted by psychiatric patients have
gone a long way to become fully accepted
as works of art, though often different in
style, yet equal in value and appreciation
to the art of academic artists. Their lib-
eration from the psychiatric stigma may
function as a guideline in our efforts to
overcome psychiatric stigma.

The recognition of psychiatric art start-
ed with some curious psychiatrists who
worked mostly isolated in several coun-
tries: Tardieu in France, Lombroso in Ita-
ly, Prinzhorn in Germany, Morgenthaler
in Switzerland, Guttman and Maclay at
the Bethlem Hospital in the United King-
dom, followed after the Second World
War by Navratil in Gugging, Austria, An-
dreoli in Italy, Amici di Tworki in Poland
and many others all over the world. They
observed that some of their patients were
creatively active, and appreciated both
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their unusual stylistic forms and healing
effects that sometimes took place as a re-
sult of creative activity.

Together with psychiatrists, some art-
ists and art historians like Jean Dubuffet,
Max Ernst, Vasily Kandinsky, Salvador
Dali, Paul Klee recognized the inspira-
tional power of psychopathological ex-
pression. Some of them even let psycho-
pathological expression influence their
own artistic creations, which opened a
gateway for their consideration as works
of art. It finally became an appreciated
segment in the widened spectrum of con-
temporary art with exhibitions, galleries
and museums specializing in Outsider
Art or art brut.

Cultural integration of mental patients’
art now has reached a point at which the
oeuvre of some artists is fully and equal-
ly presented within regular museum
collections. The special nature of their
work’s origin is not even mentioned and
specified, because it simply is irrelevant
to its artistic value. Only the artwork it-
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self stands in the center of perception,
enabling some artists to be widely appre-
ciated and celebrated despite their condi-
tion.

Based on their observation of the ther-
apeutic potential of creative acts, artists
like Adrian Hill and Michael Edwards
in UK together with psychoanalysts like
Margaret Naumburg in the USA began to
develop the practice of art therapy which
now became a part of mental health ser-
vices in many countries. Advances in
psychoanalysis and art therapy (Calisch
1992, Rubin 1984) as well as neurologi-
cal and psychological research (Arnheim
1974, Calvin 1996, Gardner 1982, Horow-
itz 1983, Solso 1994) support the univer-
sal nature of image formation and its sig-
nificant role in cognition in general.

All this can serve as a platform to over-
come psychiatric stigma through art.
Public presentation of mental patients’ art
can be one of the avenues in anti-stigma
campaigns (see the research report cited
below). In addition, as promoted by the
World Psychiatric Association and with-
in it its section on Art and Psychiatry,
the exhibitions of art lead to a permanent
and continuously growing international
presence of psychiatric art in the public
which further promotes destigmatization.
What was considered abnormal becomes
a part of everyday life. Also, the aims of
the section are to bring together interdis-
ciplinary research from psychiatry, neu-
robiology, art-history, art-psychology and
art-therapy to further understand the ba-
sics of creativity in general and through
expanding knowledge counteract the
negative social stereotypes of mental ill-
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ness as well as crushing the philosophical
basis for stigma.

Today, when we are constantly remind-
ed of the dangers of thinking in exclusive
terms, art affords us a model of dialogue
in which the other is accepted as an equal
conversation partner. Art fosters coopera-
tive communication in which dignity and
individuality of a mental health patient
may be reaffirmed. At the same time, art
allows for critical distance, retrospec-
tion, and vast opportunities for individ-
ual choice, and thus may be conducive to
an improved self-image and self-esteem.

Art without any rules, without any
structural elements is impossible. That
would come into a contradiction with the
nature of artwork as a model and a sign,
curtailing the possibility of contact with
the outside world. Limitless choices, ab-
sence of rules, absolute freedom of limits
defined by the system are not the ideal of
communication, but its death. Represent-
ing art brut as total absence of rules and
denying all intentionality to an outsider
artist is a flawed argument from the point
of view both of history of art and history
of communication.

Yet, the creation of structure does not
yet assure communication. In non-artis-
tic texts/works it is not the language but
its content that carries information. Of
course this aspect of communication is
preserved in art but the whole system ac-
quires a much more complex character.
In the process of art perception, the in-
dividual and the universal are not only
inseparable but impossible without each
other and need each other. The more the
audience is aware of an existing artistic
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model on whose background the given
artwork functions, the stronger they per-
ceive the individuality and uniqueness
which arises in perceiving artwork as a
complex combination of following the
norm of the artistic language and the der-
ivation of this norm.

But there, inevitably, a question aris-
es: who is the other? If a conversation-
al partner is approached, certain presen-
timents, suppositions a priori, etc, then a
true meeting is replaced by the projection
of the other partner but projecting quali-
ties, experiences, etc of one’s own. A real
meeting presupposes an inner readiness
to meet the absolute other. Stigmatiza-
tion has its root in turning the Other into
an object, that is denying him or her the
right to be an independent active partner
in the communication process. The psy-
chological basis for stigma is the destruc-
tion of communication. It is in coopera-
tive communication that the dignity and
individuality of a mental health patient is
reaffirmed.

Presentation and perception
of works of psychiatric art

Public presentation of any art is a com-
plex social phenomenon strongly linked
to the cultural, social and political con-
texts and relationships between people in
a particular society. Russian art histori-
an Sergey Daniel (Daniel 2006) claims
that “the existence of a work of art has
a dual nature. It has its inner life carry-
ing all the fullness of the creative inten-
tion and the depth of meaning, on the one
hand... and work of art has its ‘social way
of life’, on the other hand being present-
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ed to different audiences and in different
environments. After an artist transforms
his creative idea into a material form,
the audience ‘deciphers’ the piece of art
within its own conscious and subcon-
scious thinking, its taste, mood and inter-
ests. Here a ‘different degree of closeness
and alienation between an audience and a
piece of art is possible, ranging from in-
depth interpretation to reducing to banal-
ity (p 49).

An anecdote may reveal this: A bath-
tub which had been filled with grease
and other things by Joseph Beuys (1921-
1986) was laboriously cleaned by an ea-
ger cleaning woman who then faced
charges of destroying a highly valuable
work of art.

One of the difficulties implied in the
perception of art is that meanings of vi-
sual images, especially those anchored in
early memories and altered states of con-
sciousness tend to be more idiosyncratic,
broadly symbolic, and over-determined.
These features may lead people from the
audience to misinterpret the graphic pro-
duction of patients and project their own
subjective experience and preconceived
ideas on it.

The dynamics, which underlie the per-
ception of art can be different, depending
on the ways and conditions of exposing
art material and certain politics implied
in this. As far as destigmatization goals
are concerned certain politics with regard
to psychiatric patients and mental illness
should be considered.

Exhibitions per se can both promote
stigmatization and destigmatization. The
example of an exhibition which served
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as an instrument of purposeful and sanc-
tioned by the political powers discrimina-
tion of the mentally ill may be “Entartete
Kunst” (“Degenerative Art”) exhibition
in Nazi Germany in 1937-1941, where
artworks by modernist artists have been
displayed together with those by mental
patients.

Different ways of exposing mental pa-
tients’ works of art can be considered
taking into account the mechanisms of
counteracting discrimination and self-
discrimination (Yastrebov & Mihaylova
2005) assimilation, confrontation, ghet-
toization and specialization (de Monte-
flores 1986). C. de Monteflores presents
these mechanisms in relation to homopho-
bia and heterosexism. Such mechanisms
can be implied in initiatives of represen-
tatives of discriminated groups as well as
those who mediate their interaction with
an aggressive social environment.

The mechanism of assimilation means
hiding what makes a person or a group of
people different from the rest of the soci-
ety. Though assimilation may enable sur-
vival, it often leads to suppression or los-
ing significant psychological and cultural
qualities (way of life, values etc.).

Assimilation in relation to exhibitions
that display mental patients’ works of art
is expressed through hiding facts about
mental illness of an artist and what par-
ticular events or inner conditions stim-
ulated his/her creative activity. Any in-
formation that can be “suspicious” with
regard to mental illness of an artist is
“taken out” from his/her personal his-
tory. Though hiding information about
mental disorder is often determined by
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ethical and legal requirements accepted
mental health professions a different mo-
tivation is obvious in this case.

The mechanism of assimilation can
also be expressed through patients’ and
their curators’ attempt to hide or suppress
difficult emotions and symptoms behind
“beautiful pictures” and imitate qualities
that are supposed to be typical in works
of art created by “normal people”.

Confrontation is expressed through
demonstrating what makes a person or
a group of people different from others.
Though society can be hostile towards
those who are different, they fight against
stereotypical characteristics projected
on them and defend their right to follow
their own way of life. They often strive
to “transform weaknesses into strengths”
and even demonstrate their superiority
above their opponents.

As far as art of the mentally ill is con-
cerned, such a mechanism was manifest-
ed many times through social and cul-
tural initiatives of mental patients and
advocates of their art. For example, the
first public exhibition of the Society of
Art Brut in 1949 was accompanied by the
publication of the Catalogue titled “Art
Brut is Better than Art Culturel”.

Confrontation can involve open rec-
ognition on the part of an artist that he/
she is mentally ill, but at the same time
emphasizing the importance of person-
al stance in the world and that the art-
ist is not “a victim” of mental disorder,
but transforms his/her mental difficulties
into strengths through creative activity.
He/she can also believe that mental diffi-
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culties can stimulate creativity or change
ways and meaning of artistic expression.

Ghettoization means living and com-
municating within certain psychologi-
cal and geographical boundaries. It helps
to protect a person or a group of people
from an aggressive outer environment,
or vice versa, protect society from those
who are perceived to be dangerous. The
history of psychiatry is abundant with
examples of ghettoization. Furthermore,
psychiatry as a social institution promot-
ed ghettoization of mental patients. With
regard to art of the mentally ill, ghet-
toization is expressed through establish-
ing “niches of psychiatric art” either by
arranging specialized exhibitions, or cre-
ating art studios as a kind of closed envi-
ronments, where the mentally ill can sat-
isfy their creative needs.

Specialization means perceiving one-
self as something special or exotic, hav-
ing certain exclusive qualities or talents,
in particular, due to some painful experi-
ence. It involves demonstrating one’s be-
longing to a group of “the selected” or
“the banished”. Though specialization
has certain similarity with confrontation,
yet, those who go this way don’t fight for
their social rights. They even see certain
advantages in their existing position.

As far as art of the mentally ill is con-
cerned, specialization is expressed through
emphasizing its “exotic” features and even
consciously imitating them, either on the
part of mental patients themselves, or on
the part of advocates of their art, in order
to create certain effects in the audience
and to sell such art in direct or metaphori-
cal sense of this word.
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Advantages of the above-described va-
rious mechanisms to counteract discri-
mination and self-discrimination with
regard to mental patients seem to be rel-
ative. Though different ways of present-
ing art of mental patients in the society
associated with these mechanisms can to
a certain degree, diminish stigmatization
and its psychological effects on patients
destigmatization is a complex task which
needs complex means.

In order to explore the discriminating
attitudes with regard to mental patients
and their art as well as destigmatizing ef-
fects as a result of presenting their art to
the public in specific ways, the Section
of Art and Psychiatry conducted a spe-
cial study which took place throughout
the last two years. Certain ways of inter-
action between the people from the au-
dience and artistic production of patients
were introduced in this study. Those who
attended the exhibitions were invited to
take part in the seminar which included
not only presenting information about
art of mental patients, but creatively re-
sponding to the productions presented at
the exhibition as well. They were asked
to produce written narratives based on
the artwork of their choice.

Method
Participants

The study of the attitude towards men-
tal patients and their art as well as whether
interactive exhibitions can lead to destig-
matization has been carried out in several
Russian cities (St. Petersburg, Yaroslavl,
Novgorod, Kaliningrad, Ekaterinburg)
and in Minsk. The total number of people
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who attended interactive exhibitions and
accompanying seminar about art of men-
tal patients is 250. Their age varied from
20 to 50. Most of them (63%) had high-
er professional education (teachers, psy-
chologists, doctors); 20% were university
students; 17% were public school or col-
lege graduates. There were 211 women
and 39 men among them.

Instrumentation

120 persons have been interviewed
with the questionnaire (“Myths and facts
about people who are ill with schizo-
phrenia”), which was developed by the
World Psychiatric Association to assess
stigmatizing attitude towards patients.
The questionnaire includes such ques-
tions as “Have you heard or read some-
thing about schizophrenia in the last 6
months?”, “Are you somehow concerned
with problems associated with schizo-
phrenia?”, “To what degree the follow-
ing statements about people who are ill
with schizophrenia are correct?” (the list
of possible answers was presented in the
questionnaire).

130 persons attended interactive exhi-
bitions and seminars about the art of men-
tal patients. They were given another two
questionnaires. One of them was “Myths
and facts about people who are mentally
ill and their art” developed on the basis
of the previous questionnaire and supple-
mented with several questions in order to
assess people’s opinion about art of the
mentally ill and their creative abilities.
The questionnaire included in particular
such statements as “Mentally ill people
can be interesting, creative, outstanding
persons”, “Creative productions (works of
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art, poetry, music etc.) by mental patients
may be harmful to the emotional condi-
tion of the audience”, “Creative produc-
tions (works of art, poetry, music etc.) by
mental patients can evoke positive feel-
ings, inspire, enrich the inner world of
the audience” and some others. Respon-
dents must indicate whether they agree or
disagree with these statements.

Another questionnaire administered
to the same group of respondents was
“How I perceive works of art by mental
patients”. It helped to additionally assess
respondents’ reactions to those works
of art that were displayed at the exhibi-
tion. They were asked to evaluate the ar-
tistic and aesthetic value of the artworks;
to indicate what emotional response they
evoked in them; whether the meaning of
the artworks displayed is valid and un-
derstandable for them; and what was
most interesting and important for them
in the artworks.

Finally, respondents were asked to
choose one of the art pieces displayed
at the exhibition which evoked the most
powerful response in them and to create
or choose a narrative (up to one page) to
express their associations and feelings, as
a response to the chosen artwork.

Creating narratives took place in groups
that consisted of 15-20 persons and was
part of the seminar about art of mental
patients. The comparatively small size of
the groups helped to achieve trust, focus
on a chosen artwork and involve in cre-
ative activity as well as provided enough
time for feedback and discussion. Such
groups had certain similarity with ex-
pressive arts therapies groups, while the
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task of creating or selecting a narrative
was similar to a certain degree to the
Jungian Active Imagination. The narra-
tive part of the seminar was considered to
be very important: it stimulated creative
interaction with the works of art and self-
disclosure for participants. Reading nar-
ratives in the group was not obligatory.
However, people were invited to share
their responses if they were comfortable
enough.

“Myths and facts about people who are
mentally ill and their art” questionnaire
was administered to respondents two
times, before and after the interactive ex-
hibition and the seminar, in order to as-
sess their destigmatizing effects.

Results

Responses to “Myths and facts about
people who are ill with schizophrenia”
questionnaire showed that the main source
of information about people who are ill
with schizophrenia for most respondents
was television (37%) and newspapers
and magazines (25%) (respondents were
asked to indicate up to three sources of
information). According to information
presented in such sources people who are
ill with schizophrenia were characterized
as “those who need better treatment and
social support” (45%), “those who hear
voices or speaking to themselves” (35%),
“those who are depressed or having sui-
cidal feelings” (35%), “those who have
committed criminal acts or able to do
that” (22.5%), “those who can break the
law” (13%) (respondents could choose up
to three statements).
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Answering the question, to what de-
gree problems associated with schizo-
phrenia concern them, 70% of respon-
dents answered “to some degree”; 18%
indicated “not at all” and 12.5% indicated
“to a considerable degree”.

When answering the question, what, ac-
cording to what they know about schizo-
phrenia, is the cause of this illness, 87%
of respondents answered that the cause of
schizophrenia is genetic factors, 35% in-
dicated “brain dysfunction”, 12.5% indi-
cated “chemical dysfunction in the brain”
and 25% answered that “the real cause of
this disease is unknown”.

A considerable number of respondents
indicated psychological factors as cause
of schizophrenia: 35% believed that its
cause is “psychological trauma or vi-
olence”; 10% believed that its cause is
“acute psychological trauma”; 10% in-
dicated “crisis in the value system” (re-
spondents could choose up to three
statements). Metaphysical, spiritual or
magic factors were indicated as a cause
of schizophrenia only by two persons
(“god’s punishment”, “possession with
evil spirits” etc.).

As most typical characteristics of peo-
ple who are ill with schizophrenia, re-
spondents indicated the following: “hear
voices that tell them what they must do”
(75%), “suffer from splitting of their per-
sonality or multiple personality” (80%),
“can work as other people” (55%), “can
break the public order, or create discom-
fort to others due to their helplessness,
dirtiness or strange behavior” (50%),
“can be successfully treated at a hospital”
(50%), “speak to themselves or shout on a
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street” (30%), “can be successfully treat-
ed without medication, through psycho-
therapy or social interventions” (20%),
“mentally retarded or having low mental
capacities” (22,5%).

Most informative with regard to the
stigmatizing attitude towards schizo-
phrenic patients were the following state-
ments: 72% respondents answered that
they “would definitely not marry a per-
son who is ill with schizophrenia”, 72%
indicated that they “would be afraid or
feel discomfort living in an apartment or
a room (in a hotel in particular) togeth-
er with a person who is ill with schizo-
phrenia”, 40% indicated that they “would
be afraid or feel discomfort to speak
with a person who is ill with schizophre-
nia”, 20% indicated that they “would be
ashamed if others knew that some mem-
ber of their family is ill with schizophre-
nia”, 15% indicated that they “would not
be friends of a person if they get to know
that he/she is ill with schizophrenia”.

Responses to the “Myths and facts about
people who are mentally ill and their art”
questionnaire administered before des-
tigmatizing events, indicate that the so-
cial distance from mentally ill people
is combined with recognizing that they
can be creative, interesting, outstanding
persons by a considerable number of re-
spondents (93%). Many respondents also
believed that creative productions by
mental patients can evoke some positive
effect in the audience (stimulate positive
feelings, inspire, enrich the inner world,
help to overcome psychological difficul-
ties, heal). 50% of respondents confirmed
that experience (feelings, ideas) ex-
pressed in creative productions by men-
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tal patients is valid and understandable to
them. Thus, the social distance from cre-
ative productions by mental patients and
their experience expressed, though it was
considerably less than from the patients
themselves. It appears that an artistic,
aesthetically attractive form of present-
ing mental patients’ feelings and ideas is
less frustrating and “dangerous” to the
audience comparing to what they believe
to feel while being in direct contact with
the mentally ill.

Coefficients of linear correlation be-
tween responses to the fourth statement
(which assessess the respondents’ idea
about creative potential of mental pa-
tients) and the last three statements (7, 8
and 9) that assess positive perception of
creative productions by mental patients
and validity of their experience expressed
through such productions to the audience
were statistically significant (r varied
from 0.31 to 0.44). At the same time, pos-
itive responses to these statements nega-
tively correlated with positive responses
to statements 1, 2, 5 and 6 that indicate
negative attitude towards the mentally ill
and their art.

Responses to the questionnaire after an
interactive exhibition and a seminar show
that certain destigmatizing effects have
been achieved: a degree of social distance
from mental patients diminished and posi-
tive perception of their creative capacities
and their art and its effects on the audience
increased. Comparison of the responses to
the questionnaire administered before and
after the destigmatizing events with the
use of criterion of signs (Z) indicates a sta-
tistically significant difference (p varied
from 0.05 to 0.001).
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Responses to the “How I perceive
works of art by mental patients” ques-
tionnaire showed that the mean score ac-
cording to 10 score scale which assess-
es artistic and aesthetic value of artworks
is 6.6. 83% of respondents indicated that
artworks by mental patients evoked mod-
erately strong emotions in them; 71% of
respondents experienced both positive
and negative moderately strong emotions,
7% of them experienced positive and 5%
negative moderately strong emotions, 3%
of respondents indicated that artworks
didn’t evoke any emotional response in
them, while 14% of respondents indicat-
ed that emotional response was weak.

Correlation between how respon-
dents assess the artistic and aesthet-
ic value of the artworks and intensity of
feelings evoked by them was moderate-
ly strong (r=0.48), while correlation be-
tween these parameters of assessment, on
the one hand, and validity of experience
expressed in mental patients’ artworks to
the audience, on the other hand, was sta-
tistically insignificant.

While answering the question, what
was most impress, respondents indicat-
ed the following: “extraordinary, expres-
sive colors, childish naturalness”, “very
imaginary, unusual expression”, “intense
emotions, many meanings”, “multifacet-
ed, complex images, the vision both from
inside and outside”, “very impressive
combination of colors, shadow and light,
real and unreal”, “perception of the world
from a different angle, unusual accents”.

As a result of the analysis of literary-
poetic narratives (N=130) that express
people’s emotional and associative re-
sponses to the artworks of mental pa-
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tients, the following three thematic clus-
ters have been revealed.

1. “Existential” cluster includes the nar-
ratives connected to such themes as
life and death, love (meeting and sepa-
ration of two persons), loneliness, one’s
life meaning etc. Narratives of this
kind express feelings and ideas evoked
by one’s confrontation with reality and
life choices. There is no appeal to su-
pernatural forces in such texts. There
were 54% of such texts among literary-
poetic responses.

2. “Religious-mystical and mythological”
cluster includes the narratives that ex-
press ideas and feelings associated with
one’s relation to supernatural, heaven-
ly forces or mythological figures. Such
narratives sometimes either reflect re-
ligious beliefs or mystical personal ex-
perience or can be indicative of the use
of mythological symbols as metaphors
and activity of imagination. There is
usually some religious or metaphysical
vision of reality rendered in such texts.
There were 20% of such texts among
literary-poetic responses.

3. “Fantastic-demonic” cluster includes
narratives that depict imaginary or lit-
erary figures. The authors of such texts
could perceive themselves in fantastic
situations and often interacting with
dark, evil personages. There is often
a sense of mystery play, grotesque or
a masquerade expressed in such texts.
There were 26% of such texts among
literary-poetic responses.

Taking into account the symbolic na-
ture of most artworks displayed at the
exhibition and many potential meanings
implied in them, the task of creating a
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narrative as a response to pictures seems
to be projective and revealing needs and
feelings of the audience. Narratives can
be regarded as “interpretations” of visu-
al stimuli rather than direct expression of
artists’ inner worlds. At the same time,
certain congruence to the artists’ inner
reality is also possible. It is important,
however with regard to the task of des-
tigmatizing mental patients, the above-
described clusters of themes and expe-
riences revealed in the narratives serve
as a bridge connecting the artists’ inner
worlds with those of the people from the
audience. Furthermore, through the pro-
cess of acquainting and creatively inter-
acting with the mental patients’ art, peo-
ple from the audience could actualize
and express in their narratives certain
aspects of their own experience. This
makes the possible to recognize the men-
tal patients’ art as one of the facets of
mankind’s culture.
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Introduction

The Conflict Management and Con-
flict Resolution Section’s scientific con-
tributions to the first and second volumes
of Advances in Psychiatry, included “Vi-
olence Prevention and the Healing of
Trauma” (Sorel 2002) and “Populations’
Mental Health in Post-Conflict Contexts”
(Sorel et al 2005). For the current third
volume, our Section is focusing on glob-
al disasters, with an emphasis on lessons
learned from post-Katrina New Orleans.
Evolving, multi-disciplinary approaches
to primary care through policy reform,
that are now being implemented there,
may be of utility not only in North Amer-
ica, but also in other regions of the world
struck by disasters. A global sharing of
experiences among health practitioners,
researchers, educators and policymakers
and the development of response models
that integrate primary care, mental health
and public health would enhance popu-
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lations’ health and mitigate responses to
these global, complex emergencies.

Background

Mega-disasters the scale and scope of
Hurricane Katrina have been exceeding-
ly rare in the USA. Nonetheless, careful
study of such disasters can provide les-
sons learned that can lend essential in-
sights to guide planning for future events
of any size. Katrina was in many ways
the “perfect storm” not only because of
her meteorological characteristics but be-
cause she struck a portion of the United
States with a high prevalence of chron-
ic conditions, some of the highest rates of
uninsured persons, and a geographical-
ly and financially consolidated safety net
system that was antiquated and not meet-
ing the needs of the population (Kaiser
Commission 2006, Rudowitz et al 2006).

The greater New Orleans area was hit
especially hard and experienced flood-
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ing in more than 80 percent of the city
(NOAA 2005). More than 1 million peo-
ple in the New Orleans metropolitan area
were displaced and all residents of New
Orleans proper, an estimated 480,000
people, lived under a mandatory evacu-
ation for 33 days. The flooding destroyed
the underlying social fabric of the city
from schools, to faith based organiza-
tions, to communities. The healthcare
system was completely disrupted, from
basic 911 services to quaternary care
(DeSalvo 2005).

At the heart of the devastated area was
the State’s public hospital and associat-
ed clinics, the Medical Center of Louisi-
ana at New Orleans (formerly known as
Charity Hospital), which was the prin-
ciple source of first-contact and chronic
disease care for 250,000 uninsured and
underinsured persons in the greater New
Orleans area. Katrina’s devastating flood
rendered the facility completely inopera-
ble Rudowitz et al 2006). This confluence
of events left hundreds of thousands of
vulnerable patients with chronic condi-
tions in the most densely populated hurri-
cane affected areas suddenly with no ac-
cess to care. Though it is now reopened
as University Hospital, tens of thousands
of residents, in particular low-income and
uninsured individuals are still without
access to their usual source of care and
rely heavily on emergency rooms (Kaiser
Foundation 2008).

As the community looked to rebuild,
questions were raised about which com-
ponents of the health sector should be
rebuilt as they were previously, which
components should be rebuilt different-
ly, and which components should per-
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haps not be rebuilt at all (DeSalvo et al
2005). This conversation was rooted in
the conventional wisdom prior to Ka-
trina that restructuring the health sys-
tem was long overdue. The performance
of the health care sector in New Orleans
was unacceptable even prior to Hurri-
cane Katrina (State Scorecard 2007).
Per capita costs were among the high-
est in the country, while outcomes and
clinical quality were among the worst.
The pre-Katrina model of non-integrat-
ed, physician-centered care was anti-
quated and not resulting in acceptable
health outcomes. It was a system noted
for low ratios of primary care physicians
to population and high hospital bed per
capita rates. No particular portion of the
health sector can be blamed on the fail-
ures and limitations, and consequently,
it was recognized early that if all of the
components of the health system were
rebuilt as they were before the storm,
the same disappointing health outcomes
would result.

The delivery redesign includes the cre-
ation of systems of medical homes that
will link all people to a primary health
provider. While many factors drive the
poor health status and health system rat-
ings of the state, policy analysts have
pointed to the lack of access to primary
care in neighborhood-based health cen-
ters as a major factor, particularly for
the 20 percent of the population who is
uninsured. Historically, the state deliv-
ered care to this population by allocating
funds through the inpatient and outpa-
tient services at a centralized public hos-
pital facility, Charity Hospital (Rudowitz
et al 2006).
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This system had been unable to accom-
modate the population and the result was
a high dependence on emergency depart-
ment care for outpatient services and hos-
pitalization for care when such care may
have been provided less expensively and
more appropriately in community-based
settings.

Planning for reform

Beginning in October 2005, the plan-
ning for a re-engineered health system
ensued. Importantly, many of these plan-
ning groups had overlapping member-
ship and ideologies, most of which can
be mapped back to the Institute of Med-
icine’s Crossing the Quality Chasm and
Performance Measurement: Advancing
Improvement reports. A common theme
across all of these planning groups was a
commitment to radically overhauling the
health care system of the greater New Or-
leans area into a system that would be evi-
dence-driven and designed, have reduced
unwarranted variation and be financial-
ly sustainable (DeSalvo 2006). This con-
sensus is likely the case because the ev-
idence is overwhelmingly in support of
health systems with a strong communi-
ty based primary care foundation. Com-
munities served by systems anchored in
primary care have better health and ex-
perience reductions in health disparities.
Systems with a strong primary care in-
frastructure experience more efficiency,
leading to lower cost (Ferrer et al 2005).

In October 2005, over 100 stakeholders
came together in Baton Rouge to discuss
the rebuilding of the greater New Orleans
health sector in the first major post-Ka-
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trina health planning effort. Despite the
varied backgrounds and interests of the
group, candid dialog led to a unified call
to not return to what we had pre-Katrina,
but rather to find opportunity in the trag-
edy and rebuild a better health system.
The result of weeks of meetings was a
report, referred to as the “Framework”,
which served as a foundation for many
of the strategic planning efforts that fol-
lowed. The essence of this report was a
desire to have a system strongly rooted
in prevention and primary care, delivered
through a network of neighborhood clin-
ics and supported by world class, stan-
dards-based, health information tech-
nology. The recommendations of the
Framework were supported not only by
existing national evidence and the opin-
ions of thought leaders, but also from ex-
tensive community input through focus
groups and other active outreach efforts.

The Mayor of New Orleans, Ray Nag-
in, formed the Bring New Orleans Back
Commission (BNOB) to create a rebuild-
ing plan for New Orleans. Led by com-
munity leaders, this entity focused its
planning efforts in Orleans Parish and t
he Health and Social Services Sub-Com-
mittee of the BNOB was tasked with cre-
ating a plan for a rebuilt health system.
This sub-committee built their work upon
the “Framework” expounding upon the
tenets of supporting a distributed, mul-
tidisciplinary ambulatory care supported
by interoperable health information tech-
nology.

Planning for health reform moved to the
state level in the winter of 2006. The Gov-
ernor appointed, the Louisiana Recovery
Authority which created a Public Health
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and Healthcare Sub-Committee to address
the recovery issues of the 2005 hurricane
affected areas. A Long term Redesign
Workgroup (Workgroup), whose compo-
sition included many of the same com-
munity leaders and stakeholders who had
participated on earlier planning groups,
expounded on the previous plans. Included
in the key recommendations of the Work-
group was to support the development of
distributed primary care networks and the
training, retention and recruitment of pri-
mary care physicians. More significant-
ly, this Workgroup created the 12 Guiding
Principles for Health Care Redesign (ta-
ble 1) that remain the touchstone of health
care reform for New Orleans.

Louisiana health care
redesign collaborative

The next phase in health care recov-
ery was the Louisiana Healthcare Rede-
sign Collaborative (the Collaborative), a
multi-stakeholder group led by the Louisi-
ana Department of Health and Hospitals.
The Collaborative developed the defined
structure for the comprehensive health
system redesign, including recommend-
ed financing changes. The group was a
governatorial appointed, multi-stakehold-
er group charged with finding opportuni-
ty in the post-Katrina decimation of the
health system to rebuild a more effective,
efficient healthcare system for our state.
The Collaborative membership included
broad and balanced representation among
Louisiana health sector providers, pay-
ers, patients, and others whose commit-
ment to and participation in the redesign
are needed to maximize its prospects for
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success. In aggregate, the 40 members of
the Collaborative represented health care
financing (public and private), delivery
systems and providers, academia, public
health, business, consumers, special in-
terests and populations, and government
officials. All Collaborative members and
other willing participants publicly signed
a Charter charging the group with “devel-
oping and overseeing the implementation
of an evidence-based blueprint for a pa-
tient-centered, quality driven health care
system accessible to all Louisianians”.
This blueprint served as a guide both for
health care policy in Louisiana and for the
rebuilding of health care in Greater New
Orleans. Importantly, the Charter includ-
ed the 12 Guiding Principles defined pre-
viously (table 1).

The Collaborative undertook its ef-
forts by organizing itself into discrete
workgroups which including one fo-
cused on Short Term Recovery Issues
to address the urgent needs of the sys-
tem. The Current State Analysis Work-
group was charged with describing the
cost, quality, delivery, infrastructure and
population needs for Region 1 both pre
and post-Katrina. The Blueprint Design
Workgroup was charged with creating
the new health system including financ-
ing and delivery. Their financing efforts
were supported by a Finance Workgroup.
The Quality Workgroup laid the founda-
tion for the oversight of quality through
identification of quality definitions, di-
mensions and potential structure for on-
going improvement of care quality. The
Health Information Technology Work-
group was tasked with developing an in-
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Table 1. Guiding Principles of the Louisiana Health Care Redesign Collaborative.

The following principles, together with a sufficient body of objective evidence, will guide the
redesign of Louisiana’s health care system. These principles are interdependent and, therefore,
are meant to be taken together as a whole.

1. All health care organizations, professional groups, public and private purchasers, and other
health system participants will commit themselves to continually reducing the burden of illness,
injury and disability, and to improve the health and functioning of the people of Louisiana.

2. Individuals and their families will be expected to assume personal responsibility to the best of
their ability for their own health, supported by public health initiatives and community-based
services; individuals and their families will pursue healthful lifestyles, manage known health
risks and chronic illnesses, access appropriate health services in a timely manner, make in-
formed health care decisions, accept the practical limitations of standard medical care, and
contribute appropriately and within their means to the cost of their coverage and care.

3. Everyone will have access to, enroll in, and contribute appropriately and within their means
to an affordable, dependable public or private insurance program or other mechanism to en-
sure regular access to a medical home, through which access to a core system of quality-
driven health care will be financially secured.

4. Patient-provider relationships grounded in mutual respect will engage providers and their
patients in the common pursuit of desired patient outcomes. Providers will be culturally
competent, avoiding disparities in treatment and partnering with patients in decision-mak-
ing so as to best respond to their individual needs and values.

5. The foundation of health care delivery will be accessible, integrated, community-based,
ambulatory care that is multi-disciplinary. This delivery system will be well suited to dis-
ease prevention, to the management of chronic illnesses and disability, and to episodic care.
All primary care, specialty care, hospital services, after-care and community-based servic-
es will be effectively coordinated and patient-centered.

6. Health care services will be treated as a valuable resource, prioritized toward care for which
objective evidence demonstrates that the patient is likely to receive a beneficial outcome.

7. Providers will be fairly compensated, and providers and health plans alike will be held account-
able for the cost and quality of their services; patient choice and other market forces will reward
them for helping to achieve optimal patient outcomes in the most cost-effective way possible.

8. The health care system will leverage system-wide, interoperable health information tech-
nology that meets national standards to: connect patients and clinicians; inform clinical
practice; personalize patient care; improve safety; enable transparency of cost and quality
of care; improve performance; and improve population health.

9. The redesigned health care system will support medical education, training, and retention
of health care professionals upon which it relies, recognizing the various institutions in-
volved in these efforts.

10. The health care system will become more cost effective and affordable as the unnecessary
utilization of resources is reduced, as financial payments and incentives are more properly
aligned, as operational efficiencies are realized, and as inequities in the sharing of system
costs are eliminated.

11. The health care system will be driven by dynamic forces which encourage adaptation to
emerging knowledge, patient and population needs, and longer-term economic conditions.

12. An all-hazards approach for effective emergency preparedness will be incorporated into
the health care system.
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Figure 1. New Orleans primary care and behavioral health sites.

ventory of current HIT resources and de-
fining the future needs of the system.

After several intensive weeks of meet-
ings and negotiations, the Collaborative
arrived at a unified document known lo-
cally as the “Concept Paper” that was ap-
proved by the group and sent to Secretary
Leavitt on October 20, 2006. This doc-
ument describes a revision of the health
system for the uninsured and under-in-
sured of the Greater New Orleans area
into one where citizens will have access
to a mixed financial and structural safe-
ty net system. The financing plan aims to
expand coverage to the uninsured poor
using funds from the Disproportionate
Share (DSH) program to subsidize premi-
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um payments into the private insurance
system. These patients, with their new in-
surance product, would be able to access
care through any number of available
health systems and providers. For those
who remain uninsured, a small structural
safety-net system would still exist to en-
sure access to some level of care. The re-
designed system would include a delivery
model in which all patients are linked to
a physician led medical team in a med-
ical home. The quality and expectations
of care for these medical homes would be
guided by a regional quality forum. The
entire system would be supported by ro-
bust, interoperable health information
technology.
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Overview of major reform
recommendations

On October 19, 2006 the Collabora-
tive adopted a set of recommendations to
DHH and on October 20, 2006, DHH set
forth a concept paper to HHS with rec-
ommendations (Louisiana Government
2007). The major recommendations in-
clude restructuring of health care deliv-
ery, financing, oversight and infrastruc-
ture including:

1. Creating the ‘Louisiana Health Care
Quality Forum’ to assure patients that
they can expect to receive appropriate,
quality-based care from any certified
medical home.

2. Redesigning health care delivery to
create efficient, quality-driven, pa-
tient-centered models of care delivery,
in the form of “medical homes” where
patients could receive treatment for
their physical and mental health.

3. Ensuring meaningful choice of quali-
ty-driven systems of care by expand-
ing insurance coverage through a com-
bined effort of expanding Medicaid
and developing an entity, “the connec-
tor”, that will allow low income resi-
dents to use government sponsored
premium support to buy into the pri-
vate insurance market.

. Supportive base of interoperable, stand-
ards-based technology to support prac-
tice including electronic health records,
computerized order entry, decision sup-
port and networking across systems to
allow for health information sharing
aimed at reducing waste, improving
safety and quality.
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Implementing health care reform

The Collaborative ended after negotia-
tions between the state and federal gov-
ernment floundered. However, the in-
volved stakeholders felt compelled to
continue their work and see it through to
implementation. The work of implement-
ing the health system redesign outlined by
the Collaborative continued either through
grass roots efforts, civic planning groups
or state sanctioned activities.

Quality forum

The Louisiana Health Care Quality Fo-
rum (Quality Forum, www.lhcqf.org) was
formed by the Louisiana Legislature in
June 2007 to be a statewide public-private
partnership dedicated to improving the
quality of health and health care through-
out Louisiana across payer and provider
groups in a cost effective and transparent
manner. The Quality Forum Board was se-
lected through a competitive process and is
constituted by a balance payers, purchas-
ers, consumers and providers. The role of
the Quality Forum is of a “learning sys-
tem” for consumers, providers and payers,
rather than a regulatory body with puni-
tive functions. As such, the forum serves
both as a bidirectional conduit to exist-
ing state and national quality measure-
ment programs and also to formulate and
pursue an analytical plan designed to tru-
ly describe, understand and improve pop-
ulation health and health care at the sys-
tem level. It focuses its work on presenting
data to consumers, payers, and providers
so as to engender quality improvement. It
formed 4 core committees to undertake its
work. These mirror the redesign plans of
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the Collaborative. They include the Med-
ical Home Committee (MHC), Health In-
formation Technology Committee, and the
Quality Measurement Committee. In ad-
dition, the Quality Forum created a Com-
munity Outreach Committee to enhance
consumer understanding and input. MHC
is specifically charged with advancing the
Medical Home Model across the state.
It has defined the Medical Home for the
state, including Medicaid, and serves as a
learning Collaborative for the Louisiana
Medical Home Demonstration Project in
the State.

Health care delivery:
medical homes systems of care

Crucial to the system redesign is dra-
matically increase access to high quality
primary care for all citizens. The Collab-
orative, and subsequently the Quality Fo-
rum, has embraced the national concept
of the Medical Home as the core of this
system. The medical home is a structured
form of primary care that is strongly as-
sociated with improvements in quality
and reductions in health disparities (Beal
2007). As defined by the Joint Principles
of the Medical Home, the medical home
is not a building, house, or hospital, but
rather an approach to providing compre-
hensive primary care. These homes pro-
vide care that is accessible, continuous,
comprehensive, person-centered, coordi-
nated, compassionate, and culturally ef-
fective. Additionally, the medical homes
will agree to a set of standards for quality
and safety, and offer access to the follow-
ing scope of services:

e Preventive and primary care services,
including mental and behavioral health
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e Care planning and coordination

e Interoperable health information tech-
nology

e Population measurement and manage-
ment

e Patient health education

e Emergency preparedness planning.

These medical homes by design will be
part of a larger integrated delivery system
across the entire continuum of care in-
cluding primary, secondary, tertiary and
long-term care as well as inpatient, out-
patient, and home and community-based
services. These medical homes will in-
clude a specifically skilled team led by
a physician with special expertise in the
disease process. The medical home will
also include wrap-around services need-
ed by these targeted populations. The ex-
pectation is that this medical home sys-
tem of care will improve the quality and
safety of care, reduce redundancy and re-
duce unwarranted variation in care as ev-
idenced by the dramatic turn-around in
these parameters by the Veteran’s Ad-
ministration in the late 1990’s.

In the greater New Orleans area, the
Medical Home System of Care Implemen-
tation is centered on the development of a
community care network of primary care
and mental health providers. They are a
coalition of health care organizations that
serve vulnerable populations in the New
Orleans area representing a broad array of
organizational types including academia,
government, faith-based, federally qual-
ified health centers and free clinics. All
share a common mission to maintain an
open door policy, offering access to ser-
vices for patients regardless of their ability
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to pay. In the post-Katrina setting, the ex-
traordinary efforts of these organizations
have been especially vital to hurricane re-
covery, given the loss of so much of the ca-
pacity the State public hospital system that
traditionally served the large population
of the uninsured. The services delivered
at these sites span primary care, chronic
disease care plus behavioral and mental
health services. Given the high prevalence
of depression, PTSD and stress in the gen-
eral population in the post-Katrina envi-
ronment, the widespread availability of
such services is critical to the healing of
the community (DeSalvo et al 2007).

Expanding insurance coverage

A strong primary care-based delivery
system with high quality standards and
transparency is not sustainable unless
significant health financing reform will
allow for changes in incentives and allo-
cation of resources.

When the negotiations stalled in Loui-
siana after negotiations between the state
and federal government about the specif-
ics of the major recommendations and
waivers requested, the community picked
up the process. Nonetheless, at the local
level, grass roots efforts to continue the
development of health care services in the
mold of the vision for a new health system
are underway. Providers and local leaders
are actively developing new partnerships
aimed at implementing proposed chang-
es. The Coalition of Leaders for Louisiana
Health Care (COLLAH, www.collah.org)
was the principle group formed focused on
coverage expansion. The group consists
of healthcare and business leaders state-
wide and in the New Orleans area, which
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organized to continue the discussion of fi-
nancing and implementing the healthcare
system that began under the Louisiana
Health Care Redesign Collaborative just
after the storms. Their work resulted in
the development of a plan designed to ex-
pansion of health coverage for 80,000 low-
income uninsured in Region 1 (Goidel &
Terrell 2006) with a comprehensive plan
that will include access to mental health
services. The plan is designed to repre-
sent a compromise between using avail-
able funding for the uninsured to support
the state run public hospital system and
to develop an affordable health plan called
“Right Care”. Coverage for children was
successfully expanded to include children
up to 250% Federal Poverty Level. Oth-
er Medicaid reforms are currently under-
way to restructure reimbursement to sup-
port the multi-disciplinary medical home
model and integrate mental health servic-
es into primary care.

Conclusion

In the face of a catastrophic event, the
community came together to plan and lat-
er implement reforms to the health sector
designed to be one responsive to the citi-
zens and capable of addressing their needs
beyond their physical health and resilient
in the face of future challenges (DeSal-
vo & Kertesz 2007). Early on, the com-
munity was engaged to ensure that the
system would be patient-centered. Along
the way, the planning process continued
to work with consumers to get feedback
on concepts and receive new ideas. Con-
currently, the community pressed ahead
with the work of building services for the
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population that was in keeping with the
ideas of the redesign plans. This was pos-
sible because the community, those who
would implement, were integrally in-
volved in the planning and redesign pro-
cess along the way.

The greater New Orleans Community
was not satisfied with simply rebuilding
their old system that had led to the worst
health outcomes in the United States. In-

stead the community was intent on rede-
signing their system into what would be
one of the most effective health systems.
This unique convergence of community
and policy efforts has resulted in an em-
powered and forward thinking health sec-
tor reform movement that is led by non-
governmental groups and can be a model
for other communities facing such dra-
matic challenges.
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Torture and Extreme Social Violence
A Simple Issue?
Questions in Research and Ethics

Thomas Wenzel, Lilla Hardi, Fabian Friedrich, Federico Allodi

Section on Psychological Consequences of Torture and Persecution,

World Psychiatric Association

Introduction

Persecution out of political, religious, or
economic reasons can be seen as not only
as old as history, but might also be the
probably most important risk for mental
health besides poverty (Allodi 1982). Tor-
ture as a factor in persecution has received
special attention over the last decades, re-
flecting most probably two factors. On one
side, it is more easy to define, obviously
gruesome, and therefore in the develop-
ing international human rights legal docu-
ments it has been banned most unequivo-
cally (see for example the UN declaration
on torture (Declaration on the Protec-
tion of All Persons from Being Subject-
ed to Torture and Other Cruel, Inhuman
or Degrading Treatment or Punishment,
(http://www.unhchr.ch/html/menu3/b/h_
comp38.htm).

On the other side, the discussion has re-
cently been rekindled by the unashamed
use by armed forces or clandestine ser-
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vices and the renewed questioning of its
clear prohibition by US politicians in re-
gard to Abu Ghraib and Guantanamo
Bay (Clark 2006). Among the strong ar-
guments against the use of torture, be-
sides the impact against a civil society, is
the by now well documented severe men-
tal health impact, most commonly Post-
traumatic Stress Disorder (PTSD), de-
pression, and psychosomatic patterns
linking physical and psychological se-
quelae such as chronic pain (see for ex-
ample Wenzel 2007). Some first studies
have already been published to document
the impact of the torture of parents on in-
direct victims —especially on children of
survivors (Montgomery 2004)— indicat-
ing that post traumatic stress, depression
and behaviour changes are likely to affect
also the family, and earlier data on holo-
caust survivors show the impact of per-
secution including torture on the second
and third generation (Kellermann 2001).
Still, more research is required to under-
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stand the mechanisms and complex reac-
tions of family members and close envi-
ronment in this context, as also the effect
on members of the general community.
This secondary impact on third parties
underlines again the need for a general
prohibition of all forms of torture.

A question of definitions?

The UN defines torture as “any act by
which severe pain or suffering, whether
physical or mental, is intentionally inflict-
ed on a person for such purposes as obtain-
ing from him or a third person information
or a confession, punishing him for an act
he or a third person has committed or is
suspected of having committed, or intim-
idating or coercing him or a third person,
or for any reason based on discrimination
of any kind, when such pain or suffering is
inflicted by or at the instigation of or with
the consent or acquiescence of a public of-
ficial or other person acting in an official
capacity. It does not include pain or suf-
fering arising only from, inherent in or in-
cidental to lawful sanctions”. (http:/www.
unhchr.ch/html/menu3/b/h_comp38.htm).

The UN definition, that has a well jus-
tified and necessary status as a more or
less universally accepted legal standard,
has been developed for the needs of inter-
national human rights law, and somewhat
broader definitions have been developed
in the medical context, such as the WMA
definition:

“For the purpose of this Declaration,
torture is defined as the deliberate, sys-
tematic or wanton infliction of physical
or mental suffering by one or more per-
sons acting alone or on the orders of any
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authority, to force another person to yield
information, to make a confession, or for
any other reason.” (The World Medical
Association Declaration of Tokyo, see
http:/www.wma.net/e/policy/cl18.htm for
the latest 2006 revision).

This definition shifts the focus from
strictly governmental torture to include
also other forms of torture and cruel
forms of punishment.

The WPA has taken up the issue in its
important declaration of Madrid (Decla-
ration on Ethical Standards for Psychiat-
ric Practice, approved by the General As-
sembly on August 25, 1996 and amended
by the General Assembly in Yokohama,
Japan, August 2002), underlining that
“Psychiatrists shall not take part in any
process of mental or physical torture,
even when authorities attempt to force
their involvement in such acts”.

Definitions therefore differ according
to context—from very subjective descrip-
tions of victims that sometimes do not
rate “common” “abuse” and prison treat-
ment as torture and health care oriented
definitions to the use of strictly legal defi-
nitions such as the UN declaration, or the
use of the term in checklists in such in-
struments as the Harvard Trauma Ques-
tionnaire (HTQ) (Mollica, Caspi-Yavin,
Bollini et al 1992). While the intention-
al misinterpretation of definitions to per-
mit circumventing the conventions is a
common problem in the legal implemen-
tation of the UN and European conven-
tions against torture, the broadest possi-
ble definition should be used as reference
for treatment and questions of profession-
al ethics in health care (see also the Dec-
laration of Madrid, above).
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Survivors: a homogenous group
of political activists?

In practice, torture is —in a cross-cul-
tural perspective— used against all types
of groups and for a variety of reasons
(Asgary et al 2006), it can be systematic
or unsystematic, include a wide range of
instruments and actions (Amnesty Inter-
national 2000), and can take in different
settings including prisons, police stations
or other places. The relatively simple le-
gal definitions discussed in the beginning
can also not convey the range of practices
and subjective experiences of the victims.
Many publications apparently adopt the
definition of “torture survivor” assum-
ing the existence of a homogenous popu-
lation. Duration of detention and forms of
torture applied vary greatly, as do other
potentially traumatic experiences during
torture (Netland 2001) or further severe
life events related to persecution, depri-
vation, war or forced migration as well
as exile independent from torture. Loss
or persecution of family members during
imprisonment for example is a highly rel-
evant issue that might be as stressful or
traumatic as torture (Quiroga, Jaranson
2005). Extreme life events like bereave-
ment through social violence, persecution
or war frequently accompany torture be-
fore and after imprisonment and consti-
tute one of the most important complicat-
ing factors in the conceptualisation of the
impact of torture, underlining the need
for a very open approach sensitive to cul-
ture and individual issues in research,
treatment and rehabilitation (McKinney
2007, Kucukalic et al 2003).
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Psychological and physical torture are
usually linked closely and both can rarely
be seen isolated from each other (Wenzel
2002). Still, considerable differences can
be observed regarding not only the pres-
ence of psychological but also of physical
long term sequelae. Many studies so far
focus on one aspect only and do not of-
fer an integrated perspective, though it is
well known that both aspects will closely
influence each other (Quiroga & Jaranson
2005). This does not limit conclusions on
prevalence of for example PTSD, but lim-
its both a comprehensive understanding
of the person and the knowledge of fac-
tors that create a continuous stress in the
life of survivors.

While in some countries only politi-
cal activists —a more selected group that
might in some cases have stronger resil-
ience, as indicated by Basoglu’ s studies—
are targeted, torture is also used against
“general” (“criminal justice”) prison-
ers, innocent prisoners, or non-activist
members of minorities, ethnic or politi-
cal groups and relatives of activists (Ba-
soglu et al 1994, 1997). It can be assumed
therefore that while some groups with an
in general higher resilience factor and
a firm ideological framework or sense
of meaning that can at least partly pro-
tect against suicide are part of the group
of torture survivors, any member of the
general population including those with
high vulnerability can be a victim.

Professional ethics

Participation of physicians and psychi-
atrists in torture, as noted before in the
context of definitions, is clearly forbidden
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by international guidelines and in many
countries, also specifically by country
legislation. Guidelines include the above
mentioned declarations of the World Med-
ical Association, of the World Psychiatric
Association and corresponding guidelines
of the Council of Nurses (http:/www.icn.
ch/pstorture.htm), which in the context of
the WMA declaration might be seen as
the duty not only not to participate in, but
to stop, document, and report the use of
torture. The Istanbul protocol (www.un-
hchr.ch/pdf/8istprot.pdf) as recommend-
ed training standard by the UN provides
an excellent framework for this and all re-
lated activities.

Dual obligation physicians, such as
doctors employed by the military, po-
lice, or prison systems can be seen at a
particular risk, as they may not realise or
heed the existence of principles of gen-
eral professional ethics and it is therefore
of crucial importance that local medical
associations including the local psychiat-
ric associations take the responsibility of
taking a firm stance and supervising the
inclusion of these ethical restrictions in
all health care and legal curricula.

Asylum procedures play a special role
in this context, as recent studies have
demonstrated that this process, and es-
pecially detention, that is often used in-
discriminately and unnecessarily (Stachr
& Munk-Andersen 2006) may lead to re-
traumatisation and extreme mental dis-
tress in survivors suffering from PTSD,
suicidal ideation, and related disor-
ders sensitive to environmental stress or
threat, as procedures and detention may
not only activate the fear of refoulement
and repeated exposure, but also replay
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torture in flash-backs and nightmares.
Psychiatrists in government service can
be in double obligation risk situations,
and local professional organisations and
individuals again should take the respon-
sibility to inform them and urge them not
to parrticipate in undue procedures be-
cause of the obvious medical and psychi-
atric concerns.

The Nuremberg physicians’ trials have
set up a standard in the unfortunately
common situation in which a country’s
legal system and professional bodies are
unwilling or unable to set sanctions in
cases of professional involvement (Pel-
legrino 1997). Effective mechanisms
in this area are often still missing. The
same holds true for the protection of
psychiatrists and other health care pro-
fessionals.

Protection for those psychiatrists who
speak up against torture is a further not
yet resolved problem. Solution of this
problem requires not only individual
courage, but also a firm supportive posi-
tion by universities, medical and mental
health professional organisations.

Taking care of an often
hidden patient group

Torture survivors require special care,
as this can be illustrated by some ex-
amples from recent research. Eisenman
(Eisenman et al 2000) and others have
demonstrated, that many survivors re-
main unrecognised, as fear, shame, sur-
vivor guilt feelings, stigma, and cultur-
al factors can interfere with active help
seeking. This group of patients should
be seen as a population with individual
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needs, experiences and backgrounds, that  refugees and asylum seekers, as studies
often reflect not only torture, but other by Ferrada-Noli (Ferrada-Noli et al 1998)
forms of persecution, displacement, and and Staehr (Stachr & Munk-Andersen
social conflicts. 2006) have shown.

Lack of awareness of the special back- In conclusion, because of the severe
ground and needs of survivors, or a too  impact of these situations on individuals
limited focus on Posttraumatic Stress and their families, prevention and treat-
Disorder alone can lead to insufficient ment of the sequelae of extreme social vi-
support and treatment (Wenzel 2007), olence, persecution, and torture should
and continuous suffering, and may risk  receive a more direct and better differen-
missing suicidal ideation, especially in tiated attention.
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Introduction:
three kinds of objectivities

Mental health professionals have
viewed the problem of objectivity in psy-
chiatry in three broad fashions. The first
could, perhaps, be called “realist” or “es-
sentialist”. This conception views the ex-
isting categories of psychiatric disorders
as being validated through the discovery
a discrete, identifiable “essence”, whether
that essence be genetic, neural, cognitive
or experiential. The second perspective is
both “anti-essentialist” and “pragmatic”.
It sees a classification as fulfilling certain
concerns and purposes, that may well
be in conflict, and considers that disor-
ders themselves do not necessarily have
to have a discrete essence or be a natural
kind. Lastly, there is the view that could
be termed “eliminative mindless psy-
chiatry”. This suggests that the entities
of psychiatry cannot survive the reduc-
tion to their putative biological underpin-
nings, and that the only “reality” is that
of the biological underpinnings of men-
tal disorder.
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The leading paradigm in research for
psychiatry is that of “cognitive neuropsy-
chiatry”. Halligan & David (2001) define
cognitive neuropsychiatry as a systematic
and theoretically driven approach to ex-
plain mental pathologies in terms of def-
icits to normal cognitive mechanisms. A
concern with the neural substrates of im-
paired cognitive mechanisms links cog-
nitive neuropsychiatry to the basic neu-
rosciences. Cognitive neuropsychiatry
attempts to bridge this gap by first, es-
tablishing the functional organisation of
psychiatric disorders within a framework
of human cognitive neuropsychology and
second, linking this framework to rele-
vant brain structures. Cognitive neuro-
psychiatry suggests a smooth reduction-
ism. There is a realist assumption in this
approach. For the cognitive neuropsy-
chiatrist, the entities of psychopathology
are real, but further, they can be related
back to neuropsychology, and this in turn
can be related back to brain structure and
function. Contrary to “eliminative mind-
less psychiatry”, the cognitive neuropsy-
chiatrist presumes that there is a smooth
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reduction from psychopathology to neu-
ral circuitry.

The anti-essentialist and pragmatic
approach is based, instead, on the idea
that pathological taxonomies are evolv-
ing constructs, with indicative value, de-
pending on the different pathological
experiences of people. They represent
conceptual resources whose role does
not consist in dispensing us from the en-
counter with the singularity of each per-
son, but in orienting the clinical commu-
nity in the knowledge and treatment of
persons. Syndromes introduced by our
taxonomies represent, therefore, models
which are useful in order to have empiri-
cally adequate knowledge about singular
cases.

The option referred to as “eliminative
mindless psychiatry” (Jablensky & Ken-
dell 2002) carries on from the Church-
lands’ programme of eliminative ma-
terialism in the philosophy of mind
(Bermudez 2006). This position may
eliminate our “folk” psychopathology
and classification in that schizophrenia,
bipolar, depressive psychosis as we cur-
rently think about them may no longer
exist. Ontological primacy will be given
to neurological explanations, and the en-
tities that make up such explanations, in-
stead. Schizophrenia would either have
to have radically different criteria for its
diagnosis, and hence “schizophrenia”
would have to mean something different
from what it means now, or a new term
would have to be invented. Either way,
the traditional taxonomy of psychopathol-
ogy is eliminated, and replaced by, rather
than reduced to, that of neuroscience. The
kind of objective knowledge obtained by
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this reduction will dispense us from any
encounter with the subjective experience
of each patient. Indeed, patients will have
to use a new language, based on neuro-
science, when describing themselves and
their problems.

The “Object” of psychiatry

Mental illnesses are apparent in the
realm of human subjectivity as abnor-
mal, skewed, or constrained experienc-
es, expressions and behaviours. This is
how mental illness is presented to us and
this is the precise meaning we attribute to
this term. Mental illnesses are first of all
mental. Mental illnesses qua illnesses are
manifest at this level.

A pathology of the psyche constitutes
an experienced condition and a family of
behaviours, feelings and conscious con-
tents, the peculiar significance of which
emerges within a personal history and a
socio-cultural context. Such a kind of pa-
thology is, therefore, completely on view
only because of what has been called
“the personal level of analysis” (Horns-
by 2000, Gabbani & Stanghellini 2008).
Only at this level, indeed, the real corre-
lates of a psychopathological condition
can be understood in their peculiar feel,
meaning and value for the subjects affect-
ed by them (Stanghellini 2007). The main
difference between this approach and
cognitive neuropsychiatry is that here the
emphasis is at the level of conscious ab-
normal human experience, whereas in
cognitive neuropsychiatry the focus is on
implicit, subpersonal neuropsychological
mechanisms.
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The comprehension of the pathological
significance of a psychic state (that is its
meaning in a personal life) also requires a
kind of analysis which exceeds the range
of a naturalistic approach. What one sees
physically may be changes in receptor
function, neurotransmitter metabolism or
whatever. But such changes cannot be di-
agnosed as “disordered” in and of them-
selves: they require mental abnormalities
to be detected. The norm at play here is
first and foremost at the level of the men-
tal. The point here is that everyone, clini-
cian or not, can see when mental disorder
is present: it appears on the personal level.
Subpersonal abnormalities are only picked
out as such by the person-level experience
of disorder. The altered level of dopamine
release would not be seen without the per-
son already having been given a diagnosis
of schizophrenia. And even if this should
happen, an altered level of dopamine re-
lease in itself is not a mental disorder.

Objectivity in biological
and phenomenological psychiatry

Contrary to prevailing trends, the find-
ings of biological psychiatry are depen-
dent upon what is normal or abnormal
in the realm of human subjectivity. For
biological psychiatry to have any valid-
ity as psychiatry, that is to be anything
more than neuroscience, the main object
of study needs to be abnormal human
subjectivity. The normal and the abnor-
mal themselves are normatively defined,
and are not properties of the brain. The
norm at play here is a value-laden con-
cept and reflects the leading values in a
given community.

259

Thus, psychiatry requires its prop-
er kind of objectivity. The kind of ob-
jectivity we can require from psychiatry
depends on the nature of the phenome-
na under investigation in this discipline,
and as we have seen these phenomena are
mental.

Arguably, biological psychiatry shares
strong similarities with contemporary phe-
nomenological psychiatry, at least concep-
tually. Phenomenological and biological
psychiatry have different aims: the former
looks for the understanding of the meaning
of human abnormal subjectivity, the latter
for the causes of abnormal human experi-
ences and behaviours. None the less, both
methods of investigation seek to find the
defining characteristic of a mental illness.
They look for an objective description of
the mentally abnormal. For phenomenol-
ogy these characteristics will be some es-
sential feature of subjective experience,
whilst for biological psychiatry it may be
a particular activation of neural circuit-
ry or a discrete genetic polymorphism. A
search for a faithful description of expe-
rience must be considered as a necessary
first step in any taxonomic effort, includ-
ing attempts of reducing abnormal experi-
ence to its potentially biological substrate.
The investigations of both fields may be
complementary, and in some contempo-
rary writers there is the suggestion that
further advances in biological psychiatry
will be dependent upon phenomenology.
Parnas & Zahavi (2002) endorse the strat-
egy of phenomenology guiding biological
research and, it seems, endorse the pos-
sibility of reduction of psychiatric disor-
der. Contemporary clinical phenomenol-
ogists offer phenomenology as a method
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to define more clearly that which we seek  or prototypes of a wide range of personal
to reduce, namely, the subjective essence  narratives. They have to fulfil formal cri-
of the given experience. As an example, teria: sensibility, reliability and discrim-
qualitative analysis of anomalous experi- inant validity (Stanghellini & Ballerini
ences is concerned with bringing forth the  2008). All this appear to suggest that ei-
typical feature(s) of personal experiences ther ontological identity reduction is pos-
in a given individual to establish “objec-  sible, or efforts to bridge explanations of
tive”, trans-personal constructs. Trans-  subjectivity and biology require phenom-
personal constructs are central exemplars  enology.
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Teaching psychiatry is notoriously sur-
rounded with numerous problems, in-
cluding problems connected with eval-
uation criteria and relational problems,
not to mention those of a practical na-
ture. The teacher must describe feelings,
thoughts, and behaviours, must represent
expressions and their shades of mean-
ing in words, describe the manifestations
of mental disorders and their contingent
variations. Frequently this comes about
not only to the detriment of complete-
ness, but also leaves considerable room
for a failure to understand, and for inter-
pretations that are frequently influenced
by subjective experiences.

On the other hand, to learn directly on
the patient, as is widely employed in oth-
er clinical disciplines, is a particularly
delicate procedure in psychiatry, as it en-
tails problems of privacy, of effective in-
formed consent, and of ethics. In parallel
it is understandably extremely difficult
for the patient to demonstrate here and
now his or her symptoms, so that the re-
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quest to “show” onlookers his or her dis-
order rarely produces the desired result.

Scholars of the theories of psychody-
namics are well aware that the psychic
functioning of a subject who is “exposed”
to an audience, and thus also the symp-
toms that he or she manifests, are very
different from what they would be in con-
ditions of greater privacy.

Lastly, pharmacological therapy chang-
es the expression of a mental illness, and
however beneficial its effects, the result
cannot be held to be the natural expres-
sion of that illness.

From the thematic to the iconic

The transmission of knowledge has al-
ways been based, to a considerable ex-
tent, not only on direct experience, but
also on communicating reality through
signs. This comes about through two
fundamental semantic processes: the-
matisation, which is based on the “lo-
gos” and produces theoretical discourse,
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and figurativisation, which is based on
the image and produces figurative dis-
course (Greimas & Courtés 1979). The
former, which is characteristic of both
oral and written treatments, implies the
production of a set of words structured
so as to communicate a message, ideally
in an understandable, complete and con-
sistent way. However, very frequently it
is thanks to images, to the figured text
that, however meaningful and incisive,
the explanation becomes clear and the
representation is enriched and complet-
ed (Panofsky 1939).

The importance of iconographic docu-
mentation to study psychic illnesses and
in teaching psychiatry (and medical sci-
ence in general) was appreciated long be-
fore the invention of photography. Figura-
tion, in the form of drawings (sometimes
true works of art) has very frequently
been used to make descriptions more ex-
planatory. The incisions in the treatise by
Esquirol (Esquirol 1838) or the drawings
in Charcot’s manual (Charcot 1876—1877,
1878, 1879-1880, Tribbioli 2000) are sig-
nificant examples. Naturally, compared
to drawing, photography can provide
greater objectivity, and it also makes it
possible to quickly obtain a large number
of images from which to choose the most
significant and the most expressive. It is
not by chance that Charcot himself soon
moved on to photography, as is shown by
his book “Photographic iconography of
the Saltpetricre”.

In his preface to the beautiful book
by Petiziol and Sammartino “Iconog-
raphy and expressivity of psychopatho-
logical states”, Mario Gozzano says
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that “a collection of photographs of pa-
tients with psychic illnesses that repro-
duce their different facial expressions,
from the typical and usual ones that en-
able even the least expert to immediate-
ly recognise the characteristic expres-
sion of melancholy ... to those that are
less characteristic but that can still be
recognised in the infinite shades of their
expressiveness, is always a highly use-
ful tool to guide us towards a psychiat-
ric diagnosis” (Petiziol & Sammartino
1969) and, we would add, towards teach-
ing psychiatry.

The development of new multimedia
tools has made it evident even to West-
ern civilisations, traditionally “logocen-
tric”, that the transmission of knowledge
does not come about exclusively through
words, and that images, sounds and oth-
er sensory perceptions can act as a vector
for it (Byrne 2003, Furlan 2004). From
this standpoint, the enormous diffusion
of audiovisual communication, above all
of cinematographic communication, is of
great interest: this widespread diffusion
means that these sources now produce
knowledge much more powerfully than
the classical ones (Alexander et al 2004
Liles 2007).

The cinema has over the years repre-
sented all the mental illnesses and disor-
ders that are described in the great trea-
ties (Wedding & Boyd 1999). Films can
thus be used as material from which to
obtain information, not so much in terms
of the story that they tell, but for the sit-
uations they enact (Bhugra 2003). Fur-
thermore, as we said above, the thematic
illustration frequently requires the figu-
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rative illustration, which can enrich and
clarify the description in mere words.
Films enable us to go much further, to
move from the figurative to the iconic:
cinematographic representation clothes
figures completely, it produces the refer-
ential illusion that transforms them into
images of the world (Greimas & Courtés
1979), in our case into images of the psy-
chopathological world.

Cinematography
and the expression
of mental disorders

The relationships between cinema
and psychiatry or psychoanalysis have
been investigated from varying stand-
points (Salter 2003, Greenberg 2003,
Bhugra, 2005). Christian Metz analysed
the mental processes, expectations, ten-
sions, and forms of identification that
compel the spectator at the cinema
(Metz 1977), Glenn and Krin Gabbard
considered how the cinema, through
stereotypes, has represented the pro-
fessionals of psychiatry (Gabbard &
Gabbard 1999) and last but not least,
Ignazio Senatore, Italian psychiatrist
and psychotherapist, has written many
works on the relationship between the
cinema and the psyche (Senatore 1998,
2002, 2004, 20006).

The authors, members of the Section
on Informatics and Telecommunica-
tions in Psychiatry, decided to use cin-
ematography in making a DVD-ROM.
Indeed, one of the main aims of the Sec-
tion on Informatics and Telecommuni-
cations in Psychiatry is to improve the
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potential for communication and the ex-
change of information among those in-
volved in mental health care includ-
ing the key area of teaching. Further,
our world wide association needs to be
aware that language does not necessar-
ily always permit the perfect sharing of
all the nuances and fine details of psy-
chiatric syndromes.

The DVD-ROM fundamentally com-
prises two sections, one being of text
in the form of a basic treatise on men-
tal illness with text links. The other part
is iconographic, comprising 130 video-
clips taken from 57 films, which are de-
scriptive and representative of the differ-
ent mental disorders treated in the basic
text. This is therefore a hypertext prod-
uct (or better a multimedia one, since it
comprises different media) that enables a
free connection (of the associative type)
between “nodes” (blocks of text or vid-
eo), through links between the various
blocks.

The DVD can thus be read non-se-
quentially, ordered by centres of inter-
est. A great quantity of information can
be viewed, in ways selected by the user,
and, at the same time, in ways planned by
the authors.

To find one’s way around this network
of links (to “navigate”) we start with a
compass (a sort of map) that is simply
the general index of the subjects treat-
ed. There are nine principal head-words:
consciousness disorders, orientation dis-
orders, attention and concentration dis-
orders, memory disorders, intelligence
disorders, thought disorders, percep-
tion disorders, affect disorders — which
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also includes anxiety disorders — and be-
haviour disorders, including aggressive-
ness.

By clicking on one of these head-
words, for example “thought”, we ac-
cess the basic text and naturally the
description of thought and of thought
disorders (figure 1). The treatment in
the basic text is deliberately simple and
schematic, almost by bullet points, so
that the DVD can be used by non-spe-
cialists. The index of the nine main
subjects remains in the column along-
side the text and, if desired, the subsec-
tions can also be accessed. This makes
it possible to navigate around the text

File Modifica Visualizza Preferiti Strumenti ?

quickly by principal subjects and by
subsections of those subjects.

The user can scroll down the basic text,
so as to read it. But, at any time he or she
desires, by clicking on the icon show-
ing a cinecamera situated alongside the
head-word, may enter into what might be
called the “core” of the DVD (figure 2).
This “core” is the central page (there are
a total of 97 central pages in the DVD): at
this point, in autoplay it is possible to see
the representative video-clip that illus-
trates the disorder in question. Natural-
ly, the video clip can be enlarged to full
screen and may be controlled via the usu-
al available commands.
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Figure 2. The “core” of the DVD: the central page.

Thus the user has moved on from a se-
quential reading (that of the basic text) to
a hypertext reading, with the possibility
of freely accessing the various “nodes”,
through a personalised consultation of the
different links present in the central page.
Here, alongside the films to be viewed, at
one side there is a list of the video-clips
that have some connection with the dis-
order in question; the list of the in-depth
technical descriptions related to it; the list
of the diagnostic categories of the DSM—
IV TR in which the disorder in question
is listed.

If the viewer wants to compare the ex-
pressions of different mental disorders
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(for example to view and compare a de-
lusion of influence with a delusion of ref-
erence) or if he or she simply wants to
skip reading the basic text and navigate
among the films, this is possible through
the list of correlated video clips. Click on
the head-word in question and the clip
that illustrates it will start in autoplay.

The in-depth technical descriptions are
in the form of text windows (figure 3),
whose aim is to go into the subject ex-
plored in greater depth, the treatment be-
ing at a higher level than the basic text
which, as we have said, can also be used
by non-experts. These descriptions con-
tain the authors’ personal views, along-
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Figure 3. The “window” with the in-depth technical description

side contributions from the “classics”
of psychopathology. For example, click-
ing on the item “delusion” a window will
pop up with the description in question.
Naturally, these descriptions betray the
authors’ viewpoint: they favour a phe-
nomenological and hermeneutic mod-
el, in particular a psychodynamic model,
of psychiatric symptoms rather than the
clinical-descriptive approach.

Likewise with the list of diagnostic cat-
egories of DSM-IV TR: clicking on one
of the entries listed, a window pops up
with the description of the diagnostic cat-
egory in question, for example “Delusion-
al disorder” (figure 4). Specific graphic

266

symbols make it possible to differenti-
ate between cases in which the disorder
in question (“delusion”) is explicitly list-
ed among the criteria of the diagnostic
category (“delusional disorder”), those in
which it is not listed as such among the
criteria but can be deduced from them,
and lastly, those in which the disorder
does not appear among the diagnostic cri-
teria, but clinical experience documents
it among the possible signs and symp-
toms of the category in question.

Naturally, at any time it is possible to
return to the map, the general index page,
from which the bibliographical refer-
ences and a list of films can be accessed
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Figure 4. The “window” with the diagnostic category (DSM-IV TR) and the legend.

(these can also be accessed directly from
the central pages).

Using the films
for learning purposes

By entering into the reality of the film,
the user of the DVD can capture emotions,
behaviours, thoughts, including those that
the theoretical description frequently does
not succeed in presenting and that, in di-
rect observation of the patient (where such
observation is possible) can frequently es-
cape us, perhaps because the patient him
or herself keeps them hidden.
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The user can also view the scenes re-
duced to short “clips”, once or more than
once (at will or at need) and can interrupt
them by halting the image (to grasp sig-
nificant expressions). Verbal definitions
can also continually be correlated with
the representations.

But, above all, the filmed reality enables
mental disorders to be contextualised,
that is they can be observed in the con-
text in which they are produced and de-
velop, within those social and human in-
teractions that are frequently their cause,
and that in any case determine their ex-
pression and evolution. Thus, from the ba-
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sic text it is possible to learn that “preva-
lent or dominant ideation” is “an idea or
a set of ideas, of themselves substantial-
ly normal, that are privileged with respect
to other mental contents in occupying the
field of awareness, in relation to the strong
emotional load connected to them”, but
through Woody Allen’s great interpreta-
tion in “Hannah and her sisters” we can
grasp the intrusiveness of the fear of hav-
ing a brain tumour, as this thought is reit-
erated in different places and times, which
enables the impact to be seen in the ex-
pression of the actor’s face, in his body
posture, in the trembling of his voice, all
within the relational, professional and so-
cial context of his Manhattan.

The same holds for the comparison be-
tween photographs and films. The extraor-
dinary series of photographs by Charcot
on the symptoms of hallucination shows
us the emotional resonance of the dis-per-
ception of Célina, a ‘“hysterical-epilep-
tic” woman patient, which we see on her
face in the form of expressions of anxi-
ety, surprise, disdain, irony, terror, repug-
nance, etc. But the splendid interpretation
by Russell Crowe and Jennifer Connel-
ly (John and Alicia Nash) in “A beautiful
mind” by Ron Howard, tells us much more
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Introduction

In 1900 only 15% of world population
lived in urban areas. In 2030 this percent-
age will rise to 60%. On May 23, 2007,
according to data published by North Car-
olina State University and Georgia Uni-
versity, the overtaking took place: for the
first time the urban population exceeded
the rural. The metropolitan area is des-
tined to increasingly become the new en-
vironment of 21st century homo sapiens
(Sterling 2002).

This statement is supported by academic
evidence. In recent years some investiga-
tors have focused their attention on the big
city, the “megalopolis”, and their findings
have prompted architectural investments,
as well as urban, industrial, commercial,
ecological and health care plannings (Re-
inhold & Kadambari 2007).

This focus of interest on the new large
urban reality is based not only on academ-
ic inquiry but also on extraordinary con-
cerns. The big “megalopolis” often under-
goes rapid and uncontrolled development,
which in turn may produce “desperate set-
tlements”, that become integral part of the
urban environment with a significant im-
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pact on the urban dynamics. These settle-
ments, often called “slums”, are built at the
outskirts of the city, arising illegally most
often from nothing, named as favelas,
ranchitos, deprived banlieu. A significant
segment of the urban population lives on
the border or within the “planet of slums”.
Many inhabitants of these informal settle-
ments lead an “up-to-date” life. They own
mobile phones, laptops, motorcycles, ap-
pliances and satellite dishes. They frequent
internet cafés and they wear clothes made
in China. While they are poor, they lead
the same “ultramodern” life as the major-
ity of the inhabitants of the large metro-
politan areas.

The largest metropolitan areas are also
characterized by other forms of urban-
ization, such as large shopping malls and
so-called “inner-city villages”, which ar-
tificially reproduce the lost world of the
small town, where everyone knows and
recognizes everybody else.

When looking at big metropolitan ar-
eas one could identify the following am-
bivalence: on the one hand a modernist
tension, the “modernist dream” for many
authors, who still want to believe in large
projects and utopias, obviously destined
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to defeat, on the other hand a realistic
recognition of the so-called “post-mo-
dernity” or “failed modernity”, or “ret-
ro-modernity”, already swept away by
globalization and also doomed to a poor
outcome. Some authors advance the the-
ory of the multi-national-cities achieve-
ment, large and undifferentiated urban
areas, characterized by the same unvar-
ied landscape from any side you look,
with only few distinctive areas.

This is the true planet-city, epitomized
by Los Angeles, as it was seen and de-
scribed by the best post-modern Euro-
pean theoreticians, like Jean Baudrillard
and Umberto Eco. Los Angeles offers
herself to the observer as a spread-out
metropolitan area, without plans, absorb-
ing everyone and everything, continu-
ously evolving, within from time to time
unstable and changeable borders. Los
Angeles was represented in the view of
visitors as a symbol, a city without dif-
ferences and full of shadows. Today Los
Angeles is conceding its primacy of plan-
et-city to another US metropolitan area,
Las Vegas, another utopian and artificial
model of planet-city.

The development of Las Vegas could
lead, as some futuristic and visionary
dreamers assumed, to a monstrous con-
nection with Los Angeles, becoming the
first practical model of “multicity”.

Health care policy has a major bearing
on big cities. Metropolitan areas are com-
plex social environments that are home to
disproportionately large numbers of dis-
enfranchised and marginalized groups,
including the poor, socially excluded
people, and illegal and legal immigrants.
Thus, despite the diversity and richness
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of their residents, the most vulnerable
and oppressed segments of the population
also live in the big cities. These groups
are heavily impacted by health care pol-
icy, particularly public health programs,
funding for public health care facilities,
as well as a range of other policies that
both directly and indirectly impact peo-
ple’s health (Dye 2008).

The majority of people now live in urban
areas and will do so for the foreseeable fu-
ture. As a force in the demographic and
health transition, urbanization is associat-
ed with falling birth and death rates and
the shift in burden of illness from acute
childhood infections to chronic, non-com-
municable diseases of adults. Urban in-
habitants enjoy better health on average
than their rural counterparts, but the bene-
fits are usually greater for the rich than for
the poor, thus magnifying the differences
between them. Today the main obstacles
to improving urban health are not techni-
cal or even financial, but rather they are re-
lated to governance and the organization
of civil society. A community-based mis-
sion, orientation, and strategies are neces-
sary to promote the health and the men-
tal health . In urban areas, safe, affordable
housing, greater availability of food, ad-
equate numbers of public parks and ex-
ercise facilities, and easy accessibility to
public transportation systems and medi-
cal facilities are all crucial to promoting
healthy communities and healthy lives.

Over the last few years research on ur-
ban mental health has flourished, as sig-
nificant contributions have been made
in this expanding field. In this update
we will summarize the latest develop-
ments in the field. First, we will discuss
the most important research approach-
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es in urban mental health, we will then
deal with some of the emerging issues
in urban mental health in the developing
world, and finally we will discuss envi-
ronmental as well as social determinants
of urban mental health.

Research approaches

The three most commonly cited ap-
proaches are the rural vs urban approach,
the intercity comparisons approach and
the multilevel contextual model. An ex-
ample of urban vs rural model is the Na-
tional Morbidity Survey in Great Britain
(Paykel et al 2002), which found no rural-
urban differences in overall morbidity,
although they found more likelihood of
multiple diagnoses in large metropolitan
counties. Although overall, studies com-
paring rural to urban areas have yelded
conflicing results, recently there has been
renewed interest in this approach espe-
cially in the field of suicide and of psy-
chosis (Dekker et al 2008, Pedersen &
Mortensen 2001).

The in between-cities study design at-
tempts to understand how determinants of
health and mental health differ in direct-
city to city comparisons. This kind of de-
sign has been used especially in compari-
sons of health/mental health care systems
among different cities (Rodwin & Gus-
mano 2002). A third approach examines
contextual intra-city differences of health
and mental health determinants in discrete
spatial units (neighborhoods or communi-
ties) to identify specific characteristics as-
sociated with health and mental health
problems. For example a study by Galea et
al (2005) found living in areas with poor
quality of built environment to be associ-
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ated with greater likelihood of depression,
while Kirkbride et als identified specific
socio-environmental risk factors, such as
deprivation, social capital and social mo-
bility correlated with the incidence of psy-
chosis (Kirkbride et al 2007).

All three designs are heavily context-
dependent, therefore their findings are
difficult to generalize to other cities and
even other areas of the same city. Never-
theless, by focusing on smaller units, this
last approach allows to circumscribe the
scope of inquiry, which in turn makes ad-
dressing findings more manageable.

Given the multifaceted nature of the
urban mental health field, to better un-
derstand the impact of urban living on
health and mental health, some investiga-
tors have proposed a variety of approach-
es. More recently, Vlahov et al (2005)
summarized them as follows: the urban
health penalty, the urban sprawl model,
the urban health advantage model and the
urban living conditions model. The urban
health penalty model posits that urban ar-
eas, due to unhealthy environments creat-
ing the conditions for poor health. Thus,
penalty stands for higher rates of medical
problems, mental illness and substance
abuse. For example, a recent German
study found that higher levels of urban-
ization were linked to higher 12 month
prevalence for almost all major psychiat-
ric disorders (Dekker et al 2008). Simi-
larly, in the Netherlands, five levels of in-
creasing urbanization were significantly
associated with increasing prevalence of
psychiatric disorders (Penn et al 2007).

The urban sprawl model focuses on the
negative impact of rapid sub-urbaniza-
tion of cities on health and mental health,
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with increased rates of illness secondary
to sedentary lifestyles, increased pollu-
tion and loss of social capital (Frumkin
2002). The third model is the urban health
advantage, which emphasizes the health
benefits of living in cities. For example,
there is some evidence that, particularly
in developing countries, some health indi-
cators, such as infant mortality rates (es-
pecially among the poor) are better in cit-
ies than in rural areas (Montgomery et al
2003). Proximity of wealth, providing ac-
cess to resources to the poor, availability
of higher levels of social support and bet-
ter access to necessities of life are thought
to account for such advantage.

Finally, urban living condition focus-
es on health and mental health as shaped
by a variety of contexts. Health in cities
is seen as a function of individual factors
affected by local, social and physical en-
vironments. This is an integrated model
that allows seeing urban health and mental
health through a stratified prism of multi-
ple levels of analysis (Galea et al 2005).

This comprehensive framework, can
casily integrate the three previously cited
ones and has the added advantage of flex-
ibility of looking at the larger as well as
the more circumscribed level.

In recent years the field of urban mental
health has shifted from the epidemiolog-
ical focus to a contextual one. More and
more health and mental health in urban
areas are viewed as a result of the con-
vergence of a multi-layered set of con-
textual influences that are often interde-
pendent or happening at the same time.
Because the literature on these broad cat-
egories is too vast to summarize, this re-
view will focus on most recent findings
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on environmental and social factors’ ad-
verse impact on health and mental health
in cities, while the other dimensions will
be discussed elsewhere.

Physical environment
and determinants
of urban mental health

It has been argued that the feature that
most distinguishes the 20th century from
previous centuries is the extent to which
humans have been able to influence the
physical environment.

The characteristics of the urban built
environment affecting mental health have
been less studied than the same character-
istics impacting general health. The dete-
rioration of inner cities has been found to
promote the spread of HIV, tuberculosis,
violence and health disparities.

The pioneers in this area of urban men-
tal health were Faris and Dunham, who in
1939 studied the neighborhoods of origin
of 30,000 psychiatric patients treated in a
Chicago area facility. Their findings were
that higher rates of schizophrenia and sub-
stance abuse disorder were coming from
“deteriorated regions in and surrounding
the center of the city, no matter what race
or nationality inhabited that region”.

Galea et al (2006) among 1355 respon-
dents found that residence in neighbor-
hoods characterized by a poor quality
built environment was associated with
greater individual likelihood of past
six months and lifetime depression, af-
ter adjusting for age, race/ethnicity, sex
and income. Similarly, living in a poor
neighborhood has been associated with
higher levels of depressive symptoms in
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older adults, after controlling for indi-
vidual vulnerabilities (Kubzansky et al
2005).

According to Klitzman et al (2006)
the defining characteristics of the urban
physical to the urban social environment,
are density, diversity and complexity.
Physical and social environments inter-
act in complex ways to affect health and
well being. She divides them in underly-
ing community level factors (population
density), physical infrastructure systems
(transportation, solid waste) housing, and
proximate levels of environmental medi-
ators such as water and air quality, dust
and soil, noise, local climate, pestilence
and disasters.

The physical conditions of a spatial unit
such as neighborhood provide the oppor-
tunities for people to interact and mon-
itor the group’s behavior. That deterio-
rated appearances of buildings should
be associated with higher crime rates is
somewhat intuitive given the criminals’
tendency to choose areas where they
can conduct their activities with impu-
nity. Hence some approaches to “fix bro-
ken windows” as a preventive measure
against crime (Wilson & Kelling 1982).

Children aged 9—11 living in inner city
neighborhoods were found to be more fear-
ful, lonely and unhappy than other chil-
dren after controlling for social variables
(Homel & Burns 1989). Similarly, higher
levels of depression, anxiety and conduct
disorders were found among adolescents
living in neighborhoods considered dan-
gerous and marked by graffitis compared
to adolescents from more ordered neigh-
borhoods (Aneshensel & Sucoff 1996).
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The developing world

In the developing world, where most of
the fast growth of urbanization is concen-
trated, slums account for a high percentage
of that growth. A slum is a “wide range of
low income settlements and poor human
living conditions” (UN Habitat 2003).
Slums lack basic services, are character-
ized by overcrowded populations housed
in substandard constructions and exposed
to unhealthy living conditions. It is calcu-
lated that 31.6% of the world urban popu-
lation, 43% in the least developed coun-
tries, live in slums. It is estimated that in
30 years the number of people living in
slums will grow to 2 billion.

From an environmental view point, ac-
cess to safe waste, garbage removal and
proper sanitation are all deficient in the
cities of the developing world with result-
ing high frequency of infectious diseas-
es and water-washed disease. Waste land-
fill has been associated with low birth
weight, birth defects, infectious disease
and neoplastic disease, all conditions with
significant mental health consequences.
Pollution, especially particulate matter
increases the risk of cardiovascular dis-
ease and asthma. Outdoor ambient pollut-
ants have been associated with deleterious
mental health outcomes (Evans 1994).

Noise has been associated with medical
problems such as hypertension and isch-
emic heart disease as well as psychological
distress in children. Poor housing condi-
tions are associated with respiratory dis-
eases, infections, mental health problems
and injuries. Other factors having a nega-
tive impact on health and mental health are
poor transportation, climate and geogra-
phy and being prone to natural disasters.
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A significant perspective on the interac-
tion between the environment and health/
mental health was produced in 2006 by the
World Health Organization, with the publi-
cation of it’s “Project on Preventing Disease
Through Healthy Environment”. In this ef-
fort WHO’s definition was a follows: “The
environment is all the physical, chemical
and biological factors external to the hu-
man host, and all the related behaviors, but
excluding those natural environments that
cannot be reasonably modified”.

In this study 3 experts for each of the
102 diseases/injuries researched were
asked to provide their estimate of the
fraction of burden of disease attributable
to reasonably modifiable environment,
based on systematic literature reviews.
The results showed that environmen-
tal factors contributed 24% to the glob-
al burden of disease (in Disability Ad-
justed Life Years, DALY’s) and 23% of
all deaths. Diarrheal disecase, lower re-
spiratory infections, neuropsychiatric
conditions and cardiovascular diseases
are the largest contributors to global dis-
ease with an environmental component.
Yet the report concludes that the over-
all contribution to the disease burden
of neuropsychiatric disorders was rela-
tively modest (attributable fraction esti-
mates at 13%).

Social determinants
of urban mental health

A number of authors have recently ad-
dressed the topic of social determinants
of urban health and mental health.

For example, in Lisa Berkman’s formu-
lation (Kawachi & Berkman 2001), so-

276

cial networks impact on health and men-
tal health by a cascade of causal processes
going form the macrosocial to the psycho-
social mechanisms. She argues that social
networks should be seen in a larger and so-
cial context and upstream forces are seen
to condition network structure. Converse-
ly, downstream forces are thought to con-
dition the influence on social and interper-
sonal behavior. Using the Durkheim social
integration theory and John Bowlby’s at-
tachment theory, she arrives at one over-
arching model on how social mechanisms
affect health and mental health.

Social determinants cause deleterious
effects on health through pathways of en-
vironmental exposures. Kjellstrom and
Corvalan (2007) at WHO have created a
framework to describe these pathways.
The driving forces are socially deter-
mined, they lead to pressures on environ-
ment contributing to change in the state of
the envoironment, which in turn produces
effects on health. For example, effects on
health would be mortality trends, environ-
mental burden of disease, occupational in-
juries and diseases and traffic car injuries.
All of these variables have major mental
health correlates that can be addressed by
comprehensive approaches including up-
grading of infrastructures, health promo-
tion and community participation.

The World Health Organization and the
Pan American Health Organization have
demonstrated that achieving equitable
environmental health conditions depends
on social and environmental changes and
that the two of them are inextricably in-
tertwined. Their program, WHO Healthy
Cities Europe and PAHO Healthy Munic-
ipalities Cities and Communities aim at
positively impacting the environment as
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a source of health and mental health and
by driving forces and pressures through
governmental and local programs.

Within the urban social environment,
social networks and social groups regulate
behavior that affects mental health (sub-
stance abuse, sexual behavior etc). Social
capital includes organizations and com-
munity organizations that may influence
mental health. Social support is consid-
ered to have a beneficial effect on stress-
ors as well as provide access to service
that significantly impacts health. Kawa-
chi and his group at Harvard have found
that social support produces positive psy-
chological states including a sense of pur-
pose, belonging, security and recognition.
This leads to increased motivation for self-
care and modulation of neuroendocrine
response to stress. Furthermore, the per-
ceived availability of social support in the
face of a stressful event may lead to a more
benign appraisal of the situation and block
cascades of negative feelings and behav-
iors. Social isolation would have opposite
effects (Coutts & Kawachi 20006). It is also
important to emphasize that cultural fac-
tors significantly modulate the impact of
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social norms, values, expectations and be-
lief systems when it comes to health and
mental health.
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has been a wealth of research on environ-
mental and social determinants of urban
mental health. Given the projections of
worldwide urban growth for the coming
decades, it is hoped that some of this re-
search will translate into policy address-
ing health and mental health in urban
populations.
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According to reports from occupation-
al mental health professionals and labor
organizations in various countries, the
work environment has undergone dras-
tic changes over the past years, affecting
not only specific workplaces but coun-
tries’ economies as well. The causes for
these changes may vary for each country;
however, there is no question that these
changes have created new challenges in
occupational mental health.

In this section, we will: (1) introduce
the changes in the workplace in various
countries and their effects; (2) cite cur-
rent researches, practices, and measures;
(3) outline the obstacles that confront us.

Changes in the work environment
and the effects
on employee well-being

In occupational psychiatry profession-
als and practitioners have been empha-
sizing the importance of employee stress,
and they try to increase awareness of the
relationship between stress in the work-
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place and the level of productivity in the
society. Recently, employers have begun
to acknowledge the effect of stress, and
the recommended way to increase pro-
ductivity in workplaces is gradually shift-
ing. For example, Brazil owned slaves as
workforce until the turn of the 19th cen-
tury. At that time the primary concern of
its economy was to increase productivi-
ty, while neglecting the workers’ well-be-
ing. It was only in 1988 when the govern-
ment finally recognized the employees’
health as a duty of the State. Now, many
see good employee mental health as a key
component for high productivity.

One of the critical factors with ma-
jor influence on employee well-being is
workplace conditions. A workplace is a
very complex and yet very sensitive en-
vironment because itself is composed of
and influenced by various factors. Here,
two examples, which have caused enor-
mous changes in workplaces, are present-
ed; a change in economics and a change
within a company. Then this section dis-
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cusses how those changes affected the
workplace.

Global trend in the workplace

Economic change greatly influences
the work environment. In the early 1990s
in Japan, the “Bubble Economy” burst.
The incident led the whole country into
a job-scarce environment in succeeding
years due to reorganization and restruc-
tualization by many companies and en-
terprises. Those companies were forced
to reduce the number of employees, cut
their salaries, and withhold new recruit-
ment to reduce labor costs. Additional-
ly, a great number of employees were
encouraged to accept voluntary retire-
ment and early retirement with incen-
tives. These are a few examples of many
measures executed for several years at
this time.

As seen in the above, when changes oc-
cur within a company, it involves its man-
agement policies. Recently, industries in
many countries weigh more on the out-
comes than the process as the world
economy changes. So the management
systems also shift to evaluate more on
outcomes. This modification inevitably
changed the way people work. These in-
clude labor intensification, time-squeeze,
lack of control over own job, long work-
ing hours, income insecurity, job insta-
bility, and merit pay. This trend certainly
directly affects employee mental health,
and it also implemented strains in the
workplace.

The economic collapse is not the only
thing that causes change in a workplace.
Economic development produced further
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requirements for higher skills and spe-
cialties in employees. The demand for
computer skills is understandably nec-
essary, but employees also must contin-
uously learn new skills, which are only
useful for a particular job and may turn
out to be useless when personnel chang-
es occur. Further researches conducted in
the occupational mental health field have
revealed that psychological and organiza-
tional factors may contribute to occupa-
tional health problems.

Problems related to employees’
well-being

The fact that employees’ mental health
is often undermined by work-related
stresses is now widely recognized, and
the stress often arises when the work en-
vironment changes. Since the burst of
“Bubble Economy” in the 1990s, em-
ployees in Japan have been undergo-
ing perpetual adjustments under the
new economic conditions, while leaving
many issues and assignments about their
mental health on their path. Middle-aged
and older employees, for example, tend
to have trouble adjusting to the dramat-
ic changes in the company structure due
to decline in their flexibility and adapt-
ability. On the other hand, the number of
young workers with mental health prob-
lems has been increasing over the last
several years. Generally described as be-
ing “fragil”, they tend to develop men-
tal health problems in relationships with
others at work, possibly as a result of
lower resistance to stress, compared to
older people. Furthermore, young work-
ers demonstrate the following features
in many cases: they are often vulnerable
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and slow to recover after sick leave, and
they tend to lack coping skills for trauma
or bad experiences.

One major problem in occupational
psychiatry, like other psychiatric areas, is
the matter of suicides. In Japan and many
other countries, suicide has become a
substantial problem in workplaces. The
number of suicides in Japan has re-
mained at abnormally high levels exceed-
ing 30,000 for ten consecutive years from
1998. Nearly half of all cases commit-
ted suicide due to economic and personal
problems, including debts and hardships
of life, problems which arose massively
among workers when the “Bubble Econ-
omy” burst.

Other than the major economic inci-
dent, factors specific to each age group
also influence suicide rate. The high oc-
currence of suicide among middle-aged
and older workers in “the prime of life” is
astounding. Suicide from overwork with
underlying depression is prevalent among
this group. Occupational stress arising
from chronic overwork, inability to meet
work quota, etc. is inferred to occur in the
background (Shima 2008).

As described by the recent special is-
sue of ‘Depression in the workplace’ in
the Journal of Occupational and Environ-
ment Medicine, depression in the work-
place has become very common and is
one of the major issues in the field of oc-
cupational psychiatry (Caruso & Myette
2008). Emotional problems in employees
affect not only employees themselves,
but also their co-workers, their employ-
ers, and their families. Since those prob-
lems can lead to profound financial and
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organizational costs, they have recently
received much more concern in the busi-
ness world.

According to a review by Dame Car-
ol Black, the national Director for Health
and Work and the former President of the
Royal College of Physicians, ill-health in
workers costs the UK government 100 bil-
lion euros annually. An unhealthy work-
place reduces company’s performance
and productivity and it notably costs the
company’s finances as well. Emphasizing
employees’ well-being assists in achiev-
ing high productivity in companies, and
it enables maintenance of a country’s
healthy economy.

Interventions in occupational
mental health

Recently, well-being in the workplace
has been receiving tremendous attention
among researchers, policy makers, and
other professions. In China, the Nation-
al Natural Science Foundation of China
(NSFC) advocates that more occupation-
al mental health projects should be car-
ried out in many important fields, such as
neurosciences, psychology, and preven-
tive medicine. Here, we will cite some
current researches, and reveal how re-
searchers and other professionals apply
those findings in the society.

The relationship of stress to work
and health

Large national representative sur-
veys on the relationship between work
stress and self-rated mental and physi-
cal health were conducted in Hungary
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(Kopp et al 2008). The results suggest-
ed that depressive symptoms are strong-
ly affected by the following work relat-
ed factors: job insecurity, low control,
troubles at work due to life events, dis-
satisfaction with work and with superi-
ors, and low social support at work, for
both men and women. Among work-re-
lated factors, job security and control
at work were the most important de-
termining factors for well-being, while
personal income was less closely related
to well-being than other subjective job-
related measures. These findings signi-
fy the importance of healthy working
conditions. Furthermore, workers with
excessive workloads, which interfere
with leisure time, tend to rate their own
health lower.

Stress related to work has effects on
both a worker’s mental health and phys-
ical health. Recent studies revealed that
occupational stress is also related to car-
diovascular diseases, psychological disor-
ders, impaired immune functions, work-
place violence and injuries (Kopp et al
2006). These findings help to shed light on
important factors explaining both mental
and physical health in the workplace.

Current activities of occupational
mental health

Originally, the basic aim of occupa-
tional medicine was to maintain and pro-
mote mental and physical health without
directly addressing diseases and impair-
ments, while focusing on primary pre-
vention. In Japan, however, the govern-
ment has become highly concerned with
the problems of employees’ mental health
and suicides in the late 1990s; thus the
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government necessitated expansion of
the industrial coverage to include dis-
eases. Therefore, mental health activities
promoted by the national government in
the area of occupational medicine have
evolved and constructed the Guidelines
for Promoting Mental Health Care in En-
terprises (Ministry of Health, Labour and
Welfare 2000, 2006).

These guidelines were formulated in
response to the rapid deterioration of
workplace mental health in and after the
later 1990s. These indicate the following
four types of care; namely self-care, care
by line manager, professional care by in-
house industrial health staff, and care
by outside resources. Mental health pro-
fessionals, using these guidelines, have
strived to provide systematic and com-
prehensive measures to promote men-
tal health as well as to achieve appropri-
ate care to those who are in need. At the
same time, individual and organization-
al interventions have been evolving along
with the development of tools to assess
both individual and organizational stress-
es and health.

Other countries have enacted measures
to confront the problems, too. In Brazil,
The List of Diseases Related to Work was
published by the Ministry of Health in
1999. It included mental disorders, which
significantly contributed to increase the
awareness and the prevention of mental
health problems. Moreover, a new nation-
al act came into effect in 2007, which de-
termines the inverse of the onus of the
proof. For example, if a worker lays a
claim, companies and corporations have
to prove that there is no relationship be-
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tween the illness (or the work accident)
and the work conditions/environment.

On the other hand, in the UK, the De-
partment of Health has set the framework
and standards for occupational health,
and it emphasized the following areas in-
cluding a healthy workforce, a healthy
workplace, reducing hazards at work,
and occupational stress. In March 2008,
Dame Carol Black called for a new ap-
proach to work-related health services,
and implored “urgent and comprehen-
sive reform.” These proposals focus on
maintaining people’s health at work and
on supporting their return to work after
sick leave.

Based on research, many countries are
now seeking the appropriate way to ap-
ply those findings back to society. Exam-
ples of a few common ideas among these
measures are to increase awareness in
employees, to prepare and adjust to the
appropriate working environment, and to
intervene with proper tools and assess-
ments for both individuals and organiza-
tions.

Future study directions
The needs for further education

In many countries, occupational psy-
chiatry or occupational mental health is
not yet recognized sufficiently among
professionals, and thus mental disorders
related to work are often diagnosed by
general occupational physicians, most
of them without proper training in psy-
chiatry. In Brazil, few universities teach
occupational psychiatry and conduct re-
searches in the subject. The great major-
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ity of universities do not teach it yet. The
importance of employees’ mental health
has increased due to rapid changes in the
world economy; thus further education
and also places that can provide such ed-
ucation are in great demand.

Areas of future research

In the environmental and occupation-
al health fields in China, many cross-
sectional studies have been carried out
to describe the psychological status of
the occupational population, while only
a little analytical scientific research has
been conducted to establish the valid in-
dicators. The establishment of research
and training capacities is critical for re-
sponding to current workplace challeng-
es. People have to minimize the negative
effects of stress to maintain psychologi-
cal and physical health when confront-
ing new challenges at the workplace or at
home. Further studies are required to de-
velop new multi-disciplinary approaches
to explore behavioral, psychiatric, engi-
neering, and organizational solutions to
occupational mental health problems.

Implementation of programs
and services

Despite the possibility of circular cau-
sality, there is a need for occupation-
al mental health services at workplaces
to possibly prevent mental and physical
health deterioration related to job stress
in the active population. However, to im-
plement services and programs properly,
highly organized leaderships and gover-
nances are required as well as satisfacto-
ry consultation within each profession to
maintain high-quality service.
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