World Psychiatry

OFFICIAL JOURNAL OF THE WORLD PSYCHIATRIC ASSOCIATION (WPA)

Volume 9, Number 2

June 2010

EDITORIAL RESEARCH REPORTS
Mistakes to avoid in the implementation of 65 Exploring the apparent absence of psychosis 98
community mental health care amongst the Borana pastoralist community of
M. Maj Southern Ethiopia. A mixed method follow-up
study
SPECIAL ARTICLES T.h SHIBIRE, fS TE.FERRA, E.hMORG;:N, A ALEM
WPA guidance on steps, obstacles and mistakes 67 OIS0 anxious an ypert ymie | LY
4 . . . temperaments in mental disorders: a national
to avoid in the implementation of community . . .
epidemiologic study
mental health care
E.G. KARAM, M.M. SALAMOUN, J.S. YERETZIAN,
G. THORNICROFT, A. ALEM, R.A. Dos SANTOS,
Z.N. MNEIMNEH, A.N. KARAM ET AL
E. BARLEY, R.E. DRAKE ET AL
.. . . The effectiveness of child and adolescent 111
Successful cognitive and emotional aging 78 c . . .
psychiatric treatments in a naturalistic
D.V. JestE, C.A. DEPP, 1.V. VAHIA . .
outpatient setting
M. BACHMANN, C.J. BACHMANN, K. JOHN,
FORUM: PROBLEMATIC INTERNET USE - M. HEINZEL-GUTENBRUNNER, H. REMSCHMIDT ET AL
RESEARCH EVIDENCE AND OPEN ISSUES
Problematic Internet use: an overview 85 MENTAL HEALTH POLICY PAPER
L8 AT O oD Integration of mental health into primary 118
. care in Kenya
Commentaries R. JENKINS, D. Kiva, F. NJENGA, M. OKONJI,
Internet addiction over the decade: a personal 91 J. KINGORA ET AL
look back
K. Youne WPA-WHO PARTNERSHIP
Problematic Internet use: a distinct disorder, 92 Orienti . . ..
. . . rienting psychiatrists to working in 121
a manifestation of an underlying psychopathology, ies: a WPA-WHO Kksh
troublesome behaviour? emergencies: a . Workshop
ora : M. vAN OMMEREN, L. JONES, J. MEARS
V. STARCEVIC
Problematic Internet use and the diagnostic 93
journey LETTERS TO THE EDITOR 123
N. EL-GUEBALY, T. MUDRY
Problematic use in context 94 WPA NEWS
J. KORKEILA The 15th World Congress of Psychiatry 126
The Internet: every good thing has a dark side 95 (Buenos Aires, September 18-22, 2011)
J. GREIST WPA Project on Partnerships for Best Practices 127
Problematic Internet use: is it more compulsory 96 in Working with Service Users and Carers
than rewarding or mood driven? H. HERRMAN
S. PALLANTI
Internet addiction: ongoing research in Asia 97

C.-E YENn, J.-Y. YeN, C.-H. Ko

ELSEVIER

FIRST IMPACT FACTOR: 3.896

ISSN 1723-8617



The World Psychiatric Association (WPA)

The WPA is an association of national psychiatric societies
aimed to increase knowledge and skills necessary for work in
the field of mental health and the care for the mentally ill. Its
member societies are presently 135, spanning 117 different
countries and representing more than 200,000 psychiatrists.

The WPA organizes the World Congress of Psychiatry
every three years. It also organizes international and regional
congresses and meetings, and thematic conferences. It has 65
scientific sections, aimed to disseminate information and pro-
mote collaborative work in specific domains of psychiatry. It
has produced several educational programmes and series of
books. It has developed ethical guidelines for psychiatric
practice, including the Madrid Declaration (1996).

Further information on the WPA can be found on the web-

site www.wpanet.org.

WPA Executive Committee

President — M. Maj (Italy)

President-Elect — P. Ruiz (USA)

Secretary General — L. Kiiey (Turkey)

Secretary for Finances — T. Akiyama (Japan)
Secretary for Meetings — T. Okasha (Egypt)
Secretary for Education — A. Tasman (USA)
Secretary for Publications — H. Herrman (Australia)
Secretary for Sections — M. Jorge (Brazil)

WPA Secretariat

Psychiatric Hospital, 2 Ch. du Petit-Bel-Air, 1225 Chéne-
Bourg, Geneva, Switzerland. Phone: +41223055736; Fax:
+41223055735; E-mail: wpasecretariat@wpanet.org.

World Psychiatry

World Psychiatry is the official journal of the World
Psychiatric Association. It is published in three issues per year
and is sent free of charge to psychiatrists whose names and
addresses are provided by WPA member societies and sec-
tions.

Research Reports containing unpublished data are wel-
come for submission to the journal. They should be subdivid-
ed into four sections (Introduction, Methods, Results,
Discussion). References should be numbered consecutively in
the text and listed at the end according to the following style:
1. Bathe KJ, Wilson EL. Solution methods for eigenvalue

problems in structural mechanics. Int ] Num Math Engng

1973;6:213-26.

2. McRae TW. The impact of computers on accounting.
London: Wiley, 1964.

3. Fraeijs de Veubeke B. Displacement and equilibrium models
in the finite element method. In: Zienkiewicz OC, Hollister
GS (eds). Stress analysis. London: Wiley, 1965:145-97.

All submissions should be sent to the office of the Editor.

Editor — M. Maj (Italy).

Associate Editor — H. Herrman (Australia).

Editorial Board - P. Ruiz (USA), L. Kiiey (Turkey), T. Akiyama
(Japan), T. Okasha (Egypt), A. Tasman (USA), M. Jorge (Brazil).
Advisory Board - H.S. Akiskal (USA), R.D. Alarc6n (USA), S.
Bloch (Australia), G. Christodoulou (Greece), J. Cox (UK), H.
Freeman (UK), M. Kastrup (Denmark), H. Katschnig (Austria),
D. Lipsitt (USA), E Lolas (Chile), J.J. Lopez-Ibor (Spain), J.E.
Mezzich (USA), R. Montenegro (Argentina), D. Moussaoui
(Morocco), P. Munk-Jorgensen (Denmark), F. Njenga (Kenya),
A. Okasha (Egypt), J. Parnas (Denmark), V. Patel (India), N.
Sartorius (Switzerland), B. Singh (Australia), P. Smolik (Czech
Republic), R. Srinivasa Murthy (India), J. Talbott (USA), M.
Tansella (Ttaly), S. Tyano (Israel), J. Zohar (Israel).

Office of the Editor — Department of Psychiatry, University of
Naples SUN, Largo Madonna delle Grazie, 80138 Naples,
Italy. Phone: +390815666502; Fax: +390815666523; E-mail:
majmario@tin.it.

Managing Director - Vincenzo Coluccia (Italy)

Legal Responsibility - Emile Blomme (Italy)

Published by Elsevier S.r.l., Via P. Paleocapa 7, 20121 Milan,
Italy.

World Psychiatry is indexed in PubMed, Current Contents/Clinical Medicine, Current Contents/Social
and Behavioral Sciences, Science Citation Index, and EMBASE.
All back issues of World Psychiatry can be downloaded free of charge from the PubMed system
(http://www.pubmedcentral.nih.gov/tocrender.fcgiZjournal=297 &action=archive).




EDITORIAL

Mistakes to avoid in the implementation of community

mental health care
MARIO Maj

President, World Psychiatric Association

In this issue of the journal, we publish the first WPA guid-
ance produced as part of the WPA Action Plan 2008-2011
(1,2), dealing with steps, obstacles and mistakes to avoid in
the implementation of community mental health care. Two
further documents are almost ready and will soon appear in
the journal: the WPA guidance on how to combat stigmatiza-
tion of psychiatry and psychiatrists, and the WPA guidance
on mental health and mental health care in migrants.

The guidance we present in this issue can be regarded as
a “second-generation” document in the area of community
mental health care, because it takes advantage of the experi-
ence of the countries in which the development of commu-
nity care has been most active, to point out not only what
should to be done to implement the process, but also the er-
rors which should not be repeated.

In this latter respect, the document contains several im-
portant statements, which I will now list and discuss briefly.

A balanced care model

The guidance affirms unambiguously that our objective
should not be the complete, although gradual, shifting from
hospital-based to community-based psychiatric care, but
“the reform of mental health services according to an evi-
dence-based approach, balancing and integrating elements
of both community and hospital services”. We have learnt
from experience that public hospital beds are necessary in
psychiatry (i.e., it is not true, as sometimes asserted, that
“psychiatry does not need any beds”). While community
mental health care is developed, the dignity and quality of
hospital care must be secured. Hospital and community ser-
vices have to be integrated, in order to ensure continuity of
care, and the general hospital should be a place where psy-
chiatry actively interacts with other medical specialties.

Preserving psychiatrists’ clinical skills

The guidance states explicitly that there is a need to “cul-
tivate psychiatrists’ clinical skills, so that they are preserved
in spite of the variety of new commitments”. A psychiatrist
who has become a first-class expert in furnishing residences
in the community, but is not able to diagnose an organic
psychosis or to plan the treatment of a girl with anorexia
nervosa, should not be proud of himself. In order to be re-
ally useful to the community (and to other professionals,

whom they are supposed to train), psychiatrists have to bring
to the community their clinical expertise. The practice of
community care will certainly enrich psychiatrists’ skills, but
the new skills will have to be added to the traditional ones,
not to replace them.

Avoiding an exclusive focus on psychotic conditions

The guidance mentions, among the “issues that may com-
promize the integrity of community based services”, “an ex-
clusive focus on psychotic conditions, so that the vast major-
ity of people with mental disorders are neglected or dealt
with by professionals who do not have the appropriate ex-
pertise”. A community mental health service with an identi-
fied catchment area whose human resources are almost ex-
clusively used to address all the needs of twenty or thirty
chronic psychotic patients, while all other people with men-
tal disorders in the catchment area are even not aware of the
existence of the service, is not really fulfilling its mandate.
The appropriate resources and synergies must be developed
in order to ensure an adequate coverage of the whole range
of mental disorders existing in the community.

Protecting patients’ physical health

The guidance is probably the first of its kind to highlight
the neglect of patients’ physical health as an issue which may
compromize the integrity of community based services. In-
deed, the fact that professionals of a community service are
not motivated to deal with physical problems of their pa-
tients, or that the service is far away from any hospital, is not
a good reason to allow deterioration of patients’ physical
health. The appropriate synergies with general practitioners
in the relevant catchment area must be developed. Further-
more, the fact that antipsychotic medications are not regard-
ed by the staff of the service as the most essential ingredient
of care is not a good reason to use them irrationally or to
ignore currently available guidelines aimed to prevent and
address their side effects.

An evidence-based approach

The guidance repeatedly emphasizes the need for an evi-
dence-based practice in the community. Indeed, the develop-
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ment of community care is often driven by passion and en-
thusiasm, but passion and enthusiasm are not sufficient to
manage mental disorders. These disorders require evidence-
based interventions, which must be available in all commu-
nity mental health services. Community care cannot be a
continuing, unlimited experiment (and experimentation has
its rules, which should apply also to this case). Furthermore,
it should be clear that community care “can allow treatment
to be offered to a patient, but is not the treatment itself” (3).
What is actually done in the community is not a marginal
issue; it is the essence of the problem.

Avoiding linkage of mental health care
with narrow political interests

The guidance affirms that “a common mistake is linking
inappropriately the reform of mental health care with narrow
ideological or party political interests”. This bold statement,
which appears for the first time in a document of this kind,
will certainly be welcome by many psychiatrists. Ideological
fanaticism has been, in fact, in several countries a major
source of derailment of the process of development of com-
munity care and of division of the mental health movement.

The need for a carefully considered sequence of events

The guidance emphasizes the need for “a carefully consid-
ered sequence of events linking hospital bed closure to com-
munity service development”. Indeed, it is not uncommon
that hospital-based services are closed without sustainable
alternatives in the community. The transfer of chronic pa-
tients from a very “visible” public mental hospital, which
must be closed, to “invisible” (and uncontrolled) private fa-
cilities has been unfortunately a not rare modality of deinsti-
tutionalization. For thousands of other people, as repeatedly
reported in the literature, the landing place has been a street
or a prison.

Long-term planning is essential

The guidance clearly and repeatedly points out that the
implementation of community mental health care requires a
strong and continuing commitment by the relevant adminis-
trations, and that planning (including investments in terms
of facilities, staff and training) should be made on a long-term
basis. Furthermore, a long-term monitoring of the process is
essential, and such indicators as suicide rates, family burden
and mental health problems in prison populations should be
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continuously evaluated, in addition to patients’ clinical out-
comes, perceived quality of life and satisfaction with care.

The importance of psychosocial rehabilitation and social
inclusion

The guidance repeatedly mentions psychosocial rehabili-
tation and social inclusion of people with mental disorders
as crucial aspects of community mental health care. Having
transferred a chronic patient from a mental hospital to a
residence in the community, where he will stay forever, is not
sufficient, if the patient is left there with just a minimal basic
assistance.

Empowerment of families is a priority

The need to involve carers, as well as users, in the process
of development of community mental health care is repeat-
edly emphasized in the guidance. Indeed, it has happened
too often that families of discharged patients with severe
mental illness have been left alone with their problem, with-
out any kind of practical and emotional support. Overlook-
ing or minimizing this issue is unjust and dishonest, espe-
cially since evidence-based family interventions are now
available and have been proved to be effective.

The WPA supports the development of community mental
health care worldwide, so that people with mental disorders
can have services available as close as possible to their local-
ity, can be treated in the least restrictive environment, and can
maintain their links with the community. We expect the imple-
mentation of community mental health care to improve pa-
tients’ clinical outcomes, perceived quality of life and satisfac-
tion with care. On the other hand, there are lessons we have
learnt from the experience of those countries in which the
development of community care has been most active in the
past few decades. By this guidance, the WPA intends to bring
these lessons to the attention of psychiatrists (as well as other
professionals and policy makers) of countries in which the
process has just started or is going to start in the near future.
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In 2008 the WPA General Assembly approved the Action
Plan of the Association for the triennium of the Presidency
of Professor Mario Maj. One of the items of the Plan is the
production of guidelines on practical issues of interest to psy-
chiatrists worldwide (1,2). The present document, providing
guidance on lessons learned and mistakes to avoid in the
implementation of community mental health care, is part of
that project. In subsequent publications we shall describe in
more detail the particular challenges and solutions identified
in the various regions worldwide.

Mental health problems are common, with over 25% of
people worldwide developing one or more mental disorders
at some point in their life (3). They make an important con-
tribution to the global burden of disease, as measured by
disability-adjusted life years (DALYs). In 2004, neuropsychi-
atric disorders accounted for 13.1% of all DALYs worldwide,
with unipolar depressive disorder alone contributing 4.3%
towards total DALYs. In addition, 2.1% of total deaths
worldwide were directly attributed to neuropsychiatric disor-
ders. Suicide contributed a further 1.4% towards all deaths,
with 86% of all suicides being committed in low- and middle-
income countries (LAMICs) each year (4). A systematic re-
view of psychological autopsy studies reported a median
prevalence of mental disorder in suicide completers of 91%
(5). Life expectancy is lower in people with mental health
problems than in those without (in some countries dramati-
cally so) also due to their higher levels of physical illnesses

(6). Mental health problems, therefore, place a substantial
burden on individuals and their families worldwide, both in
terms of diminished quality of life and reduced life expec-
tancy. The provision of high-quality mental health care is
vital in reducing some of this burden (7).

In this context, the aim of this report is to present guidance
on the steps, obstacles and mistakes to be avoided in the imple-
mentation of community mental health care, and to make re-
alistic and achievable recommendations for the development
and implementation of community-oriented mental health
care worldwide over the next ten years. It is intended that this
guidance will be of practical use to psychiatrists and other men-
tal health and public health practitioners at all levels, including
policy makers, commissioners, funders, non-governmental or-
ganizations (NGOs), service users and carers. Although a
global approach has been taken, the focus is mainly upon
LAMICs, as this is where challenges are most pronounced.

WHAT IS COMMUNITY-ORIENTED
MENTAL HEALTH CARE?

There are wide inconsistencies between, and even within,
countries in how community-oriented care is defined and
interpreted. Historically speaking, in the more economically
developed countries, mental health service provision has
been divided into three periods (8):
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¢ The rise of the asylum (from around 1880 to 1955), which
was defined by the construction of large asylums that were
far removed from the populations they served.

e The decline of the asylum or “deinstitutionalization” (after
around 1955), characterized by a rise in community-based
mental health services that were closer to the populations
they served.

e The reform of mental health services according to an evi-
dence-based approach, balancing and integrating ele-
ments of both community and hospital services (8-10).

Within a “balanced care model”, most services are pro-
vided in community settings close to the populations served,
with hospital stays being reduced as far as possible, and usu-
ally located in acute wards in general hospitals (11). Differing
priorities apply to low, medium and high resource settings:

¢ In low-resource settings, the focus is on establishing and
improving the capacity of primary health care facilities to
deliver mental health care, with limited specialist back-up.
Most mental health assessment and treatment occurs, if at
all, in primary health care settings or in relation to tradi-
tional/religious healers. For example, in Ethiopia, most
care is provided within the family/close community of
neighbours and relatives: only 33% of people with persis-
tent major depressive disorder reach either primary health
care or traditional healers (12,13).

¢ In medium-resource settings, in addition to primary care
mental health services, an extra layer of general adult men-
tal health services can be developed as resources allow, in
five categories: outpatient/ambulatory clinics; community
mental health teams; acute inpatient services; community-
based residential care; and work, occupation and reha-
bilitation services.

e In high-resource countries, in addition to the above-men-
tioned services, more specialized ones dedicated to spe-
cific patient groups and goals may be affordable in the same
five categories described for medium-resource settings.
These may include, for instance, specialized outpatient and
ambulatory clinics, assertive community treatment teams,
intensive case management, early intervention teams, crisis
resolution teams, crisis housing, community residential
care, acute day hospitals, day hospitals, non-medical day
centres, recovery/employment/rehabilitation services.

It is this balanced care model approach that has been
taken here in considering community-oriented care. In low-
resource settings, community-oriented care will be charac-
terized by:

e A focus on population and public health needs.

¢ Case finding and detection in the community.

e Locally accessible services (i.e., accessible in less than half
a day).

e Community participation and decision-making in the
planning and provision of mental health care systems.
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e Self-help and service user empowerment for individuals
and families.

e Mutual assistance and/or peer support of service users.

e [Initial treatment by primary care and/or community staff.

e Stepped care options for referral to specialist staff and/or
hospital beds if necessary.

e Back-up supervision and support from specialist mental
health services.

¢ Interfaces with NGOs (for instance in relation to rehabili-
tation).

e Networks at each level, including between different ser-
vices, the community, and traditional and/or religious
healers.

Community-oriented care, therefore, draws on a wide
range of practitioners, providers, care and support systems
(both professional and non-professional), though particular
components may play a larger or lesser role in different set-
tings depending on the local context and the available re-
sources, especially trained staff.

FUNDAMENTAL VALUES AND HUMAN RIGHTS

Underpinning the successful implementation of commu-
nity-oriented mental health care is a set of principles that
relate on the one hand to the value of community and on the
other to the importance of self-determination and the rights
of people with mental illness as persons and citizens (14,15).
Community mental health services emphasize the impor-
tance of treating and enabling people to live in the commu-
nity in a way that maintains their connection with their
families, friends, work and community. In this process it ac-
knowledges and supports the person’s goals and strengths to
further his/her recovery in his/her own community (16).

A fundamental principle supporting these values is the no-
tion of people having equitable access to services in their
own locality in the “least restrictive environment”. While rec-
ognizing the fact that some people are significantly impaired
by their illness, a community mental health service seeks to
foster the service user’s self-determination and his/her par-
ticipation in processes involving decisions related to his/her
treatment. Given the importance of families in providing
support and key relationships, their participation (with the
permission of the service user) in the processes of assess-
ment, treatment planning and follow-up is also a key value
in a community model of service delivery.

Various conventions identify and aim to protect the rights
of service users as persons and citizens, including the recent-
ly ratified United Nations (UN) Convention on the Rights of
Persons with Disability (UNCRPD) (17) and more specific
charters such as the UN Principles for the Protection of Per-
sons with Mental Illness and for the Improvement of Mental
Care adopted in 1991 (18).

The above-mentioned and other international, regional
and national documents specify the right of the person to be
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treated without discrimination and on the same basis as oth-
er persons; the presumption of legal capacity unless incapac-
ity can be clearly proven; and the need to involve persons
with disabilities in policy and service development and in
decision-making which directly affects them (18). This report
has been written to explicitly align with the requirements of
the UNCRPD and associated treaties and conventions.

METHODS USED BY THE WPA TASK FORCE

This guidance has been produced by taking into account
the key ethical principles, the relevant evidence, and the
combined experience of the authors and their collaborators.
In relation to the available evidence, systematic literature
searches were undertaken to identify peer-reviewed and grey
literature concerning the structure, functioning and effective-
ness of community mental health services or obstacles to
their implementation. These literature searches were orga-
nized for most of the World Health Organization (WHO)
Regions, reflecting the context of the report’s main authors.
There are limitations to this approach, in particular the WHO
Eastern Mediterranean Region was not fully represented,
and this report focuses upon adult mental health services.
Accordingly, this guidance does not address the service needs
of people with dementia or intellectual impairment, and of
children with mental disorders.

Searches varied according to local expertise and resources.
Medline was searched for every region. Other databases
searched were EMBASE, PsycINFO, LILACS, SciELO, Web
of Knowledge (ISI), WorldCat Dissertations and Theses
(OCLC) and OpenSigle. Searches, adapted for each database,
were for M.E.S.H. terms and text words relating to commu-
nity mental health services and severe mental illness.

Other electronic, non-indexed sources, such as the WHO,
Pan American Health Organization (PAHO), WPA, other
mental health associations, and country-specific Ministry of
Health websites, were also searched. Google was searched
for PDFs published in European and African countries which
contained the words “community mental health”. Searches
were limited to articles published in the languages spoken by
the authors covering each WHO Region, and authors sought
relevant advice from WHO Regional Advisors.

Electronic searches were supplemented by searches of the
reference lists of all selected articles. Hand searches of issues
from the past five years of three key journals relevant to Af-
rica (African Journal of Psychiatry, South African Journal of
Psychiatry, and International Psychiatry) were also conduct-
ed. In addition, key texts were identified: these included rel-
evant papers and book chapters published by authors of the
current work (19-24) and a special edition of the Lancet on
Global Mental Health (25-29). WHO publications which
provide information regarding community mental health ser-
vices worldwide were also sourced (7,31-33).

For the Africa Region, original research was conducted in
order to supplement published data. Twenty-one regional

experts completed a semi-structured, self-report question-
naire concerning their experience in implementing commu-
nity mental health care in sub-Saharan Africa (34). The ex-
perts were from 11 countries and one NGO active in several
countries across sub-Saharan Africa.

COMMON ISSUES IDENTIFIED IN IMPLEMENTING
COMMUNITY MENTAL HEALTH SERVICES

International and inter-cultural differences can play a sig-
nificant role in shaping what mental health services are need-
ed and possible within local settings (most particularly, the
level of financial resources available (28)). Nevertheless, in
preparing this report, we have been surprised to find that the
most fundamentally important themes (both in terms of chal-
lenges and lessons learned) apply to many countries and re-
gions. We therefore discuss next each of these key themes in
turn.

Policies, plans and programmes

One challenge common to many countries worldwide is
the difficulty in putting community mental health intentions
into practice. We distinguish here between:

e National policy (or provincial or state policy in countries
where health policy is set at that level): an overall statement
of strategic intent (e.g., over a 5-10 year period) that gives
direction to the whole system of mental health care.

e Implementation plan: an operational document setting
out the specific steps needed to implement the national
policy (e.g., what tasks are to be completed, by whom, by
when, with which resources, and identifying the reporting
lines, and the incentives and sanctions if tasks are com-
pleted or not completed).

e Mental health programmes: specific plans either for a lo-
cal area (e.g., a region or a district) or for a particular sec-
tor (e.g., primary care) that specify how one component of
the overall care system should be developed.

According to WHO'’s Mental Health Atlas (31), 62.1% of
countries worldwide had a mental health policy, and 69.6%
had a mental health programme in place in 2005 (with 68.3%
and 90.9% of the global population covered respectively).
Many of the countries without such policies were LAMICs.
Even where comprehensive evidence-based mental health
policies are in place, problems in implementing these poli-
cies are common (33,35). Some of the reasons may include
health staff not complying with policies due to difficulties in
accepting and implementing changing roles (33), the lack of
accessible evidence-based information or guidelines for
health staff, inadequate funding mechanisms, inadequate
training of health care personnel, the lack of mechanisms for
training and coaching health staff, poor supervision and sup-
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port, and an overall lack of human resources (35). Detailed
and highly practical implementation plans (taking into ac-
count available resources) are therefore necessary in enabling
effective community mental health care provision.

Scaling up services for whole populations

A further challenge that needs to be addressed worldwide
is the massive gap between population needs for mental
health care (true prevalence of mental illness) and what is
actually provided in mental health care (treated prevalence)
(7), highlighting the importance of scaling up services for
whole populations. The evidence concerning the substantial
burden of mental disorders has not been translated into ad-
equate investments in mental health care (29). The treat-
ment gap is particularly pronounced in LAMICs, where com-
monly over 75% of people with mental disorders receive no
treatment or care at all, and less than 2% of the health budget
is spent on mental health (7). Whilst the high-income coun-
tries of the world have an average of 10.50 psychiatrists and
32.95 psychiatric nurses per 100,000 population (median fig-
ures), in low-income countries there are only 0.05 and 0.16
respectively (31). Furthermore, even within countries, the
quality and level of services often vary greatly according to,
for instance, patient group, location (with service provision
usually being higher in urban areas), or socio-economic fac-
tors (3).

Similarly, only 10% of global mental health research is
directed to the health needs of the 90% of population living
in LAMICs, and only a fraction of this research activity is
concerned with implementing and evaluating interventions
and services (36). Methods to estimate resource needs are
necessary in scaling up services. A systematic methodology
for setting priorities in child health research has been devel-
oped taking into consideration that interventions should be
effective, sustainable and affordable to reduce the burden of
disease (37). A similar methodology was applied by the Lan-
cet Global Mental Health Group, which focused on four
groups of disorders whilst setting priorities for global mental
health research: depressive, anxiety and other common men-
tal disorders; alcohol- and other substance-abuse disorders;
child and adolescent mental disorders; and schizophrenia
and other psychotic disorders (30). It was recommended that
interventions should be delivered by non-mental health pro-
fessionals within existing routine care settings, and special-
ists should play a role in capacity building and supervision
(38). A comprehensive review of packages of care for six
leading neuropsychiatric disorders — attention/deficit hyper-
activity disorder (ADHD), alcohol abuse, dementia, depres-
sion, epilepsy and schizophrenia — have also recently been
proposed as means to extend treatment in LAMICs (20-24).
An extensive set of treatment guidelines, also suitable for
LAMICs, will be published by the WHO in 2010 as a part of
their mhGAP programme. A survey of availability and feasi-
bility of various treatments for the most prevalent mental
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disorders in the various age groups has been recently carried
out by the WPA with its Member Societies (39).

Community awareness about mental illness

A further common barrier in identifying and treating men-
tal disorders worldwide is the lack of awareness about them
within communities, with stigma towards, and discrimina-
tion against, people with mental health problems being wide-
spread. This is important, because effective awareness-raising
campaigns can result in increased presentation of persons
with mental illness to primary health care (40).

Three main strategies have been used to reduce public
stigma and discrimination: protest, education, and social
contact (41). Protest, by stigmatized individuals or members
of the public who support them, is often applied against stig-
matizing public statements, such as media reports and adver-
tisements. Many protest interventions, for instance against
stigmatizing advertisements or soap operas, have success-
fully suppressed negative public statements and for this pur-
pose they are clearly very useful (42). However, it has been
argued (41) that protest is not effective for improving atti-
tudes toward people with mental illness.

Education interventions aim to diminish stigma by replac-
ing myths and negative stereotypes with facts, and have re-
duced stigmatizing attitudes among members of the public.
However, research on educational campaigns suggests that
behaviour changes are often not evaluated.

The third strategy is personal social contact with persons
with mental illness (43). For example, in a number of inter-
ventions in secondary schools, or with the police, education
and personal social contact have been combined (44,45). So-
cial contact appears to be the more efficacious part of the
intervention. Factors that create an advantageous environ-
ment for interpersonal contact and stigma reduction may in-
clude equal status among participants, a cooperative interac-
tion, and institutional support for the contact initiative (46).

Forboth education and contact, the content of programmes
against stigma and discrimination matters. Biogenetic models
of mental illness are often highlighted because viewing mental
illness as a biological, mainly inherited, problem may reduce
shame and blame associated with it. Evidence supports this
optimistic expectation (i.e., that a biogenetic causal model of
mental illness will reduce stigma) in terms of reduced blame.
However, focusing on biogenetic factors may increase the
perception that people with mental illness are fundamentally
different, and thus biogenetic interpretations have been as-
sociated with increased social distance (47). Therefore, a mes-
sage of mental illness as being “genetic” or “neurological”
may be overly simplistic and unhelpful for reducing stigma.
Indeed, in many LAMICs, conveying a message emphasizing
the heritable nature of mental illness fuels stigma, for instance
making marriage more difficult.

Anti-stigma initiatives can take place nationally as well as
locally. National campaigns often adopt a social marketing
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approach, whereas local initiatives usually focus on target
groups. An example of a large multifaceted national cam-
paign is Time to Change in England (48). It combines mass-
media advertising and local initiatives. The latter try to fa-
cilitate social contact between members of the general public
and mental health service users as well as target specific
groups such as medical students and teachers. The pro-
gramme is evaluated by public surveys assessing knowledge,
attitudes and behaviour, and by measuring the amount of
experienced discrimination reported by people with mental
illness. Similar initiatives in other countries, such as See Me
in Scotland (49), Like Minds, Like Mine in New Zealand
(50), or the WPA anti-stigma initiative (51), along with simi-
lar programmes in other countries, including Japan, Brazil,
Egypt and Nigeria, have reported positive outcomes (40).

In sum, there is evidence for the effectiveness of measures
against stigma and against discrimination (52). On a more
cautious note, individual discrimination, structural discrimi-
nation and self-stigma lead to innumerable mechanisms of
stigmatization. If one mechanism of discrimination is blocked
or diminished through successful initiatives, other ways to
discriminate may emerge (53,54). Therefore, to substantially
reduce discrimination, stigmatizing attitudes and behaviours
of influential stakeholders need to change fundamentally.

Developing powerful consensus for engagement

The collaborative engagement of a wide variety of sup-
portive stakeholders is critical to successful implementation
of community-oriented mental health care. It is important to
have a systemic view of the change process. The support is
needed of politicians, board members and health managers
whose primary focus may not be on mental health, clinicians,
key members of the community including NGO providers,
service users and their families, and traditional and religious
healers. To involve them in the imperative for change will
require different strategies and a change management team
that includes people with a variety of expertise. Overall, hav-
ing clear reasons and objectives for the shift to community-
oriented care is essential. Messages should be concise, backed
by evidence and consistent.

Developing consensus for change requires a lot of work in
meeting and communicating with people. The main means
of communication need to include written material and op-
portunities to meet with stakeholder groups. Politicians and
administrators will require a compelling business case. How-
ever, others will need summaries of plans, slide presentations
and the opportunity to meet and work through proposals
and concerns. E-mails and website information and surveys
are now valuable supplements to the process. The emphasis
must be on a willingness to communicate in good faith and
to do so openly and honestly doing “what it takes” to con-
vince people of the benefits of the change process.

It is important to bear in mind that in some cases prejudice
and self-interest will have to be confronted. It is helpful, at the

beginning of the process, to identify both those who are like-
ly to support change, and those who are likely to oppose it. A
willingness to listen to concerns and to find ways of incorpo-
rating them, if possible, into the planning and implementa-
tion process is essential because, when such an attitude is
communicated, there is an opportunity for people to feel in-
cluded in the process. That done, boldness and firmness will
communicate to remaining detractors the seriousness of the
intent to implement change; it will also encourage supporters
to believe that their aspirations for better mental health care
will be realized, and thus embolden them in turn.

Engaging stakeholders requires both formal and informal
opportunities to meet, receive advice and work through is-
sues. The establishment of reference groups early on in the
change process is a key formal mechanism to achieving this.
These should include all the key stakeholders, in particular
service users, families, clinicians and service providers, with
the latter being essential to facilitate integrated systems of
care further on in the process. While it is important to struc-
ture the overall process with formal meetings and communi-
cations, it is also important to be willing to convene informal
meetings upon request to “trouble-shoot” situations of con-
cern. The consultation process should result in an amalgam
of “bottom-up” and “top-down” contributions to the change
process. Reports on progress are an essential way of main-
taining trust and building excitement to the process of suc-
cessful implementation.

It is also important to bear in mind that good mental health
services have established processes for ensuring that the voices
of service users, their families and community providers are
heard on an ongoing basis. The aim is not simply to achieve
discontinuous change, but to promote an ongoing quality im-
provement in which consumers of mental health services
know they have a major stake. Without such effective and
united consortia, policy makers may find it easy to disregard
the different demands of a fragmented mental health sector,
and instead respond positively to health domains (e.g., HIV/
AIDS) which demonstrate the self-discipline of united ap-
proach with a small number of fully agreed priorities.

Mistakes to be avoided

Several key mistakes are commonly made in the process
of attempting to implement community mental health care.
First, there needs to be a carefully considered sequence of
events linking hospital bed closure to community service de-
velopment. It is important to avoid closing hospital-based
services without having successor services already in place to
support discharged patients and new referrals, and also to
avoid trying to build up community services while leaving
hospital care (and budgets) intact. In particular, there needs
to be at each stage of a reform process a workable balance
between enough (mainly acute) beds and the provision of
other parts of the wider system of care that can support peo-
ple in crisis.
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A second common mistake is to attempt system reform
without including all the relevant stakeholders. Such initia-
tives especially need to include psychiatrists, who may oth-
erwise feel subject to “top-down” decision making and react,
either in the interests of patients or in their own interests, by
attempting to delay or block any such changes. Other vital
stakeholders to be directly included in the process will often
include policy makers and politicians, health service plan-
ners, service users and carers, service providers including
those in state and private practice, national and internation-
al NGOs, and those working in alternative, complementary,
indigenous and religious healing traditions, and relevant na-
tional and professional associations. Typically, those groups
not fully involved in a reform process will make their views
known by seeking to undermine the process.

A further common mistake is linking inappropriately the
reform of mental health care with narrow ideological or party
political interests. This tends to lead to instability, as a change
of government may reverse the policies of their predecessors.
Such fault lines of division or fragmentation may also occur,
for example, between service reforms proposed by psycholo-
gists and psychiatrists, or between socially and biologically
oriented psychiatrists, or between clinicians and service user/
consumer groups. Whatever the particular points of schism,
such conflicts weaken the chance that service reforms will be
comprehensive, systemic and sustainable, and they also run
the risk that policy makers will refuse to adopt proposals that
are not fully endorsed by the whole mental health sector.

Additional issues that may compromize the integrity of
community based services include: a) an exclusive focus of
community services on psychotic conditions, so that the vast
majority of people with mental disorders are neglected or
dealt with by professionals who do not have the appropriate
expertise; and b) the neglect of patients’ physical health.

Payment for services

A fundamental component in the successful implementa-
tion of mental health service provision is that of funding (10).
As indicated above, funding for mental health services in
LAMIC:s tends to be very low. This may be due in part to a
stigmatizing attitude toward mental disorders, and to an ab-
sence of the recognition of the economic benefits that can
accrue from improved mental health care. Ideally, the share
of its health funding that a country devotes to mental health
care will be informed by careful consideration of the com-
parative health benefits of spending on alternative forms of
care. The data needed to carry out such an analysis are, how-
ever, typically not available in LAMICs.

Furthermore, whatever funding there is also tends to be
concentrated on inpatient services. Correcting this is, ini-
tially, a matter of budgetary re-allocation: using resources
that could have been used for other purposes to increase
funding for community-oriented care.

The issue then arises of how to pay public providers (hos-
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pitals, stand-alone programs, and possibly independent indi-
vidual providers such as psychiatrists) for the services that
they render. The simplest forms of payment are global bud-
gets for facilities and programs, which may be carried over
from year to year with minor adjustments for inflation, and
salaries for individual providers. These simple payment
mechanisms have the advantage of administrative simplicity.
At the same time, they have at least two important draw-
backs. First, they provide no incentive for increasing either
the quantity or the quality of service provision. Second, pop-
ulation shifts are likely to cause the demand for the services
of different providers to evolve and, without taking changes
in local demand into account, inequities in payment across
providers are likely to emerge and grow over time. This in
turn will compromize access to overburdened providers,
while possibly resulting in overprovision (e.g., excessive
lengths of stay) by other providers. Accordingly, countries
with the technical and administrative capacity to introduce
more complex payment systems should consider doing so.

For hospitals, a fairly simple alternative which is applica-
ble where care is sectorized is to modulate budgets on the
basis of the population of the facility’s catchment area. Coun-
tries with the technical capacity to do so may wish to adjust
the payment level per person on the basis of socio-demo-
graphic variables known to be related to the need for inpa-
tient mental health care (for example, poverty).

For hospitals that have overlapping catchment areas, a
combination of prospective payment (payment on the basis
of number of admissions) and retrospective payment (pay-
ment on the basis of bed-days actually provided) may be pref-
erable to exclusive reliance on one or the other. Pure retro-
spective payment encourages overprovision of services; pure
prospective payment, given the difficulty of assessing reliably
the degree of need for care of a person admitted for a psychi-
atric condition, may encourage underprovision.

For stand-alone programs or individual providers, the two
main options beyond a fixed budget or a salary are fee-for-
service and capitation. Fee-for-service payment encourages a
higher volume of services without regard to outcomes. If cer-
tain services (e.g., prescription of medications) are paid at a
higher rate per unit time than others (e.g., psychotherapy),
then fee-for-service payment will also influence the mix of
services provided. In addition, fee-for-service payment tends
to maximize contacts with patients who are less ill, more
compliant, and easier to treat. Difficult or more severely ill
patients receive less care unless payments are adjusted by
severity — so-called case-mix adjustments. Efficient uses of
clinical time such as telephone or computer contacts are ig-
nored because they are not reimbursed.

Capitation payment encourages increasing the number of
people served. It may lead to greater accountability for the
care of specific patients. In and of itself, however, unless
there is competition for patients across providers, it provides
no incentive for quality. Furthermore, programmes often fill
up to capacity and have difficulty shifting patients to less
intensive services.
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Countries with the technical and administrative capacity
(and political leeway) to do so should consider introducing
incentives for increasing quality, either for hospitals, pro-
grams, or individual providers. Following Donabedian’s
seminal work, quality is commonly conceptualized as related
to structure, process and outcomes (55). Adjusting payments
to hospitals, programs or individual providers on the basis of
structure or process indicators (e.g., formal qualifications of
staff, achievement of a certain score on a model fidelity scale)
assumes that these indicators actually predict quality. To the
extent that they do, providing incentives for achieving a high
score on those indicators is likely to be beneficial, with a
neutral effect on which types of patients the provider will
seek to serve. Adjusting payments based on outcomes (for
example, physiological indicators of metabolic syndrome,
rehospitalisation rates, employment rates) has the advantage
of being directly related to a system’s ostensible goals. It en-
courages, however, selection of less ill patients. More re-
search is needed on how to design effective systems for en-
couraging quality of community-oriented mental health care
that are practicable in countries with more or less developed
technical and administrative capabilities.

In sum, payment systems influence patient selection, qual-
ity and amount of treatments, and outcomes, in more or less
favourable ways, and different ones require varying degrees
of technical and administrative capacity to be implemented
successfully. Determining the optimal system or combination
of systems for a particular health care setting probably de-
pends heavily on history, infrastructure, financial resources,
human resources, and other factors.

Training staff, human resources and
roles of psychiatrists

Human resources are the most critical asset in mental
health service provision. The gradual transformation to com-
munity-based care has resulted in changes in the ways hu-
man resources have been utilized (56). The essential changes
have been a reallocation of staff from hospital to community-
based service settings, the need for a new set of competencies
which include recovery and rehabilitation, and the training
of a wider range of workers, including informal community
care workers, within the context of the practical needs of a
country (57). Further, in many LAMICs, trained psychiatrists
work under conditions of heavy and relentless clinical ac-
tivities, and may not have dedicated time during the week for
any service development duties.

Another perspective to human resource development has
been the increasing emphasis on integration of mental health
into a primary care setting, thereby increasing access to the
vast majority of the underserved. This has necessitated the
training of general health staff in basic skills in mental health
care such as detection of mental disorders, provision of basic
care, and referral of complex problems to specialist care. In
most developing countries, there is a need for a well-rounded

generalist who is capable of coping with most psychiatric
problems with little access to any mental health practitioner.
Further important issues are lack of insurance, out of pocket
expenses, and the economic burden falling on families.

The broadening scope and the shift to community-based
mental health services introduce greater levels of complexity,
affecting the role of psychiatrists, broadening it to areas such
as promotion and social inclusion. Psychiatrists need to
work in more settings, with more staff groups. Planning and
management will take a more central place. Psychiatrists are
seen to possess a unique expertise, and occupy leading posi-
tions in most countries, functioning as advisers to govern-
ments and chairing drafting groups that are responsible for
the production of policies and action plans. There are coun-
tries where such groups comprise only psychiatrists. They
have therefore a unique opportunity to shape the process of
reform in the best interest of patients, families and carers, the
public and staff.

While psychosocial rehabilitation is an important part of
the overall process of successful management of chronic
mental disorders, its practice is still rare compared to the use
of medicines (58). In many developing countries, training is
scarce for occupational therapists, psychologists or social
workers. In countries with few psychiatrists, numerous med-
ical, administrative and leadership duties leave psychiatrists
little time to work with rehabilitation units. Even so, in many
LAMICs other resources are available — e.g., strong family
and community networks, faith groups, informal employ-
ment opportunities — that might be mobilized to support the
rehabilitation of people with longer-term mental disorders.

Organization development, quality assurance
and service evaluation

Initiation of community mental health care services gener-
ally requires strong leadership among stakeholders based on
community-oriented care concepts. It is practical to learn
from successful models by using basic tools including time-
tables, assessment forms, job descriptions, and operational
policies (9).

Coaching and maintenance activities are needed to make
services robust and sustainable. Manualization of operational
procedures, reference materials and ongoing supervision are
essential. As community-oriented care becomes established
in several regions, service components are gradually stan-
dardized, and manualized standard care becomes available.

Quality assurance is feasible even in settings with limited
resources. Quality monitoring can be incorporated into rou-
tine activities by selecting target services, collecting data, and
using the results for system problem-solving and future direc-
tion. External evaluation takes place at different levels. Local
government checks whether service providers meet the re-
quirement of laws or acts, while payers focus on examining
the necessity of services provided. Professional peers and
consumers also participate in independent evaluation.
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Since the primary purpose of mental health services is to
improve outcomes for individuals with mental illness, it is
crucial to assess outcomes of treatments and services. Also,
the results can be used to justify the use of resources. More
research is, therefore, needed to provide the best possible
services that would directly link to better outcomes for those
in need of care.

RECOMMENDATIONS

Drawing upon the literature reviewed by our WPA Task
Force, and by our own accumulated experience, we have

recognized a series of commonly occuring challenges and
obstacles to implementing a community-oriented system of
mental health care. At the same time we have identified re-
lated steps and solutions which may work in responding
positively and effectively to these barriers (19,27), as set out
in Table 1.

We recommend that people interested in planning and
implementing systems of mental health care which balance
community-based and hospital-based service components
give careful consideration to anticipating the challenges
identified here, and to learning the lessons from those who
have grappled with these issues so far.

Table 1 Obstacles, challenges, lessons learned and solutions in implementing community-oriented mental health care

Obstacles and challenges

Lessons learned and solutions

Society Disregard for, or violation of, human rights - Oversight by: civil society and service user groups, government inspectorates, international
of people with mental illness NGOs, professional associations.
- Increase population awareness of mental illness and of the rights of people with mental illness
and available treatments.
Stigma and discrimination, reflected in - Encourage consumer and family/carer involvement in policy making, medical training, service
negative attitudes of health staff provision (e.g., board member, consumer provider), service evaluation (consumer satisfaction
survey).
Need to address different models of - Traditional and faith-based paradigms need to be amalgamated, blended, or aligned as much as
abnormal behavior possible with medical paradigms.
Government Low priority given by government to mental - Government task force on mental illness outlines mission as a public health agenda.
health - Mission can encompass values, goals, structure, development, education, training, and quality
assurance for community-oriented mental health system from a public health perspective.
- Establish cross-party political support for the national policy and implementation plan.
- Effective advocacy on mental health gap, global burden of disease, impact of mental health
conditions, cost-effectiveness of interventions, reduced life expectancy.
- Use of WHO and other international agencies for advocacy, linking with priority health
conditions and funds, positive response to untoward events.
- Identifying champions within government who have administrative and financial authority.
Absent or inappropriate mental health - Advocate for and formulate policy based upon widespread consultation with the full range of
policy stakeholder groups, incorporating a rationalized public health perspective based on
population needs, integration of service components.
- Consumer involvement in policy making.
Absent, old or inappropriate mental health - Create powerful lobby and rationale for mental health law.
legislation - Modernize mental health law so that it is relevant to community-oriented care.
- Watchdog or inspectorate to oversee proper implementation of mental health law.
Inadequate financial resources in relation to - Help policy makers to be aware of the gap between burden of mental illness and allocated
population level needs resources, and that effective treatments are available, and affordable.
- Advocate for improved mental health expenditure using relevant information, arguments and
targets, e.g. global burden of disease, nhGAP unmet needs.
- Recruit key political and governance champions to advocate for adequate funding of
initiatives.
Lack of alignment between payment - Design a system that directly relates required service components and financially reimbursable
methods and expected services and categories of care, e.g., for evidence-based practices.
outcomes - Provide small financial incentives for valued outcomes.
- Create categories of reimbursement consistent with system strategy.
- Develop and use key performance indicators.
- Reserve transitional cost to reallocate hospital staff to move to community.
Need to address infrastructure - Government to plan and finance efficient use of buildings, essential supplies and electronic
information systems and other to direct, monitor, and improve the system and outcomes.
Need to address structure of community- - Design the mental health system from local primary care to regional care to central specialty
oriented service system care and fill in gaps with new resources as funding grows.
74 June 2010



Table 1 Obstacles, challenges, lessons learned and solutions in implementing community-oriented mental health care (continued)

Obstacles and challenges

Lessons learned and solutions

Government

Inadequate human resources for delivery of - Assessment of population level needs for primary care and specialist mental health care

mental health care in relation to the level of

need in the population

Brain drain, failure to retain talent, staff
retention, and weak career ladders

Non-sustainable, parallel programmes by
international NGOs

services.

Build capacity of health workers engaged in providing general health care and mental health
care in community.

Training current health and mental health professionals in community-oriented mental health
care.

UN agencies/international NGOs assure sustainability of their projects/programmes.
Exchange programmes between countries.

Set period of time medical students/registrars have to serve in their countries or rural areas.
Task shifting/function differentiating of psychiatrists to use their ability in their area of
speciality.

Create financial incentives and reputation systems for psychiatrists who engage in community
mental health.

Train other (less “brain drainable”) health professionals to deliver mental health care.
Payment for education may be attached to the allocation and preservation of resources to
address equitable distribution and to prevent emigration without appropriate reimbursement.

Close relations with ministries and other stakeholders and international NGOs.
Mental health plan in place, so NGOs can help achieve these goals sustainably.
Government to be proactive in collaborating with NGOs and private-public partnership.

Organization
of the local
mental health
system

Need to design, monitor, and adjust
organization of mental health system

Lack of a feasible mental health programme

or non-implementation of mental health
programme

Need to specify developmental phases

Poor utilization of existing mental health
facilities

Need to include non-medical services

Lack of multi-sectoral collaboration, e.g.,
including traditional healers, housing,
criminal justice, or education sectors

Poor availability or erratic supplies of
psychotropic medication

This includes plan for local, regional, and central mental health services based on public
health need, full integration with primary care, rational allocation of multi-disciplinary
workforce, development of information technology, funding, and use of existing facilities. All
stakeholder groups can be involved in developing, monitoring, and adjusting plan.

Set implementation plan with clear coordination between services.

Development of policy/implementation plan with number of service needed per population.
Role differentiation of the hospital, community and primary care services, and private and public
services, using catchment area/capitation system with flexible funding system.

Prioritization of target groups, especially people with severe and persistent mental illness.

Make programme highly practical by identifying resources available, tasks to be completed,
allocation of responsibilities, timescales, reporting and accountability arrangements, progress
monitoring/evaluation systems.

Planners and professional leaders to design 5 and 10 year plans.

Improve awareness of benefits of facilities and services.
Specify pathways to care.
Inbuilt monitoring quality of care, especially process and outcome phases.

Include families, faith-based social services, NGOs, housing services, vocational services, peer-
support services, and self-help services. All stakeholders involved in designing system.

Moving key tasks such as initial assessment and prescribing using a limited and affordable
formulary to specially trained staff who are available at the appropriate local level.

Identify leaders to champion and drive the process.

More involvement in planning, policy making and leadership and management.

Development of clear policy/implementation plan by all stakeholders.

Collaborate with other local service to identify and help people with mental illness.
Provision of information/training to all practitioners.

Establish multi-sectoral advisory and governance groups.

Familiarization sessions between practitioners in the Western and local traditions.

Educate policy makers and funders about the costs/benefits of specific medications.
Provide infrastructure for clozapine monitoring.

Monitoring prescribing patterns of psychotropic medication.

Drug revolving funds, public-private partnerships.

Professionals
and
practitioners

Need for leadership

Difficulty sustaining in-service training/
adequate supervision

Psychiatrists and other professionals need to be involved as experts in planning, education,
research, and overcoming inertia and resistance in the current environment.

Training of the trainers by staff from other regions or countries.
Shifting of some psychiatric functions to trained and available practitioners.
Lobby hard to ensure this is a priority and integral to the mental health plan.
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Table 1 Obstacles, challenges, lessons learned and solutions in implementing community-oriented mental health care (continued)

Obstacles and challenges

Lessons learned and solutions

Professionals ~ High staff turnover and burnout, or low
and staff morale
practitioners

- Introduction of recovery oriented services.
- Collect case examples of recovery.
- Build trust by involving staff leaders in oversight and decision making committees.

- Sponsor social events to enable staff to team build in non-work situations.
- Emphasize career-long continuing training programmes.

- Training of supervisors.

- Provide opportunities for attending out of area professional meetings.

- Equip with sufficient skills and support.

Poor quality of care/concern about staff
skills

- Ongoing training and supervision.
- Create and disseminate guidelines for professionals.

- Cultivate psychiatrists’ clinical skills, so that they are preserved in spite of the variety of new

commitments.
Third party evaluation.
Encourage and reward quality by awards and similar processes.

Professional resistance, e.g., to community- -
oriented care and service user involvement

Government and professional societies promote the importance of community-oriented care
and service user involvement.

- Task shifting/function differentiating of psychiatrists to use their abilities more broadly in their
area of speciality and work with a range of stakeholders including consumers and carers/

families.

Develop training in recovery-oriented psychosocial rehabilitation as part of training of new

psychiatrists, including at medical schools in LAMICs.

initiatives.

Dearth of relevant research to inform cost-
effective services and lack of data on mental
health service evaluation

Failure to address disparities (e.g., by
ethnic, economic groups)

Collect case examples of recovery and successfully implemented community mental health

More funding on research, for both qualitative and quantitative evidence of successfully
implemented examples of community-oriented care.

All key stakeholders involved; advocacy for under-represented groups to develop policies and
implementation plans.

Users, families,

Need for advocacy

Users and other advocates may be involved in all aspects of social change, planning, lobbying

and other the government, monitoring the development and functioning of the service system, and
advocates improving the service system.
Need for self-help and peer support services - Users to lead these movements.
Need for shared decision making - Users and other advocates must demand at all levels that the system shift to value the goals of
users and families and that shared decision making become the norm.
- Continuing professional education on human rights and staff attitudes emphasizing attention
to preferences of consumers and carers.
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SPECIAL ARTICLE

Successful cognitive and emotional aging

Diur V. Jeste, CouiN A. Depp, IpsiT V. VAHIA
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We review the definitions, determinants, and ways of enhancing successful cognitive and emotional aging. Objective definitions of success-
ful aging based on physical health emphasize outcomes including freedom from disability and disease, whereas subjective definitions center
on well-being, social connectedness, and adaptation. Most older people do not meet objective criteria for successful aging, while a majority
meet the subjective criteria. Older people with severe mental illness are not excluded from successful aging. The determinants of successful
aging include complex interactions of lifestyle behaviors and social environment with genes. Depression interferes with nearly all determi-
nants of successful aging. Evidence-based means of enhancing successful aging include calorie restriction, physical exercise, cognitive
stimulation, social support, and optimization of stress. Future directions for successful aging research and implications for geriatric psy-

chiatry are discussed.

Key words: Successful aging, physical exercise, cognitive stimulation, social support

(World Psychiatry 2010;9:78-84)

While most of the focus of psychiatry is rightfully placed
on the definitions, mechanisms, and treatment of mental dis-
orders, we believe it is equally worthwhile to investigate
positive states of mental health, including successful cogni-
tive and emotional aging.

Aging will become increasingly more relevant to psychia-
try in the years to come, by virtue of the unprecedented glob-
al demographic redistribution toward older adults - for ex-
ample, in the United States there are more older adults than
children younger than 14 for the first time in recorded his-
tory (1). There will be a disproportionately greater rise in the
numbers of older adults with psychiatric disorders (2). Pre-
venting or slowing the progression of brain illnesses, includ-
ing psychiatric disorders, represents one of the major chal-
lenges in the coming decades. Broadening our understand-
ing of processes involved in successful aging can potentially
help us develop innovative approaches to prevention of psy-
chiatric illness and promotion of mental health.

In this review, we discuss the various ways in which suc-
cessful aging has been defined, the evidence for predictors
and mechanisms of successful aging, and interventions that
may positively alter the course of aging in people with and
without psychiatric disorders.

HOW IS SUCCESSFUL AGING DEFINED?

Although “successful aging” was not an explicit theme in
the biomedical literature until the early 1960s (3), there have
long been efforts to understand how to promote longevity
and positive states of health in later life. The writings of an-
cient philosophers reveal disagreements in views of positive
emotional outcomes in later life. Aging has been described as
a largely intractable process (4) versus one involving possi-
bilities for adaptation to new roles (5). Modern psychiatrists
and psychologists considered later life either as a product of
early developmental tasks (6) or as a period of continued
growth and conflicts that had to be negotiated (7,8).
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In the 1970s and 1980s, formal models of successful aging
emerged. In their influential 1987 article, Rowe and Kahn (9)
noted that research on aging was historically dominated by
efforts to discriminate between pathological and “normal”
aging, with little effort being devoted to understanding the
upper end of the continuum (i.e., successful aging). Success-
ful aging was characterized as involving three components:
a) freedom from disease and disability, b) high cognitive and
physical functioning, and c) social and productive engage-
ment. The MacArthur Network on Successful Aging opera-
tionalized these criteria, and followed over a period of seven
years a sample of 1000 older adults who met the criteria.
Another prominant model of successful aging proposed
around the same time period was that of Baltes (10), who
described successful aging in terms of lifespan developmen-
tal trajectories, with a focus on behavioral and psychological
adaptation to losses.

During the subsequent two decades, there have been a
number of epidemiological studies that have examined the
population frequency and predictors of successful aging using
various operationalized definitions. Depp and Jeste (11) iden-
tified 28 studies with sample sizes greater than 100, published
in English-language journals, and including adults over age
60. Across the operational definitions provided in these stud-
ies, there were 14 components of successful aging used. Phys-
ical functioning and freedom from disability were included in
nearly every definition, but no other component was present
in more than 50% of the studies. Overall, in 28 studies there
were 29 different definitions used for successful aging. There-
fore, little agreement existed among researchers regarding the
elements of successful aging, beyond physical functioning.

A smaller subset of studies has used qualitative methods
(e.g., focus groups, surveys, personal interviews) to identify
the components of successful aging (12-14). These studies
provide an interesting contrast to quantitative studies, which
focused more on physical and functional attributes. In qual-
itative studies, older adults were much more likely to empha-
size adaptation to illnesses and other psychological traits
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(e.g., optimism; sense of purpose) as well as engagement
(e.g., social relationships) in their concepts of successful ag-
ing. Among qualitative studies, the perspectives of older
adults appeared to differ somewhat by the method used (e.g.,
focus groups emphasized shared experiences related to aging
(13), whereas individual interviews focused more on devel-
opmental trajectories) and by culture of origin (e.g., older
Japanese people cited belonging vs. American emphasis on
independence (15)).

Just as successful aging defies consensus definition, paral-
lel efforts to define positive states in psychiatric conditions
have also proven challenging. As with successful aging, there
is a tension between models of “sustained remission” in
chronic mental illness and those of “recovery” (16). The for-
mer term corresponds to freedom from syndromal levels of
symptoms associated with functional impairments for a pe-
riod of time (e.g., 2 years), whereas definitions of recovery
center on adaptation to enable attainment of goals (e.g., “a
journey of healing and transformation enabling a person ...
to live a meaningful life in a community of his or her choice
while striving to achieve his or her full potential” (17). Re-
covery, like subjectively defined successful aging, is less of an
outcome than a process, is more personalized, and does not
require an absence of symptoms or illness.

The limited consensus on successful aging or recovery
from psychiatric disorders reflects some of the difficulties in
defining positive states. In part this difficulty stems from a
lack of clinical or policy imperatives to attain consensus such
as those required to define diagnostic terms. Another diffi-
culty in delineating positive states from others is that some
individuals are excluded from being categorized as “success-
ful”. Nevertheless, there are some areas of agreement. Defini-
tions of successful aging, remission, and recovery are all
multi-dimensional and integrate multiple domains (e.g.,
physical, cognitive, emotional, and social functioning). Sub-
jective definitions tend to represent processes and emphasize
attainment or maintenance of goals, positive attitudes to-
ward the self and future, and attainment of social milestones
and connectedness. Objective definitions tend to emphasize
freedom from disease and disability. In terms of trajectories,
successful aging definitions tend to emphasize mitigating de-
terioration, whereas recovery or remission represents length-
ening periods of inter-episode wellness.

HOW COMMON IS SUCCESSFUL AGING?

Given the lack of consensus on what constitutes successful
aging, it is of little surprise that estimates of its frequency in
the community vary widely. Nevertheless, there are interest-
ing trends in the reported rates of successful aging depending
on the components of the definitions as well as the source of
the assessment. In the review of 28 studies described above,
the rate of successful aging in researcher-defined studies (11)
ranged from 0.4% to 96%. The median percentage of people
who met criteria for successful aging was 35%. This is similar

to that seen in the MacArthur Network on Successful Aging,
in which one third of older adults met the operationalized
Rowe and Kahn criteria for successful aging (18). Aggregating
across the studies reviewed, the more components included
in the model, the lower the rate of successful aging. In exam-
ining the contribution of individual components of successful
aging to overall rate, it is apparent that the presence of dis-
ability or chronic disease is more often the rate-limiting fac-
tor, whereas most older adults sampled were socially en-
gaged and had relatively unimpaired cognitive functioning.

Relatively few studies have asked older adults to rate them-
selves in terms of successful aging. In such a study of 205
community dwelling older adults, Montross et al (19) noted
that most older adults viewed themselves as aging success-
fully, despite having physical illnesses and disability. In a
study that expanded on this finding, we administered a sur-
vey questionnaire to a sample of 1,979 women over age 60,
who were enrolled in the San Diego site of the Women’s
Health Initiative (20). Respondents were asked to rate them-
selves on a scale from 1 (not successful) to 10 (very success-
ful). As seen in Figure 1, the vast majority of older people
rated themselves with a score of 7 or higher, with only a small
percentage of people rating themselves as “unsuccessful”.
That most people rated themselves as aging successfully, even
when they did not meet objective criteria for successful aging
(Table 1), is consistent with several other studies (14,21).

Little is known about rate of successful aging in persons
with severe mental illness. In schizophrenia, long-term follow
up studies led by Bleuler (22), Harding (23), and Ciompi (24)
indicate that, in contrast to earlier assumptions about pro-
gressive deterioration, a majority of patients experience sig-
nificant improvement in later life. More recently, Bellack es-
timated that 50% of people with schizophrenia attain at least
short-lasting recovery during their lifetime (16).

This estimate is higher than that associated with sustained
remission (i.e., freedom from symptoms for two years or lon-
ger): in a sample of 251 older adults with schizophrenia, Aus-
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Figure 1 Distribution of self-rated successful aging in older women
(n=1,979)
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Table 1 Percent of sample (n=1,979) meeting criteria for domains of successful aging

Domain Operational definition

% of sample
meeting criteria

Absence of disease?

Freedom from disability

Normal cognitive functioning
Active engagement with life
Mastery/growth

Positive adaptation

Life satisfaction

Self-rated successful aging
successful aging?”®

Absence of self-reported cancer, diabetes, high blood pressure, heart attacks, other heart 15%
disease, stroke, osteoporosis, Parkinson disease, and respiratory disease®

SF-36 scores of “no limitation” in the ability to a) lift or carry groceries, b) climb one flight of 38%
stairs, ¢) bend/kneel/stoop, d) walk one block, or e) bath/dress oneself®

Score of 18 or higher on self-administered Cognitive Assessment Screening Test 71%
Visiting family and/or friends at least once a week and having three or more close friends® 74%
Score of “often true” or “true nearly all of the time” on the item “I am in control of my life” 81%
Score of “often true” or “true nearly all of the time” on the following two items: a) “I am able 81%
to adapt to change,” and b) “I tend to bounce back after illness or hardship”®

Score of at least 73 on the SF-36 emotional health/well-being subscale 84%
Score ranging from 7-10 on a 1-10 scale item asking “Where do you rate yourself in terms of 90%
Living independently in own home or retirement community; not residing in a skilled nursing 94%

Independent living
facility?

SF-36 — Short Form 36
4As outlined by Phelan and Larson (64) literature review of successful aging

*Modeled after the Strawbridge et al. (21) operational definition of successful aging; % is reported from Montross et al (19) sample

“Items derived from the Connor-Davidson Resilience Scale (CD-RISC) (36)
dLiving independently used by Roos and Havens (65)

lander et al (25) found a sustained remission rate of about
10%. In a study of older persons with schizophrenia, Cohen
et al (26) compared outcomes using five separate positive con-
structs: recovery, remission, community integration, subjective
successful aging, and objective successful aging. In this study,
the authors compared schizophrenia patients with an age-
matched community dwelling control group of older persons
without major mental illness. In the schizophrenia group, 23 %
met criteria for community integration (vs. 41% of comparison
group), 13% met criteria for subjective successful aging (vs.
27% of comparison group), and only 2% met full criteria for
objective successful aging (vs. 19% of comparison group).
On the basis of this evidence, it seems likely that only a
small proportion of older adults are aging successfully ac-
cording to objective criteria based on physical health, where-
as a remarkably high percentage believe they are aging suc-
cessfully and meet other psychosocial criteria for successful
aging. Similarly, while a minority of older people with schizo-
phrenia experience sustained remission from symptoms, far
fewer appear to meet objective criteria for successful aging.

WHAT ARE THE DETERMINANTS AND MODIFIERS
OF SUCCESSFUL AGING?

In epidemiological studies, the predictors of successful ag-
ing, as defined by objective criteria, appear to correspond to
predictors of chronic medical illness (11). This is consistent
with the reliance on physical functioning in the objective def-
initions. Similarly, in longitudinal epidemiological studies, the
best predictors of successful aging include younger age, free-
dom from arthritis or diabetes, and not smoking. However, in

80

predicting self-rated successful aging, somewhat different re-
sponses are revealed. For example, when examining the sam-
ple of 1,979 women described above (Table 2), we identified
several significant predictors of self-rated successful aging. De-
pression emerged as a potent negative correlate with self-rated
successful aging. Positive correlates included optimism, resil-
ience, cognitive ability, and physical and mental health-related
quality of life. However, chronological age was not associated
with self-ratings of successful aging, whereas income and edu-
cation were minimally related to successful aging.

The contribution of genetic factors to successful aging is an
emerging field of research. Glatt et al (27) reviewed studies

Table 2 Correlates of self-rated successful aging in older women
(n=1,979)

Variable Pearson
correlation
coefficient

Chronological age -0.044

Level of education 0.081%*

Income 0.060%*

Attitude toward aging (Philadelphia Geriatric Morale Scale) 0.302%*

Physical activity participation (Godin Leisure Activity Scale) 0.156%*

SF-36 Mental Health Composite 0.161%*

SF-36 Physical Health Composite 0.266%*

Cognitive Ability Screening Test 0.098%*

Cognitive Failures Questionnaire -0.149%*

Connor-Davidson Resilience Scale 0.274%*

Optimism (Life Orientation Test) 0.229%*

Depressive Symptoms (CES-D) -0.275%%

Perceived Stress Scale -0.225%*

*p<0.01; ** p<0.001
SE-36 — Short Form 36; CES-D - Center for Epidemiological Studies Depression
Scale
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that examined the influence of genes on multi-dimensional
definitions of successful aging in samples of older people. In
case-control studies examining single nucleotide polymor-
phisms (SNPs), allelic variation that was significantly differ-
ent across “successful” vs. comparison groups in two or more
reports included six genes: APOE, GSTT1, IL6, IL10, PON1,
and SIRT3. Although there were only 29 studies with limited
consensus on phenotypes of successful aging, these genes
have plausible relationships to biological processes and risk
factors for disease in aging. Nevertheless, there is clearly a
substantial degree to which variation in aging phenotypes
stems from non-heritable influences. In twin studies, lifespan
is approximately 20-30% attributed to heritability and the
proportion of variation due to heritability in functioning in an
older sample was 22% (28). Both longevity and functioning
appear less heritable than cognitive ability (30-50%) (29).

The goal of altering the fundamental biological processes
that govern the rate of aging represents a shift from the focus
on specific diseases (30). Although there is no unifying the-
ory of aging, and it remains unclear what the nature of mech-
anisms of aging is, there is a great deal of interest in the role
of inflammation and oxidative stress. In humans, chronic
exposure to stress is associated with chromosomal altera-
tions, damage to brain structures, and early mortality (31).
Caloric restriction, which may result in lengthening the
lifespan in mice and in humans, appears to reduce the levels
of inflammatory markers (32). Greater social integration in
older adults is also associated with reduced inflammation
(33). Yet, the relationship with stress and biology is not
monotonic. Mild levels of stress, such as those produced by
exercise, cognitive activity, or caloric restriction, may stimu-
late tropic factors which lead to greater resistance to stress
(a process called hormesis) (34). Thus, interventions target-
ing multiple domains may have shared pathways (e.g., re-
ducing inflammation; stimulating increased stress resis-
tance). These studies also point to the need to quantify resil-
ience, in addition to stress. There are self-report measures of
resilience that evidence good psychometric properties in
older adults (35,36), yet there is a need for objective and
experimental paradigms assessing resilience to be developed
for use with older adults.

In a deviation from older concepts, it now appears that the
window of opportunity for modifying processes regulating
brain aging is not restricted to early life, but extends into later
adulthood. The brains of older animals provided with en-
riched environments show evidence of synaptogenesis (37)
and neurogenesis in select brain regions (e.g., dentate gyrus
of the hippocampus). There is evidence from functional neu-
roimaging investigations that high-performing older adults
exhibit greater bilateral activation on cognitive tasks, sug-
gesting that “successful” brain aging may involve reorganiza-
tion and compensation for deterioration (38). In the largest
study of its kind, the Advanced Cognitive Training for Inde-
pendent and Vital Elderly (ACTIVE) randomized controlled
trial found that, among older adults without dementia, brief
cognitive training in a variety of modalities improved perfor-

mance on cognitive tests (39). Similar improvements in cog-
nitive ability have been seen with cognitive training in schizo-
phrenia, associated with a number of efforts to develop phar-
macologic and non-pharmacologic interventions (40).

Beyond the individual, social networks and social en-
gagement, as shown by novel approaches to network analy-
ses, appear to be vectors for positive states of health such as
happiness (41) as well as negative ones such as loneliness,
obesity, and smoking (42,43). In older adults, loneliness pre-
dicts increased risk for Alzheimer’s disease (44). Overlaying
the social network, the built environment also influences
access to health behaviors, socialization, and cognitive ac-
tivities (45). Therefore, the influences on successful aging
are complex and operate on multiple levels, from genes to
neighborhoods.

Positive psychological traits have remarkable effects on
mortality, with a number of longitudinal studies indicating
that, even after controlling for other relevant variables, high-
er sense of purpose in life (46), optimism (47), and more
positive attitude toward aging (48) are associated with longer
lifespans. To understand how these traits modify outcomes
in aging, it will be imperative to refine these broad constructs
and to learn how they may relate to brain function and de-
velopment.

Wisdom is a complex trait often associated with aging. It
is notable that the modern Western construct of wisdom is
largely similar to that found in ancient religious and philo-
sophical texts, including the Bhagavad Gita — an Indian reli-
gious/philosophical text probably written around 2000 B.C.
(e.g., rich knowledge about life, emotional regulation, in-
sight, acting in face of uncertainty, and a focus on common
good/compassion) (49).

In unpublished work, we studied associations between
domains of wisdom in a community dwelling sample of 1,973
older women described above. We constructed measures for
the domains of social/pragmatic decision making, emotional
homeostasis, management of uncertainty, self-reflection/un-
derstanding, and spirituality using items drawn from multiple
scales measuring cognition, emotion, and positive personal-
ity traits. Using item response theory, we found that measures
for each domain had acceptable internal consistency and re-
liability, and that the domains of social decision making,
emotional homeostasis, and management of uncertainty
were strongly associated with each other. Self reflection/un-
derstanding was also significantly associated with other three
domains, but to a lesser degree. Spirituality, as measured in
our study was, however, not significantly associated with the
other domains of wisdom.

Wisdom maps onto neurobiological structures (50). Emo-
tional regulation, decision making, value relativism may in-
volve top-down regulation of limbic and striatal brain re-
gions. The lateral prefrontal cortex facilitates calculated,
reason-based decision making, whereas the medial prefron-
tal cortex is implicated in emotional valence and prosocial
attitudes/behaviors. Reward neurocircuitry (ventral striatum,
nucleus accumbens) is also important for promoting proso-
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cial attitudes/behaviors. The characteristics of wisdom seem
to be impaired by specific brain lesions. For example, fronto-
temporal dementia is characterized by impulsivity, dimin-
ished empathy, and emotional reactivity. The same brain
structures (e.g., prefrontal cortex) are implicated in both wis-
dom and frontal lobe deficits, harkening back to the changes
in character exhibited by the historic case of Phineas Gage
(51), as well as more recent reports outlining cognitive defi-
cits secondary to ventromedial prefrontal lobe damage (51).
Hence it may be possible to study wisdom as a neurobio-
logically determined trait.

WHAT ARE THE IMPLICATIONS OF THE
DETERMINANTS OF SUCCESSFUL AGING
FOR LATE-LIFE PSYCHIATRIC DISORDERS?

Consistent with the large negative correlation between self-
rated successful aging and depression, nearly all of the deter-
minants of successful aging reviewed above are negatively
impacted by depression. Depression is associated with lower
rates of exercise and worse nutrition, greater social isolation
and diminished engagement in productive activity, and nega-
tive outlook on the future and the self. Even subsyndromal
symptoms of depression relate to broad negative effects across
aging-related phenotypes (20). Inflammation and stress-relat-
ed biological processes are implicated as a shared pathway to
both depressive symptoms and cognitive impairment in older
people (52). These relationships are likely to be bi-directional,
for example, diminished social engagement leads to greater
depression, and vice versa (53). It is also evident that, while
trends in some health behaviors are improving (e.g., reduc-
tion in smoking), others such as healthy diets, physical activ-
ity, and social integration may be declining despite all of the
evidence of their benefits (54).

At the same time, it appears that interventions to improve
lifestyle behaviors or social engagement, while not specifi-
cally targeting depression, may have anti-depressant effects
in older people. Indeed, randomized controlled trials sup-
port the role of exercise in treating late-life depression (55),
and there is emerging evidence that cognitive training target-
ing speed-of-processing (56) as well as dietary patterns (57)
may reduce or prevent depressive symptoms. Multi-compo-
nent interventions aimed at increasing healthy lifestyles ap-
pear to produce changes in brain function as detected with
neuroimaging (58). This suggests that the armamentarium of
geriatric psychiatric treatments may need to expand to in-
clude lifestyle interventions.

WHERE DO WE GO FROM HERE?
FUTURE DIRECTIONS IN SUCCESSFUL AGING

Although there is clearly great public interest and impera-
tive to define and promote successful aging, its definition
remains controversial. How can we attain greater consensus

82

about successful aging? As in the definition of recovery ver-
sus remission from psychiatric disorders (16), there is a gulf
between researcher and lay definitions — the former describes
freedom from disease and disability, and the latter focuses on
adaptation, meaningfulness, and connection. It should be
possible to better integrate these perspectives, incorporating
both subjective and objective elements into definitions.
Moreover, some constructs included in subjective defini-
tions, such as resilience and wisdom, are not yet adequately
operationalized; better instruments to measure such con-
structs will enable them to be incorporated into epidemio-
logical studies. “Toolbox” initiatives that unify the measure-
ment of constructs and use more dimensional ratings could
also advance the consistency among studies (59). Many stud-
ies have reported age effects in cross-sectional studies, though
the real interest is in understanding the causal and dynamic
processes in aging. Methodological advances that enable
more efficient collection of longitudinal data, such as accel-
erated longitudinal designs (60), could aid in increasing the
power to detect processes rather than outcomes. Studies of
this kind could link broad phenotypes (e.g., social engage-
ment) with intermediate phenotypes that can be measured
more objectively (e.g., extroversion) and with biomarkers
(e.g., oxytocin). The operationalization of frailty represents a
useful example of defining a complex phenotype based on its
basic biological processes (61), and could provide a model in
this regard. We have taken steps in this direction, by decon-
structing wisdom into its collection of putative neurobio-
logical constituents (50).

Fortunately, even with the difficulty in defining successful
aging, there is remarkable convergence in some of the com-
ponents and their environmental influences. In particular,
there are many shared pathways between stress and inflam-
mation, obesity and sedentary behavior, and risk for im-
paired cognitive ability, depression, and cardiovascular dis-
ease. Interventions such as caloric restriction may work at
the beginning of this pathway. Alternatively, interventions
addressing multiple targets, such as those that combine
physical activity and cognitive stimulation, may have a syn-
ergistic effect on basic biological processes. New technolo-
gies, such as exergames that use video games to combine
physical activity, pleasant activity, and cognitive stimulation,
may reduce late-life subsyndromal depression (62). Multi-
level interventions, for example those that target the indi-
vidual and the built environment, are also promising routes
to behavior change (63).

Given the leverage that depression has on successful ag-
ing, as well as the increasing prominence of brain health as a
public health issue, psychiatric treatments could impact the
likelihood of successful aging for many people. Psychiatry,
including geriatric psychiatry, should broaden its scope to
include enhancement of lifestyles, social functioning, and
other aspects of recovery. Given that the peak ages for most
physiological functions occur in late adolescence (30), alter-
ing age-related trajectories should begin early. Conversely,
given what we now know about the plasticity of the aging
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brain, it is never too late to strive for successful aging in peo-
ple with and without mental illnesses.
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FORUM: PROBLEMATIC INTERNET USE — RESEARCH EVIDENCE AND OPEN ISSUES

Problematic Internet use: an overview

ELiAs ABOUJAOUDE

Impulse Control Disorders Clinic, Stanford University School of Medicine, 401 Quarry Rd., Stanford, CA 94305, USA

There is wide agreement that the Internet can serve as a tool that enhances well-being. It is more difficult, however, to find consensus
around the issue of problematic Internet use. That may be in part because scientific investigation has lagged far behind technological
advances and media attention. The diagnostic schemas that have been proposed since 1996, and the screening tools that have been
developed, stress similarities with substance use, impulse control disorders, and obsessive-compulsive disorder. Prevalence figures vary
as a function of the diagnostic definition used, the age group studied, and whether the surveys were conducted online. Studies suggest
high comorbidity rates with mood disorders and, among younger individuals, attention-deficit/hyperactivity disorder. Treatment should
address any comorbid conditions present, as those may be causing, or exacerbating, problematic Internet use. Interventions that may
specifically target problematic Internet use include cognitive behavioral therapy and selective serotonin reuptake inhibitors, but detailed
guidelines must await further studies. For a medium that has so radically changed how we conduct our lives, the Internet’s effects on
our psychology remain understudied. More research is needed into the pathophysiology, epidemiology, natural course, and treatment of
problematic Internet use. In addition, the more subtle psychological changes, such as disinhibition, that seem to characterize people’s
online behavior also deserve attention, even if they cannot be seen as necessarily pathological.

Key words: Internet, problematic use, impulse control disorders, comorbidity, cognitive behavior therapy

(World Psychiatry 2010;9:85-90)

The “global village”, a metaphor used
to describe how the Internet has short-
ened distances and facilitated the flow
of information, has grown to over one
billion users (1).

Statistics from across the world high-
light its reach and penetrance: 90% of
South Korean households connect to
high-speed, inexpensive broadband (2);
Londoners spend an average of 45 days
a year online, more than they spend
watching TV (3); and the rate of increase
in the number of Internet users in Africa
and the Middle East exceeded 1,300%
between 2000 and 2009 (4).

For the majority of Internet users, the
World Wide Web represents a tremen-
dous wellspring of opportunity that en-
hances well-being. For others, however,
it can lead to a state that appears to meet
the DSM definition of a mental disorder,
described as a “clinically significant be-
havioral or psychological syndrome...
that is associated with present distress...
or with a significantly increased risk of
suffering death, pain, disability, or an
important loss of freedom” (5).

Scientific understanding of that state
has lagged behind media attention (6),
in part because of inconsistency in defin-
ing the problem (7), disagreement about
its very existence (8), and the variable
research methodology used in study-
ing it. Still, a body of data by scientists
from the East and West (with the East

increasingly leading the way) tells a cau-
tionary tale about the Internet’s potential
to bring about psychological harm.

DIAGNOSTIC DEFINITION

In 1996, the psychologist K. Young
became the first to publish a detailed
case report of problematic Internet use
(9). Her “patient zero” was a non-tech-
nologically oriented 43-year-old home-
maker with a “content home life and no
prior addiction or psychiatric history”,
who, within three months of discovering
chat rooms, was spending up to 60 hours
per week online. She reported feeling
excited in front of the computer, and
depressed, anxious, and irritable when
she would log off. She described having
an addiction to the medium “like one
would to alcohol”. Within one year of
purchasing her home computer, she was
ignoring household chores, had quit so-
cial activities she used to enjoy, and had
become estranged from her two teenage
daughters and her husband of 17 years.

Based on this and other patients she
interviewed, Young proposed the first
set of diagnostic criteria for what she
termed “Internet addiction”. She mod-
eled them on the DSM-IV definition
for substance dependence because of
similarities she observed with the states
of tolerance (needing more of the sub-

stance to achieve the same effect) and
withdrawal (psychological and physical
discomfort upon reducing or stopping
the substance) (9).

Others conceptualized problematic
Internet use as a behavioral addiction
not involving an intoxicant (10), and
Young subsequently updated her defi-
nition, adapting the DSM-IV criteria
for pathological gambling, an impulse
control disorder often described as a be-
havioral addiction, into her Diagnostic
Questionnaire (11) (Table 1). The ques-
tionnaire, which required at least five of
the eight criteria be met for the Internet
addiction diagnosis, has not received
adequate psychometric testing.

Shapira et al (12) proposed five years
later a more inclusive diagnostic schema
in the general style of the impulse con-
trol disorders. They argued that defini-
tions based solely on substance depen-
dence or pathological gambling were
too narrow to capture the population
of problematic Internet users and could
lead to premature conclusions about
the new disorder and the patients. They
eschewed the “Internet addiction” label
for lack of scientific proof for true addic-
tion and favored the less controversial
“problematic Internet use”, defining it
as: a) maladaptive preoccupation with
Internet use, experienced as irresistible
use for periods of time longer than in-
tended; b) significant distress or impair-
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ment resulting from the behavior; and
c) the absence of other Axis I pathology
that might explain the behavior, such as
mania or hypomania.

To date, only two studies have at-
tempted to develop diagnostic criteria
empirically by testing them against the
diagnosis made on the basis of a system-
atic psychiatric interview. Ko et al (13)
tested a set of criteria in 468 Taiwanese
high school students. Starting with 13
candidate criteria, they eliminated those
with low diagnostic accuracy, and deter-
mined that a cutoff of six out of the nine
remaining criteria had the best diag-
nostic accuracy while maintaining high
specificity (97.1%) and acceptable sen-
sitivity (87.5%). The criterion for func-
tional impairment was listed separately
as criterion B and was required for the
diagnosis (Table 2). In a second study,
Ko et al (14) confirmed the diagnostic
accuracy of their criteria in an older co-
hort of 216 Taiwanese college students.
However, the relatively small size of
both studies and the non-representative
nature of the groups studied limit the
applicability of the proposed criteria to
the general population.

Several assessment scales have been
proposed to screen for, and help diag-
nose, problematic Internet use. As a
group, these instruments show no con-
sensus on the underlying dimensions
that constitute the condition (6,15). In
addition to Young’s Diagnostic Ques-
tionnaire, two are in relatively common
use in research and/or clinical settings:
Young’s Internet Addiction Test (16) and
the Chen Internet Addiction Scale (17).

Young’s Internet Addiction Test (16)
consists of 20 “how-often” questions,
each rated on a scale of 1 to 5 (1=rarely;
2=occasionally; 3=frequently; 4=often;
5=always.) A score of 80 or above is
consistent with problematic use (Table
3). The psychometric properties of the
instrument were studied in 86 subjects
(18). Six factors were extracted from the
questionnaire: salience, excessive use,
neglect of work, anticipation, lack of
control, and neglect of social life. These
factors showed good concurrent valid-
ity and internal consistency. Salience
explained most of the variance and was
also found to be the most reliable as in-
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Table 1 Young’s Diagnostic Questionnaire for Internet addiction (11)

Diagnosis suggested by five or more “yes” answers to:

1. Do you feel preoccupied with the Internet (think about previous online activity or anticipate next
online session)?
. Do you feel the need to use the Internet for increasing amounts of time in order to achieve satisfaction?
. Have you repeatedly made unsuccessful efforts to control, cut back, or stop Internet use?
. Do you feel restless, moody, depressed, or irritable when attempting to cut down or stop Internet use?
. Do you stay online longer than originally intended?
. Have you jeopardized or risked the loss of significant relationship, job, educational or career opportunity
because of the Internet?
. Have you lied to family members, therapist, or others to conceal the extent of involvement with the Internet?
8. Do you use the Internet as a way of escaping from problems or of relieving a dysphoric mood
(e.g., feelings of helplessness, guilt, anxiety, depression)?
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Table 2 Ko et al’s proposed diagnostic criteria for Internet addiction (13)

A. Six or more of:
1. Preoccupation with Internet activities
. Recurrent failure to resist the impulse to use the Internet
. Tolerance: a marked increase in Internet use needed to achieve satisfaction
. Withdrawal, as manifested by either of the following: a) symptoms of dysphoric mood, anxiety,
irritability, and boredom after several days without Internet activity; b) use of Internet to relieve
or avoid withdrawal symptoms
. Use of the Internet for a period of time longer than intended
. Persistent desire and/or unsuccessful attempts to cut down or reduce Internet use
. Excessive time spent on Internet activities
. Excessive effort spent on activities necessary to obtain access to the Internet
. Continued heavy Internet use despite knowledge of physical or psychological problem caused
or exacerbated by Internet use
B. Functional impairment. One or more of:
1. Recurrent Internet use resulting in a failure to fulfill major obligations
2. Impairment in social relationships
3. Behavior violating school rules or laws due to Internet use
C. The Internet addictive behavior is not better accounted for by another disorder

S N

© 00 N o »

Table 3 Young’s Internet Addiction Test (16)

Answer the following questions on the Likert scale:
1=rarely; 2=occasionally; 3=frequently; 4=often; 5=always

. How often do you find that you stay on-line longer than you intended?

. How often do you neglect household chores to spend more time on-line?

. How often do you prefer the excitement of the Internet to intimacy with your partner?

How often do you form new relationships with fellow on-line users?

How often do others in your life complain to you about the amount of time you spend on-line?

How often do your grades or school work suffer because of the amount of time you spend on-line?

. How often do you check your e-mail before something else that you need to do?

. How often does your job performance or productivity suffer because of the Internet?

. How often do you become defensive or secretive when anyone asks you what you do on-line?

. How often do you block out disturbing thoughts about your life with soothing thoughts of the Internet?
. How often do you find yourself anticipating when you will go on-line again?

. How often do you fear that life without the Internet would be boring, empty, and joyless?

. How often do you snap, yell, or act annoyed if someone bothers you while you are on-line?

. How often do you lose sleep due to late-night log-ins?

. How often do you feel preoccupied with the Internet when off-line, or fantasize about being on-line?
. How often do you find yourself saying “just a few more minutes” when on-line?

. How often do you try to cut down the amount of time you spend on-line and fail?

. How often do you try to hide how long you’ve been on-line?

. How often do you choose to spend more time on-line over going out with others?

. How often do you feel depressed, moody, or nervous when you are off-line, which goes away once you are
back on-line?
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Scoring: 20-49 points, average on-line user; 50-79 points, occasional or frequent problems because of the Inter-
net; 80-100 points, Internet usage is causing significant problems
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Table 4 Chen Internet Addiction Scale (17, adapted)

Focusing on the last three months, rate the degree to which each statement matches your experience
(1=does not match my experience at all; 2=probably does not match my experience; 3=probably matches

my experience; 4=definitely matches my experience)

. I'feel energized online

NOoO s AN

online has not decreased

. I'stay online for longer periods of time than intended
. Although using the Internet has negatively affected my relationships, the amount of time I spend

. I'was told more than once that I spend too much time online

. Ifeel uneasy once I stop going online for a certain period of time

. Ifind that I have been spending longer and longer periods of time online

. Ifeel restless and irritable when the Internet is disconnected or unavailable

8. More than once, I have slept less than four hours due to being online
9. Ihave increased substantially the amount of time I spend online
10. Ifeel distressed or down when I stop using the Internet for a certain period of time

11. Ifail to control the impulse to log on

12. Ifind myself going online instead of spending time with friends

13. 1get backaches or other physical discomfort from spending time surfing the net
14. Going online is the first thought I have when I wake up each morning

15. Going online has negatively affected my schoolwork or job performance

16. Ifeel like I am missing something if I don’t go online for a certain period of time
17. My interactions with family members have decreased as a result of Internet use
18. My recreational activities have decreased as a result of Internet use

19. Ifail to control the impulse to go back online after logging off for other work

20. My life would be joyless without the Internet

21. Surfing the Internet has negatively affected my physical health

22. Thave tried to spend less time online but have been unsuccessful

23. I'make it a habit to sleep less so that more time can be spent online

24. Ineed to spend an increasing amount of time online to achieve the same satisfaction as before
25. Ifail to have meals on time because of using the Internet

26. Ifeel tired during the day because of using the Internet late at night

dicated by its Cronbach’s alpha. How-
ever, the selection bias introduced by
online recruitment and the small size of
the study limit its value.

The Chen Internet Addiction Scale
(17) is a self-report instrument com-
posed of 26 items rated on a 4-point
Likert scale (adapted in Table 4). It as-
sesses five domains of Internet-related
problems: compulsive use, withdrawal,
tolerance, interpersonal and health con-
sequences, and time management diffi-
culties. Scores range from 26 to 104. In a
study of 454 Taiwanese adolescents who
completed the scale and received a struc-
tured diagnostic interview, a cutoff of 64
was shown to have high diagnostic ac-
curacy and specificity (88% and 92.6%,
respectively) (19). The internal reliability
of the scale and subscales in the original
study ranged from 0.79 to 0.93 (17).

PREVALENCE

Due to the lack of consensus on di-
agnostic criteria and the dearth of large
epidemiological studies, the prevalence

of problematic Internet use in the gener-
al population has not been established.
Overall, prevalence surveys conducted
in various countries fall into two main
categories, online vs. offline studies,
with the former typically yielding higher
rates, most likely because of inherent se-
lection bias (20).

Only two epidemiological studies ex-
ploring the prevalence of problematic In-
ternet use in the general population have
been published. One was conducted in
the US, the other in Norway (20,21).

The US study used random-digit
telephone dialing (cellular phone num-
bers were not included) to interview
2,513 adults taken from all 50 states in
a manner proportional to the popula-
tion in each state (20). More than half
of the people reached agreed to be inter-
viewed. Participants’ average age was 48,
and 51% fell in the middle class socio-
economic stratum. 68.9% were regular
Internet users. The authors’ diagnostic
definition, based on published criteria
and on similarities with impulse control
disorders, substance dependence and
obsessive-compulsive disorder, required:

a) Internet use that interferes in personal
relationships; b) preoccupation with the
Internet when offline; ¢) unsuccessful at-
tempts at quitting or cutting down; and
d) staying online longer than intended.
This definition yielded a point preva-
lence of 0.7%. Less stringent definitions
yielded higher prevalence rates, and in-
dividual features consistent with prob-
lematic Internet use were endorsed by as
many as 13.7% (respondents who found
it hard to stay offline for days in a row).
In the second study, Bakken et al (21)
mailed Young’s Diagnostic Question-
naire to 10,000 inhabitants of Norway,
randomly selected from a database of
the entire population. 3,399 completed
questionnaires were returned (a some-
what lower response rate than the US
study). Recipients of the mailed ques-
tionnaire also had the option of com-
pleting it online. Among respondents,
87% were Internet users. The prevalence
of “addicted Internet use” (=5 questions
answered “yes”) was calculated to be
1%, whereas the prevalence of “at risk”
Internet use (3-4 questions answered
“yes”) was 5.2%. Multivariate analysis
showed young age, male gender, higher
educational achievement, and financial
stress to be positively associated with
“problematic Internet use” (defined by
the authors to include both “Internet ad-
dicts” and “at risk” respondents).
Prevalence rates among adolescents
have been researched more extensively,
perhaps because the so-called “digital
natives” grew up incorporating the Inter-
net in many aspects of life and as a result
are perceived to be at higher risk. How-
ever, even when online-based surveys
are excluded, the results can vary widely
and are difficult to compare, due to dif-
ferences in Internet access, recruitment
methodology, the exact age bracket stud-
ied, and the definitions utilized. Con-
sidering only relatively large and offline
studies, research from China (22), South
Korea (23,24), Greece (25), Norway (26),
and Iran (27) has yielded prevalence esti-
mates ranging between 2% and 11%.

COMORBIDITY

Problematic Internet use has not been
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incorporated into large-scale epidemio-
logical studies aimed at estimating the
relative prevalence of mental disorders.
Still, a review of published studies re-
veals that the presence of other psychiat-
ric conditions in patients with problem-
atic Internet use is the rule rather than
the exception (6). The studies, however,
were not designed or statistically pow-
ered to detect the nature of the associa-
tion (cause, effect, or independent).

In Bakken’s general-population study
(21), based on subjects’ self-report, 41.4%
of Internet “addicts” reported feelings of
depression in the 12-month period prior
to the study, compared to 15.8% of non-
problematic users. Sleep disturbances,
anxious feelings, and alcohol and sub-
stance abuse were also more common
(38.6% vs. 26.4%, 36.4% vs. 5%, and
13.6% vs. 1.1%, respectively). However,
the questions used to assess co-occurring
psychological impairment were not based
on established criteria for mood, sleep,
anxiety, or substance use disorders.

Two US case series involved face-
to-face interviews of adult patients with
problematic Internet use. Black et al (28)
assessed 21 subjects with the Diagnostic
Interview Schedule and found the life-
time prevalence of mood disorders and
major depression to be 33% and 15%,
respectively. Further, 38% had a lifetime
substance use disorder and 19% had a
lifetime diagnosis of anxiety disorder.

In a case series that included 20 pa-
tients, Shapira et al (29) found a very
high (70%) lifetime prevalence for bipo-
lar affective disorder, type I or II, com-
pared with 15% for major depression.
Fifty-five percent had a lifetime preva-
lence of substance abuse, and 45% met
criteria for social anxiety disorder. Fifty
percent of subjects had a lifetime diag-
nosis of an impulse control disorder.
The authors highlight their observation
that patients’ Internet-related symptoms
were more impulsive and egosyntonic
than compulsive and egodystonic, con-
cluding that problematic Internet use
resembles the DSM-IV definition of an
impulse control disorder more closely
than that of obsessive-compulsive dis-
order. Our clinical experience supports
this conclusion.

As a group, surveys conducted among
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high school and college students show
similarly high comorbidity rates with
mood and anxiety disorders, but a link
between attention-deficit/hyperactivity
disorder (ADHD) and problematic Inter-
net use seems more obvious than among
adults. One study in 752 South Korean
elementary students found that 33% of
those with ADHD also met criteria for
problematic Internet use (30). Another
study in 216 Taiwanese college students
showed that 32% subjects with prob-
lematic Internet use also had ADHD
compared to only 8% of regular Internet
users (31). Whether Web-based activi-
ties appeal to the short attention span of
ADHD sufferers or whether excessive In-
ternet use may cause inattention remains
to be elucidated.

TREATMENT

The clinical evaluation of the patient
with problematic Internet use should
include a careful assessment of the co-
morbid conditions frequently present.
Those should then be treated accord-
ing to established treatment guidelines.
To the extent that the Internet-related
problem may stem from another diag-
nosis (e.g., a patient with severe social
anxiety who starts leading a “virtual” life
at the expense of offline interactions), it
might improve as the primary condition
is addressed.

Pharmacotherapeutic and psycho-
therapeutic interventions specific to
problematic Internet use have not yet
received adequate testing in large, rig-
orous studies. Pharmacotherapy often
begins with selective serotonin reuptake
inhibitors (SSRIs). However, while ef-
fective in treating obsessive-compulsive
disorder, SSRIs have shown mixed re-
sults in impulse control disorders (32-
36). In light of the greater similarity
between problematic Internet use and
impulse control disorders compared to
obsessive-compulsive disorder (29), it is
unclear whether SSRIs will ultimately
prove beneficial, and no double-blind
placebo-controlled studies have been
published so far.

One discontinuation study tested esci-
talopram, 20 mg/day, in 19 subjects with

problematic Internet use (37). During
the 10-week open-label phase, subjects
showed significant decreases in weekly
hours spent online (from a mean of 36.8
hours to 16.5 hours) and improvement
in global functioning. At the end of the
10 weeks, subjects were blindly random-
ized to either continued escitalopram
treatment or to placebo. Beyond that,
they were followed for 9 weeks. No sig-
nificant difference was seen between
the two groups at the end of the second
phase, as gains achieved at week 10 were
maintained in both treatment groups.
The authors speculate that nine weeks
may have not been sufficient for the ef-
fect to be lost in the placebo group or for
additional gains to be made in the esci-
talopram group, but do not rule out the
possibility that the improvement seen in
the open-label phase may have been a
placebo response.

One case study reported successful
treatment with naltrexone (38), a drug
that has shown benefit in other impulse
control disorders (39,40). The patient
was a 31 year old male with compulsive
cybersexual behavior who had failed
antidepressants, group and individual
psychotherapy, Sexual Addicts Anony-
mous, and pastoral counseling. Naltrex-
one (150 mg/day), gradually added to
a stable dose of sertraline which on its
own had been ineffective in treating his
problematic Internet use, helped induce
a three-year remission. The authors hy-
pothesize that, by blocking the capacity
of endogenous opioids to trigger dop-
amine release in response to reward, nal-
trexone may block the reinforcing nature
of compulsive Internet sexual activity.

Another case study reported the suc-
cessful use of an atypical antipsychotic,
quetiapine, 200 mg/day, gradually add-
ed to citalopram, in a 23 year old subject
with problematic Internet use (41). The
improvement was maintained at four-
month follow-up.

More recently, a study tested meth-
ylphenidate in 62 children with ADHD
who were Internet video game play-
ers (42). Participants’ average age was
around 9. After 8 weeks of treatment
(average dose 30.5 mg/day), Internet us-
age decreased significantly and correlated
with reduction in ADHD symptoms. The
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authors cautiously suggest that meth-
ylphenidate might be beneficial as a treat-
ment for problematic Internet use, espe-
cially when co-occurring with ADHD.

Of the psychotherapy approaches
used, cognitive behavioral therapy (CBT)
has received the most empiric investiga-
tion. The largest study enrolled 114 adult
subjects and employed CBT interven-
tions including: keeping a daily log of
Internet activity, teaching time manage-
ment skills, and confronting cognitive
distortions and rationalizations frequent-
ly used by patients to justify continued
Internet usage, such as “just a few more
minutes won't hurt” (43). Most subjects
were able to control their symptoms by
the eighth session, and improvement was
sustained over a 6-month follow-up.

For children and adolescents, family-
based interventions that improve com-
munication and teach family monitoring
of Internet use can be helpful (44). How-
ever, the intensive (and typically very
expensive) residential treatment options
that have received much media attention
have undergone little empiric investiga-
tion to warrant a strong recommendation
(2,45). The same applies to online treat-
ment websites that encourage the person
with problematic Internet use to “click
here if you are addicted to the Internet”.

CONCLUSIONS

For a medium that has so radically
changed the way we conduct our lives,
the Internet’s effects on our psychologi-
cal health remain understudied. Simply
stating that similar fears were raised
when the radio, movies and early video
games were introduced is not sufficient:
the immersive and interactive qualities
of the virtual world, and its sheer pene-
trance, make it potentially more serious.

Also deserving of exploration are the
more subtle psychological changes that
occur in the virtual world, such as online
disinhibition and increased risk-taking
(46). Those changes are not necessarily
evidence of “Internet addiction”, and
may not be pathological, but, as impor-
tant features of the new virtual psychol-
ogy, should also be studied.

As our field continues to debate

whether their condition belongs in the
next edition of the DSM (47), patients
continue to present with symptoms born
out of the digital age, and their symp-
toms are changing as the technology
evolves from browsers, to “crackberries”,
to “smart phones” that combine texting,
talking, video games, and browsing in
one device that to many is like a new ap-
pendage. Even the “problematic Internet
use” designation now seems outdated,
which is why some have wisely opted for
“pathological use of electronic media”,
instead (47). Technology, like media out-
lets, remains far ahead of scientific in-
vestigation. Given the dramatic changes
that our society is undergoing as a result
of the Internet revolution, it behooves us
to try to bridge the gap.
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COMMENTARIES

Internet addiction over the decade: a personal look back

KIMBERLY YOUNG
Center for Internet Addiction Recovery, Bradford,
PA, USA

The Internet has certainly changed
since I first began to study Internet ad-
diction in 1994. Then, it cost $2.95 per
hour to login. Applications such as
MySpace, Facebook, YouTube,and Sec-
ond Life did not exist. Modem speeds
ranged from 14.4 to 28.8 mbps. Web
sites started proliferating the Internet,
and most without any graphics, sound,
or video. Only a growing number of
schools and businesses were connected
to the Internet.

By the late 90s, the height of the Dot
Com era before the bubble burst, every-
one was clamoring to learn more about
the Internet. Computer companies were
dolling out new technologies faster than
people could buy them and any company
with dot com after its name was assumed
to make millions. No one was worried
about the potential for addiction.

Yet, after a friend called me to tell
me of her divorce because her husband
became addicted to AOL chat rooms, it
made me wonder if others could get ad-
dicted to the Internet in the same way
as people become addicted to drugs, al-
cohol, gambling, food, and sex. It was
a daunting and challenging task. I was
fresh out of graduate school with my
doctorate in clinical psychology. I had
studied neuropsychology, a far cry from
being an Internet addiction expert, yet,
hearing story after story about people
suffering because of the Internet and
how their use had taken over aspects
of their lives, I knew that I had to share
what I had learned.

In 1998, I wrote Caught in the Net,
the first book to identify Internet addic-
tion (1). Publishing the book changed
my life. Once published, the publicity
around the book took on a life of its
own. I joked that I had become the Ann
Landers of cyberspace, as letters and
email from across the globe poured in.
I heard from parents, spouses, and ad-
dicts themselves struggling to deal with

an addiction that they could not under-
stand. Yet, after reading Caught in the
Net, they found validation and under-
standing to a disorder that they knew
they were experiencing but had not been
recognized by many professionals when
they tried to seek help.

After Caught in the Net was pub-
lished, many journalists and scholars did
not believe that people could become
addicted to the Internet. At that point,
many laughed and scoffed at the idea.
How could a tool so useful for informa-
tion and communication be considered
addictive?

These early studies and those of my
colleagues such as D. Greenfield (2) and
M. Orzack (3) opened the conversation
to the darker side of what lied ahead.
Could it be too much? Research in the
field of Internet addiction has grown sub-
stantially. Studies have focused on clini-
cal diagnosis, epidemiology, psychosocial
risk factors, symptom management, and
treatment outcome. Internet addiction
has not only been identified as a national
problem in the US, but in countries such
as China, Korea, and Taiwan. Media
reports suggest Internet addiction has
reached epidemic proportions.

Healthcare professionals started see-
ing cases of people who suffered from
Internet-related clinical problems. Pio-
neer treatment centers specializing in
Internet addiction recovery emerged at
McLean Hospital, a Harvard Medical
School affiliate, and at the Illinois Insti-
tute for Addiction Recovery at Proctor
Hospital in Peoria, Illinois. Inpatient
addiction rehabilitation centers such
as The Canyon, Sierra Tucson, and The
Meadows started to include Internet-
related compulsivity as one of the sub-
specialties they treat. Globally, the first
inpatient treatment center opened in
Beijing, China in 2006, and it is estimat-
ed that Korea has over 140 Internet ad-
diction treatment recovery centers. Most
recently, the first inpatient residential
care center opened in the US: the Restart
Program in Redmond, Washington.

It is difficult to estimate how wide-

spread the problem is. A nationwide
studyled by E. Aboujaoude (4) estimated
that nearly one in eight Americans suf-
fer from at least one sign of problematic
Internet use. Studies abroad have docu-
mented Internet addiction in a growing
number of countries such as Italy, Paki-
stan, Iran, Germany, and Czech Repub-
lic, to name a few.

Globally, we see that science has
greatly contributed to our understand-
ing of compulsive or addictive use of the
Internet and that new forms of treatment
are emerging. These include traditional
twelve-step recovery, cognitive-behav-
ioral therapies, and more intensive forms
of treatment such as residential inpatient
care.

While much attention has been paid
to Internet addiction in the academic
and clinical fields, developing universal
standards of care and assessment has
been difficult, because the field is cultur-
ally diverse and terminology in the aca-
demic literature has varied, from Internet
addiction to problematic Internet use or
pathological Internet use. The American
Psychiatric Association has proposed
including the diagnosis of “pathological
computer use” in the DSM-IV revision,
concluding that this is the broadest term
to use.

Overall, I can say that we are only be-
ginning to understand the impact of the
Internet. It is my hope that in the next
decade we will understand so much
more about its social and clinical impli-
cations.
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Problematic Internet use: a distinct disorder,
a manifestation of an underlying psychopathology,
or a troublesome behaviour?

VLADAN STARCEVIC
University of Sydney and Nepean Hospital,
Sydney/Penrith, Australia

Aboujaoude’s review of problematic
Internet use is a timely contribution to
the literature on a poorly understood be-
haviour that has apparently caught the
attention of the media more than that of
mental health professionals. And, while
psychiatrists and clinical psychologists
seem to be sceptical about many aspects
of the problematic Internet use, concern
in the community about the adverse ef-
fects of the Internet use seems to be grow-
ing exponentially. This revolves mainly
around two issues. The first is the impact
of violent video games and other violent
online content; the second is what has
increasingly been referred to as “Internet
addiction”. The focus of this commen-
tary will be on the latter issue.

The problem starts with terminology,
asthe appropriate name for the condition
or behaviour often labelled “Internet ad-
diction” is not clear. Progress in this area
can hardly be made without first reach-
ing a consensus as to what terms to use.
“Internet addiction” is a troublesome
term, not only because of its pejorative
connotations, but also because there is
no evidence that this is really an addic-
tive disorder, i.e., that it is characterized
by the hallmarks of substance addic-
tion such as tolerance and withdrawal.
If adopted without sufficient evidence,
“Internet addiction” will clearly be an
arbitrary term. It is appropriate to be
cautious and retain more descriptive and
“neutral” terms, such as problematic (or
problem) Internet use. Other terms have
also been proposed, e.g., “pathological
use of electronic media” (1), but “Inter-
net addiction” still seems to dominate
the literature and professional jargon.

The terminological rigour should
go hand in hand with conceptual clar-
ity. A part of the reason for the ongoing
struggle with terminology is the lack of
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clarity about the key features of prob-
lematic Internet use. Several features
have been proposed, but many of them
seem to overlap and boil down to the ba-
sic two characteristics. The first pertains
to the aspects of Internet use, described
as excessive or compulsive, along with
preoccupation with and loss of control
over the Internet use. The second re-
fers to various adverse consequences of
spending too much time on the Internet,
such as neglecting social activities, rela-
tionships, health and work or school du-
ties, and altering sleep and eating habits
in a detrimental way. Further research
is needed to ascertain more precisely to
what extent these features characterize
problematic Internet use.

Problematic Internet use appears to
be too heterogeneous as a concept. It has
been suggested that it consists of at least
three subtypes: excessive gaming, prob-
lematic sexual behaviour, and e-mail/
text messaging (2). The Internet may al-
so be used excessively and with negative
consequences to gamble, shop, or chat.
These different purposes of using the
Internet may be associated with differ-
ent patterns of use, different underlying
psychopathology, and different adverse
consequences. It may then be inappro-
priate to lump together all the instances
of problematic Internet use and perhaps
more useful to consider online gam-
bling as a manifestation of pathological
gambling, Internet-related problematic
sexual behaviour as a feature of a sexual
or some other disorder, and so on. In ac-
cordance with this approach, we have
formulated and tested preliminary crite-
ria for problem video game use (3), but
these require further study.

“New” disorders or patterns of behav-
iour may be no more than alternative ex-
pression of various psychopathological
entities. Accordingly, it has been debat-
ed whether addictive disorders, includ-
ing problematic Internet use, represent
primary conditions in their own right or

whether they can be better understood
as a manifestation of some underlying
psychopathology or poor coping, that
is, a “secondary addiction” (4,5). Vari-
ous mental and other disorders often
co-occur with problematic Internet use,
which suggests that in many cases the
latter may be conceived of as being relat-
ed to the former. The co-occurring con-
ditions and corresponding dimensions
of psychopathology include depressive
and bipolar disorders, anxiety disorders
(especially social anxiety disorder, gen-
eralized anxiety disorder, and obsessive-
compulsive disorder), sleep disturbance,
substance use disorders, impulse control
disorders, attention deficit and hyperac-
tivity disorder, personality disorders and
traits (especially borderline, narcissistic,
antisocial, and avoidant), and psychotic
disorders.

Several issues should be addressed
when elucidating whether and when
problematic Internet use is primary or
secondary. First, prospective studies
need to ascertain the sequence in the de-
velopment of problematic Internet use
and psychiatric disorders. Second, it is
important to understand to what extent
the relationship between problematic
Internet use and the associated psycho-
pathology is specific. Finally, treatment
of individuals with problematic Internet
use crucially depends on whether an
underlying condition accounts for prob-
lematic Internet use, as that condition
should then be targeted by treatment.

There have been calls to conceptual-
ize problematic Internet use as a mental
disorder, include it in the DSM-V, and
classify it as a “compulsive-impulsive
spectrum disorder” (2). However, doing
so seems premature in view of the fol-
lowing: a) it is not yet clear whether and
how problematic Internet use can be dis-
tinguished from a pattern of behaviour
usually labelled by others as undesirable
or disturbed; b) the boundary between
normal and problematic Internet use has
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not been established; c) it remains to be
ascertained whether problematic Internet
use possesses conceptual validity, includ-
ing distinct presentation and sociodemo-
graphic and neurobiological correlates,
internal homogeneity, and sufficient lon-
gitudinal stability with distinct course,
prognosis, and response to treatment.
Not endowing problematic Internet
use with the status of a mental disorder

would prevent its psychiatric reification
at the time when so little is known about
it, while fostering an open-minded atti-
tude towards further research.
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Problematic Internet use
and the diagnostic journey

NADY EL-GUEBALY, TANYA MUDRY
Foothills Addictions Program, Addiction Division,
University of Calgary, Canada

Elias Aboujaoude’s thoughtful over-
view of problematic Internet use allows
us to reflect on the various strategies cur-
rently available to buttress claims for a
distinct diagnostic category along the
impulsive, compulsive, and/or addiction
disorders spectrum.

The presence of physiological toler-
ance and withdrawal, which initially
underpinned the diagnosis of substance
dependence, has become increasingly
optional in recent nomenclatures, while
behaviors such as impaired control, pre-
occupation/compulsive use, continued
use despite harmful consequences, and
craving have been added. These behav-
ioral constructs have ushered the consid-
eration of an ever-growing list of activi-
ties liable to excess, without the physi-
ological requirements.

These adapted criteria borrow termi-
nology from related disorders but, so far,
have received only limited empirical test-
ing. The DSM nomenclature also utilizes
“exclusion criteria” such as “the behavior
is not better accounted for by a manic
episode”, disclaiming the real possibility
of two primary disorders. Further, the cat-
egorical dichotomy abuse/dependence is
increasingly recognized as lacking empiri-
cal support, many arguing for a continu-
um perspective for excessive behaviors.

Among the attempts to identify core
components of behavioral addiction, in-

cluding Internet addiction, Griffiths (1)
has suggested salience, mood modifica-
tion, tolerance, withdrawal symptoms,
conflict, and relapse. Other researchers
have created a typology of Internet ad-
diction such as online gaming, online
sexual preoccupations, and emailing/
texting (2). Could the Internet just be
the medium used to enact or fuel exces-
sive behaviors? (1). Those displaying
problematic Internet use through activi-
ties such as online gambling, shopping,
sexual activity or viewing pornography,
may be selecting to conduct their chosen
behavior on the Internet. If the Internet
were not available, these same persons
would spend their time at casinos, shop-
ping malls, utilizing the sex trade indus-
try, or viewing print pornography.

Finally, an additional measure to
consider is the Problematic Internet
Use Questionnaire (PIUQ), created by
Thatcher and Goolam (3). Based on the
South Oaks Gambling Screen (SOGS)
and Young’s Internet Addiction Scale
(IAS), this measure is self-completed and
contains 20 items on a 5 point Likert
scale, from 1 (rarely/not applicable) to
5 (always). The measure taps into three
factors: online preoccupations (10 items),
adverse effects (7 items), and social in-
teractions (3 items). The results of a pilot
and larger validation studies provided
good evidence for the reliability and con-
struct validity of the PIUQ; however, par-
ticipants were recruited via an online IT
magazine, which may reflect a sampling
bias.

2. Block JJ. Issues for DSM-V: Internet addic-
tion. Am J Psychiatry 2008;165:306-7.

3. Porter G, Starcevic V, Berle D et al. Recog-
nising problem video game use. Aust NZ J
Psychiatry 2010;44:120-8.

4. Wood RTA. Problems with the concept of
video game “addiction”: some case study ex-
amples. Int ] Ment Health Addiction 2008;
6:169-78.

5. Griffiths MD. Videogame addiction: fur-
ther thoughts and observations. Int ] Ment
Health Addiction 2008;6:182-5.

Prevalence estimates among interest
groups, such as Internet users or treat-
ment samples, are fraught with sampling
bias. Studies examiningbehavioral addic-
tions may overestimate the prevalence of
these phenomena, as they often sample
from populations already engaged in
these excessive behaviors. Of note, in
contrast with the common occurrence
of the behaviors investigated, i.e., exer-
cise, sex, or Internet use, the point preva-
lence of these problematic behaviors in
the general population is typically low,
i.e,, less than 1% for the severe end of
the spectrum, as in the case of Internet
addiction or pathological gambling, with
an average 2-3% added for less severe
problematic use.

Weakening the epidemiological per-
spective is the lack of estimates of inci-
dence, due to a dearth of longitudinal
prospective studies. In candidate disor-
ders derived from a rapidly developing
technology such as the Internet, longitu-
dinal studies exploring rates of incidence
should be a priority to shed further light
on groups at particular risk.

Associated “birds of a feather” provide
insights about potential etiological links.
High comorbidity rates with substance
abuse, for example, have buttressed the
consideration of behavioral disorders
under the “addiction” umbrella, such as
is the case in pathological gambling. In
our experience, features of impulsivity,
compulsivity, and addiction are encoun-
tered in most of our clinical samples and,
to various degrees, in individual patients.
The relative frequency of these features
remains an open question.

It is sometimes assumed that, if a
treatment strategy applied to a specific
disorder is equally successful with an-
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other disorder, this may argue in favor
of classifying both disorders together. A
string of pharmacological trials applied
to severe problematic behaviors based
on a putative affiliation with impulsive,
compulsive, or addiction disorders have,
so far, resulted in limited benefit. The
quest continues.

By comparison, psychotherapeutic
approaches, particularly cognitive be-
havioral therapy, are currently supported
by the broadest empirical evidence over
longer follow-up periods. Should we fur-
ther explore a nomenclature of cognitive
distortions rather than investigating new
disease entities?

Lastly, the popularity of 12-steps mu-
tual help groups have been seen by some
as further evidence of the benefit of an
addiction model applied to problematic
behaviors.

Renewed impetus in the expanded
consideration of a range of excessive
behaviors as disorders has arisen from
tremendous advances in the study of the
brain. Brain imaging yields images of a
common pathway through the “reward
system” without the confound of the use
of a substance. “Reward circuit” disorders
may be a gateway to the exploration of
human nature itself, rather than just “im-
pulses”, “compulsions”, or “addictions”.

Aboujaoude’s review also raises, for
us, the unaddressed question of socio-
cultural relevance. Certain cultural com-
munities are emerging as being more at
risk than others. In South Korea, chil-
dren diagnosed with Internet addiction
may even require hospitalization. Are
the children more at risk for Internet
addiction in South Korea, or is the be-
havior simply less socially acceptable in
that culture? The behaviors explored,
i.e.,, work exercise, sex, gambling, and
Internet use, are culturally value laden.
Their liability to become excessive could
also be shaped by culture. The investiga-
tive journey continues toward constructs
with improved predictive validity and ef-
fective management strategies.
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Problematic use in context
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E. Aboujaoude provides us with a
lucid and inclusive overview of what is
currently known on the problematic use
of Internet. Even the earliest studies of
Internet use indicated that the expansion
of use carried risks as well as advantages
(1). The terminology surrounding the
problematic use has been versatile, due
to the differences of viewpoints regard-
ing the validity of the concept. Neverthe-
less, there is mounting evidence of the
harmful effects on finances, work and
relationships of high level of use of the
Internet (2).

A new form of media has historically
sprouted both worry and criticism by
observers. In the 18th century, novels
and reading were spread in the popula-
tion, leading to the concept of “reading
mania” or “reading fury”. This was de-
scribed as an epidemic associated with
physical exhaustion, rejection of reality
and immobility. Novels were described
to have drug-like qualities similar to in-
flame passions.

D.L. Smail describes how cultural
changes create neurophysiological eco-
systems, in which “the sorts of customs
and habits that generate new neural
configurations or alter brain-body states
could evolve in unpredictable ways”
(3). Emotion/mood altering practices,
behaviours and institutions can be de-
fined as psychotropic mechanisms that
have effects not very dissimilar from
those produced by psychoactive drugs.
These mechanisms may be divided into
teletropic, i.e., those that alter the states
of others, like religion or social institu-
tions, and autotropic, which influence
the brain-body states of the self. In fact,

modernity can be viewed as a significant
expansion in the variety of autotropy and
acceleration of the importance of auto-
tropy for consumer society. According
to Smail, there is a crescendo of civiliza-
tional achievement through psychotropy
on human cultural evolution.

Given the evolutionary-cultural back-
ground described above, it is obvious that
there is a range of objects and activities,
which may be particularly risky to the
extent that modification of behaviour
by the person herself/himself becomes
very difficult. Addictive behaviour can
be viewed as the development of a strong
attachment to an appetitive activity, such
that self-control is diminished, and be-
haviour may appear to be disease-like
(4). Defined in this manner, individuals
attached to gambling, surfing the Inter-
net and drinking may be found equally
attached to the activity in question. The
definition of addiction merely by use of
substances overlooks the situation of
those who are unable to overcome their
excessive appetites. Furthermore, a thor-
ough explanation of addiction would re-
quire an understanding of the proximate
(immediate causes) as well as the ultimate
sources (evolutionarily background) of
behaviours associated with addiction.

Flooding the brain systems with sub-
stances or hijacking the natural rewards
by excessive behaviours are not adapta-
tional, although theyrely on evolved adap-
tive systems related to social attachment,
rewards, attention, decision-making and
internal signalling of emotional systems.
The best-known motivational system
uses dopaminergic networks, which have
no built-in brakes (5). During evolution-
ary times, it was not necessary to develop
such a mechanism, as the environmental
scarcity would largely prevent excessive
appetites. Seen from this viewpoint, ad-
diction is an evolutionary price tag of the
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development of our biological predispo-
sitions and cultures. The implied conclu-
sion is that whenever new substances
influencing the brain or technologies and
innovations enabling the behavioural ma-
nipulation of the motivational-rewarding
brain are developed, new forms of exces-
sive appetites and related behaviours will
continue to develop.

The most important question may not
be whether some form of problematic
behaviour is a new independent disor-
der or definable as a disease in relation
to some theoretical general definition,
but whether the diagnostic label will
plausibly serve as a tool in differentiating
subjects that may benefit from treatment
from those who likely do not. The poten-
tial to produce health gains is one of the
quintessential justifications for consider-
ing some type of condition or behaviour
a disorder. If there is evidence of adverse
consequences associated to high level of
Internet use and if problematic behaviour
causes impairment and lack of control to
such a level to require treatment, Internet
addiction should be no exception.

Internet may provide an easy access
to rewards and behaviours previously
considered to be associated with exces-
sive appetites, such as gaming and vari-
ous forms of sexual activities. Hence, the
web might be a new forum for the ap-
pearance of old perils. Currently we lack
sound evidence on comorbidity and de-
velopment of problematic use of Internet
in order to study the means of treatment
and eventually to provide the best help
forthoseafflicted. Furthermore, the ques-
tion of how the shift from moderate ex-
travagance to highly problematic excess
should be defined and understood does
not totally escape value assessments.

The pioneers of the digital revolution
did consider even in the early 1980s that
virtual reality might “unleash the demons
of human nature” and people could be
addicted to virtual reality as if it were a
drug and become trapped into it (6). As
more and more people become familiar
with computers and the Internet, the role
of the web in their lives will continue to
increase and for some the use of the In-
ternet will become a dominating feature
in their lives, given the loss of control and
the salience of use. One can but agree

with Aboujaoude’s conclusion that the
gap between our knowledge base and
the evolution of this new technology
needs a bridge.
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The Internet: every good thing

has a dark side

JoHN GREIST
University of Wisconsin School of Medicine and
Public Health, Madison, WI, USA

Worry about problematic effects of
communication technology is not new.
“When the ingenious Sumerian who
invented writing first carved those cu-
neiform symbols in stone along the Ti-
gris river some 6000 years ago, a skeptic
standing nearby predicted with con-
cerned countenance that people would
soon stop talking to each other” (1).

Other forms of communication have
been seen as problematic, either by re-
placing earlier venerable and valuable
communications or causing vulnerable
souls to suffer from a surfeit of the new
technology. Printing presses displaced
scribes and, as widespread reading be-
came possible, probably produced some
problematic excessive readers. The tele-
graph sped communication and may
have created a few compulsive Morse
coders amongst the small cadre of te-
legraphers. Certainly telephoning in its
rapid evolution has captured some so
completely that they are the butt of jokes
about their affliction and certifiable dan-
gers when phoning while driving.

The Internet, with its myriad media
- text, voice, video, graphics, etc. — and
made ever easier to use even in a hand
held device, is surely a candidate for prob-
lematic use. Internet non-users are denied
its many benefits; at some level, increased
use becomes excessive and problematic. It

is to these individuals that Aboujaoude’s
skillful overview directs our attention
through descriptions and definitions of
problematic use, its diagnosis, prevalence,
comorbidities, and treatment.

Many human behaviors can be char-
acterized under a bell shaped curve, with
the majority distributed normally under
the large middle of the bell and extreme
deviations from the normal distribution
extruded into the tails at the periphery.

While the concept of problematic hu-
man behaviors at the tails of a normal
distribution is longstanding, it is early
days in our study of Internet use. Some
doubt there is any Internet problem. But
clinicians have begun to see and report
patients who are obviously troubled, fall-
ing clearly within the broad definition of
a clinical disorder causing distress, dys-
function or both. Early observers have
described the phenomenon as excessive
Internet use (EIU), Internet addiction
(IA), pathological Internet use (PIU),
compulsive Internet use (CIU), and im-
pulsive compulsive Internet usage disor-
der (IC-IUD). Since Internet use causing
distress/dysfunction exhibits elements
of addiction, impulsivity, compulsivity,
and obsessionality, with their implied
underlying pathophysiologies as well as
other descriptors (e.g., ego syntonic and
ego dystonic), the choice of the broader
“problematic Internet use” (also PIU) is
appropriate at this time. As course, prog-
nosis, temporal stability, pathophysiol-
ogy and response to treatment are better
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understood, a more accurate diagnostic
label may be possible.

Faced with an incomplete understand-
ing of problematic Internet use, clinicians
must still treat those with distress/dys-
function. While diagnosis should precede
treatment, precise diagnosis may be im-
possible. Even with a diagnostic model
that appears to explain a disorder, we are
not greatly surprised when an expected
efficacious treatment does not work.
Some dogs have lice, some dogs have
fleas and some have lice and fleas. Honest
uncertainty leads to empirical trials until
a treatment is found that works, sponta-
neous remission occurs, or the patient or
therapist dies.

Serotonin reuptake inhibitors have
shown some benefit in PIU, perhaps ad-
dressing elements of obsessive-compul-
sive disorder, impulse control disorders
or comorbid depression. Still, Osler’s
aphorism rings true: “if many drugs are

used for a disease, all are insufficient”.

Cognitive behavior therapy with em-
phasis on exposure and ritual preven-
tion, daily record keeping, time manage-
ment skills, assertive communication,
and cognitive restructuring appears at
least as helpful as medications.

Exercise, with demonstrated benefit
in depression and when substituted as
another healthier addiction, may prove
helpful for PIU. That “no horse has ever
run itself to death without a man on its
back” reminds us that rapidly increased
frequency and duration of exercise of-
ten causes injuries, confirming that ev-
ery effective treatment is a double-edged
sword.

One cartoon caricatured clinician
declaimed to a forlorn patient: “Mod-
ern medical science has no explanation
or cure for your malady. Fortunately for
you, I happen to be a quack”. Alterna-
tive therapies such as acupuncture, hyp-

Problematic Internet use: is it more
compulsory than rewarding or

mood driven?

STEFANO PALLANTI
Department of Psychiatry, University of Florence,
and Institute of Neurosciences, Florence, Italy; De-
partment of Psychiatry, Mount Sinai School of Medi-
cine, New York, NY, USA

Internet represents the most impor-
tant product of cultural industry in the
mass society, and at the same time the ul-
timate threatening to the intimate space
of subjectivity. Nonetheless, for most of
us, it is just an unavoidable part of daily
rituality. A few years ago, L. Wittgenstein
stated that newspaper reading has re-
placed the morning prayer in the modern
age. Today we could state that the laptop
screen has replaced the tabernacle.

Nowadays Internet dysfunctional use
is a true concern. In a sample of Italian
students (1), we found that 5.6% were
addicted to Internet according to the In-
ternet Addiction Scale, and more than
15%, when interviewed by the PROMIS
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Questionnaire, reported they were dis-
turbed by compulsive submissive or
dominant repetitive behavior (includ-
ing Internet chatting and mobile phone
messaging). All these compulsions were
strongly related to substance addiction,
such as alcohol or drug use.

The distinction between physiological
and pathological use of electronic media
is, socially, a matter of quantity of time
consumed and related social impair-
ment. From the subjective viewpoint, the
first signs are the psychological changes
occurring in the virtual world (online
disinhibition and increased risk-taking
behaviors), along with the occurrence
of dissociative experiences up to “loss of
control”.

In a recent study (2), we found that
the severity measures of Internet addic-
tion were positively correlated with per-
ceived impairment of functioning in the
family context (r = 0.814; p<0.001) and

nosis, eye movement desensitization and
herbal remedies will be bought by des-
perate and gullible souls suffering many
maladies based on testimonials and in
the absence of sound evidence.

Aboujaoude properly concludes by
emphasizing the “dramatic changes that
our society is undergoing as a result of
the Internet revolution” and encourages
us “to try to bridge the gap” between
what little is known and our clinical
need to know about the “pathological
use of electronic media” (PUEM - one
final acronym).
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Yale-Brown Obsessive Compulsive se-
verity score (r = 0.771; p<0.001). Scores
on the Dissociative Experience Scale
were higher than expected (23.2+1.8)
and were related to higher obsessive
compulsive scores (r = 0.618; p<0.001),
increased hours per week on the Inter-
net (r = 0.749; p=<0.001), and a higher
perceived impairment of functioning in
the family context (r = 0.677; p<0.001).
From a phenomenological point of view,
Internet addiction in our sample seemed
to be more compulsory than rewarding
or mood driven. The main attractiveness
of Internet appeared to be emotional de-
tachment.

It remains unclear whether Internet
problematic use should be included
among impulse control or addictive dis-
orders. It will be useful in this respect to
investigate the brain mechanisms and
candidate endophenotypes (especially
the number of D2 receptors in the meso-
corticolimbic system and their downreg-
ulation after stimulation of the system).
This could help us to develop effective
strategies to prevent and treat the disor-
der both pharmacologically and behav-
iourally.
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Internet addiction: ongoing

research in Asia
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Internet addiction has been found to
be more prevalent in some Asian coun-
tries than in the United States (1). Differ-
ences in sociocultural background might
partly account for this difference. Among
various Internet activities, online gam-
ing is the most developed in many Asian
countries. Commercial promotion for
online gaming focuses on the adolescent
population. Adolescents in high schools
of Asian countries usually face a strong
academic competition. Internet pro-
vides a virtual world in which they can
temporarily forget the stress of academic
performance. However, heavy Internet
use may result in problems in academic
performance and social interaction.

Whether Internet problematic use is
an addictive or an impulse control disor-
der has not been ascertained and needs
further study. A functional magnetic
resonance imaging (MRI) study found
that a cue-induced online gaming urge
among individuals with Internet gam-
ing abuse activated brain areas similar to
those involved in craving in people with
drug addiction (2).

Comorbidity is another important is-
sue mentioned in Aboujaoude’s review. In
cross-sectional questionnaire and inter-
viewing studies in adolescents and college

students in Taiwan (3-7), we found a high
comorbidity of Internet addiction with at-
tention deficit and hyperactivity disorder
(ADHD), depression, social anxiety and
substance use disorders. There are several
possible mechanisms explaining this asso-
ciation. A comorbid mental disorder may
result in, contribute to, or exacerbate the
symptoms of Internet addiction. Internet
addiction may lead to, contribute to, or
exacerbate the symptoms of various men-
tal disorders. There may be underlying bi-
ological, psychological, and sociological
mechanisms shared by Internet addiction
and various mental disorders. Factors re-
lated to sampling, assessment, investiga-
tion, study design, and data analysis may
result in an inappropriate overestimation
of the comorbidity (8,9). These mecha-
nisms cannot be explored by a cross-
sectional study design. A recent two-year
prospective study found that depression,
ADHD, and social phobia predict the oc-
currence of Internet addiction (10).

Some studies also found an associa-
tion of Internet addiction with hostility
(10) and aggressive behaviors (11) among
adolescents. The effect of Internet addic-
tion on the development of adolescents,
especially aggressive or impulsive behav-
iors, is an important issue which must be
evaluated in future.

Some group therapies and inpatient
treatment models have been introduced
in some Asian countries. However, their
impact in improving Internet addiction
has not been scientifically examined.

2. Bernardi S, Pallanti S. Internet addiction:
a descriptive clinical study focusing on
comorbidities and dissociative symptoms.
Compr Psychiatry 2009;50:510-6.
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Exploring the apparent absence of psychosis amongst
the Borana pastoralist community of Southern
Ethiopia. A mixed method follow-up study
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There are few reports of the prevalence of psychotic disorders among isolated population groups. Where present, variations in prevalence
estimates raise questions about the validity of methods of case ascertainment in such settings. In a previous population-based survey of
the Borana pastoralist community in Ethiopia using the Composite International Diagnostic Interview, no cases of schizophrenia were
identified. In order to further explore this finding and investigate how serious mental disorder is conceptualized, we conducted focus group
discussions with key members of the Borana pastoralist community. Subsequently, focus group participants were used as key informants
to identify cases with possible psychotic disorder, based on their conceptualization. Cases identified by key informants were interviewed
by a trained psychiatrist using the Schedules for Clinical Assessment in Neuropsychiatry (SCAN), to confirm presence of disorder. Focus
group discussions were subjected to thematic analysis. The incongruity between local and psychiatric concepts lay mainly in the fact that
key informants described characteristics of marata (“madness”) in terms of overt behavioural symptoms. Following the focus group dis-
cussions, participants identified eight individuals with schizophrenia and 13 with a psychotic mood disorder, confirmed through SCAN
interview. Studies of psychotic disorders in such communities are likely to benefit from combining structured interviews with the key

informant method.

Key words: Psychotic disorders, Borana community, key informant method

(World Psychiatry 2010;9:98-102)

In recent years, a number of methodologically sound me-
ta-analyses have challenged long-standing assumptions
about the incidence, prevalence and outcome of schizophre-
nia in different cultural settings (1,2). In addition to environ-
mental, psychosocial and biological factors, variations in
reported incidence and prevalence could result from differ-
ences in the methodologies employed across studies, ranging
from clinical case record surveys to community-based sam-
ples assessed with structured diagnostic interviews (3-5).
Furthermore, current approaches to the classification of
symptoms and syndromes have been criticized for being
heavily biased towards European and North American cul-
tural norms (6,7). These factors highlight the methodological
challenges in generating directly comparable estimates of the
prevalence and incidence of schizophrenia and other psy-
choses in non-Western settings.

The Composite International Diagnostic Interview (CIDI)
is recommended as an instrument of choice in epidemio-
logical research where the goal of the study is to draw com-
parisons about prevalence with other areas. It has been re-
ported to be a reliable and valid instrument for both clinical
and community based studies, appropriate for use in differ-
ent settings and acceptable across cultures (8,9). However,
because of the difficulty of diagnosing psychotic disorders
using a structured interview in isolation, clinical re-interviews
are encouraged in epidemiological studies (10-13).

In our previous study among the Borana semi-nomadic
community in Ethiopia, using the CIDI, the lifetime preva-
lence of ICD-10 generated mental disorders was reported to
be 21.6%, but no case of schizophrenia or other psychotic
disorders was detected (14). On the face of it, these findings

98

support the idea that there are pockets of high and low prev-
alence of psychotic disorders (15), with the possibility of
complete absence in some communities.

The current study was designed to re-examine this earlier
finding. We conducted a two stage investigation: a) key infor-
mant interviews to explore local understandings of severe
mental disorders, and b) ascertainment of cases of possible
psychosis by the key informants, followed by clinical inter-
view using the Schedules for Clinical Assessment in Neuro-
psychiatry (SCAN, 16). We hypothesized that the initial find-
ing was a consequence of methodological bias, and that local
beliefs, perceptions, and understandings of symptoms of psy-
chosis were such as to produce negative responses to psycho-
sis-related questions on the CIDI.

METHODS

The Borana pastoralist study area is a remote, rural region
with poor infrastructure, and no mental health services. The
Borana are among the few nomadic groups that still exist in
the world today. They reside in all but two districts of the
Borana zone, extending over a savannah grassland area of
more than 400 km diameter in the southern part of Ethiopia,
bordering Kenya. The Borana move around in search of graz-
ing land and water for their cattle, especially during severe
periodic drought seasons, which occur as frequently as every
two to three years, and mostly live on milk and meat.

The study was conducted in the villages of Megado, Dida
Yabello and Dida Hara, with combined populations of 10,598
aged over 18 years, where the earlier CIDI interviews were
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conducted. It was a mixed-method study involving both qual-
itative methods (focus group discussions) and a structured
diagnostic component using key informants for case finding.

In total, 56 key informants were invited to participate in
the focus group discussions. Six groups of informants, each
consisting of between 8 and 10 participants, were organized
in each of the three study sites or villages. The inclusion cri-
teria were: men and women of age 18 and above, resident in
one of the villages for over two years, formal or informal
community leaders or generally respected individuals with
whom the researcher could communicate for information
exchange. Visits to the study sites were made prior to the date
of the focus group discussions to ensure that all the villages
were represented in the groups.

Based on the inclusion criteria, two groups, one of men
and one of women, were organized in each study site. The
participants were informed about the study, and their willing-
ness to participate was ascertained before the group discus-
sion was started.

The focus groups were conducted by a moderator and a
note-taker, both of them psychiatrists, who speak the local
dialect. The group discussions were held in a local health
care centre (2 groups) or community meeting area (4 groups).
The discussions followed a topic guide using a series of open-
ended questions regarding awareness, symptoms and causes
of severe mental illnesses, and traditional ways of caring for
severely mentally ill persons. They lasted between 45 and 80
minutes. In all groups, the facilitator encouraged participants
to become actively involved in the discussion and ensured
that each participant was given an equal chance to contrib-
ute. At the end of each group discussion, participants were
asked to identify individuals living in their neighborhood
who, from their perspective, met local criteria for madness or
severe mental disorder.

All the proceedings were tape-recorded. A person who
was fluent in the local dialect transcribed the discussions.
The local transcripts were then translated into English by a
psychiatrist and the accuracy of the translations was cross-
checked by another psychiatrist, who has a good command
of both languages and was brought up in the Borana area.

The analysis proceeded through a process of detailed read-
ing, annotating and categorizing of transcripts to identify
themes relating to the key areas of interest, i.e., terms and
concepts, causes, treatments. Two psychiatrists independent-
ly coded each transcription manually. Any discrepancies
were discussed and consensus on the appropriate coding
reached. The interpretation of the data was discussed and
agreed by the researchers before the write up.

All individuals who were identified by the key informants
and who consented to be interviewed by the clinician were
assessed in a health post facility or in their homes using the
SCAN, the purpose being to explore the degree of congru-
ence in case-definition between key informants and the psy-
chiatrist. Clinical diagnoses were generated based on DSM-
IV criteria. Sociodemographic correlates of SCAN-inter-
viewed cases were analysed using SPSS 13.

Ethical clearance was obtained from the Ethiopian Sci-
ence and Technology Agency (ESTA). All necessary informa-
tion regarding the purpose of the study was given to the par-
ticipants and, in cases where the subjects were acutely un-
well, to their first-degree relatives. All participants gave in-
formed consent. Any individuals requiring medication for
mental disorder were treated on site, with referral for follow-
up as indicated.

RESULTS

Fifty-six key informants were invited to the focus group
discussions, of whom 49 (87.5%) participated. Twenty-six
(46.4%) were female. The age of the participants ranged from
25 to 60 years (mean+SD 37.0+17.7 years). The majority of
participants had never been to school, except for three who
had received elementary level education.

Although a few participants reported that they had never
heard about or known a person with severe mental illness, as
the discussion progressed, all openly discussed their experi-
ences of having known such individuals.

Participants gave a local name to the illness they described
as constituting severe and disabling mental illness (marata,
literal translation “madness”) which seemed to have broad
conceptual equivalence to Western notions of psychosis. All
participants accepted the term and there was no alternative
terminology suggested for such illness. Participants differenti-
ated marata from temporarily occurring culture-bound condi-
tions such as sarki, that are considered to be more common.

This is called marata. It is different from sarki. A per-
son could become marata for no apparent reason.
Marata comes later in life, after the person has ma-
tured. When the person becomes marata, he behaves
differently. No one knows what caused his madness
for sure. He is marata... he runs around aimlessly,
burns houses, beats people, and he snatches things
from people.

One female participant described behavioural disturbance
following alcohol use: “some people become mad only
when they drink alcohol ... they become mad again when-
ever they drink some [more] alcohol”. Emotional distur-
bances were also reported to be associated with childbirth
and adverse life events, such as the death of a loved one.
Participants also differentiated recurrent or chronic mental
illnesses from those caused by acute febrile conditions, which
are common in the area.

One participant distinguished different courses of marata
as follows: “For instance, one kind doesn’t get better once
[they develop] marata, hence they die marata, while the
other kind gets better with treatment”. However, in general,
nearly all participants agreed that once a person became men-
tally ill, he would not be cured. This assertion was supple-
mented by a common local proverb that says “maaratan hin
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magaallaa malee, hin fayuu” (“Marata can get better but
may never be cured”). Only a few participants gave examples
of people who had just one episode of illness and recovered.

Observable behavioural symptoms were reported to be
markers of marata by all participants. Besides physical vio-
lence and aggression, participants agreed that such behav-
iour could include disturbed feeding habits. For example:
“He would eat non-edible things such as soap. He would
eat everything, wild beasts, snakes...”.

Aggressive and violent behaviour that is completely out of
control, involvement in situations that could endanger self,
others or animals, restlessness and being always on the move
or roaming, disorderliness in the ways a person dresses,
speaks and socializes with others, and unusual or abnormal-
ly quiet behaviour were all described and agreed by all par-
ticipants to be markers of severe mental disturbance.

Some participants described behavioural disturbance as
an easy way of detecting mental illness. An elder woman
said: “It is easy to recognize a marata person. His behav-
iour would be changed. He would speak differently. A pre-
viously peaceful person would turn aggressive for no ap-
parent reason”. But others described aggression and behav-
ioural disturbances to be periodic. One participant gave a
description of behaviour in a person whom he knew well.

He sometimes looks healthy. He wouldn’t attack peo-
ple. He would walk quietly. There is another one who
doesn’t talk too much; he would say one thing and
then he keeps quiet. There are times when he would
become aggressive. The man I told you about earlier,
the one who killed cattle, wouldn’t talk to people. He
would sit quietly. One morning, he started to chase the
cattle and people. A mad person can’t stay quiet for a
long time. He will become ill one day.

Violations of social norms were also considered to be ab-
normal, whether occurring within the family or in other so-
cial settings.

She looks at people with one eye. She wouldn’t talk
to people. She wouldn’t respond even if you called her
name. People stand in line and take turns when col-
lecting water from a spring. She wouldn’t stand in
line. She would come straight to the spring and take
water without standing in line....

In addition to nonsocial behaviour, the person’s speech
was described by nearly all participants to be indicative of
abnormalities.

The other symptom is shouting... He would shout and
run... People would say the person has become mad
when he shouts... When he starts to mix up things
about Kenya and Ethiopia, Borana would say the per-
son is taka marata... That means the person is devel-
oping madness.

100

Little emphasis was given to thought and perceptual dis-
turbances in describing marata. Overall, behavioural changes
seemed to dominate the symptom profile. Only one partici-
pant described feelings of fearfulness and paranoid thinking:
This man developed the illness just recently. At the begin-
ning, he started to be fearful. He started complaining of
being followed... He says people follow him and insult
him, someone walks by his side and insults him”.

Some participants described loss of capacity to work, care
for self and family, and gross deterioration in all spheres of
functioning as being a consequence of marata.

He was a hard-working man: he would plough the
farm and dig water wells. Now, he is out of his mind...
Hedoesn’t recognize anything. He would go out of his
home and would come back naked, throwing his
clothes away. He can’t recognize his wife or children.
Previously he was a normal person.

In all groups, participants openly discussed examples they
knew of mentally ill persons who had either committed sui-
cide in recent years or who had migrated to nearby towns.

There was an old lady who drank poison in this vil-
lage. She was marata. She survived after drinking
poison. But later on she died after hanging herself.
This happened 4 or 5 years ago.

In all groups participants gave accounts of knowing some-
one with severe mental illness from their villages who had
migrated to the towns around and also tried to give possible
reasons.

Mad people like noise and they would run to town.
They are better tolerated in town. People in towns
give them food... maybe people who live in town are
not afraid that these people would burn their houses.
They wouldn’t chase them away like we do ... that is
why they run to town.

Sixty-five individuals were identified by the key infor-
mants. Out of 65 individuals approached, 48 (73.8%) adults,
age range 18 to 80 years, were assessed. Two individuals were
not willing to come for the interview, while the remaining 15
were not found at home after repeated visits. Of all the indi-
viduals interviewed by the psychiatrist, 36 (75.0%) had a
DSM-1V axis I diagnosis. Eight (16.8%) had schizophrenia,
13 (27.1%) had a psychotic mood disorder, and 2 (4.2%) had
brief psychotic disorder. Thirteen (27.1%) had a non-psy-
chotic mental disorder (mood, anxiety or substance-related
disorder or dementia).

DISCUSSION

Using a two-stage design, this study aimed to explore local
concepts and understandings of severe mental illness in the
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Borana pastoralist community in Ethiopia, and to further
examine the previously reported absence of psychotic disor-
der in this setting (14). In our earlier population-based sur-
vey, the overall prevalence of psychiatric disorders, assessed
using the CIDI, was 21.6%, with no case of schizophrenia.
In this current study using Borana key informants, there was
widespread awareness of severe mental illness, approximat-
ing Western conceptualizations of psychosis. Key informants
identified twenty-three SCAN-confirmed cases of psychotic
disorder, including eight cases of schizophrenia.

As with many other lay interviewer administered instru-
ments, the major limitation with the CIDI is the poor valid-
ity in detecting psychotic symptoms (9,12,17). In the face of
impaired cognition and judgment, psychotic patients may
deny illness and respond negatively to such structured ques-
tionnaires, unless they are augmented by other methods. The
validity of the CIDI in general population samples (17) and
in non-literate non-Western populations (18) has also been
questioned.

Key informants have been used in a few psychiatric stud-
ies for case detection both in high-income (19,20) and low-
income countries (12,21). In an earlier study in Butajira,
Ethiopia, CIDI and key informant methods were used for
first stage screening of a large epidemiological study. The two
methods were compared with regard to their case detection
capacity and it was reported that the key informant method
was significantly superior to CIDI, with greater sensitivity for
identification of cases of schizophrenia (12).

The use of key informants for case detection in a similar
previous study in Ethiopia reported that such informants are
highly knowledgeable about mental health problems and the
occurrence of cases in the neighbourhood (22).

In the current study, the majority of those identified by key
informants as being marata (“mad”) fulfilled criteria for a
variety of axis I DSM-IV disorders, but not necessarily psy-
chosis. The key informants were knowledgeable about symp-
toms of mental illness and held concepts which to some ex-
tent overlapped with those held by professionals. The incon-
gruity between key informants-identified cases and the clini-
cal assessments arose mainly because key informants tended
to describe the characteristics of marata in terms of overt
behavioural symptoms while underreporting symptoms re-
lated to thought disturbance. This contrasts with Western
conceptualizations of psychosis, as reflected in the CIDI,
which rest primarily on the presence of delusions and hal-
lucinations.

In our opinion, the use of qualitative methods for attempt-
ing to understand local descriptions of severe mental illness
appears to be superior to case-detection relying upon presen-
tation of vignettes based on Western conceptualizations of
disorder. Furthermore, attempts to explain the variation in
prevalence of psychosis across cultural settings need to con-
sider local conceptualizations of symptoms and disorder be-
fore concluding that true differences exist. In our study, al-
though general concepts of severe mental disorder in the
Borana pastoralist community reflected traditional beliefs,

especially with regard to the attribution of the illness and
recommended interventions, there was significant overlap
with the Western clinical models of psychosis in terms of
speech and behavioural disturbances, as well as social and
occupational dysfunction.

Symptoms of severe mental illness and, based on these
symptoms, individuals with psychotic disorder were easily
identified by key informants. One major difficulty in relying
on local concepts of marata is that this concept seems to be
broader and more all-encompassing than Western concepts
of psychosis. As a consequence, some individuals with no
mental disorder or who were suffering from non-psychotic
conditions when assessed by clinical interview using SCAN
were labeled as marata. In addition, the strong local belief
that marata can only improve and never be cured could po-
tentially lead to stigmatization of all emotionally disturbed
individuals irrespective of the cause, diagnosis and course.

Cases of psychosis may have been missed in the original
study for various other reasons. Some cases were missed in
the sample selection. Re-examining the CIDI data from the
previous study, we discovered that four of the cases with psy-
chosis identified by the key informants had not been inter-
viewed by CIDI. As noted by the key informants, persons
with severe mental illness may become vagrants and migrate
to cities, and are also at risk of premature mortality through
suicide. Other cases were interviewed by CIDI but denied
illness. In this category we have one case of chronic schizo-
phrenia who denied any illness at all. Some further cases
were interviewed but reported sub-threshold symptoms that
did not fulfill the diagnostic criteria for schizophrenia: we
found three cases in this category. Finally, methodological
bias may have been involved, i.e., uneasiness, distrust and
misunderstanding of the CIDI items due to difficulties com-
prehending the terminology.

The main limitation of this study is that the time period
between the CIDI interview and the current key informant
interview was over six years, making the comparison of the
two methods difficult. Nonetheless, identification of psy-
chotic disorders in this community provides evidence that
psychosis occurs in this population group. Most of the cases
identified had a long duration of illness and the symptoms
had been present during the CIDI interview.

In conclusion, our data suggest that studies of psychotic
disorders in isolated communities are likely to benefit from
combining structured interviews with the key informant
method.
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Temperament has been demonstrated clinically to be linked to mental disorders. We aimed to determine the possible role of temperament
in mental disorders in a national epidemiologic study. A nationally representative sample of adults (n=1320) was administered the Leb-
anese-Arabic version of the Temperament Evaluation of the Memphis, Pisa, Paris and San Diego Autoquestionnaire (TEMPS-A), and the
Arabic CIDI 3.0, as part of the LEBANON study. The association among temperaments and DSM-1V mood, anxiety, and impulse control
disorders was assessed. The anxious temperament was shown to be a robust predictor of most disorders, especially within the anxiety and
depressive clusters. The hyperthymic temperament had a uniquely protective effect on most mental disorders, with the exception of sepa-
ration anxiety, bipolar, substance abuse and impulse control disorders. These effects were moderated by age and education. Tempera-
ments, previously largely neglected in epidemiologic studies, could play a major role in the origin of mental disorders.

Key words: Temperament, Lebanon, mood, anxiety, impulse control

(World Psychiatry 2010;9:103-110)

Temperament is best described as the trait emotional reac-
tivity of an individual (1,2), appears to be stable across life
(3,4), and has strong genetic underpinnings (5-7). There is
increasing evidence that temperaments and related personal-
ity constructs play a role in predisposing individuals to men-
tal disorders (3,8,9). The degree to which the two belong to
the same “continuum” is still under debate (10,11).

Akiskal et al (12) developed the Temperament Evaluation
of the Memphis, Pisa, Paris and San Diego Autoquestion-
naire (TEMPS-A) to measure five affective temperament
traits: depressive, cyclothymic, hyperthymic, irritable, and
anxious (13). In addition to its English version (12), this in-
strument has been adapted and validated in other languages
(14), and was shown to be quite suitable for administration
in large epidemiological studies (4).

Although temperament has been found clinically to be
linked to mental disorders (14), this effect has seldom been
assessed in a non-clinical population (8,15) and, to the best of
our knowledge, has not been investigated at a national level.

The Lebanese Evaluation of the Burden of Ailments and
Needs Of the Nation (LEBANON) (16-18) was carried out
as part of the World Health Organization (WHO)’s World
Mental Health (WMH) surveys, now spanning over 29 coun-
tries. The LEBANON study showed that 25.8% of the Leba-
nese adult population had at least one DSM-IV defined life-
time disorder and 17% had at least one 12-month disorder.
The lifetime prevalence of mood and anxiety disorders was
12.6% and 16.7 %, respectively, while their 12-month preva-
lence was 6.6% and 11.2% (17,18). Lebanese adults scored
highest on the hyperthymic, followed by the depressive, cy-
clothymic, anxious, and lastly the irritable temperament (16),
echoing the general trends in other populations (14,19-21).

The aim of this study was to explore the following issues:
a) do temperaments vary between individuals who have 12-
month DSM-IV axis I mental disorders and those who do
not? b) what is the interplay between temperament and so-
cio-demographic variables in predicting mental disorders?

METHODS

The LEBANON study is comprised of two components:
the LEBANON WMH component, carried out in associa-
tion with the Harvard University and the WHO using the
Composite International Diagnostic Interview (CIDI) 3.0
(17,18,22), and the LEBANON-TEMP component using the
Lebanese-Arabic TEMPS-A (4,16).

A nationally representative stratified multi-stage clustered
area probability sample of non-institutionalized adults (aged
=18 years) was selected for this study. A total of 2,857 respon-
dents were administered the CIDI 3.0 and a sub-sample of
1,320 respondents (47 % of the total sample) were requested
to fill the TEMPS-A.

Consent procedures were approved by the Institutional
Review Board Committee of the St. George University Med-
ical Centre/Faculty of Medicine, Balamand University, Leb-
anon, which is registered with the US Office of Human Re-
search Protections in the Department of Health and Human
Services.

The Lebanese-Arabic TEMPS-A is a questionnaire consist-
ing of 110 items for women and 109 for men, covering the five
affective temperamental scales: depressive (21 items), cyclo-
thymic (21 items), hyperthymic (21 items), irritable (20/21
items) and anxious (26 items). Details on the psychometric
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properties of this scale and its suitability for use in epidemio-
logic studies can be found elsewhere (16,17). A factor analysis
of the Lebanese-Arabic TEMPS-A yielded five factors: anx-
ious-depressive, hyperthymic, irritable, anxious-somatic, and
depressive-cyclothymic (16).

The Arabic CIDI 3.0 was used as the diagnostic instru-
ment for DSM-IV disorders. The CIDI included two parts:
part I assessed “core” disorders (depression, mania, panic,
phobias, generalized anxiety disorder, intermittent explosive
disorder, suicide and alcohol abuse) and was administered to
all respondents; part II assessed risk factors, consequences
and other correlates (employment history, educational at-
tainment, social and marital life, exposure to trauma, etc.) as
well as additional disorders (drug abuse, post-traumatic
stress disorder, obsessive-compulsive disorder, psychosis,
attention-deficit/hyperactivity disorder, conduct disorder,
and separation anxiety disorder). The assessment of conduct
disorder and attention-deficit/hyperactivity disorder was
limited to respondents aged 18-44 years to reduce recall bias.
Part II section was administered to all part I respondents
who met lifetime criteria for any “core” disorder, plus a prob-
ability sub-sample (20%) of the rest of the respondents (who
screened negative) (16,17).

The mean age of the TEMPS-A sample was 43+16 years
(45% men, 55% women); 68% of the sample were married,
24% were single and the remaining 8% were either separat-
ed, divorced or widowed. The mean scores on the TEMPS-A
subscales were as follows: hyperthymic 12.5+4.5, depressive
7.6x2.9, cyclothymic 5.9+4.3, anxious 6.6+5.2, and irritable
2.8+3.1 (16).

All results were weighted for the appropriate differential
probability of selection and were post-stratified to govern-

ment population data on socio-demographic and geographic
variables (17,18). Differences between weighted means were
measured by Student t-test. Differences in frequencies were
tested using Rao Scott chi-square test. Correlates of disorders
were identified using logistic regression. These analyses were
conducted using SAS version 9.1 procedures that account
for complex sample design, and significance was determined
using a 95% confidence interval. Analyses for significance
were not calculated for unweighted numbers <30.

Cutoffs for the temperament variables were determined
through the classification and regression tree analysis
(CART), using the RPART routine in R version 2.3.1 without
weighting. This program develops CART models using a two
stage procedure with the resulting model displayed as bi-
nary trees. First the saturated model was fit for all three out-
comes (any anxiety, any mood and any disorder). Then the
tree with the smallest cross validation error was selected.
Based on cross validation, the optimal trees were identified
using the number of nodes corresponding to the smallest
cross validation error (xerror < 1 for optimal trees, or xerror
smaller than 1 SE for best trees). The splitting of nodes was
stopped at n <30.

RESULTS

Compared to respondents having no disorders, respon-
dents with any 12-month mood or anxiety disorder had sig-
nificantly higher scores on each of the depressive, cyclothy-
mic, irritable and anxious subscales, but lower scores on the
hyperthymic temperament subscale (Table 1). Impulse con-
trol, agoraphobia and adult separation anxiety disorders had

Table 1 Affective temperament scores and 12-month DSM-IV disorders

Temperament score (mean+SE)

Depressive Cyclothymic Hyperthymic Irritable Anxious
Any mood disorder (n=82) 9.9+0.5%* 9.6+0.6%* 10.2+0.6%* 5.6+0.5%* 12.3+1.0%*
Major depressive disorder (n=64) 9.9+0.5%* 9.1+0.7%* 9.5+0.7%* 5.2+0.7* 12.5+1.1%%
Dysthymia (n=8)* 11.9+1.4 11.6+2.5 12.9+2.1 5.8+2.4 15.0£2.8
Bipolar disorders (n=18)* 9.7+0.7 11.8+0.8 12.8+0.9 7.5+0.8 11.8+1.4
Any anxiety disorder (n=101)° 8.9+0.4* 8.3+0.8* 11.1+0.6* 4.9+0.6* 10.3+0.8**
Panic disorder (n=6)? 13.5+£1.8 10.9+2.4 8.9+1.6 7.0£2.2 16.5+2.3
Generalized anxiety disorder (n=19)* 9.5+0.6 8.0+1.0 12.8+1.2 5.5+0.8 12.4+1.2
Specific phobia (n=85) 8.6+0.5* 8.7+0.6%* 11.8+0.4* 4.5£0.4%* 9.8+0.7%*
Social phobia (n=16)? 9.8+0.7 10.1+1.6 10.6+1.0 4.8+1.2 10.8+1.9
Agoraphobia without panic (n=3)* 11.4+1.3 14.4+1.5 14.4+0.5 8.2+1.0 17.3+2.4
Post-traumatic stress disorder (n=15) " 10.0+0.9 10.0+1.6 9.4+1.0 5.1+1.7 15.0+1.6
Obsessive-compulsive disorder (n=3)*" 14.0+0.9 14.7+2.9 11.0+2.6 12.4+3.3 17.2+2.5
Separation anxiety disorder (n=7) ¢ 11.2+£1.0 12.0+0.9 14.1+1.6 10.1+0.8 14.2+1.7
Any impulse control disorder (n=18)*¢ 9.7+0.7 12.5+0.6 13.3+0.5 8.7+0.6 13.6+1.3
ADHD (n=6)*¢ 11.7+0.5 12.5+0.8 12.6+1.0 10.4+0.6 15.2+0.8
Intermittent explosive disorder (n=15)* 8.6+0.7 11.6+1.1 13.6+0.5 7.5+0.5 13.0+1.4
Any substance use disorder (n=5)*" 10.0+0.5 5.7+1.7 16.0+1.0 4.2+14 5.8+1.9
Any disorder (n=163)° 9.0+0.3** 8.1+0.6* 11.7+0.6 4.8+0.4** 9.9+0.8%*
No disorder (n=384) 7.5+0.2 5.7+0.4 12.7+0.3 2.6+0.3 5.7+0.3

ADHD - attention-deficit/hyperactivity disorder

snumber of cases too small (n<30) to test for significance; bestimated in the part II sample (n=547); ‘estimated among respondents aged 18-44 years in the part II sample

Significantly different from the category “no disorder”: *p<0.05; **p<0.001
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DT - depressive temperament; CT — cyclothymic temperament;
IT — irritable temperament; HT — hyperthymic temperament;
AT — anxious temperament.

*p<0.05; **p<0.01

Figure 1 Temperament scores and number of mental disorders

higher scores on all the temperaments, including the hyper-
thymic; however, due to small numbers, significance analyses
could not be computed (Table 1). Similar results were found
for lifetime analyses (data available upon request).

The mean scores on the depressive, cyclothymic, anxious

Table 2 Correlates of 12-month DSM-IV disorders, OR (95% CI)

and irritable temperament subscales increased significantly
as the number of disorders increased (p<0.001). Conversely,
the mean hyperthymic score decreased significantly as the
number of disorders increased (p<0.05) (Figure 1). As with
the original TEMPS-A scales, the scores of the other four
statistically derived factors (anxious-depressive, irritable,
anxious-somatic, and depressive-cyclothymic) were higher
among individuals with any anxiety or any mood disorder,
and again conversely the scores on the hyperthymic factor
were lower (data available upon request).

Temperament scores were entered in three logistic models
as continuous variables controlling for socio-demographic
variables (age, gender, marital status, and education) to pre-
dict any disorder, any mood and any anxiety disorder. Having
any disorder (mood, anxiety, impulse control and substance
abuse) was associated with being single (OR=2.4, CI=1.1-
5.5), younger (18-49 yrs) (OR=18.9-23.2), and having a high-
er anxious temperament score (OR=1.2, CI=1.1-1.3). Having
any mood disorder was associated with being single (OR=3.1,
CI=1.4-6.9), younger (<65 years) (OR=7.6-16.7), and having
higher scores on the irritable (OR=1.2, CI=1.1-1.3) and anx-
ious temperament (OR=1.2, CI=1.1-1.2) subscales, but lower
hyperthymic temperament score (OR=0.8, CI=0.8-0.9). Any
anxiety disorder was more likely found among female gender
(OR=3.4, CI=1.5-7.4), and associated with higher anxious
temperament scores (OR=1.1, CI=1.0 -1.2), but lower hyper-
thymic temperament scores (OR=0.9, CI=0.8-0.9) (Table 2).

CART was used to evaluate the cutoffs at which specific

Any disorder Any mood Any anxiety
Sex
Female 2.1(0.9-5.2) 1.0 (0.5-2.2) 3.4 (1.5-74)
Male 1.0 1.0 1.0
x,>=2.7 %,>=0.0 %,2=9.1%
Age (years)
18-34 23.2 (1.7-317.8) 7.6 (1.3-44.7) 4.1 (0.7-22.4)
35-49 18.9 (1.5-239.7) 20.8 (3.6-120.6) 3.2 (0.4-26.2)
50-64 6.3 (0.9-42.3) 16.7 (2.5-112.6) 1.8 (0.4-8.2)
=65 1.0 1.0 1.0
2%2=6.1 12=15.3* 2=3.6
Marital status
Never married 24 (1.1-5.5) 3.1(1.4-6.9) 1.4 (0.4-4.7)
Married/cohabiting 1.0 1.0 1.0
x,=4.5% %,>=8.3% %x=0.3
Education
Primary, no education 2.9 (0.4-23.1) 1.4 (0.3-5.9) 0.5 (0.1-2.5)
Complementary, some secondary 1.5 (0.5-4.9) 1.9 (0.6-5.5) 1.2 (0.3-4.4)
Secondary or some university 2.0 (0.6-6.5) 1.8 (0.7-4.6) 2.3 (0.6-8.3)
University degree 1.0 1.0 1.0
%57=2.2 %=1.8 %=8.1%
Temperament
Depressive 1.0 (0.9-1.2) 1.1 (0.9-1.2) 1.1 (0.9-1.2)
Cyclothymic 0.9 (0.8-1.1) 1.0 (0.9-1.1) 0.9 (0.8-1.1)
Hyperthymic 0.9 (0.8-1.0) 0.8 (0.8-0.9) 0.9 (0.8-0.9)
Irritable 1.1 (1.0-1.2) 1.2 (1.1-1.3) 1.1 (0.9-1.2)
Anxious 1.2 (1.1-1.3) 1.2 (1.1-1.2) 1.1 (1.0-1.2)

The correlates of mood disorder were estimated in the part I sample (n=1320), those of anxiety and any disorders in the part II sample (n=547). Any disorder
included mood, anxiety, impulse control, and substance use disorders. Each temperament was entered as a continuous variable

*Significant at the .05 level, two-sided test
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Figure 2 The classification and regression optimal tree for having any mental disorder

temperaments increase the probability of having a mental
disorder controlling for socio-demographic variables (age,
gender, marital status, and education). Optimal models were
reached for any mental disorder, for any mood and for any
anxiety disorder.

A cutoff of 14.5 (+1.5 SD of the population mean) on the
anxious temperament subscale was the main node that divided
the risk of having any 12-month mental disorder into two
groups. Individuals with an anxious temperament score <14.5
had an 11% risk of developing a mental disorder versus 47.5%
for those with an anxious score =14.5. Those who, in addition
to the higher scores on the anxious temperament (=14.5), had
hyperthymic scores lower than 14.5 (+0.4 SD of the popula-
tion mean) had a risk increased to 58.2%, but, if their hyper-
thymic score was higher or equal to 14.5, their risk of having
any mental disorder diminished to 30.2% (Figure 2).

For the diagnosis of any 12-month mood disorder, a cutoff
of 14.5 (+1.5 SD of the population mean) on the anxious
temperament subscale was the main node that divided the
risk of having any mood disorder into two groups. Individu-
als with an anxious score <14.5 had only a 3.8% risk of de-
veloping a mood disorder versus 28.7% for those who had
an anxious score =14.5. However, if the latter had, in addi-
tion, a hyperthymic score <6.5 (-1.3 SD of population mean)
the risk increased up to 66.7%, while, if their hyperthymic
score was =6.5, the risk was 23.4%. For those who had a
hyperthymic score =6.5, the probability increased up to
64.3% if they had higher education and an irritable tempera-
ment score =8.08 (+1.7 SD of population mean), but de-
creased to 18.8% if they had an irritable score <8.08 (Figure
3). Anxious temperament remained a main predictor of hav-
ing a mood disorder even after controlling for having a co-
morbid anxiety disorder (data not shown).

The optimal model for any 12-month anxiety disorder
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showed that a cutoff of 14.5 on the anxious temperament
subscale divided individuals into a lower risk group (7.5%)
and a higher risk group (32.8%) for having any anxiety disor-
der. However, if the latter had a hyperthymic score =14.5, the
risk became 18.6%, while it increased to 40.5% if the hyper-
thymic score was <14.5. For those who had a low hyperthy-
mic score (<14.5), the risk would be 30.3% if they were 18-34
years or older than 65. However, if they were 35-64 years, the
risk was determined by whether their score on the hyperthy-
mic subscale was <11.5 (58.0%) or =11.5 (36.4%) (Figure 4).

The CART analyses for any disorder, for any mood or any
anxiety disorders were repeated with factors, and factor one
(anxious-depressive) showed to be the main node outlining
the risk of having 12-month disorders, with factor two (hy-
perthymic) having a protective role. Additionally, CART
analyses were repeated for each gender alone and yielded the
same results regarding anxious temperament and mood dis-
orders (data available upon request).

DISCUSSION

Our findings from a non-clinical, nationally representative
sample suggest that, on a bivariate level, affective tempera-
ments as defined by the TEMPS-A (or the factors of the latter)
are associated with 12-month prevalence of several DSM-IV
mental disorders as diagnosed by the CIDI 3.0. This associa-
tion is significantly positive for the cyclothymic, depressive,
anxious and irritable temperaments, which have been shown
to be correlated (16), and negative for the hyperthymic tem-
perament, except for impulse control disorders, substance
abuse disorders and adult separation anxiety, while small
numbers precluded solid conclusions at this time. We par-
tially addressed the shortcoming of small numbers by looking
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Figure 4 The classification and regression optimal tree for having any anxiety disorder
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at lifetime prevalence, and found that hyperthymic tempera-
ment was not protective for bipolar disorders, separation
anxiety disorder and impulse control disorders. In addition,
the number of mental disorders decreased significantly in
subjects with higher scores on the hyperthymic scale and in-
creased with higher scores on the other temperaments.

It could be argued that subjects who scored higher on the
hyperthymic temperament were motivated by the social de-
sirability of the items under this cluster and by the same to-
ken denied having any of the disorders. Against this possibil-
ity is the lack of “protection” of the hyperthymic tempera-
ment in substance abuse and impulse control disorders,
which are not the most desirable features to admit having in
a field study or to a lay interviewer. Another argument would
be that the answers to the TEMPS-A simply reflect answers
to mental disorders and so they measure the same variables.
Against this is our finding (4) that the vast majority of the
respondents have stated that their answers to the TEMPS-A
reflected correctly how they felt since they were 18 years old,
suggesting that their answers were more related to traits than
states. Nevertheless, since most of the mental disorders are
recurrent and in some cases chronic, only a prospective study
of temperaments could accurately settle this issue.

We have shown in previous publications that the 12-
month prevalence of mental disorders in the LEBANON
study (17) is related to a variety of socio-demographic vari-
ables (gender, age, and marital status). When controlling for
these variables and adding temperament as a correlate of
mental disorders, our results show that, on a multivariate
level, and in addition to other socio-demographic variables,
mood, anxiety and any disorder were associated with higher
scores on the anxious temperament and lower scores on the
hyperthymic temperament.

We went a step further and tried determining the cutoffs
at which temperaments predicted mental disorders using
CART analyses. Results from these exploratory analyses con-
firmed the results of the logistic regressions, where interplay
between higher scores on the anxious temperament scale
and lower hyperthymic scores increased the probability of
having any mood or anxiety disorder. A cutoff of 14.5 (+1.5
SD of the population mean) on the anxious temperament
was a determinant factor in increasing the risk of having any
mood or anxiety disorder. Hyperthymic temperament was
protective again at a cutoff of 14.5 (+0.4 SD of population
mean) against any anxiety disorder, and at a lower cutoff of
6.5 (-1.3 SD of population mean) for mood disorders. This
lower cutoff for mood disorders suggests that a pinch of hy-
perthymic temperament has an important role in decreasing
the risk for depression and dysthymia (but not for bipolar
disorders, as per our lifetime analyses). While one would be
tempted to think that the role of the anxious temperament in
mood disorders might be due to the well-known comorbid-
ity of mood and anxiety disorders, we repeated the CART
analyses for mood disorders excluding any cases that had
comorbidity with anxiety disorders. Again, the anxious tem-
perament was the main risk factor for mood disorders at the
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same cutoff as when comorbidity was included.

Our data support what has been found in other studies
that examined the relationship between temperament vari-
ables such as “extraversion” (hyperthymic) and “neuroti-
cism” (anxious) in predicting mood and anxiety disorders
(23,24), especially in light of recent reports clearly linking the
TEMPS-A defined hyperthymic temperament to extraver-
sion and the others to neuroticism (21). Given that several of
these temperament measures have strong genetic determi-
nants (5,6), our study favors the view that such genetic deter-
minants interact with selected environmental and demo-
graphic factors in favoring the origin of mental disorders
(25). War may be one of these factors (18).

Other relevant findings in our study point to the interac-
tion between demographic and temperament factors, such as
the probable interaction between education and irritable
temperament: higher scores on the irritable subscale, but
only among highly educated individuals, increased the risk
for mood disorders. Lastly, we found that temperament over-
comes gender in mood disorders, which is in line with ear-
lier suggestions by Perugi et al (26) in a clinical setting.

The results of the study should be interpreted in light of
several limitations. First, although an earlier version of the
CIDI (1.1) was validated in Lebanon, yet the CIDI 3.0 was
not. Second, 43.1% of respondents were not able to fill in the
TEMPS-A questionnaire themselves due to illiteracy, old age,
or possibly because of fatigue, since the TEMPS-A was given
after the CIDI 3.0. Nonetheless, with respect to the latter
point, we have shown previously that there was no difference
between the two modes of delivery (self-filled vs. interviewed)
(4). Third, the total response rate of 70%, though quite ac-
ceptable in large epidemiologic studies, may have introduced
a systematic under-representation of mental illness. Fourth,
the data was collected retrospectively for temperament and
mental disorders. Finally, many Lebanese have witnessed
episodes of military strife, and these findings might not be
applicable to other settings that have not witnessed such up-
heavals.

Although it is difficult to assess how much of recurrence
in episodes of mental illness is due to war stress, our previous
work indicated that exposure to this stress was related to first
onset of mood, anxiety and impulse control disorders, with
highest risks for anxiety and impulse control disorders (18).
The affective temperaments appear to be possible mediating
factors. Given the genetic underpinnings of the anxious tem-
perament in relation to the serotonin transporter “s” poly-
morphism, additional studies are needed to investigate how
these genetic factors are related to temperament and disor-
ders together, as well as the role of temperament in gene x
environment interactions.

Temperaments are probably important determinants of
mental disorders and have intricate relations to other demo-
graphic variables, such as age and education and, to a lesser
extent, gender. Anxious temperament at a cutoff +1.5 SD of
the population mean seems to be a solid predictor of 12-
month mental disorders in Lebanon. Hyperthymic tempera-
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ment seems to have a uniquely protective effect on most
mental disorders, but not on bipolar, separation anxiety, and
impulse control disorders. There is a need for similar studies
in different settings to assess the role of the various tempera-
ments in their interaction with the specific environments.

Although the TEMPS-A and several constructs related to
its subscales have been used to prospectively predict the
emergence of bipolar subtypes (15), and switching from uni-
polar to bipolar II (27), other prospective studies with this
instrument would be desirable to confirm the role of affective
temperaments in predicting the occurrence of the more com-
mon mental disorders presented herein. Such studies would
present complex methodological challenges, because of the
early age of onset of many of these disorders (28), but none-
theless would be of great heuristic, clinical and public health
significance in such domains as affective disorders (14), sui-
cide (29), and substance abuse (30), as well as the complex
riddles of comorbidity (31).
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The effectiveness of child and adolescent psychiatric
treatments in a naturalistic outpatient setting
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Data concerning the effectiveness of naturalistic treatments (treatment-as-usual) in child and adolescent psychiatric (CAP) services are
scarce. The purpose of this prospective observational study was to examine the effectiveness of CAP treatments in a naturalistic outpatient
setting. Three hundred six patients (attention-deficit/hyperactivity disorder, ADHD, n=94; conduct disorder, CD, n=57; anxiety disorder,
AD, n=53; depressive disorder, DD, n=38; other diagnostic categories, n=64), from nine child and adolescent psychiatric practices in Ger-
many, were evaluated. Treatment effects were compared between patients who received frequent treatment and patients who only par-
ticipated in diagnostics and short interventions. Since randomization was not feasible, propensity score analysis methods were used.
Regarding the total sample, no significant treatment effects were found. However, a subgroup analysis of the four most frequent disorders
(ADHD, CD, AD, DD) showed small to moderate treatment effects in patients with ADHD and AD. In CD and DD subgroups, no sig-
nificant treatment effects could be found. “Real-world” CAP outpatient treatment seems to produce significant effects for ADHD and AD,

but not for CD and DD. Compared to efficacy studies, our results show that naturalistic treatment might be better than expected.

Key words: Adolescents, children, therapy, effectiveness, attention deficit/hyperactivity disorder, anxiety disorder, depressive disorder,

conduct disorder

(World Psychiatry 2010;9:111-117)

There are four psychiatric disorders which are particularly
frequent in children and adolescents (1,2): depressive disor-
der (DD) and anxiety disorder (AD) as internalizing disor-
ders, and attention-deficit/hyperactivity disorder (ADHD)
and conduct disorder (CD) as externalizing disorders (3-6).
Efficacy studies demonstrate that a positive treatment re-
sponse in children and adolescents in an outpatient setting
is far more likely to occur in those being treated for ADHD
and AD than in those being treated for DD and CD in the
same setting (5-8).

In meta-analyses and systematic reviews, which essen-
tially concentrate on efficacy studies, mean effect size estima-
tions for the treatment of mental disorders in children and
adolescents range from 0.7 to 0.8 (9-13). By contrast, the few
reviews available on “usual care” studies report mean effect
sizes of 0.0 (14-17). In a meta-analysis of direct comparisons,
Weisz et al (18) showed evidence-based youth treatments to
produce significantly better outcomes than the usual inter-
ventions employed in clinical care.

There are only a small number of effectiveness studies on
children and adolescents. This might be explained by the fact
that controlled studies are difficult to conduct in naturalistic
settings. Therefore, in therapy evaluation studies, observation-
al study designs are frequently used, which necessitate com-
plex statistical calculations in order to analyze causal effects.

Studies examining the dose-effect relationship in youth
mental health care are rare (e.g., 22-24). Due to the fact that
the definition of “dose” and “response” as well as the meth-
ods applied differ from study to study, it is difficult to com-
pare these studies (25,26). However, the results available for
children and adolescents show a trend similar to findings in
adults (27). There is evidence for a minimum number of eight

treatment sessions to obtain therapeutic effects (23), and the
effects reached after 20 sessions do not seem to increase sig-
nificantly during prolonged therapy (28).

Against the background of the above-described context,
this study aimed to answer the following questions: a) how
successful is therapy in child and adolescent psychiatric
(CAP) practices, e.g. to what extent are effects, as described
in other effectiveness studies, achieved? b) do children and
adolescents with different disorders benefit similarly from
CAP treatment or are there significant differences?

METHODS
Study design

The investigation was conducted between May 2004 and
July 2006 in nine CAP practices in Germany. It was con-
ceived as an observational study of naturalistic treatments
(treatments as usual): a non-selected, consecutive patient
sample (all new admissions to the participating CAP prac-
tices) was followed over a time span of 1 year. Data assess-
ment was conducted in all cases, encompassing a standard-
ized telephone interview with the main caregiver and ques-
tionnaires filled out by parents, patients (if >12 years) and
therapists. Data assessment was carried out at three points of
measurement: at time of referral (T1; within one week after
the first diagnostic session in the practice), three months
later (T2) and one year later (T3).

The study was approved by the institutional review board.
Participants and their parents gave written informed con-
sent.
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Sample

A total of 1182 referred patients were enrolled in the
study. At T1, 1029 caretakers (87% of all referred patients)
could be contacted by telephone. Only those cases remained
in the study. At T2, we conducted 927 interviews (90% of
cases), and at T3, it was possible to conduct 800 telephone
interviews (86% of cases). The drop-out rate from T1 to T3
was 22%.

Complete documentation data (diagnoses, treatment vari-
ables) from the responsible child psychiatrist were available
in 727 of 800 cases at T3. For the analysis of Child Behavior
Checklist (CBCL) data, we extracted from this sample all
cases in which the parents had completed the CBCL (29-31)
at both T1 and T3 (n=306; “CBCL sample”).

Of the 306 patients in the CBCL sample, 186 were male
(59.8%). The mean age was 8.8+3.3 years, range 1-21. The
CBCL sample encompassed the following four subgroups:
ADHD (F90.0, F90.8, F90.9 according to ICD-10; 314.01,
314.00 according to DSM-IV-TR), n=94; CD (F91.0, F91.1,
F91.2, F91.3, F91.8, F91.9, F43.24, F43.25, F90.10, F90.11,
F92.0, F92.8, F92.9, F93.30, F94.2 according to ICD-10;
312.8,312.9,313.81,309.3,309.4, 313.89 according to DSM-
IV-TR), n=57; DD (F32.0, F32.1, F32.2, F32.9, F33.1, F43.20,
F43.21, F41.20, F43.22, F43.23 according to ICD-10; 296.21,
296.22, 296.23, 309.0, 296.32, 311, 309.28 according to
DSM-IV-TR), n=38; AD (F40.1, F40.2, F41.0, F41.3, F41.9,
F93.0, F93.1, F93.2, F93.8 according to ICD-10; 300.23,
300.00, 300.29, 300.01, 309.21 according to DSM-IV-TR),
n=>53; other diagnoses (n=54), no diagnosis (n=10).

Treatment

All practices that participated in the study employed per-
sonnel from different professions (child and adolescent psy-
chiatrists, pediatricians, child and adolescent psychothera-
pists, etc.) in order to offer a broad variety of treatments (e.g.,
various forms of psychotherapy, including cognitive-behav-
ioral, psychodynamic, systemic and family therapy; pharma-
cotherapy, dyslexia treatment, etc.). Due to this interdisci-
plinary orientation, it was possible to offer an individually
tailored treatment package to each patient.

The therapy plans were based on the practice guidelines
of the German Association of Child and Adolescent Psy-
chiatry and Psychotherapy (33). In 58% of the cases, only a
few diagnostic and/or consultation sessions were conduct-
ed, while 42% received more frequent treatment (>8 ses-
sions). Twenty-six percent of all patients received psycho-
pharmacotherapy. The number of diagnostic and therapeu-
tic sessions within 12 months per child varied from 0 to 50
(mean 7.65+7.00) and the number per parent varied from 0
to 40 (mean 4.37+3.87). Extensive further information about
sample characteristics and treatment is available elsewhere
(34).
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Data assessment

The data presented in this study are based on the CBCL
(total score, German norms) and data collected from the
standardized telephone interviews with the main caretaker
at the time of referral (T1) and one year later (T3). The diag-
noses were made by the attending child and adolescent psy-
chiatrist or psychotherapist according to the Multiaxial Sys-
tem (MAS), which is based on the ICD-10.

Sociodemographic data, diagnoses and therapy data
were recorded by the responsible child psychiatrist using
the standardized “basic documentation form” (BADO).
The BADO was first published in 1998 (35,36). The stan-
dardized telephone interview used to assess information
from the parents has previously demonstrated good reli-
ability and validity (37).

Statistical analysis

Due to the absence of a randomized control group, we
subdivided the CBCL sample into two groups (high dose and
low dose treatment groups), according to the total number of
diagnostic and therapeutic sessions conducted. For this pur-
pose, we performed a median split (median = 8 sessions; high
dose = =9 sessions; low dose = <8 sessions). Seven cases were
excluded from data analysis because of missing data. This
procedure complies with the findings by Angold et al (23)
and Howard et al (27). The treatment group assignment (high
vs. low dose) was considered as the independent variable.

As dependent variable, we used CBCL total scores at T3
(post-test). For some analyses, we dichotomized the CBCL
total score according to clinical symptoms (“normal” vs. “dis-
turbed”). For this purpose, we used cut-off scores of 32/33
(corresponding to a T-score of 60 and 40, respectively).

Since patients were not randomized to low vs. high dose
treatment groups, propensity analyses were used to parallel-
ize the two groups and thus control influences on the depen-
dent variable. The propensity score is by definition the con-
ditional probability of being assigned to a treatment group
based on given covariates (39,40). The propensity scores in
this study were calculated using the logistic regression func-
tion of the SPSS 14.0 software (41). Based on experts’ judg-
ments, empirical evidence and theoretical considerations,
the following covariates were regarded as relevant for pro-
pensity score analyses: axis I, III, IV, V and VI diagnoses of
the MAS, children’s gender, age, housing, school (grade,
type) and social status; CBCL total, internalizing and exter-
nalizing score at T1. Because of missing socio-demographic
data, 30 cases had to be excluded from propensity score data
analysis, leaving a sample of 269 patients. Comparing the
high dose and the low dose therapy groups with regard to the
covariates considered, we primarily found differences con-
cerning age, school (grade, type), gender, CBCL total score
and axis I diagnosis at T1.

To evaluate the differences of CBCL between T1 and T3 in
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the diagnostic subgroups without regard to treatment, t-tests
for dependent samples were used. To compare the starting
scores and CBCL score reduction between the diagnostic
groups, analyses of variance with post-hoc tests were used. In
this case, the Least Significant Differences (LSD) test — equal
to the t-test which compares two means — was chosen as a
posteriori test. To calculate the treatment effects, analyses of
variance with repeated measurement were modeled. CBCL
scores at T1 and T3 were dependent variables, treatment
group was the interindividual influence factor and the inter-
action time x treatment group, which reflects differences in
the CBCL course between the 2 groups, was regarded as treat-
ment effect. The propensity score was used as covariate.

The effect size (ES) was calculated using Pre-Post-ES
(corrected under consideration of pre-tests): D =d, . -
d,,. . All statistical analyses were conducted by means of
SPSS 14.0.

RESULTS
Differences from T1 to T3 in the CBCL score
Table 1 and Figure 1 present the CBCL scores for the com-

plete group (CBCL sample) as well as for the four diagnostic
subgroups.

Table 1 Child Behavior Checklist (CBCL) total score (mean + SD) for
the total sample and subsamples at time of referral (T1) and one year
follow-up (T3)

T1 T3 P
Total sample (n=306) 40.8+22.7  28.8+20.1 <0.0005
Attention-deficit/hyperactivity 43.3+21.7 32.4£19.9 <0.0005
disorder (n=94)
Conduct disorder (n=57) 50.4+20.8 35.4+19.9 <0.0005
Depressive disorder (n=38) 34.5£19.4 23.4+16.8 <0.0005
Anxiety disorder (n=53) 40.1+26.7  28.1+21.0 <0.0005
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Figure 1 Changes in Child Behavior Checklist (CBCL) total score in the
course of treatment in total sample and subsamples

For the total group and the subgroups, a significant reduc-
tion in CBCL scores can be observed during the course of
therapy (p<0.0005). A year after referral, 66 % of the children
and adolescents no longer showed clinically relevant symp-
toms (T-score <60). When comparing the different disorders,
we noticed a worse initial level for ADHD and CD than for
AD and DD. Furthermore, there were considerable improve-
ments in CBCL scores from T1 to T3: 20% of patients with
AD and ADHD, 25% of patients with DD, and 30% of pa-
tients with CD shifted from showing clinically relevant symp-
toms to normal behaviour. When calculating the pre-post
effect size d* according to Hasselblad and Hedges (42) in
order to obtain a value which is directly comparable with the
effect size d, we obtained the following results: d*=1.19 for
the total sample, d*=0.72 for patients with ADHD, d*=1.00
for patients in the DD subgroup and d*=1.96 for patients
with AD. For the CD subgroup, the effect size is d*=1.85 (ap-
proximate estimation, as one cell equals zero).

Analyses of variance with repeated measurement
using propensity score calculation

Table 2 shows the results of the analysis of variance with
repeated measurement with the CBCL total score as the de-
pendent variable and the factors “time” (T1 vs. T3) and
“group” (low dose vs. high dose treatment), using propensity
score as covariate.

A significant main effect for the factor “time” can be ob-
served only in the total sample, and not for the four sub-
groups. Main effects of the factor “group” would indicate that
CBCL scores differ between low dose and high dose treat-
ment groups. No main effect for the factor “group” became
significant either in the total group or in the four subgroups.
This is caused by the approximation of both treatment groups
regarding the initial estimated values of the CBCL at T1. It
shows that the inclusion of the propensity score “works” in
the sense of controlling confounding variables and making
the two groups comparable. Interaction effects between time
point and treatment dose (indicating treatment effects) were
not found for the total group and the CD and DD subgroups,
but were found for the subgroups with ADHD and AD.

For the covariate “propensity score”, a significant main ef-
fect can be found for the total sample and the subgroups DD
and AD. This result emphasizes the necessity of propensity
score analysis for these samples: there are obvious group differ-
ences between the two treatment groups (low vs. high number
of sessions) with reference to T1 starting levels of different ques-
tionnaires, socio-demographic factors and the MAS axes.

Figures 2-6 display the changes in the CBCL score during
the course of treatment. The extent of reduction (main effect
time), the differences between the treatment groups (main
effect group) and the treatment effects (interaction time x
group) are visualized in the figures. The dependence of the
results on the particular disorder becomes evident when the
figures are compared.
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Table 2 Results of the analyses of variance using propensity score calculation: Child Behavior Checklist (CBCL) total score (mean + SD)
as dependent variable and “time” and “group” as independent factors

Total sample

Attention-deficit/ Conduct disorder

Depressive disorder

Anxiety disorder

(n=269) hyperactivity disorder (n=50) (n=30) (n=45)
(n=88)
Time, main effect
T1 41.2+21.6 43.5+£21.1 50.7+26.1 33.2+22.6 41.5+26.6
p=0.004 p=0.967 p=0.533 p=0.072 p=0.145
T3 29.0+£19.7 33.9+20.8 33.2+24.0 24.7+22.6 27.5+20.6
Group, main effect
Low dose 35.9+20.5 40.3£18.2 42.5+20.0 27.7£14.5 36.6+22.9
. p=0.535 p=0.451 p=0.869 p=0.745 p=0.563
High dose 34.3+20.3 37.1+£17.7 41.4+19.2 30.2+15.5 32.4+23.2
Interaction time X group = treatment effect
T1 41.2+23.6 42.6+£21.4 53.0+23.2 34.3+16.4 41.6+26.6
Low dose
T3 30.7+£21.6 38.0+£21.1 32.0+£21.3 21.1+16.4 31.7£20.7
p=0.182 p=0.049 p=0.298 p=0.259 p=0.048
T1 41.3+23.4 44.4+20.8 48.4+22.2 32.1+£17.6 41.4+26.9
High dose
T3 27.3+21.4 29.8+20.4 34.4+20.4 28.4+17.6 23.4+21.0
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Figure 2 Changes in Child Behavior Checklist (CBCL) total score in the

course of treatment in total sample (n=269)

Figure 3 Changes in Child Behavior Checklist (CBCL) total score in the

course of treatment in attention-deficit/hyperactivity disorder (n=88)
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Figure 4 Changes in Child Behavior Checklist (CBCL) total score in the
course of treatment in conduct disorder (n=50)
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Figure 5 Changes in Child Behavior Checklist (CBCL) total score in the

course of treatment in depressive disorder (n=30)
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Figure 6 Changes in Child Behavior Checklist (CBCL) total score in the
course of treatment in anxiety disorder (n=45)

The results show a significant treatment effect for children
and adolescents with ADHD or AD: patients in the high dose
treatment group had a significantly higher reduction of the
CBCL total score than those in the low dose treatment group.
This result did not apply to the whole study sample, as high
dose treatment was not effective in patients with CD. More-
over, for children and adolescents with DD, a different trend
could be observed (Figure 5). In this subgroup, two different
groups can be identified: those with lasting depressive symp-
toms who do not improve under high dose therapy, and those
with depressive symptoms who show symptom reduction
after short interventions.

When converting these results (using means, standard
deviations and sample sizes) into effect sizes, the values for
the different subsamples were: total sample, d_ =0.16;
ADHD, d__=0.48; AD, d _=0.39; CD, d _=-0.32; and DD,
d_ =-0.57.

corr

DISCUSSION
Results

For the total sample, this study does not reveal significant
treatment effects in an outpatient CAP setting. However, in
the ADHD and AD subgroups, significant small to moderate
treatment effects are apparent. Patients with high dose ther-
apy appear to profit more from therapy than those who re-
ceive only few treatment sessions. Moreover, patients in the
subgroup with CD come off relatively poorly in general:
both the treatment effects (comparing analysis of variance
results) and the symptom severity at the beginning and end
of treatment (comparing results of the normalized CBCL
scores) underline this trend. In the subgroup with DD, it is
not possible to validate a significant treatment effect: in de-
pressive children and adolescents, there seems to be a high
spontaneous remission rate in the low dose treatment group.
Our results match the findings from efficacy studies, which

show that treatments for AD and ADHD display a better
efficacy than treatments for DD and CD (7,8).

Methods

Although it is desirable for effectiveness studies to be con-
ducted as randomized controlled trials, this aim is often unat-
tainable. The design used in this study — in which we com-
pared groups with high and low dose treatment — proved to
be feasible for therapy evaluation studies in naturalistic set-
tings; the low drop-out rate, the parental acceptance, and
high participation rates are convincing. Calculating propen-
sity scores under consideration of the relevant covariates
proves to be extremely important in order to compensate for
the lack of randomized group assignment. Nevertheless, the
use of a single outcome criterion obviously implies some dis-
advantages: a large number of relevant reviews emphasize
the necessity of applying outcome criteria from a wide range
of different domains (e.g., symptoms, functional level, qual-
ity of life, long-term consequences), in order to characterize
the patient’s condition adequately (7,8).

Implications for research

There is a great range of questions relating to psychiatric
and psychological treatments for children and adolescents
that require continuous research (43). One of the greatest de-
mands is that for more effectiveness studies demonstrating
that empirically supported interventions can be utilized in ev-
eryday health care. Representative clinical observational stud-
ies certainly do not represent the gold standard, yet they can
be considered as a reasonable alternative that is feasible in an
outpatient setting, especially when methodological deficits in
the study design can be controlled with adequate data analysis
methods. Certainly, propensity score analysis has its limita-
tions as well (44): apart from the problem with missing values,
covariates that have not been assessed cannot be balanced and
therefore remain as confounding factors.

In our present investigation, we simply related the dose of
treatments (number of sessions within one year) to the out-
come one year after referral. As yet, comparable naturalistic
studies examining the dosage-effect relations in children and
adolescents are not available, and it would be interesting to
establish whether our results can be replicated. Another di-
rection for refinement could lie in investigating the process
of change by assessing data during treatment. This could lead
to the development of a benchmarking system in order to
assess the patient’s individual therapy progress (according to
therapy progress curves).

Implications for practice

Our results provide evidence for the effectiveness of “real-

115



world” outpatient CAP therapies in children and adolescents
with ADHD or AD. In contrast, treatment effects for patients
with DD and CD proved to be negative. The unfavorable
results for DD might be due to the limited applicability of
cognitive therapy methods and medication depending on
patients’ age and developmental stage (7,45). For the treat-
ment of patients with CD, an outpatient treatment setting in
a psychiatric practice is probably not sufficiently intensive
and seems less suitable than the recently discussed alterna-
tive multimodal and family-oriented treatment approach
(e.g., multisystemic treatment, MST).

Contrary to the results of previous effectiveness studies
(14-17), our examination of therapy in a naturalistic setting
shows apparent treatment effects (provided a certain dose of
treatment is assured). However, two restrictions should be
mentioned. Firstly, treatment effects cannot be shown for all
disorders. This does not necessarily mean that these disor-
ders without a proven effect cannot be sufficiently treated,
but rather that it might not be the right setting (as in CD) or
that so far no adequate specific treatment for children has
been developed (as in DD). Secondly, although only small to
moderate effects are validated, the treatments can contribute
significantly to the prevention — or reduction - of negative
long-term consequences (e.g., human and social costs). Even
if the effects achieved in practice are not as high as the effects
known from efficacy studies, this should not be seen as dis-
couraging, but rather as an expression of real conditions:
isolated disorders are rarely treated in practice; patients with
comorbid conditions are more common.

CONCLUSION

Our study addressed the problem of limited evidence re-
garding the effectiveness of naturalistic treatments of psychi-
atric disorders in children and adolescents. Contrary to the
results of previous effectiveness studies, it was possible to
demonstrate significant effects of “real-world” treatments
for ADHD and AD, but not for CD and DD. These results
match the findings from efficacy studies and show that natu-
ralistic treatment might be better than expected. As a practi-
cal implication, our study points out the necessity of further
developing treatment approaches and settings for pediatric
mental disorders.
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MENTAL HEALTH POLICY PAPER

Integration of mental health into primary care in Kenya
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Integration of mental health into primary care is essential in Kenya, where there are only 75 psychiatrists for 38 million population, of
whom 21 are in the universities and 28 in private practice. A partnership between the Ministry of Health, the Kenya Psychiatric Associa-
tion and the World Health Organization (WHO) Collaborating Centre, Institute of Psychiatry, Kings College London was funded by
Nuffield Foundation to train 3,000 of the 5,000 primary health care staff in the public health system across Kenya, using a sustainable
general health system approach. The content of training was closely aligned to the generic tasks of the health workers. The training deliv-
ery was integrated into the normal national training delivery system, and accompanied by capacity building courses for district and
provincial level staff to encourage the inclusion of mental health in the district and provincial annual operational plans, and to promote
the coordination and supervision of mental health services in primary care by district psychiatric nurses and district public health nurses.
The project trained 41 trainers, who have so far trained 1671 primary care staff, achieving a mean change in knowledge score of 42% to
77%. Qualitative observations of subsequent clinical practice have demonstrated improvements in assessment, diagnosis, management,
record keeping, medicine supply, intersectoral liaison and public education. Around 200 supervisors (psychiatrists, psychiatric nurses and
district public health nurses) have also been trained. The project experience may be useful for other countries also wishing to conduct

similar sustainable training and supervision programmes.

Key words: Kenya, primary care, training, supervision, mental health

(World Psychiatry 2010;9:118-120)

Kenya is one of the poorest countries in the world, ranked
144 out of 177 countries in the United Nations Human De-
velopment Report for 2007. Gross national income per cap-
ita was 520 USD in 2005, and 770 USD in 2008. The popula-
tion is estimated to be 38 million and life expectancy is 54
years. More than 1 in 10 children die before the age of 5, and
4 women out of every 1,000 die in child birth. The prevalence
of HIV is 7.7% in women and 4% in men.

Kenya had been assumed to have more political stability
than many African states but, in the context of unemploy-
ment, economic disparities and widespread concerns about
access to ancestral lands, there was widespread violence im-
mediately after the 2007 general election, leading to ethnic
division, displacement of around 500,000 people and more
than 1,300 deaths. The conflict damaged the tourist industry,
aggravating economic problems and poverty, while climate
change is affecting rainfall, aggravating famine in various
parts of the country.

Kenya spends only around 10 USD per capita per year on
health. Investment in health largely focuses on communica-
ble diseases, especially HIV and malaria. Population access
to health care remains very restricted, with only 1-2 nurses
and clinical officers for each 10-20,000 population, and no
doctors at primary care level in the public system.

The Kenya general health system is broadly structured
into six levels: the national general and national specialist
referral hospitals (level 6), provincial general hospitals (level
5), district and subdistrict general hospitals (level 4), health
centres, maternity and nursing homes (level 3), dispensaries
(level 2) and the community (level 1). The community level
comprises families and households. For every 100 house-
holds there is supposed to be a community health worker,
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selected by the community for the role, and given relatively
short but frequent training by level 2 and 3 staff. Community
health workers are trained in prevention, promotion, and
identification of health problems, and in appropriate inter-
ventions including referral to the dispensary. They are coor-
dinated by community health extension workers, who are
health workers at level 2 and 3.

Kenya has 75 psychiatrists, of whom 21 are in the univer-
sity system and 28 in private practice. It has around 500 psy-
chiatric nurses, of whom only 250 work in mental health,
deployed at the national, provincial and district levels, so
that each district of around 150,000 will have only one or
rarely two psychiatric nurses. Since the global prevalence of
mental disorders is around 1% for psychosis and 10% for
common mental disorders, this means that each district will
have 1,500 people with psychosis and 15,000 people with
common mental disorders. Therefore, unless mental health
is integrated into the levels 1, 2 and 3 of the health system,
population access to mental health care will be very severely
restricted to the case load which can be borne by one mental
health worker in each district.

The only way the system can deliver mental health care to
the population is if primary care is strengthened to be a key
stage in the pathway between the community and the district
level. Indeed, people with mental disorders are already at-
tending primary care, but apart from those with psychosis,
which is relatively easy even for lay people to diagnose, those
with depression, anxiety and other common mental disor-
ders are usually misdiagnosed as having a physical illness.

The integration of mental health into primary care has
been a policy objective in Kenya for two/three decades (1),
but there was no specific allocation of resources to imple-
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ment this, and no continuing professional development for
staff on mental health in levels 1-4. Appreciating this dilem-
ma, the Kenya Ministry of Health (MOH) entered into a part-
nership with the World Health Organization (WHO) Col-
laborating Centre at the Institute of Psychiatry of London,
the Kenya Medical Training College (KMTC) and the Kenya
Psychiatric Association, which was funded by Nuffield Foun-
dation, to establish a national programme to integrate mental
health into primary care.

The project aimed to train 3,000 of the 5,000 primary
health care staff in the public health system across Kenya,
using a sustainable general health system approach, with the
content of training closely aligned to the generic tasks of the
health workers, and the training delivery integrated into the
normal national training delivery system. The primary care
training programme was accompanied by capacity building
workshops and courses aimed at level 4 and 5 staff. These
were designed to encourage the inclusion of mental health in
the district and provincial annual operational plans, and to
promote the coordination and supervision of mental health
services in primary care by district psychiatric nurses and
district public health nurses.

THE PROGRAMME AND ITS OUTCOME

The project started in May 2005. Curriculum and teaching
materials were developed by the WHO Collaborating Center
in dialogue with Kenya partners, based on the Kenya adapta-
tion of the WHO primary care guidelines. The training was
piloted in three courses delivered in 2005 to 20 senior KMTC
and MOH staff, and 41 selected trainers from KMTC in Nai-
robi, its provincial medical training colleges and MOH rural
health training centres. Following the training of trainers, the
training has been rolled out across the country, firstly at the
national KMTC, then at six selected provincial training cen-
tres during the last four years. All nurses and clinical officers
working in dispensaries and health centres are eligible for the
training. They are called up in turn via their district medical
officer of health. The teachers are trained teaching staff
(nurses and clinical officers), who themselves experienced
the course delivered by the project leaders.

The training programme for primary care is a five day
course, and consists of five modules, the first covering core
concepts (mental health and mental disorders, and their con-
tribution to physical health, economic and social outcomes);
the second core skills (communication skills, assessment,
mental state examination, diagnosis, management, managing
difficult cases, management of violence, breaking bad news);
the third common neurological disorders (epilepsy, Parkin-
son’s disease, headache, dementia, toxic confusional states),
the fourth psychiatric disorders (content based on the WHO
primary care guidelines for mental health, Kenya adaptation)
and the fifth health and other sector system issues of policy;
legislation; links between mental health and child health, re-
productive health, HIV and malaria; roles and responsibili-

ties; health management information systems; working with
community health workers and with traditional healers; and
integration of mental health into annual operational plans.

The course is conducted through multi-method teaching
of theory, discussion, role plays and videos, with a major
emphasis on acquisition of practical skills and competencies
for assessment, diagnosis and management. The role plays,
videos, discussions and theoretical slides are accompanied
by the WHO primary care guidelines. Each participant has
to complete over 25 supervised role plays on different topics
in the course of the week, and to observe and comment on
25 role-plays conducted by colleagues. The WPA videos on
depression, psychosis and somatization were also used in
the training (2).

Phase 1 testing of the training intervention included: a)
iterative improvement of the course, based on feedback from
teachers and students on the early courses; b) detailed col-
lated written feedback from participants, regularly scruti-
nized by teachers and by the project manager; c) pre- and
post-test evaluation of the first 1000 trained; d) examination
of routine data collected before and after training in two dis-
tricts; e) supervision observations of clinical practice in 15
health facilities across three districts, which were visited at
the request of the Ministry of Health, in order to appraise
how efficient and effective was the working of the level 2 and
3 service providers in mental health management following
their participation in the training course. A phase 2 explor-
atory cluster randomized controlled trial will be conducted
later this year.

A total of 1,673 primary care staff have been trained to
date. The mean change in knowledge score for the first 1,000
participants was 42% to 77%. In addition, four special
courses have been run for the 8 provincial psychiatrists and
around 200 district psychiatric nurses and district public
health nurses to give routine support and supervision to pri-
mary care.

Fifteen health facilities across two districts were visited by
a senior psychiatric nurse to audit practice. The observer
found that, where staff had been trained, they were knowl-
edgeable about mental disorders. Their communication skills
and therapeutic relationships with patients and relatives
were well above average, their ability to take a history and
assess mental state was good, and they were all actively en-
gaged in the delivery of mental health care. The trained health
professionals were much more aware of the relationship be-
tween mental disorders and communicable diseases such as
malaria, amoebiasis, and typhoid fever; and between mental
disorders and non-communicable diseases such as musculo-
skeletal disorders, diabetes, and asthma.

Almost all the health facilities where staff had been trained
have started intersectoral networking liaison with commu-
nity chiefs, spiritual leaders, traditional health practitioners,
community health workers and any local non-governmental
organizations. Many of the centres visited have set up a spe-
cial locked cupboard for their psychotropic drugs. The
trained staff have managed to establish good and consistent
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supplies of the commonly used drugs, in collaboration with
the district pharmacist and the district mental health nurse.
Most of the facilities visited maintain a clinic register for
people with continuing mental disorder. The facilities are or-
ganizing close links between the patients’ relatives, resulting
in active community involvement in the management of
people with mental disorder.

The course is approved for 40 hours of continuing profes-
sional development and will now be run on a long-term basis
by KMTC as one of their programme of short courses.

A cluster randomized controlled trial of the training course
has been conducted in Malawi and will report shortly. A
multi-component evaluation is also being carried out in Iraq.
The course has been also conducted in Nigeria (3) and is
going to be carried out in Sri Lanka, as part of the WPA Ac-
tion Plan 2008-2011 (4).

DISCUSSION

This project has demonstrated that it is possible to train
front line health workers with a short five day interactive
course in mental health, using relatively small scale funds,
local trainers, and a project management system embedded
in a local training system, and to achieve effective outcomes
of improved knowledge and practice, and skills transfer to
others. The course is a complex balanced interdependent
combination of skills, competencies and knowledge, which
takes an intersectoral and health systems approach.

We recommend that similar efforts to train front line health
workers should work in partnership with the Ministry of
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Health, and in the context of the country’s health policy and
mental health policy. Such projects should agree with the Min-
istry of Health the appropriate local training institution for pri-
mary care, and work through that organization to train local
trainers who are likely to remain in post for a long time. Call up
of participants should be through the Ministry of Health to
ensure that appropriate people attend for training. Such proj-
ects should also organize reinforcement of training by the pro-
vision of locally tailored good practice guidelines which the
participants can then use for years after the training; by course
handouts; and by regular supervision from the district level.
Thus, supervisors also need to be trained, so that they have a
good understanding of their supervisory role and skills.
Progress of such projects needs to be carefully monitored,
and action taken as soon as possible to keep projects on track.
Flexible funding to enable projects to weather unpredictable
events such as conflict and rampant inflation, and to respond
to changing health sector reforms, greatly assists long-term
sustainability after such project funding has ended.
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a WPA-WHO workshop
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The Inter-Agency Standing Committee (IASC) Guidelines
on Mental Health and Psychosocial Support, endorsed by
heads of leading United Nations (UN) and non-UN interna-
tional humanitarian agencies, provide a framework for set-
ting up mental health services and psychosocial supports in
emergencies in low and middle income countries (LAMIC)
(1). Key decision-makers, such as UN resident representa-
tives and humanitarian representatives (2), humanitarian
health actors (3), numerous humanitarian agencies and lead-
ing donors, use the IASC Guidelines as their reference for
what is good humanitarian response. Therefore, it is crucial
that psychiatrists know the IASC Guidelines.

The WPA and the World Health Organization (WHO) col-
laborate on mental health care in emergencies, as described
in the WHO-WPA Work Plan 2008-2011 (4-6). In 2009, as
part of a joint initiative to increase psychiatrists’ capacity in
humanitarian work worldwide, and with the hope that the
IASC Guidelines will be used widely and appropriately with
full involvement of psychiatrists in LAMIC, the WPA and the
WHO organized an orientation workshop for psychiatrists.

The IASC Guidelines were developed following a lack of
consensus among humanitarian agencies on what should be
done in response to large emergencies (7) and the consequent
lack of coordination. The Guidelines focus on immediate and
minimum response in emergencies with practical, intersec-
toral actions. The Guidelines, consistent with WHO (8) and
Sphere Project (9), focus on strengthening social supports
and a safe, supportive recovery environment, and also cover
care for pre-existing or emergency-induced severe mental dis-
orders, acute trauma-induced distress, and harm related to
alcohol or other substance use. One of the main features of
the IASC Guidelines is the focus on multisectoral action, and
in particular, the coordination and collaboration between
protection/social/community work and clinical services.

Psychiatrists often need to adapt their role to the emer-
gency setting. In order for their expertise to be used in the
most effective way, they often need to shift from a focus on
direct clinical care towards rapid training and supervision of
basic mental health care integrated in nonspecialized health
care in order to reach large numbers of people (10). Psychia-
trists are in the best position to act as advocates for care for
those with moderate and severe mental disorders. Yet, they
— as specialists in mental health — are also in an excellent
position to argue for a safe and supportive recovery environ-
ment and for social supports that prevent or reduce mental
health problems. Thus, part of their role in emergencies is to

initiate or support advocacy efforts for both clinical care and
for protection/social/community work.

The WPA and the WHO have recognized the need to famil-
iarize psychiatrists to their enhanced role in emergencies, and
implemented an intense five-day workshop at WHO head-
quarters in Geneva. The 18 participants came from 15 LAMIC,
bringing with them experience and knowledge from all around
the world. The workshop aimed to cover those core elements
of the IASC Guidelines relevant to psychiatrists. With the help
of facilitators of UN agencies (WHO, United Nations Popula-
tion Fund) and leading humanitarian non-governmental orga-
nizations (International Medical Corps, Terre des Hommes,
Doctors of the World-Spain/Médicos del Mundo and Doctors
Without Borders/Médecins Sans Frontiéres), it provided a fo-
rum for exploration and discussion of the guidelines and their
principles.

The following topics were covered: coordination; assess-
ment, monitoring and evaluation; grief, loss and fear; psycho-
logical first aid; setting up mental health care in primary health
care; essential medicines and the inter-agency emergency
health kit; mental health in health information systems; mo-
bilizing social support through general health service; com-
munal, family and individual treatment approaches; commu-
nity mobilization; community self-help and social support;
early childhood development of children in emergencies;
sexual violence in emergencies; preventing harm from alco-
hol and substance use; epilepsy in emergencies; working with
traditional healers; early recovery and reconstruction; staff
care; and case studies on Darfur, Lebanon, Sierra Leone and
Sri Lanka.

A range of teaching methods were used throughout the
course, with participatory methods for about half of the ses-
sions. A case study was provided by one of the workshop
participants, who worked at the time of the workshop in an
acute humanitarian situation in what was then the world’s
largest closed internally displaced persons camp (275,000
people) in Vavuniya, Sri Lanka. The participant provided col-
leagues with a detailed overview of the resources and the nu-
merous constraints. Participants were then asked how they
would assess the community needs, how they would coordi-
nate activities with other actors, what sort of mental health
and psychosocial support programme they would create, who
would provide the services and supports, and how the popu-
lation would be reached. The small-group and plenary discus-
sions that followed provided lessons for all.

Points of interest, controversy and discussion that arose
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during the workshop included task shifting and essential
medicines. These are still contentious issues that need to be
discussed much more between psychiatrists (trained to opti-
mize the health of the individual patient) and public mental
health practitioners (trained to optimize the health of large
segments of the population). They represent the difficulties
encountered when psychiatrists are under pressure to quick-
ly change role in these settings, and the challenge of working
with the very limited types of medicines available in many
acute emergencies.

The evaluation of the workshop by the participants in-
cluded a question about areas, if any, in which they were
likely to change practice after the workshop. Most partici-
pants responded that they were keen to change their prac-
tice in two areas: a) promoting and organizing psychological
first aid and b) linking mental health care with community
social supports.

This brief report described a WPA/WHO workshop to ori-
ent psychiatrists from LAMIC on the IASC Guidelines on
Mental Health and Psychosocial Support. Many LAMIC
psychiatrists’ knowledge of post-disaster mental health is
limited to post-traumatic stress disorder, which, although a
bona fide disorder, is only one of the many mental and psy-
chosocial problems that occur in emergencies (11). This
workshop is one step in strengthening the capacity of psy-
chiatrists to apply a public health approach to the prevention
and reduction of mental health problems in emergencies.
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LETTER TO THE EDITOR

Should “risk syndrome for psychosis” be included

as a diagnosis in DSM-V?

Research on people at ultra high risk to develop schizo-
phrenia has progressed significantly in recent years (1-5).
This has led to the proposal, which has appeared in the
agenda of the work group on schizophrenia of the American
Psychiatric Association (6), to include “risk syndrome for
psychosis” as a diagnosis in DSM-V.

Different positions have been expressed in this respect.
Most experts feel that “risk syndrome for psychosis” is not a
diagnostic entity (6). Including it as a diagnosis may be det-
rimental, due to the possibility of inappropriate labeling,
prescribing of antipsychotics and stigma leading to discrim-
ination. Furthermore, the syndrome is ill-defined, with no
neurobiological basis, lack of specific treatments, and need
for further evaluation. Potential harm outweighs potential
benefits at present, because of poor validation, low and de-
clining conversion rate, and high rate of false positives.

However, it is also true that everyone who develops psy-
chosis or schizophrenia has been “at-risk”, and prevention
of schizophrenia is possible only if we are able to effectively
detect the risk. Therefore, it may not be prudent to dismiss
the proposal altogether. The strongest argument for the in-
clusion of the new diagnosis is based upon the “staging
model” illustrated by P. McGorry (7,8). According to the
proponents, the evidence is now sufficient, public health
implications are clear, and the new diagnosis would offer a
great opportunity to pursue schizophrenia research from a
prodromal perspective (9,10). Though it is recognized that
only some people actually progress to a psychotic state, it is
maintained that some indication about who will develop
psychosis is now emerging.

According to existing diagnostic systems, patients are
classified as either having a psychotic condition or not hav-
ing it. In routine clinical practice, the subsyndromal or sub-
threshold clients are turned away because diagnostic criteria
are not fulfilled. Help seeking individuals at times may re-
main under observation without active intervention, and
those who fail to recognize their symptoms may only be re-
ferred when it is too late. There is a need to address the
vulnerable people on an ongoing basis to either delay or
avert psychosis, exactly like we do for evolving myocardial
ischemia or evolving stroke. We certainly need more effec-
tive and specific instruments, measurements and definitions
to facilitate this process.

Psychiatric diagnosis is the universal language of mental
health, which provides effective communication amongst
the clinicians. However, it has outgrown its purpose, and
has acquired position of a document providing scientific

evidence for a number of non-clinical arenas like courts,
insurance companies, social service disability, research
funding and research ethics boards. We need to reconcile
with this change.

The risk syndrome for psychosis may or may not appear
in DSM. Several other options may be considered instead of
calling it a “diagnosis”, e.g., a separate category of subsyn-
dromal psychosis or a category of risk syndromes across the
diagnoses, or coding it on a dimension of severity. While
more discussion regarding research evidence, theoretical as-
pects and ethical boundaries is certainly required, I would
like to welcome this debate and hope to see it reaching a
logical conclusion.

Amvresh Shrivastava
University of Western Ontario, and Lawson
Health Research Institute, London, Ontario, Canada
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LETTER TO THE EDITOR

Lack of association between duration of untreated
psychosis and outcome in an Indian cohort

The duration of untreated psychosis (DUP), defined as
the time from manifestation of the first psychotic symptom
to initiation of adequate antipsychotic drug treatment, has
been shown to have a robust association with poor outcome
of first-episode psychosis (1). However, several methodolog-
ical problems afflict research in this area. Moreover, although
some Asian countries have embarked on early intervention
programmes for psychosis, data on influence of DUP on out-
come of psychotic disorders (particularly schizophrenia)
from these countries is extremely limited. This prompted us
to examine the influence of DUP on outcome among pa-
tients of first-episode schizophrenia seeking treatment at the
psychiatric outpatient clinic of a multi-speciality hospital in
north-India.

Patients aged 18-60 years, with a DSM-IV diagnosis of
schizophrenia, in their first episode, seeking treatment for
the first time, were recruited after obtaining written informed
consent. Patients with comorbid psychiatric disorder, sub-
stance abuse/dependence (except nicotine), major physical
illness, organic brain syndrome or mental retardation were
excluded. Diagnoses were established using the Structured
Clinical Interview for DSM-IV Axis I Disorders - Clinician
Version. DUP was defined as the interval between the onset
of psychotic symptoms and initiation of “adequate treat-
ment”, defined as treatment with antipsychotics at adequate
doses (minimum of 300 mg/day chlorpromazine equiva-
lents), for 6 weeks or more. Onset of psychotic symptoms
was determined using the Instrument for the Retrospective
Assessment of Onset of Schizophrenia (2). Initiation of
treatment was ascertained from information obtained from
patients/relatives and scrutiny of medical records. Baseline
assessments also included the Positive and Negative Syn-
drome Scale (PANSS); the Schedule for Assessment of Psy-
chiatric Disability (SAPD), an Indian modification of the
WHO-Disability Assessment Schedule; the Global Assess-
ment of Functioning scale (GAF) for past-month function-
ing, the Lehman’s Quality of Life Interview - Brief Version
(QOLI). Subsequently, patients continued their treatment
and were contacted 6 months after the initial assessment. A
modified version of the WHO-Life Chart Schedule (LCS; 3)
was used as the primary measure of the interim course and
6-month outcome. The PANSS, GAF, SAPD and QOLI
were all reapplied as secondary measures of outcome.

Consecutive sampling over 8 months yielded 38 patients
with first-episode schizophrenia fulfilling selection criteria; 8
of these could not be included in the study, but their clinical/
demographic characteristics were comparable to the patients
recruited. Consequently, the initial sample had 30 patients; 8
more patients dropped out in the intervening 6 months; thus
the follow-up sample consisted of 22 patients.
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Patients were older than expected (mean 29-32 years);
there was also a slight excess of females. Paranoid schizo-
phrenia being the commonest subtype could have contrib-
uted to the later age of onset. Patients were mostly educated
and from urban backgrounds. There were no differences be-
tween baseline and follow-up samples, indicating that the 8
drop-outs at this stage did not affect the results concerning
outcome.

The mean DUP was 47.30 (SD 40.44) weeks for the base-
line sample and 49.32 (SD 42.95) weeks for the follow-up
sample. The DUP varied from 6 to 180 weeks for both sam-
ples. Predominance of urban, educated subjects could have
contributed to the unusually short DUP of this sample.

The influence of DUP on outcome was examined using
Spearman’s correlation coefficients. The modified LCS was
the primary outcome measure; secondary measures of out-
come included the PANSS, GAF, SAPD and QOLI. No sig-
nificant association with DUP were evident with either pri-
mary or secondary outcome measures. Dichotomized out-
come analysis was also attempted by subdividing the follow-
up sample into “short DUP” (n=10) and “long DUP” (n=12)
groups, using the median value of 36 weeks as the cut-off,
and comparing the same outcome parameters using Mann-
Whitney tests. This analysis also failed to reveal a significant
association between DUP and outcome.

Although this study met most of the recommended qual-
ity control measures (1), including standardized determina-
tion of diagnosis and DUP, a reasonable follow-up rate, use
of multiple measures of outcome, and of non-parametric
analyses, it fell short on several aspects, including the small/
restricted sample, non-blind assessments, the relatively short
follow-up and the inability to control for potential confounds.
However, these weaknesses could not entirely account for
the lack of an association between DUP and outcome, espe-
cially since several other studies (4) with similar designs and
sample sizes have yielded positive associations.

Alternative explanations for the lack of an association
could be proposed. Variability in ascertaining DUP, possible
influence of confounders, the likelihood of DUP being a
marker, not a determinant of outcome, have all been cited
as reasons for the failure to replicate a positive association
between long DUP and poor outcome. Even in studies re-
porting a positive association, the effect is modest and cor-
relational, not causal (5).

However, the current study highlights another related de-
bate, that concerning a “threshold” of DUP, exceeding which
it inevitably predicts poor outcome. A non-linear relation-
ship and lack of association between effect sizes and the
cut-off points of long/short DUP has led to the proposal that
deleterious effects of untreated psychosis occur very early,
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possibly in the late prodromal phase. However, application
of very short cut-offs leads to confounding between DUP,
outcome and diagnosis. Samples with very short DUP are
likely to be contaminated by good-prognosis cases (e.g.,
acute psychosis), leading to better outcome. Employing
DSM-IV criteria (as in this study) to diagnose patients with
schizophrenia obviates this problem to some extent, as the
inclusion of a 6-month duration of illness criterion for DSM-
IT1I-R /DSM-1IV diagnoses of schizophrenia eliminates much
of the predictive effect of DUP. Moreover, several studies
have indicated that if there is a threshold period of DUP,
then this is greater than 1 year and may be much longer than
that. Among all patient groups, those with schizophrenia
with DUP exceeding 1 year have the poorest outcome (1,5).
Finally, studies from developing countries have usually re-
ported DUPs much longer than the average of 1-2 years
found in studies from developed countries.

The results of this study do not necessarily argue against
the use of measures to reduce DUP, which would be justified
simply by humane reasons for ameliorating unnecessary suf-
fering caused by untreated psychosis (6). However, they do
highlight the prevailing uncertainties in this area. They also
suggest the need for further research to enable (reduction of)
DUPto be a reasonable goal of early prevention programmes
and the need to maintain a balance between enthusiasm and
proper research evidence, particularly in developing coun-
tries (7). The already limited mental health resources in these
countries makes it imperative that such prevention pro-

grammes be based on sound, locally based research data
linking DUP to outcome.

Parveen R. Gupta, Subho Chakrabarti,
Paramanand Kulhara

Department of Psychiatry, Postgraduate Institute
of Medical Education and Research (PGIMER),
Chandigarh 160 012, India
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WPA NEWS

The 15th World Congress of Psychiatry
(Buenos Aires, September 18-22, 2011)

The World Congress of Psychiatry,
organized by the World Psychiatric As-
sociation every three years, is the main
international scientific event in the field

of psychiatry. The 15th World Congress
aims to provide a comprehensive over-
view of those achievements which have
stood the test of time (our heritage) and

Table 1 15th World Congress of Psychiatry — Keynote Lectures

KL1. Classification and diagnostic systems (N. Sartorius)
KL2.  Genetics of mental disorders (P. McGuffin)

KL3.  Community mental health care (G. Thornicroft)

KIL4.  Psychosocial rehabilitation (R.E. Drake)

KL5.  Culture and mental health (R. Alarcén)

KL6.  Neuroimaging of psychoses (P. McGuire)

KL7.  Cognitive-behavioural psychotherapies (K. Shear)

KL8. Intermediate phenotypes in psychiatry (D.R. Weinberger)
KL9.  Psychiatry and general medicine (T. Wise)

KL10. Clinical approach to schizophrenia (W.T. Carpenter Jr.)
KL11. Clinical approach to bipolar disorder (E. Vieta)

KL12. Clinical approach to major depression (M.E. Thase)
KL13. Clinical approach to eating disorders (C. Fairburn)
KL14. Clinical approach to personality disorders (A.E. Skodol)
KL15. Clinical approach to anxiety disorders (D. Stein)

KL16. Epidemiology of mental disorders (R.C. Kessler)

KL17. Psychodynamic psychotherapies (P. Fonagy)

KL18. New and old addiction disorders (C.P. O’Brien)

KL19. Child psychiatry (J. Rapoport)

KL20. Old age psychiatry (D. Jeste)

KL21. Mental health consequences of trauma and violence (A.C. McFarlane)
KL22. FEthics and human rights (E Lolas)

KL23. Women’s mental health (D. Stewart)

KL24. Epidemiology and prevention of suicide (M. Phillips)

Table 2 15th World Congress of Psychiatry — Core Symposia

CS1.  Functional psychopathology (Chairperson: S. Kapur)
CS2.  Prevention of mental disorders and promotion of mental health
(Chairperson: S. Saxena)
CS3.  The family of persons with severe mental illness (Chairperson: K.T. Mueser)
CS4.  Gene-environment interactions in mental disorders (Chairperson: N. Craddock)
CS5.  Pharmacotherapies in psychiatry: our heritage and our future
(Chairperson: H.-J. Moller)
CS6.  Resilience and recovery in persons with mental disorders (Chairperson: A. Bellack)
CS7.  Early interventions in psychiatry (Chairperson: PD. McGorry)
CS8.  Conflicts, terrorism and mental health (Chairperson: R.J. Ursano)
CS9.  Social brain and social cognition (Chairperson: R.I.M. Dunbar)
CS10.  Children with mental disorders do become adults (Chairperson: B. Birmaher)
CS11. Globalization and mental health (Chairperson: D. Bhugra)
CS12. Non-pharmacological somatic treatments in psychiatry
(Chairperson: H.A. Sackeim)
CS13. Mental health care in low-income countries (Chairperson: O. Gureje)
CS14.  Access and adherence to mental health care (Chairperson: V. Patel)
CS15. Improving quality of mental health services (Chairperson: R. Jenkins)
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of the most promising current trends (our
future) in the various areas of psychiatric
research and practice, with the contribu-
tion of the most prominent experts of the
various topics.

An outstanding scientific programme
is being built up. The 24 Keynote Lec-
tures and the 18 Core Symposia have
been already finalized and are outlined
in Tables 1 and 2.

In addition, the programme will in-
clude Regular Symposia, Workshops,
WPA Section and Zonal Symposia, Oral
Communication Sessions, Poster Ses-
sions and Sponsored Events. The dead-
line for submission of Regular Symposia
and Workshops is October 31,2010. The
deadline for submission of WPA Section
and Zonal Symposia, Oral Communica-
tions and Posters is November 30, 2010.
The guidelines for submission can be
found on the website of the Congress
(www.wpa-argentina2011.com.ar).

The official language of the Congress
will be English. Simultaneous transla-
tion into Spanish and Portuguese will
be available for Keynote Lectures, Core
Symposia and selected Regular Sympo-
sia. There will be a special track in the
scientific programme with Symposia and
Oral Communication Sessions in Span-
ish or Portuguese.

Fellowships will be available for psy-
chiatrists under 40 years of age and with
no more than five years elapsed since
completion of their psychiatric training.
Selection criteria and guidelines for sub-
mission can be found on the website of
the Congress.

An extremely attractive programme
of tours for Congress participants and
accompanying persons has been orga-
nized. Details can be found on the web-
site of the Congress.

This is going to be a memorable event.
Psychiatrists from all countries of the
world are invited to attend and to con-
tribute.
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WPA Project on Partnerships for Best Practices in
Working with Service Users and Carers

HeLeN HERRMAN
WPA Secretary for Publications

The WPA has invited service users
and family carers to join in its work as
members of a taskforce, recognizing their
essential contribution to improving men-
tal health in any country. The taskforce
is preparing recommendations for the
international mental health community
on best practices in working with service
users and carers. The project’s goals and
progress are described here on behalf of
the taskforce and its special advisers.

The project was established by WPA
President Prof. Mario Maj to support the
WPA Action Plan for the years 2008 to
2011 (1,2) and one of its goals: “Support
international and national programmes
aiming to protect the human rights of
persons with mental disorders; to pro-
mote the meaningful involvement of
these persons in the planning and imple-
mentation of mental health services; to
encourage the development of a person-
centered practice in psychiatry and med-
icine; and to promote equity in the access
to mental health services for persons of
different age, gender, race/ethnicity, reli-
gion and socioeconomic status”.

Service users and carers up to the
present day have the regular experience
of stigma and discrimination in the com-
munity (3,4), poor access to care for
mental and physical health problems
(5), and treatment under conditions that
rob them of respect and dignity (6,7).
Psychiatrists join in calling for their in-
clusion in decisions related to treatment
and rehabilitation, the development and
management of services, the building of
a research knowledge base, the devel-
opment of policy, and the resolution of
problems at any level, especially social
exclusion (8-10). In some low-income
countries, community-based organiza-
tions are collaborating with profession-
als to work effectively with groups of pre-
viously marginalized people (e.g., 11).

Service users and their families have
an important role in advocacy in order to

enhance the reputation of mental health
expertise and services as well as that of
people with a lived experience of men-
tal ill health. In recent years, users and
carers have been involved positively in
a range of activities including advocacy
for support for research, care and social
inclusion, and self-help projects (12-15).
The WPA has cooperated on several
levels with different user and carer orga-
nizations, as with trialogic symposia at
congresses and affiliated memberships,
with encouraging results (16). Efforts in
several countries to change community
attitudes and improve mental health care
have produced resolutions and guide-
lines (e.g., 17-19), but their wide use and
the structural changes they call for are yet
to be achieved.

The taskforce has defined the primary
need to develop a unified approach to
advocacy for mental health and human
rights at country and international levels.
Adequate support for mental health ser-
vices and improvement of mental health
in any population require a united voice.
Achieving this will need support for the
capacity of each group to work effectively
in partnership. As service users and family
carers typically lack the power to interact
equally with professionals and govern-
ment decision makers, assistance in de-
veloping this power is mutually important
for them and for the WPA and the wider
international mental health community.

A draft series of ten recommendations
about the changes required begins with
the declaration that respecting human
rights is the basis of successful partner-
ships for mental health. The second rec-
ommendation is that legislation, policy
and clinical practice relevant to the lives
and care of people with mental disorders
need to be developed in collaboration
with users and carers. The series contin-
ues with a recommendation that the best
clinical care of any person in acute or re-
habilitation situations is done in collabo-
ration between the user, the carers and
the clinicians. Education, research and
quality improvement in mental health

care also require this collaboration. Oth-
er recommendations include enhancing
user and carer empowerment through
the development of self-help groups;
participation in service planning and
management boards and the activities
of professional societies; employment of
people with mental health disabilities in
mental health service provision, user-run
community centres and psychosocial
clubhouses; and the creation of inclusive
local anti-stigma programs. Each coun-
try will need specific guidelines to apply
these recommendations.

The next step is a wide consultation
and developing an advisory network to
include people and organizations with
needed expertise. Consultation will take
place with Member Societies and other
components of the WPA, with other in-
ternational organizations and through a
series of contacts and group discussions
with grassroots people and groups.

The taskforce has three members with
a background as service user (Bhargavi
Davar, India; Sylvester Katontoka, Zam-
bia; and Jan Wallcraft, UK), three with a
background as family carer (Diane Frog-
gatt, Canada; Hussain Jafri, Pakistan; and
Sigrid Steffen, Austria) and six psychia-
trists associated with the WPA (Michaela
Amering, Austria; Julian Freidin, Austra-
lia; Helen Herrman, Australia - Chair;
Solomon Rataemane, South Africa; Hen-
rik Wahlberg, Sweden; and Richard War-
ner, USA). The members were appointed
as individuals, although several also hold
leadership positions in relevant organiza-
tions. Chris Underhill, founder and direc-
tor of Basic Needs, is special adviser, as
are two members of the WPA Committee
on Ethics, its Chair Sam Tyano and Afzal
Javed. The World Health Organization
Department of Mental Health and Sub-
stance Abuse is helping by offering its
experience and advice.

The WPA hopes, through the work
of the taskforce, to support partnership
and participatory developments world-
wide, and improve learning from these
experiences.
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