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INTRODUCTION

This second volume of “Advances in Psychiatry” is composed of update papers
by the chairs or the representatives of 32 scientific sections of the World Psychiatric
Association.

As Secretary for Sections I am proud of the accomplishments of our Sections,
their productivity, their spirit of collaboration and their achievements. Among these
achievements, I believe that the two volumes on “Advances in Psychiatry” occupy a
special position. The update papers that comprise these volumes offer a real service
to psychiatrists and especially to younger colleagues and have met with the appre-
ciation of the WPA components, as shown in the results of the WPA General Survey.

I wish to thank the 32 contributors to this volume, the Administrative Officer of
the Hellenic Psychiatric Association Ms Helen Gretsa, the Secretary of the
Association Ms Anna Moschonidou for their great help, my daughter Electra
Christodoulou for the beautiful cover of this Volume and Servier for an unrestrict-
ed research grant that made the publication of this book possible.

I would also like to express the hope that “Advances” will continue being pub-
lished every three years as a contribution to the advancement of psychiatric knowl-
edge and as an offer to the international psychiatric community.

Professor George N. Christodoulou  
WPA Secretary for Sections   
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Introduction

The network of Sections of the World
Psychiatric Association is perhaps the
most extensive network not only in
Psychiatry but also in Medicine as a
whole. It covers practically all aspects of
Psychiatry, from Biological Psychiatry,
Genetics, Neuroimaging, Research
Methodology, and Measurement Instru-
ments to Psychotherapy, Psychoanalysis
in Psychiatry, Philosophy and Humani-
ties, Literature and Psychiatry, Art and
Psychiatry, and Religion and Psychiatry.

The richness, diversity, and independent
function of the Sections have promoted
the evolution of many of them into cen-
ters of scientific information and research
and have rendered them motivational
forces for the enrichment and expansion
of the scientific field covered by them.
Many of them have become driving
forces for the creation of scientific soci-
eties (which have retained their strong
links with the section) and some of the

section leaders are serving as consultants
to scientific and research organizations.

The expansion of the Sections, that has
become more extensive in the last trien-
nium, has underlined the need for their
better coordination, including their clus-
tering in groups.Additionally, the benefits
of collaboration between them have
become more evident. Intersectional col-
laboration is the key word that expresses
this tendency which has proved very pro-
ductive from the educational and
research perspectives. This collaboration
reached its peak in a congress specifically
dedicated to intersectional collaboration,
the first Intersec-tional Congress of the
World Psychiatric Association, held in
Athens in March 2005.

During the last triennium the WPA
Scientific Sections have carried out their
mission as the “scientific backbone” of
the Association in a way that has met
with the appreciation of the WPA com-
ponents.

The Scientific Sections of the World
Psychiatric Association and their 

contribution to Psychiatry 

George N. Christodoulou
Secretary for Sections, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 5-10
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The 2001 General Survey has shown that
the Sections’ perceived overall-perform-
ance has improved by 8% since the pre-
vious 1996-1999 General Survey, and the
2004 survey has shown a further increase
by 15%. Now almost 60% of the WPA
components rate the Sections’ perform-
ance as excellent or good.

The Sections’ work is not usually manifest
because they contribute to the work of
other components (eg, education, publica-
tions, meetings, World Congresses) with-
out being particularly visible. Visibility is
not so important as long as the work of
the WPA as a whole is carried out.
Everybody, however, should be aware of
the fact that the sections invariably pro-
vide the backing for most WPA activities
and should receive credit for this.

During period 2002-2005 the following
actions have been carried out:

Organization of the Sections 

• Regular communication between the
Secretary for Sections and the leader-
ship of each section has been estab-
lished. This communication has been
materialized through 

- regular correspondence and evalua-
tion of the work of the sections.

- written reports annually.
- an overall written report about each

section’s activities over the last tri-
ennium, submitted prior to the XIII
World Congress of Psychiatry. A 
special evaluation form has been
devised for this purpose.

- regular meetings of chairs of

Sections with the Secretary for
Sections and the Operational
Committee for Sections have been
implemented. The last one, in
Athens in March 2005 was perhaps
the best attended leadership meet-
ing.

• Utilization of the Operational Commit-
tee on Sections. The Operational
Committee on Sections played a sub-
stantial role as an advisory body but
also contributed to the organizing and
functioning of the Sections.

• The Scientific Sections’ membership
Directory. The Directory constitutes a
major tool of communication (to be dis-
cussed further).

Admission of new Sections

The number of Sections has now reached 64.
Eight new Sections have been admitted
on an ad hoc basis:

• Section on Stigma and Mental Health
• Section on Exercise and Sports Psychiatry 
• Section on Literature and Psychiatry
• Section on Impulsivity and Impulse

Control Disorders
• Section on Brain and Pain
• Section on Psychiatry in Developing

Countries 
• Section on Rural Mental Health
• Section on ADHD

Creation of two separate Sections

The Section on Military and Disaster
Psychiatry has been divided into two sep-
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arate Sections ie, the Section on Military
Psychiatry and the Section on Disaster
Psychiatry in order to better fulfill their
purpose.

Change of name of Section 

The Section on Humanities in Psychiatry
has been renamed Section on Philosophy
and Humanities in Psychiatry.

Intersectional collaboration 

This is an important issue that has been
highlighted by Ahmed Okasha, my pred-
ecessor. The scope is to encourage the
sections to form clusters on the basis of
common interests and to work together.

In the Regional Congress of the WPA
held in Athens in February 1999, a panel
discussion involving 10 sections was
organized. This has been repeated in
Yokohama in 2002 (collaboration of
Sections on Disaster Psychiatry and
Anxiety Disorders and OCD) and since
then it has been implemented in a sys-
tematic basis in educational initiatives,
research, and meetings. A Forum on
Prevention involving 14 sections and a
similar Forum on Disasters involving 12
sections organized in the framework of
the Intersectional Congress (Athens,
March 2005) proved very successful.

Intersectional communication

The sections have been encouraged to
provide information about their activities
to the Secretary for Education Professor
Roger Montenegro who is in charge of

the WPA website. The triennial volume
on “Advances in Psychiatry” consisting of
32 papers helps communication as well as
the Directory of Members of each section
that provides members the opportunity
to communicate between them individu-
ally. The WPA Journal, The Sections’
Bulletin “Science and Care” and the 23
Sections’ Journals,Bulletins,or Newsletters
provide information about the Sections’
activities.

“Advances in Psychiatry”:
the triennial state-of-the-art 
publication 

Every three years a volume containing
state-of-the-art papers by each of the sec-
tions, reflecting the progress achieved in
the scientific area covered by each sec-
tion (with special emphasis on the contri-
bution of the section to this progress) is
being published. The first of these vol-
umes, entitled “Advances in Psychiatry”,
has already been distributed to Sections’
chairs and other WPA components. The
response has been very positive as shown
in the results of the General Survey.

The second volume consists of 33 papers
by international authorities in their field. It
will be distributed to all WPA components
and will be available in the WPA website.
The purpose of these volumes is to
encourage the Sections to be productive
and increase their visibility. Each Section
should be in a position to single out and
highlight the most important triennial
developments in its sphere of expertise.
These volumes are useful to all WPA com-
ponents, contribute to intersectional com-
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munication, provide means for evaluation
of the Sections’ work and have developed
into a tradition within the WPA.

Periodic publications by the
Sections

Twenty three (23) Sections produce
Journals (some indexed), Bulletins, or
Newsletters (eg, Journal of Affective
Disorders, Journal of Mental Health
Policy and Economics, Psychopathology,
Archives of Women’s Mental Health,
International Journal of Psychiatry in
Clinical Practice, International Practices
in Addiction Medicine, Dialogues in
Clinical Neuroscience, Neurosciencias y
Humanidades, Acta Neuropsychiatrica,
Ecology, Psychiatry and Mental Health,
Transcultural Psychiatry Bulletin,
ASCAP Bulletin, History of Psychiatry
Bulletin, Addiction Psychiatry Newslet-
ter, Classification Section Newsletter,
Measurement Instruments Newsletter,
Sleep Psychiatry Newsletter, Suicidology
Newsletter, Psychotherapy Newsletter,
Psychophysiology Bulletin, Schizophre-
nia Newsletter, Emergency Psychiatry
Journal). Six of these publications have
started in the last triennium.

Books, chapters in books edited
by the WPA, and educational
programs by the Sections 

Fifteen (15) Sections have produced books
(eg, “Issues in Preventive Psychia-try”,
“Peoples’ Dignity through the Cultures”,
“International Practices in Addiction
Medicine”, “Guidance on work-related
stress”, “Forensic Psychia-tric Evidence”,

“Somatoform disorders: a worldwide per-
spective”, “Update on Clinical Practice
guidelines”, “A basic Handbook for
Autistic Spectrum Disorders”,
“Dynamische Psychiatrie” (supplement),
“The Istanbul Protocol”, the Monographs
of the Classification Section, “Women’s
Mental Health”, “Depression of Women”,
“Mental Health: a Transdisciplinary
Perspective” etc). Additionally, a great
number of videos and Webcasts have been
produced by the Sections. Most sections
have produced chapters in books edited by
the WPA, and 17 Sections have produced
educational programs (the Sections on
Mental Health Retardation, Old-age
Psychiatry, Ecology, Psychiatry and 
Mental Health, Forensic Psychiatry,
Measurement Instruments in Psychiatric
Care, Psychiatry and Human Sexuality,
Mental Health Economics, Interdiscipli-
nary Collaboration, Neuroimaging in
Psychiatry, Classification and Diagnostic
Assessment, Emergency Psychiatry,
Informatics and Telecommunications,
Personality Disorders, Interdisciplinary
collaboration, Forensic Psychiatry).Twelve
educational programs have been produced
in the last triennium.

Consensus or position statements

Twelve (12) Sections have produced 17
consensus or position statements (the
Sections on Old-age Psychiatry, Preven-
tive Psychiatry [x2], Ecology, Psychia-
try and Mental Health, Psychiatric
Rehabilitation, Conflict Management
and Resolution, Private Practice [x2],
Occupational Psychiatry, Mass Media
and Mental Health [x2], Biological
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Psychiatry, Psychiatry and Human
Sexuality [x2], Womens’ Mental Health
[x2]) and one intersectional position
statement on Physician Impairment with
Mental Illness. Five of these statements
have been produced in the last triennium.

The WPA Sections’ Newsletter 

After a productive term and the produc-
tion of six issues, the “Newsletter” has fin-
ished its career and has been upgraded to
a Bulletin, “Science and Care”.

“Science and Care”, the Bulletin
of the WPA Scientific Sections 

The Bulletin is more upgraded and
appears more frequently (four times
annually) than the Newsletter. Five issues
have been published (at the time of sub-
mission of this report). It has been
received very favorably as shown by the
responses to the General Survey.

Collaboration with the Member
Societies 

• WPA National Congress Educational
Courses Initiative
This program involves organizing
courses by the Sections during Member
Societies’ national congresses. Courses
have been organized in various coun-
tries (especially in educationally-
deprived areas) and have been
received very positively.

• Participation of Sections’ chairs in the
Educational Network of Consultants

• Link of Member Societies’ Sections with
WPA Sections

Research 

Research is carried out individually by
members of each Section, within the
framework of the activities of the Section,
between Sections and between Sections
and other WPA components (eg, member
Societies). Lately, the WPA Executive
Committee has decided to encourage the
research activities of the Sections by
funding a substantial number of research
projects and as a result of this, 18 research
projects have been submitted.

Scientific Meetings

The sections have organized or have co-
sponsored 29 Scientific Meetings
during the last triennium.

The Scientific Sections’
Membership Directory 

In recognition that strong communica-
tion is the lifeline of any organization,
the Sections’ Membership Directory
was constructed, distributed to the WPA
components, and uploaded on the WPA
website. This database contains over
2000 entries. It will be updated periodi-
cally with a process of systematic annu-
al reports.

The WPA Intersectional
Congress

The first Intersectional Congress but also
the first Electronic Congress in the histo-
ry of the WPA was held in Athens in
March 2005. Practically all sections con-
tributed with update talks, symposia, and
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workshops. All abstracts and the com-
plete Power-Point presentations are
available on the WPA website. On the
basis of the contributions the second vol-
ume of “Advances in Psychiatry” was
produced.

Conclusion 

The Scientific Sections of the World
Psychiatric Association provide a rare
opportunity to the psychiatric communi-
ty. The opportunity arises from the avail-
ability of the Section to be used by the

psychiatric community as advisors and
experts (through consensus statements,
guidelines, and the WPA electronic edu-
cational services) as driving forces for the
dissemination of scientific information
(through scientific meetings, educational
programs, and publications) and for the
production of new information (through
research).
The psychiatric community is already
making use of these services. Let us
hope that this will continue and intensi-
fy to the benefit of our discipline and
our patients.
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Introductory remarks

In comparison to other fields of psychi-
atric research, eg, descriptive psy-
chopathology or brain imaging, History
of Psychiatry is even more heteroge-
neous. It consists of many different sci-
entific cultures and traditions. This fact
makes simple comparisons between sin-
gle issues or concepts useless. The ques-
tions discussed here are the core issues
of WPA’s section on the History of
Psychiatry: how can we develop strate-
gies to bring together significantly dif-
ferent approaches from all parts of the
world? How can we avoid granting too
much influence to one concept (usually
the concept oneself is applying, eg, the
western perspective)? But how can we
also avoid to overestimate the power of
the global perspective?

Contrary to most official statements, the
historical perspective is still not general-
ly accepted as a practically relevant sci-
entific field within medicine. Quite a lot

of psychiatrists would regard History of
Psychiatry as an interesting, but not
really core topic, if one wants to practise
psychiatry. It is only in the last two or
three decades that a gradual change
takes place in this regard. From the
many reasons for this, two shall be men-
tioned here: first, probably in conjunc-
tion with strong explanatory paradigms
from neurobiology, eg, in schizophrenia
or depression research, classical authors
like Wilhelm Griesinger, Carl Wernicke,
Emil Kraepelin, or Eugen Bleuler and
their basic concepts of psychiatry are
more closely discussed because there
often is a striking analogy between their
and our questions, sometimes even an
analogy between their and our answers
(Hoff 1994, Hoff and Hippius 2001,
Scharfetter 2001). Second, in Germany
and other countries–decades after the
end of WW II–thorough research activ-
ities on psychiatry during the nazi
regime were finally established, though
late enough. This process stimulated the
dialogue between psychiatrists, social

Recent advances in research on the 
history of psychiatry. Chances and 

limitations of the global perspective 

Paul Hoff
Section on History of Psychiatry, World Psychiatric Association 

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 13-18

13

SERVIER-WPA_v07  29/07/05  14:41  Page 13



historians and philosophers in general
(Engstrom and Roelcke 2003, Payk
2004).

Given this framework, I would like to
address–from my perspective as the
chairman of the WPA Section on
History of Psychiatry–the following
more down-to-the-earth topics: 1) Why
do we need History of Psychiatry as an
academic discipline? 2) What are the
main areas of research in the field of
History of Psychiatry and what are the
most important recent developments?
3) In what way can the global perspec-
tive improve the scientific activities of
the field–and in what way may it be
even hindering? I will give a brief out-
line only, focusing on the central issues
that are of relevance to all historians of
psychiatry, whatever part of the world
they are coming from. I do not quote
any literature here because–given the
enormous scope of our topic–this
would mean to present either a kind of
random and superficial selection or a
very long list not useful in this context.

Why do we need History of
Psychiatry?

There are four major arguments for the
relevance of History of Psychiatry as an
academic discipline:

The “historical” argument

We need History of Psychiatry to col-
lect documents and other historical
sources on psychiatric authors, con-
cepts and institutions and to under-

stand their position within the many
different and conflicting scientific tra-
ditions of psychiatry.

The “practical” argument 

It is not only a theoretical thing to deal
with History of Psychiatry, but also a
highly pragmatical one. This has to do
with the fact that “mental illness”, what-
ever definition one might apply, will
never be just one self-explaining con-
cept. Different approaches to define
“mental illness” have significant impact
on diagnosis and therapy, eg, the several
controversial concepts on “borderline
states” ending up with completely dif-
ferent diagnostic procedures (opera-
tionalized vs heuristic) and therapeutic
options (interpretation of conflicting
personality structures and their devel-
opment since childhood, vs skills train-
ing, vs mood-stabilizing or other psy-
chotropic drugs). Of course, modern
psychiatry more and more tries to inte-
grate different approaches in order to
find the most effective treatment for the
individual patient. But the point here is,
that there indeed are significantly dif-
ferent and practically relevant ways to
conceptualize major psychiatric issues.
And to fully understand this we depend
on the historical dimension.

The “theoretical” argument

This argument is called theoretical
because it refers to the risk of any given
psychiatric theory to become uncritical,
“narrow-minded” and–in the worst
case–dogmatic. And if one looks at the

HISTORY OF PSYCHIATRY
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history of our field closely it becomes
evident that dogmatic positions in fact
did occur in every psychiatric line of
thought. As discussed elsewhere in
greater detail, there are at least three
major concepts of mental illness: the
biological or naturalistic one (“mental
illness is a brain disease”), the psycho-
logical or heuristical one (“mental ill-
ness is an understandable reaction or
development within the patient’s biog-
raphy”) and the nominalistic one
(“mental illness can at present not be
sufficiently defined as a real object, eg,
as a brain disease; however, we can
develop operationalized criteria for the
terms we use to describe mental illness,
like schizophrenia–the ICD 10/DSM IV
approach) (APA 2000, WHO 1991).
Each of these different ways of under-
standing mental illness may evolve into
a dogmatical point of view: the biologi-
cal or, better, neuroscience approach
could turn into “brain mythology”, the
psychological and heuristic perspective
into “psychologism” and social psychia-
try into some kind of “social mytholo-
gy”, if these methods are not carefully
applied according not only to their pos-
sibilities and advances, but also to their
limitations. The key message in our con-
text is: detection and prevention of psy-
chiatric myths strongly depend on his-
torical knowledge.

The “political” argument 

Psychiatry has a special responsibility not
only towards patients, but also towards
society. For example, no other medical
specialty is so often involved with invol-

untary admissions and treatments as psy-
chiatry, no other medical specialty has
such a close and complex relationship to
jurisprudence like (forensic) psychiatry.
To meet the demands arising from this
special situation adequately, psychiatry
cannot do without the historical and the
theoretical (especially epistemological)
perspective and the perspective of per-
sonal autonomy (Hoff 2005).

Main topics and recent 
developments in research on
History of Psychiatry 

One can differentiate three main areas
of research in History of Psychiatry: his-
tory of institutions (ie, hospitals, scien-
tific societies, institutions of social wel-
fare), conceptual history (ie, the devel-
opment of core concepts like psychosis,
neurosis, depression), and biographical
history (ie, life and work of important
figures in the history of the field).
Regarding the steps that research in
History of Psychiatry has taken in
recent years, positive and negative
developments can be described.

A definitely positive fact is the growing
interest in (and even impact of) theoret-
ical issues (history, philosophy, ethics) in
the psychiatric community. As a conse-
quence, more sound empirical and con-
ceptual research was done in recent
years, especially more interdisciplinary
research. As already mentioned, this is
partially due to the strong hypotheses
on the etiology of mental disorders and
on mental phenomena in general
brought forward by the field of neuro-

RECENT ADVANCES IN RESEARCH ON THE HISTORY OF PSYCHIATRY.
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science.These are generating interesting
and controversial debates for example
about the nature of qualitative mental
phenomena (“qualia”) and about deci-
sion-making and wilful action (“free
will”).

But some negative aspects must not be
forgotten:

• Often History of Psychiatry is still
regarded as an interesting addendum,
but not as a core topic; people think
that one may do research in history,
but do not have to if approaching or
practising psychiatry as a practical or
scientific field.This could be called the
“l’art pour l’art-hypothesis”.

• The field of History of Psychiatry
often has only little, if any solid repre-
sentation in curricula from the under-
graduate to the postgraduate level.

• And, not the least important aspect,
working on the History of Psychiatry
as a medical academic is still not very
attractive from a career point of view.
At times, it may prove difficult to con-
vince medical faculties that first rate
research projects on historical topics
are of the same scientific value as, for
example, studies on clinical psy-
chopharmacology or brain imaging.

• Raising money for research activities
in the History of Psychiatry and also
for organizational purposes (eg, run-
ning the WPA Section) seems to
become increasingly difficult. This fact
in a way contradicts the rising interest

in historical and conceptual aspects
mentioned earlier, but nevertheless it
is the case.

The global perspective. Chances
and limitations

Chances

The global perspective seems an appro-
priate approach for psychiatry regarding
its significant cultural determinants.
Ideally, culturally different approaches,
eg, to the concept of “mental illness”, will
learn from each other, especially when
basic issues like mind-body-relationship
or the problem of objective vs subjective
methods in psychiatric research are dis-
cussed. International cooperation, in
addition, will strengthen the academic
field of History of Psychiatry in general.

Limitations

There are two arguments that demon-
strate major limitations of the global
perspective: the theoretical argument
states that intercultural differences
–especially as for basic concepts–are
much more prominent in History of
Psychiatry than in natural sciences. And
these are not only quantitative, but
often significant qualitative differences.
Thus, cultural differences cannot be
forced away by some global network in
research nor must they be ignored. On
the contrary, they have to be carefully
registered and respected.

Following the practical argument, as a
consequence of the conceptual hetero-

HISTORY OF PSYCHIATRY
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geneity in History of Psychiatry in differ-
ent cultures, it is difficult to initiate and
keep alive an international academic dia-
logue, for example between WPA
Sections, between universities or in large
research projects.

Concluding theses

1. History of Psychiatry is not “l’art pour
l’art”. It is of crucial importance for
the understanding and development
of theoretical and practical issues in
our field.

2. Research on History of Psychiatry is
necessarily an interdisciplinary project.

3. Although in recent years much
research into the History of
Psychiatry has been generated, there
still is a great backlog.

4.The most promising opportunity for
WPA’s Section on History of Psychiatry
is to create a scientific network linking
together researchers from different
countries who deal with similar topics.
But this must be done without underes-
timating or even ignoring their specific
local context. In other words: beyond
doubt, the global perspective is highly
important, but it will never be able to
replace genuine locally-based research.
But this is also true the other way round:
research on specific local, regional, or
national issues will be significantly
enriched by the intercultural perspec-
tive. A close cooperation between
WPA’s Section on History of Psychiatry
and the Sections of the member soci-
eties could well become the cornerstone
of a successful development in this area.

RECENT ADVANCES IN RESEARCH ON THE HISTORY OF PSYCHIATRY.
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Introduction

Over a century has passed since the pres-
entation of the Bertillon International
Classification of Causes of Death at the
meeting of the International Institute of
Statistics in Chicago, 1893, and more than
three decades since a new era of system-
atization emerged in psychiatric nosology
with the publication of Feighner’s
Diagnostic Criteria for Use in Psychiatric
Research. These events and others that
led to the Third Edition of the APA’s
Diagnostic and Statistical Manual of
Mental Disorders have affected pro-
foundly psychiatric practice across the
world.

Diagnostic schemas, as consensual for-
mats for describing morbid conditions,
have emerged since the dawn of
humankind, embedded within their time
and culture. By recently adopting
explicit diagnostic criteria and rules, and
a multiaxial diagnostic framework, psy-
chiatric diagnosticians attempted to
become minimally inferential and maxi-

mally comprehensive in the formulation
of the patient’s clinical condition.

Emphasis on reliability and user
acceptability

The descriptive nosological model
advanced by DSM-III allowed important
gains in reliability and acceptability of sys-
tematic diagnosis in psychiatry, and pro-
vided a “common language”that stimulat-
ed psychiatric research. To DSM-III
(1980) followed in rapid succession DSM-
III-R (1987), ICD-10 for clinical use
(1992), ICD-10 for research (1993), DSM-
IV (1994), and DSM-IV-TR (2000). They
were all widely used and successful manu-
als, revealing the need for systematization
and order in the diagnostic process.

DSM-III was a landmark achievement
for psychiatry; however, it was criticized
by its disregard for the subjective con-
stituents of psychopathology. Addition-
ally, fundamental questions and contro-
versies remain in psychiatric nosology
regarding, for example, the number and
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types of major classes of disorders,
arrangement of subclasses, and the hier-
archical relationships among categories.
Furthermore, how etiopathogenic per-
spectives—from genetics, to psychody-
namics, to general systems—may in the
future contribute enriched and more
valid formulations of mental disorders,
continues to be a source of disagreement.
It has been argued that without geno-
types, objective tests, clues to pathogene-
sis, or adequate family studies most cur-
rent diagnoses lack true empirical valida-
tion. However we conceptualize it, lack of
true validity in psychiatric diagnosis rep-
resents an important threat to clinical
work, research, education, and policy
making in public health across the world.

Return to validity and usefulness

Conceptual perspectives

The meaning of validity in the context of
diagnosis has not been adequately clari-
fied, although the term has acquired rele-
vance as diagnoses must represent mean-
ingful statements in terms of predicting
outcome with and without specific inter-
ventions. Both reliability and validity are
concepts imported from psychometric
theory where they are related to consis-
tency and accuracy of assessment instru-
ments, respectively. Extrapolated to psy-
chiatric nosology, it can be said that a
diagnostic category would have validity if
it provides clinically meaningful informa-
tion about the nature of the morbid con-
dition in question, such as etiology, patho-
physiological processes, identifying symp-
toms, course, and prognosis.

In psychiatry, the first to advance for-
mal methods to determine the validity
of diagnoses were Robins and Guze
(1970). More recently, Kendell and
Jablensky (2003) raised questions
about the implicit disease entity
assumption permeating current psychi-
atric nosologies, which disregards the
strong possibility that no natural
boundary may exist to separate one
specific mental disorder from other
mental disorders or from no mental
disorder at all. They contend that most
psychiatric diagnostic categories are
“arbitrary loci in a multidimensional
space”; that validity cannot be equated
with known etiology; and that psychi-
atric nosology still depends on the def-
inition of most of its morbid conditions
by their syndromes. They also provide
innovative rules for determining valid-
ity in psychiatric nosology.

Elaborating on the concept of clinical
utility, First et al (2004) propose that
future revisions of DSM empirically
demonstrate improvement in clinical
utility to clarify whether the advantages
of changing the diagnostic criteria out-
weigh potential negative consequences.
Admitting that no formal effort was
made to empirically determine actual
improvements in clinical utility during
the revision process of DSM-IV, they
propose that, in the future, any nosolog-
ical category in the DSM should be
evaluated by considering: 1) its impact
on the use of the diagnostic system; 2)
whether it enhances clinical decision
making; and 3) whether it improves
clinical outcome.
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Institutional perspectives

As the diagnostic manuals became more
widely accepted internationally, concerns
about validity and usefulness of psychi-
atric nosology were raised by their users.
Clinicians complained of the diagnostic
model’s complexity for use by the busy
clinician in the everyday work and of the
lack of validity of a number of categories
and subcategories described by the man-
uals; frequently, a difference in diagnostic
label made no difference for treatment
planning. Researchers pointed out the
lack of comparability of the diagnostic
categories defined by phenomenology
with the findings derived from studies of
biological variables (eg, molecular genet-
ics and neuroimaging). And cultural psy-
chiatrists and anthropologists com-
plained of the poor applicability of the
diagnostic statements contained in the
manuals to cultural minorities in devel-
oped societies or to culturally diverse
communities abroad.

National and regional adaptations

Several efforts were made to increase
the usefulness of the manuals in differ-
ent settings and different regions of the
world. Apart from the APA’s DSM sys-
tem, a number of other national and
regional psychiatric societies developed
their own adaptations of the WHO sys-
tem. Examples of these adaptations are:
the Third Cuban Glossary of Psychiatry;
the third edition of the Chinese Classifi-
cation of Mental Disorders; and the
Latin American Guide for Psychiatric
Diagnosis.

As a consequence of all these efforts
attempting to reconcile a universal lan-
guage with the local needs of patients in
different regions of the world, the focus
of attention turned to more fundamen-
tal issues concerning validity of psychi-
atric diagnosis. This led to the consider-
ation of complex questions about the
conceptual, epistemological and
methodological foundations of diagnos-
tic models and processes.

Global programs for the development of
valid ICDS

Three leading institutions concerned
with the development of ICDS for psy-
chiatry, namely, WHO, APA, and WPA’s
Section on Classification, Diagnostic
Assessment and Nomenclature reacted
to the challenge in line with their
respective responsibilities and goals.

WHO has, since its creation in 1948, the
constitutional responsibility to review
and update periodically the Family of
International Classifications (FIC) of
which, the International Classification of
Diseases and Related Problems of
Health, is an integral component. Besides
the Office of Classification, Assessment,
Surveys and Terminology (WHO/CAS),
directed by Bedirhan Üstün at the
Department of Evidence for Health
Policy, the WHO FIC/ICD Collaborating
Centers, distributed across the world, are
the bodies in direct charge of leading
such review and update process.

WHO/CAS has collaborated with APA
in reviewing and updating DSM. In
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addition, WHO/CAS supported WPA’s
efforts to update and review ICD-10
through a series of activities that are
inscribed within a long-standing institu-
tional collaboration in search of a true
ICDS for psychiatry. More recently,
WHO has made public its Business Plan
for Classifications at the Reykjavik
annual meeting of the WHO/FIC
Collaborating Centers, in October 2004,
which spells out “strategic directions,
business drivers and required resources,
potential partners and future actions…”
in order to bring ICD to the XXIst cen-
tury.

APA, through a steering committee
headed by Darrel A. Regier, started a
“DSM-V planning process” in 1999. The
initial phase of such process was complet-
ed with the publication in 2002 of a
Research Agenda for DSM-V. The main
body of this volume is made up of six
“white papers” distributed along an equal
number of chapters addressing critical
conceptual issues to set the epistemologi-
cal framework for the fifth revision of the
APA’s diagnostic manual. Such issues
include: 1) Basic nomenclature issues for
DSM-V; 2) Neuroscience research agen-
da to guide development of a pathophys-
iologically-based classification system; 3)
Advances in developmental science and
DSM-V; 4) Personality disorders and
relational disorders: a research agenda
for addressing crucial gaps in DSM; 5)
Mental disorders and disability: time to
reevaluate the relationship?; and 6)
Beyond the funhouse mirrors: research
agenda on culture and psychiatric diag-
nosis.

Anticipating that the probable publica-
tion of DSM-V may take place in 2010,
editors concede that the research agen-
das suggested by this volume may not
bear fruit in time for this revision
process; however, they consider that this
broad research they are proposing is
necessary to “fundamentally alter the
limited classification paradigm now in
use” suggesting that a new and more
appropriate paradigm may result from
“an understanding of etiological and
pathophysiological mechanisms…[of
mental illness]… that can improve the
validity of our diagnoses and the conse-
quent power of our preventive and
treatment interventions”.

APA continues the preparation for a
major review of DSM and a webpage
has been created in order to keep the
public and professionals informed
about the plans for DSM-V as well as
the ongoing effort to enrich the research
base in advance of starting formal work
on DSM-V. In addition, this website
provides an opportunity for anyone
interested to alert the leaders of the
project to problems in the DSM-IV that
one may have encountered and to pro-
vide suggestions for DSM-V. This site
named “DSM-V Prelude Project” can
be accessed at http://www.dsm5.org/ to
stay informed about the progress of the
revision process.

To understand WPA’s role in the devel-
opment of ICDS, it is important to
remember its institutional dimensions.
WPA is integrated by more than 130
national psychiatric societies from all
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corners of the globe, representing
around 200,000 psychiatrists worldwide.
Its technical “backbone” is composed by
over 60 scientific sections covering a
wide range of subspecialties within psy-
chiatry, including a very active section
on classification, diagnostic assessment
and nomenclature integrated by more
than 75 experts from a large number of
countries. WPA has developed an
impressive international educational
network, producing several educational
programs, including one on ICD-10. Its
capacity for knowledge dissemination
has no parallel with the organization of
a World Congress of Psychiatry every
three years, several international and
regional congresses in between, and
sponsoring many national and regional
psychiatric congresses of its member
societies. It publishes, in addition to a
large number of thematic volumes with
the collaboration of recognized experts
across the globe, World Psychiatry, a
high-quality journal, which is distrib-
uted free in electronic and printed
forms in English, Spanish, and Chinese.
Finally, WPA has a very dynamic web-
page and an electronic bulletin, which
disseminate news and information
about important scientific and profes-
sional issues of concern to psychiatrists
across the globe.

Another important institutional asset is
the unambiguous commitment of WPA
leadership as officially stated by its
Executive Committee during a meeting
in Cairo, February 7, 2003, supporting
the developments of ICDS, including a
strong collaboration with WHO, and

acknowledging the active role of the
Section on Classification as part of these
new developments (see, Section of
Classification Newsletter, March 2003).
A critical byproduct of this institutional
commitment is the active involvement
of the scientific sections of WPA in the
developmental process of new ICDS as
reflected by the symposium on “The
Construction of Future International
Classification and Diagnostic Systems:
The Role of the WPA Scientific
Sections” that took place at the WPA
Regional and Intersectional Congress in
Athens, March 2005.

The WPA Section on Classification, in
close collaboration with WHO/CAS, has
organized a series of activities to devel-
op the epistemological bases and the
strategic framework for a truly ICDS,
addressing not only issues of reliability,
validity and utility of nosology, but also
paying attention to the whole diagnostic
process with the purpose of serving the
person of the patient across different
settings and differing cultures.

These activities include:
1. The planning, execution, and publica-

tion of an International Survey on the
Use of ICD-10, and Related
Diagnostic Systems (Mezzich, 2002).
The planning, organization, and exe-
cution of seven major symposia and
workshops, within the framework of
WPA international academic activi-
ties, to discuss fundamental issues
related to the review process of ICDS.

2. Three key publications: International
Classification and Diagnosis: Critical
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Experience and Future Direction, in
Psychopathology, 2002 (Mezzich and
Üstün, 2002); Essentials of the WPA
International Guidelines for Diagnos-
tic Assessment (IGDA) in the British
Journal of Psychiatry (Mezzich,
Berganza, von Cranach et al, 2003);
and The Philosophical and Methodo-
logical Foundations of Psychiatric
Diagnosis (Banzato, Mezzich, and
Berganza, Psychopathology, in press).

3. The establishment of a special WPA-
WHO Workgroup, under the leader-
ship of Professor Juan E. Mezzich,
President Elect of WPA, on
Conceptual and Methodological Bases
for New ICDS. Broadly, the ICDS
Workgroup shall work closely with the
WPA Classification Section member-
ship, all other Sections and other perti-
nent structures of WPA, the Office on
Classification,Assessment, Surveys and
Terminology and the Department of
Mental Health and Substance
Dependence of the World Health
Organization, as well as national classi-
fication research groups and other
experts in the field to accomplish its
objectives towards scientifically strong,
innovative, and more useful interna-
tional classification and diagnostic sys-
tems. In addition to Professors Mezzich
(Peru, USA), and Berganza (Guate-
mala), this group is integrated by a dis-
tinguished group of academicians from
different subspecialties and corners of
the world, including: Steven E. Hyman
(USA), Yan-Fang Chen (China),
Ronald Kessler (USA), Graham
Melsop (New Zealand), Bedirhan
Üstün (Turkey, Switzerland), K.F.

Schaffner (USA), K.W.M. Fulford
(UK), Lawrence Kirmayer (Canada),
Assen Jablensky (Australia), Rachel
Jenkins (UK), John S. Robert
(Canada),Christoph Mundt (Germany),
Michel Botbol (France), Claudio
Banzato (Brazil), and Levent Kuey
(Turkey). This group has elaborated a
blueprint for the development of the
mental health component of ICD-11,
recently presented by Mezzich (2004)
to the FIC Network Meeting in
Reykjavik, Iceland, in October, 2004.

Conceptual bases for future ICDS

First, an agreement must be reached on
the conceptual framework of these sys-
tems. For some, basing them on biologi-
cal grounds seems inevitable and the
only rational way to follow. This
approach, usually construed as “evi-
dence-based” should accordingly profit
from the advances of neurosciences in
the last few decades, leading psychiatry
to become a true scientific medical spe-
cialty. Others concede that, although
the search for pathognomonic biologi-
cal markers of “mental” illness will be
necessary to make appropriate psychi-
atric diagnoses, such biological infor-
mation must be taken as complementa-
ry to symptom-based diagnostic cate-
gories.

A major controversy in the field of
nosology pertains precisely to the
emphasis psychiatric nosology should
place upon biological variables to define
morbid conditions of concern to psychi-
atrists across the world. It is true that a
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strong biological approach would pro-
vide psychiatry with a solid base to
become an “evidence-based” medical
discipline since biological variables are
far more clear-cut and easy to define
and reduce to operational terms.
According to this view psychiatric
nosology may reach the solid organiza-
tion level of other fields of the natural
sciences where every morbid condition
will find its natural place among others,
even before it is actually “discovered”
out there in the realm of clinical psy-
chopathology.

The concept of mental illness

A concept of disorder (disease or ill-
ness) has theoretical and practical impli-
cations for psychiatric nosology, and
represents a critical dilemma for the
field. Psychiatric nosology must address
public concerns about mislabeling
behaviors, by providing reliable and
valid diagnostic criteria and strict 
diagnostic rules. On the other hand,
organizing mental disorders in a
“Mendeleevian” fashion advances an
inaccurate view of mental disorders as
natural categories out there to be dis-
covered. Ideally, a definition of mental
disorder would dictate which conditions
to include in or exclude from a new
nosology. However, a new nosology of
mental disorders requires that we
acknowledge the diverse nature of these
morbid conditions and recognize that
there is no unitary conceptualization of
disorder to inform the organizational
principles of the whole field (Berganza,
Mezzich, and Pouncey, in press).

An ongoing discussion in the conceptu-
al analysis literature exposes the weak-
nesses of the concept of mental disorder
currently in use in psychiatric nosology,
and illustrates the virtually insurmount-
able complexities in arriving at a defini-
tion that satisfactorily embraces all pos-
sible scenarios where psychiatric inter-
vention is relevant. Psychiatry confronts
difficulties delineating the boundaries
between disorder and non-disorder, and
between physical and mental domains,
conceived by some as the “hardware”
and the “software” of brain functioning.
Consequently, serious attention to con-
ceptual issues appears indispensable to
clarify the organizational rules of a new
international psychiatric nosology, and
we ought to recognize that regardless of
the immense amount of efforts and tal-
ent invested, the issue is far from settled
in the field.

A look at the future

Although the two more visible interna-
tional nosological systems in psychiatry
(DSM-V and ICD-11) are not expected
to be published before 2010 and 2011
respectively, extensive and profound dis-
cussions are already in progress to review
critical experiences in the use of these
systems at the clinical, research, public
health, law, education, and training levels,
as well as in other fields of concern to
psychiatry. Developments in the neuro-
sciences provide the resources to better
understand the neurophysiological
underpinnings of human behavior, as well
as important tools to effectively intervene
when such behavior becomes dysfunc-
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tional or harmful. This creates the temp-
tation to assume that it is possible to
organize morbid conditions of concern to
our specialty around such neurophysio-
logical underpinnings. However, the
nature of our specialty marked by the
type of conditions with which it is con-
cerned demand that we reflect very care-
fully on the implications for the future of

our patients, and our practice as well.The
opportunity to advance the scientific base
of our discipline is there in the present
and will increase in the future as new dis-
coveries improve our understanding of
the human brain and its functioning. We
only hope that science does not ignore
the ethical implications of our profession-
al actions.
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Abstract

Over a century after the Bertillon proposal for an International Classification of
Causes of Death, and over three decades since the publication of the Feighner diag-
nostic criteria for psychiatric research, psychiatry struggles with a nosology that
remains a work in progress. Although major advances were accomplished with the
development of a more reliable diagnostic system, the conceptual and strategic bases
to develop a truly international psychiatric nosology are still subject to controversy.
In medicine and psychiatry the development of diagnostic and classification systems
(ICDS) is a never-ending task to better represent reality in the service of the patient.
This presentation explores the landmark activities of those institutions concerned
with the development of ICDS for psychiatry over the last decades, emphasizing the
critical discussions and perspectives advanced during the last four years. The role of
the World Psychiatric Association (WPA) Section on Classification, Diagnostic
Assessment and Nomenclature is described in the framework of its long-standing col-
laboration with the World Health Organization (WHO), the American Psychiatric
Association (APA) and other psychiatric societies across the world.

SERVIER-WPA_v07  29/07/05  14:41  Page 28



ADVANCES IN PSYCHIATRIC DIAGNOSIS AND CLASSIFICATION

29

Bibliography
1. American Psychiatric Association. Diagnostic and statistical manual of mental disorders.

Fourth Edition, Text Revision (DSM-IV-TR). Washington, DC: APA; 2000.
2. Asociación Psiquiátrica de América Latina. Guía Latinoamericana de Diagnóstico

Psiquiátrico (GLADP) [Latin American Guide for Psychiatric Diagnosis]. Guadalajara,
Mexico: APAL; 2004.

3. Berganza CE, Mezzich JE, Pouncey. Concepts of disease (illness, disorder) in psychiatry:
Its relevance for psychiatric nosology. Psychopathology. 2005. In press.

4. Chinese Psychiatric Association. The Chinese Classification of Mental Disorders, ed. 3
(CCMD-3). Shandong: Shandong Publishing House of Science and Technology; 2001.

5. First MB, Pincus HA, Levine JB, Williams JBW, Üstün B, Peele R. Clinical utility as a
criterion for revising psychiatric diagnoses. Am J Psychiatry. 2004;161:946-954.

6. Fulford KWM. The debate about mental illness. In: Moral Theory and Medical Practice.
Cambridge: Cambridge University Press; 1989:3-24.

7. Kendell R, Jablensky A. Distinguishing between the validity and utility of psychiatric
diagnoses. Am J Psychiatry. 2003;160:4-12.

8. Kupfer DJ, First MB, Regier DA. A Research Agenda for DSM-V. Washington, DC:
American Psychiatric Association; 2002.

9. Mezzich JE. International survey on the use of ICD-10 and related diagnostic systems.
Psychopathology. 2002;35:72-75.

10. Mezzich JE. A Blueprint for the Development of the ICD-11 Mental Health
Component. Paper presented on behalf of the WPA-WHO Workgroup on International
Classification and Diagnostic Systems at the WHO Family of International
Classification Network Meeting, Reykjavik, Iceland, October 23-29, 2004.

11. Mezzich JE, Berganza CE, von Cranach M, et al. The WPA International Guidelines for
Comprehensive Assessment. Br J Psychiatry. 2003;182(suppl 45):s37-s66.

12. Otero-Ojeda A, Rabelo-Pérez V, Echazábal-Campos A, et al. Tercer Glosario Cubano
de Psiquiatría [Third Cuban Glossary of Psychiatry]. Havana, Cuba: Hospital
Psiquiátrico de la Habana; 2001.

13. Robins E, Guze SB. Establishment of diagnostic validity in psychiatric illness: its appli-
cation to schizophrenia. Am J Psychiatry. 1970;126:983-987.

14. Sadler JZ. Horsefeathers.A commentary on “Evolutionary versus prototype analyses of
the concept of disorder”. J Abnorm Psychol. 1999;108:433-437.

15. Wakefield JC. Disorder as harmful dysfunction: A conceptual critique of DSM-III-R’s
definition of mental disorder. Psychol Rev. 1992;99:232-247.

16. Wakefield JC. Evolutionary versus prototype analyses of the concept of disorder.
J AbnormPsychol. 1999;108:374-399.

17. World Health Organization. WHO Business Plan for Classifications. Geneva: WHO;
2004.

18. World Psychiatric Association WPA Regional and Intersectional Congress “Advances in
Psychiatry”: Abstracts Issue. Psychiatr, J Hellen Psychiatr Assoc. 2005;16(suppl 1):72-78.

Carlos E. Berganza, Professor of Psychiatry, San Carlos University School of Medicine, Guatemala,
Guatemala, CA, Clinica de Psiquiatria Infantil, Avenida La Reforma, 13-70 zona 9, Edificio Real Reforma,
Suite 11-B, Guatemala, Guatemala
E-mail: carlosmd@intelnett.com

SERVIER-WPA_v07  29/07/05  14:41  Page 29



SERVIER-WPA_v07  29/07/05  14:41  Page 30



Psychopathology

31

SERVIER-WPA_v07  29/07/05  14:41  Page 31



SERVIER-WPA_v07  29/07/05  14:41  Page 32



Introduction

In spite of the fact that mental retarda-
tion or intellectual disability (ID) is
included as a mental disorder in all
international manuals, and that over
30% of people with ID have a comorbid
psychiatric disorder, ID has always been
a marginal area in psychiatry. In many
countries little or no training is provided
on ID during the medical career or dur-
ing psychiatric specialization. However,
the last decade has produced a mount-
ing research in this area, mainly related
to psychiatric assessment, genetics and
service research. ID faces problems that
eventually become relevant to general
psychiatry, as it happened in the field of
vocational rehabilitation, or in the
assessment and categorization of behav-
ioral problems.

Terminology and classification

The term mental retardation (MR) is
considered outdated and has changed to
intellectual disability (ID) in many
countries and international organiza-

tions. This change has produced a useful
international debate. The American
Association on Mental Retardation
(AAMR) promoted a workshop and
published an interesting series of papers
on this issue in 2002 (AAMR, 2001). On
the other hand, medical and  psychiatric
associations have been absent from this
controversy while following a “fact” pol-
icy and adopting the term ID without
any critical appraisal. As many user’s
organizations question the word “dis-
ability” itself, this term may become
outdated in the coming future. The
underlying problem relates to nosology.
“Mental retardation” is neither a dis-
ease or a disability, but a meta-syn-
dromic descriptor, similar to dementia
that encapsulates a variety of clinical
conditions (including syndromes, disor-
ders and diseases), characterized by an
early cognitive deficit. “Mental retarda-
tion”, “Intellectual disability” and
“Early cognitive deficit” may be consid-
ered synonymous.

International classification manuals
such as ICD-10 and DSM-IV-TR, have

Current advances in intellectual disabilities
(mental retardation)

L. Salvador-Carulla, H. Costello, N. Bouras
Section on Psychiatry of Mental Retardation, World Psychiatric Association 
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limitations when used with people with
intellectual disabilities, and cannot be
applied in severe and profound cases.
Misdiagnosis is due to self-report unre-
liability, limitations in cognitive skills
and ability to articulate complex con-
cepts such as depressed mood, and
eagerness to please, different symptom
expression, behavioral equivalents, and
problems in classifying behavioral phe-
notypes. Three relevant classification
systems have been published in the last
five years: the DSM-IV-TR manual for
MR/ID, the DC-LD and the AAMR-10.
DSM-IV-TR manual for MR/ID has
been developed in cooperation with the
National Association for the Dually
Diagnosed (NADD); and it is intended
to facilitate a more accurate diagnosis in
persons with intellectual disabilities
(APA/NADD, 2005). The UK Royal
College of Psychiatrists has published
the “Diagnostic Criteria for Psychiatric
Disorders for Use with Adults with
Learning Disabilities /Mental Retardation”
(DC-LD) which is intended to comple-
ment ICD-10, particularly in moderate,
severe, and profound ID (Royal College
of Psychiatrists, 2001). It incorporates a
new multiaxial classification system
which provides a useful coding for prob-
lems related to ID (Table I).

The AAMR-10 (AAMR, 2002) is a com-
prehensive assessment system based 
on the International Classification of
Functioning. It incorporates a full assess-
ment of skills and supports in people with
ID, becoming a key area for assessing the
feasibility, validity, and reliability of ICF
in a syndromic grouping. However, ID is

here defined as a “disability” and this
statement may be challenged in the com-
ing future (see above discussion).

Psychiatric assessment

A series of epidemiological studies pro-
vide information on prevalence of psy-
chiatric disorders in child and adoles-
cent people with ID (Dekker and Koot,
2003), adults (Moss et al, 2000; Deb et
al, 2001i) and aging population (ie,
dementia) (Zigman et al, 2004). Rates
range between 15% and 35%.The inclu-
sion or exclusion of behavioral prob-
lems as a psychiatric disorder has a huge
impact on the estimated prevalence of
mental health problems. Deb et al, 2001
suggest that if behavioral disorders, per-
sonality disorders, autism and ADHD
are excluded, then the overall rate of
psychiatric illness does not differ signif-
icantly from the general population.
Underdiagnosis is a significant problem.
For instance, the rate of hidden morbid-
ity for psychiatric disorders in vocation-
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Table I. Multiaxial system in DC-LD
(Royal College of Psychiatrists, 2001)

- Axis I Level of mental retardation
- Axis II Cause of mental retardation 
- Axis III Psychiatric disorders

Level A: Developmental
disorders

Level B: Psychiatric illness
Level C: Personality 

disorders
Level D: Problem 

behaviors
Level E: Other disorders
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al settings is 50% (Salvador-Carulla et
al, 2000). This is particularly the case in
affective disorders either because
behavioral equivalents of depression
are misinterpreted or due to diagnostic
overshadowing (symptoms are attrib-
uted to ID). A significant advance in the
recognition and the standard assess-
ment of depression in ID has been made
in the last years (Lunsky and Palucka,
2004). The European Association of
Mental Health on Mental Retardation
(MH-MR) has produced an excellent
evidence-based review of psychiatric
disorder evaluation in ID (Deb et al,
2001ii). Development of standardized
assessment tools as well as modified
diagnostic criteria for ID resulted in
major progress in diagnosis and assess-
ment particularly in the USA and UK.
The PAS-ADD is an assessment battery
based on the SCAN-Catego system
which incorporates a checklist for car-
ers, a brief semi-structured interview for
professionals (Mini PAS-ADD) and a
full semi-structured interview (PAS-
ADD 10) which has been translated and
standardized in other languages allow-
ing international use (Gonzalez-
Gordon et al, 2002). Assessment of
aging population with ID has also
improved considerably (McCallion and
McCarron, 2004).

Behavioral problems (BP) in people with
ID are a complex mix of symptoms of
multiple origins. Determining whether
behaviors are the result of organic condi-
tions, psychiatric disorders, environmen-
tal influences, or a combination of these,
is often very difficult. Providing a sepa-

rate assessment of BP is a core element of
the multiaxial diagnosis in ID. A series of
papers contribute to a better understand-
ing of the relationship between BP and
mental illness (Moss et al, 2000; Deb et al,
2001i; Tsiouris et al., 2003).

Genetics and behavioral 
phenotypes

This is the area of research where major
advances have taken place in the last
five years. It may become a model for
psychiatric genetics and has relevant
implications for other areas of research
such as schizophrenia and bipolar disor-
ders.The more we know about the gene-
to-behavior pathways in ID conditions,
the greater the opportunity to develop
specific models that can be applied to
other psychiatric disorders. For instance,
velocardiofacial syndrome provides for
psychosis that may contribute to unveal
the etiology of schizophrenia (Eliez et
al, 2001).

Advances relate to many genetic condi-
tions such as Prader-Willi, Fragile X,
Angelman, Williams Syndrome, and
others. A number of comparative stud-
ies have demonstrated the significant
differences in profiles of psychopathol-
ogy in genetic disorders causing intellec-
tual disability (Einfeld, 2004).

New treatment strategies

Psychopharmacology studies in ID
increased in the last years filling a vacu-
um in evidence research practice in this
area. However, the emphasis has been
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placed more in assessment, and in inves-
tigating causes and psychosocial factors
more than on the pharmacological or
psychological treatment. A short num-
ber of studies have suggested good effi-
cacy of newer antipsychotics as the first-
line treatment for people with ID, as
well as for behavioral disorders associ-
ated with MR (Bokzanska et al, 2003).
Little has been published on other psy-
chotropic drugs such as antidepressants
or anticonvulsants.

Education and training

Staff must possess the appropriate skills
to promote positive mental health in
service users and to participate in the
assessment and treatment of those indi-
viduals with mental health problems.
Given the lack of trained staff in this
area, new strategies include e-learning
and development of training material
within a global perspective. The
MEROPE group in Europe has provid-
ed an international training package for
carers based on UK programs (Tsiantis
et al, 2004).

Service research and health 
economics

The advances in this area are particular-
ly relevant in regions where major
reforms are underway such as the
expanded European Union, which faces

the challenges of harmonization and
integration of ID. Availability and
access to community residential and day
services play a crucial role in supporting
individuals with mental health prob-
lems. This has implications for service
responses, both in terms of staffing
ratios and the range of necessary staff
skills. Studies on different intervention
programs and service organization have
been recently reviewed (Bouras and
Holt, 2004). Studies on “cost of illness”
reveal the relative importance of ID in
relation to other psychiatric and med-
ical conditions (Polder et al, 2002), and
in relation to other types of disability
(CDC, 2004).

Conclusions

In sum, individuals with ID constitute a
heterogeneous group encompassing a
broad range of abilities and skills.
Difficulties in self-reporting along with
differences in presentation challenge
the validity of current assessment tech-
niques. Nevertheless, the presence of
mental health problems in a high pro-
portion of individuals with ID indicates
the importance of providing effective
support and treatment strategies for
addressing mental health needs.This has
important implications for the charac-
teristics of health services if mental
health problems are to be adequately
met.
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Abstract

Major changes have occurred in Intellectual Disabilities (ID) research during the last
five years. Main topics of interest are: 1) Terminology and underlying concept of ID/MR.
A great international debate on the name and on the intelligence-based approach to
mental retardation has taken place since 1999 on. The debate has been particularly
intense in the US where the American Association of Mental Retardation (AAMR) pro-
duced a series of documents on this issue, the President Commission on Excellence in
Special Education questioned the IQ testing as a diagnostic tool, and the Committee on
“Mental Retardation” changed its name to “People with Intellectual Disabilities” in
2003. As an alternative, medical oriented terminology such as Early Cognitive Deficit
(ECD) has been suggested. 2) Psychiatric assessment: the development of standardized
assessment tools as well as modified diagnostic criteria for PWID resulted in major
progress in diagnosis and assessment of PWID particularly in the USA and UK. 3)
Behavioral phenotypes. This is the area of research where major advances have taken
place in the last five years. It is relevant for it to become a model for psychiatric genetics
and has relevant implications for other areas of research such as schizophrenia and
bipolar disorders. 4) New treatment strategies. Psychopharmacology studies in PWID
increased in the last years filling a vacuum in evidence research practice in this area. 5)
Education and training: Given the lack of trained staff in this area, new strategies include 
e-learning and development of training material within a global perspective. 6) Service
research and health economics. The advances in this area are particularly relevant in
regions where major reforms are underway such as Eastern Europe or the expanded
European Union, which faces the challenges of harmonization and integration of ID
care within the health care system.
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Introduction

Delusions are among the most frequent
symptoms in patients with severe psy-
chiatric disorders. They are not specific,
in the meaning that they can occur in
different organic and functional mental
disorders. Dynamically they can be
understood as attempts to escape from
tension and anxiety through processes
of denial and projection (Cameron,
1963).Thus it may be useful for the indi-
vidual to develop comforting fictions or
beliefs in order to support and secure
the personality.This has also been found
to be the case in non-clinical life, as
delusional thinking and behavior is rel-
atively frequent in the general popula-
tion (Jones et al, 2003).

Definition

A short but useful definition of the term
delusion has been given by Cameron
(1963) “A delusion is a fixed belief
which persists even though social reality

contradicts it.” A more comprehensive
definition was given in DSM-IV (1994):
“A false belief based on incorrect infer-
ence about external reality that is firmly
sustained despite what almost everyone
else believes and despite what constitutes
incontrovertible and obvious proof or evi-
dence to the contrary.The belief is not one
ordinarily accepted by other members of
the persons culture or subculture (eg, it is
not an article of religious faith). When a
false belief involves a value judgment, it is
regarded as a delusion only when the
judgment is so extreme as to defy credi-
bility. Delusional conviction occurs on a
continuum and can sometimes be inferred
from an individual's behavior. It is often
difficult to distinguish between a delusion
and an overvalued idea (in which case the
individual has an unreasonable belief or
idea but does not hold it as firmly as is the
case with a delusion).”

An important point in the DSM-IV
(1994) is to record if delusions are bizarre
or not. Delusions are bizarre “if they are
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clearly implausible and not understand-
able and do not derive from ordinary life
experiences. An example of a bizarre
delusion is a person's belief that a stranger
has removed his or her internal organs
and has replaced them with someone
else's organs without leaving any wounds
or scars.An example of a nonbizarre delu-
sion is a person’s false belief that he or she
is under the surveillance by the police.”

The descriptive criteria in DSM-IV
(1994) have to be applied in a categori-
cal approach (they are present or not)
even though it is mentioned that delu-
sional conviction occurs on a continuum
and that it is often difficult to distin-
guish between a delusion and an over-
valued idea.

A dimensional view

Jaspers (1923) held that the characteris-
tics of primary delusions are high subjec-
tive certainty and incorrigibility of the
content along with total rejection of alter-
natives. He also found such delusions to
be distinctly different from normal beliefs
(Jones et al, 2003). Jaspers' categorical
view has later been challenged by a
dimensional approach. A reason for this
is that most clinicians from time to time
find it difficult to be certain if a delusion
is present or not. Moreover, they have
experienced that patients may change
over time, beliefs being modified by ther-
apy or without any specific treatments.
This was empirically confirmed by
Strauss (1969), who examined psychiatric
inpatients with a semistructured inter-
view designed to sharply delineate the

presence or absence of psychotic symp-
toms. He found 269 definite delusions
and 142 questionable ones, and at follow-
up one year later some of the patients
who were previously definitely delusional
then showed only questionable delusions.
Hence, delusions are not always discrete,
and persisting phenomena, but better
conceptualized as continuous from nor-
mal to pathological. Even if delusions can
be defined as definite, a natural course of
illness might include recovery through
phases (Rudden et al, 1982). It is likely
that most individuals in the “borderland”
on the continuous scale never come to
the attention of psychiatrists, but first
when the delusions are incapacitating or
lead to interpersonal conflicts.

Current empirical evidence suggests
that delusions are best conceptualized
in multidimensional terms. The charac-
teristics deviate more or less from nor-
mal beliefs and behavior on a number of
dimensions. The basic abnormality
might be that of affect regulation, per-
sonality, self-esteem, unconscious wish-
es or escape, perception, judgment, or
some combination. The delusion forma-
tion then might be a secondary phe-
nomenon (Garety and Hemsley, 1994).

Categorical diagnostic systems have
shortcomings that fully have come to
the forth in genetic research. Therefore,
general dimensional scales for rating
mood and psychotic symptoms have
been developed (Levinson et al, 2002).
In line with a dimensional view of delu-
sions, a number of specific rating scales
have been produced; the Dimensions of

PSYCHOPATHOLOGY

40

SERVIER-WPA_v07  29/07/05  14:41  Page 40



Delusional Experience Scale (Kendler
et al, 1983), the Personal Ideation
Inventory (Rattenbury et al, 1984), the
Characteristics of Delusions Rating
Scale (Garety and Hemsley, 1987), the
Maudsley Assessment of Delusions
Schedule (MADS) (Buchanan et al,
1993; Appelbaum et al, 1999), and the
Brown Assessment of Beliefs Scale
(Eisen et al, 1998). Factor analyses of
these scales have revealed the following
factors: conviction, delusional construct
(organization, bizarreness), preoccupa-
tion, subjective distress and behavior.

Dimensional rating scales might be useful
for the purpose of defining homogeneous
groups of patients as regards clinical pres-
entation, course and outcome. They
might represent different etiologies and
developments of delusional beliefs, and
require specific and different treatments.
On the other hand, several studies sug-
gest that there is a continuum as to symp-
toms from non-patients in the general
population to patients with psychotic dis-
orders. This is in line with a continuity
model of psychosis (Fanous et al, 2001;
Myin-Germeys et al, 2003). Fanous et al
(2001) found that positive symptoms in
probands with psychosis were associated
with positive psychosis-like symptoms in
their relatives, suggesting a familial and
possibly genetic contribution.

Delusions and nosology

Paranoia is the clinical entity where the
clinical picture is dominated by delu-
sions and where the patients have only
vague, few or no other symptoms. The

nosological status of paranoia, however,
has been controversial. The variant of
paranoia, as described in DSM-IV
(1994), delusional disorder, along with
brief psychotic disorder and schizo-
phreniform disorder, seem to have
rather doubtful nosological validity
(Peralta and Cuesta, 2003). Delusional
disorder (DD) has been considered to
be a variant of schizophrenia, related to
affective illness, a category among
obsessive compulsive spectrum disor-
der, or a distinct nosological entity (Fear
et al, 1998). Nevertheless, patients with
DD have delusions that are understand-
able; they are in touch with reality in
other areas, but often defend their
beliefs with a great deal of engagement.

These delusions have a content which is
consistent with incidents that may take
place in the real world as judged by
healthy people. They are involving situ-
ations as being opposed, poisoned, hav-
ing a disease, or being deceived by one's
partner. Patients with DD typically
would eagerly defend their delusions
and argue even by presenting evidence.
In schizophrenia the delusions are often
bizarre, have a content which is “impos-
sible”, and the patients have difficulty
comprehending why any evidence
should be needed at all (Bovet and
Parnas, 1993). The presence of bizarre
delusions alone satisfies the A criterion
for the diagnosis of schizophrenia
according to DSM-IV (1994). The con-
cept of bizarre delusions in DSM-IV is
based on the first-rank symptoms of
Schneider. They include thought broad-
casting, thought insertion, thought with-
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drawal, and delusions of being con-
trolled. Such symptoms are consistent
with disturbances of the ego-boundary.
They overlap more or less with concepts
as depersonalization, derealization, loss
of control, and passivity phenomena
(Bovet and Parnas, 1993). Schneider
suggested that his first-rank symptoms
should be considered as pathognomonic
for schizophrenia, but this statement has
no support in empirical data. Moreover,
if delusions are bizarre or not has been
found to be difficult to assess reliably
(Fear et al, 1998).

A great deal of evidence suggests that a
large group of patients who later devel-
op schizophrenia, in early life has subtle
clinical indicators consistent with a vul-
nerability for the illness. The patients
might have had several premorbid man-
ifestations, such as aggressiveness, intro-
version, difficulties in interpersonal
relations, anxiety, eccentricity or formal
thought disorder. These characteristics
are indicators of a defective attunement
between the individual and the outer
world. An essential feature for the indi-
viduals is the lack of common sense,
which in itself is important in order to
be able to distinguish between relevant
and irrelevant, likely and improbable,
and which again is the basis for the abil-
ity to distinguish between true and false.
The development of delusions in schizo-
phrenia can be understood as the emer-
gence of a new order of being, related to
the vulnerability and strengthened by
lack of normal social interaction (Bovet
and Parnas, 1993).

The term paraphrenia has been defined
as lying between paranoia and schizo-
phrenia. Typically patients have halluci-
nations often in several modalities, well-
preserved personality, less likely disor-
ganization and negative symptoms, and
the delusions might be understandable,
but sometimes fantastic. This concept is
also controversial. In clinical practice
such patients most often are classified as
having either schizophrenia, delusional
disorder or paraphrenia (as a separate
entity) (Fear et al, 1998).

An alternative to the categorical approach
is the multidimensional paradigm. With
this approach homogeneous groups of
symptoms are studied, and this is likely to
be more fruitful in genetic and etiologic
research, than studying heterogeneous
categories, as they are described in mod-
ern classificatory systems. Moreover, mul-
tidimensional models seem to have higher
predictive value than categorical diag-
noses (Peralta and Cuesta, 2003).

Conclusion

Due to shortcomings in the categorical
diagnostic systems, the growing interest for
a dimensional approach to describe psy-
chopathology is encouraging. The concep-
tualization of delusions in multidimension-
al terms has been changed and extended
through the production of rating scales. On
the basis of new models it will be possible
to make further progress in understanding
etiologies and how delusional beliefs
develop, and subsequently improve treat-
ment options for patients with delusions.
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New developments are to be seen with-
in the context of changing illness and
treatment concepts. Illness concepts in
schizophrenia in particular have been
changing their focus from developmen-
tal to degenerative/mixed models, from
neurotransmitters and receptors to sig-
nal transduction processes, from func-
tional brain systems to molecular biolo-
gy, from symptoms to functions, from
fixed structural deficits to neuroplastici-
ty, and from family genetics to
genomics, proteomics, and single
nucleotide polymorphisms. In the field
of treatment and service in general,
stronger consumer orientation has cre-
ated a trend towards shared treatment
decision making, the focus on human
rights has evoked worldwide programs
and activities of fighting stigma and dis-
crimination, quality orientation has
resulted in disease management pro-
grams, evidence-based medicine has
stimulated guideline development, and
cost containment has led to a stronger
consideration of cost-effectiveness
measures. In schizophrenia in particular,
increasing awareness of risk/benefit

issues in drug treatment has stimulated
the development of novel drugs, a
beginning shift in treatment focus from
symptom relief to preventive measures
has promoted early recognition and
intervention research, the increasing
interest in protective vs restorative
measures has stimulated the evaluation
of neuroprotective drugs, a stronger
focus on psychosocial treatment has cre-
ated new psychological interventions,
and the general interest in individualiz-
ing treatment is promoting pharmaco-
genetics and pharmacogenomics.
Some of these new developments will
be addressed in the following brief
review.

Etiopathogenetic models and
classification

Genetic findings

A greater understanding of the genetic
mechanisms–the identification of sever-
al regions that may be susceptibility
loci–and the application of pharmaco-
genetics would lead to new insights into
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the pathophysiology of the disorder and
to improvements in therapeutic inter-
ventions. In a critical review of recently
published studies, Berry et al (2003)
conclude that “several linkage studies
have produced positive results, mostly
at a suggestive level, for chromosomal
regions 1q, 5p, 5q, 6p, 6q, 8p, 10p, 13q,
15q, and 22q, but in each case there are
reports that were either negative or
researchers were unable to replicate the
original findings. From their own
genome-wide scan studies, DeLisi et al,
(2002) conclude that “the findings of
this large genome-wide scan emphasize
the weakness and fragility of linkage
reports on schizophrenia. No linkage
appears to be consistently replicable
across large studies. Thus, it has to be
questioned whether the genetic contri-
bution to this disorder is detectable by
these strategies.”
Candidate gene studies have investigat-
ed whether an association between
schizophrenia and the genes for various
neurotransmitter receptors implicated
in the pathogenesis of schizophrenia, eg,
dopamine D2, D3, D4, and D5, serotonin
5-HT2A or NMDA receptors, exists.
However, only inconsistent, weak or no
evidence of association between the
respective receptor genes and schizo-
phrenia has been reported (Berry et al,
2003).
More recent work identified novel can-
didate regions: neuregulin-1 (chromo-
some 8p21), dysbindin (chromosome
6p22.3), and proline dehydrogenase
(chromosome 22q11), warranting fur-
ther investigation. Kendler (2004) in
consideration of the recent existing

developments in the “fourth phase of
schizophrenia genetics” emphasizes the
evidence for an association between
schizophrenia and a set of DNA mark-
ers in the dystrobrevin-binding protein-1
gene or dysbindin-1. Two recent post-
mortem studies have added intriguing
information to the role of dysbindin in
schizophrenia. In one of the post-
mortem studies, the presynaptic dys-
bindin-1 concentration was found to be
reduced especially in the hippocampal
formation, in the other study the dys-
bindin mRNA level was found signifi-
cantly reduced especially in the dorso-
lateral prefrontal cortex in schizophre-
nia patients (Kendler 2004). All these
new genetic studies provide evidence
for promising–although still discor-
dant–results on possible susceptibility
genes and the regional distribution of
their products. In an excellent review,
Harrison and Weinberger (2005) recent-
ly discussed the pros and cons of the
new putative schizophrenia susceptibili-
ty genes. These genetic and neurobio-
logical studies are beginning to yield
first insights into the molecular path-
ways of schizophrenia, mainly converg-
ing on synaptic proteins and synaptic
functions.

Pharmacogenetics and pharmacoge-
nomics is another focus of research, the
goal of which is to select the drug with
the greatest likelihood of benefit and
the least likelihood of harm in individ-
ual patients, based on their genetic
make-up. In schizophrenia pharmacoge-
netics, serotonin and dopamine receptor
genes are currently under investigation
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(reviewed by Malhotra et al, 2004).
Since response and other important
clinical phenomena depend on arbitrary
definitions, for research purposes the
latter have to be made explicit and com-
parable. Moreover, the fact that phar-
macological treatment response is not a
stable phenomenon, but may change
from episode to episode, needs explana-
tion.

Neurodevelopmental and/or 
neurodegenerative process? 

An open question is whether schizo-
phrenia is simply the final consequence
of a cascade of increasing developmen-
tal deviance, or whether there is an
additional neurodegenerative process
following the onset of psychosis which is
superimposed on the developmental
impairment. The pathogenesis of the
disease is hypothesized to be neurode-
velopmental in nature based on reports
of an excess of adverse events during
the pre- and perinatal periods, the pres-
ence of cognitive and behavioral signs
during childhood and adolescence, and
the lack of consistent evidence of a neu-
rodegenerative process in most individ-
uals with schizophrenia. Recent studies
of neurodevelopmental mechanisms
strongly suggest that no single gene or
environmental factor is responsible for
driving a highly complex biological
process (Lewis and Levitt, 2002).
Despite the substantial evidence of the
neurodevelopmental theories, there are
certain aspects of schizophrenia that are
not adequately explained. Among these
are the long latency period and the het-

erogeneous but commonly deteriorat-
ing clinical course of the illness. Thus,
although there can be little doubt that
neurodevelopmental factors play an
important role in the diathesis from
which schizophrenia arises, other patho-
physiologic processes may also be
involved. Taken together, recent find-
ings suggest that a combination of
genetic and environmental factors,
which disturb the course of  normal
brain development early in life, results
in molecular responses that finally lead
to the clinical phenotype recognized as
schizophrenia (Lewis and Levitt, 2002).

Endophenotypes

Given the high degree of interindividual
variability of the clinical symptoms of
schizophrenia, an overemphasis of
DSM-defined symptom clusters instead
of neurobiological parameters has been
held responsible for the lack of scientif-
ic progress in research on pathophysiol-
ogy of schizophrenia. In the field of
genetic research, the broadening of
diagnostic definitions to “spectrum”
conditions has rather blurred than
sharpened the phenotype and hence has
not consistently increased linkage evi-
dence. Instead, the search for endophe-
notypes as measurable components of
the pathway between the genotype and
clinical disease has been intensified. By
definition, an endophenotype may be a
neurobiological, biochemical, neu-
roanatomical, cognitive, or neurophysi-
ological trait which is heritable, associat-
ed with schizophrenia in population,
state-dependent, cosegregates with
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schizophrenia in affected families, and is
found in non-affected family members
more frequently than in unaffected fam-
ilies (Gottesman and Gould, 2003).
Endophenotypes currently under inves-
tigation include sensory motor gating,
eye-tracking dysfunction, working
memory, and others in schizophrenia.
The ultimate research goal would be the
development of a diagnostic system
based on etiology and pathophysiology
(Charney et al, 2002).

New treatment strategies 

Accordingly, treatment targets should
be more explicitly defined both on the
clinical/mind level and the molecular/
brain level, response indicators and
outcome measures should be specified
on various conceptual levels and more
systematically applied. Developing new
kinds of treatment needs more pro-
found knowledge of etiology and
pathophysiology, the accumulation of
which needs resources–and time.
Meanwhile, we should focus on what is
available already today, but could be
improved to increase treatment effica-
cy. For example, applying EBM-derived
guidelines, implementing quality meas-
ures, intervening in a more coordinated
manner–all these improvement strate-
gies could already be applied nowadays.
Psychiatrists’ guideline adherence in
the treatment of schizophrenia is on
average around 50%. According to an
international survey, development of
schizophrenia guidelines most often
lacks strategies for their implementa-
tion (Gaebel et al, 2005). Studies in the

context of the German Research
Network on Schizophrenia (GRNS;
Wölwer et al, 2003) have demonstrated
a positive effect of software-based
guideline implementation on treatment
processes and outcome (Janssen et al,
2000).

New drug treatments

The introduction of second generation
antipsychotics has largely improved the
risk/benefit ratio in drug treatment. Most
treatment guidelines agree in their rec-
ommendation of atypical antipsychotics
as first-line treatment at least in first-
episode psychosis (Gaebel et al, 2005),
but studies in first-episode schizophrenia
are still rare (Gaebel et al, 2004).
Attention to the metabolic syndrome as
a group of adverse symptoms as well as
their differential advantage compared to
first-generation drugs has recently
blurred the picture. Unfortunately, com-
pliance has not that much improved as
expected.The introduction of a first atyp-
ical long-acting compound (risperidone)
has reopened the discussion on the pros
and cons of a largely neglected applica-
tion formula.
A number of new drug developments are
currently underway, eg, multireceptor
agents (focusing on serotonin receptors,
cholinergic mechanisms, and α-adreno-
ceptors), compounds acting selectively 
at DA-receptors (selective DA receptor
antagonists, DA autoreceptors), and
–beyond the DA-hypothesis–neurotensin
receptor agonists/antagonists, glutamate
receptor agonists, compounds active at
the sigma receptors, as well as cannabi-
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noid (CB1) receptor antagonists. Due to
NMDA receptor hypofunction in schizo-
phrenia, clinical studies directed at
enhancing NMDA receptor function–pri-
marily in chronic schizophrenia and
prominent negative symptoms–are cur-
rently underway (Coyle and Tsai, 2004).
In developing new drug principles, prox-
imal and distal drug effects are to be dif-
ferentiated. At present, no drug can
claim to improve the whole range of ill-
ness-related symptoms and deficits. It is
hoped, however, that in the future drug
principles will be available which
address functions that nowadays
improve only secondarily to more basic
drug actions.

New psychosocial treatments

Recent results of metaanalyses demon-
strate that cognitive behavioral therapy
(CBT) produces significant clinical
effects on positive and negative symp-
toms in patients with persisting sympto-
matology. CBT in acute early schizo-
phrenia, however, seems to have only
small and transient additional effects
compared to the large effect of routine
care (Lewis et al, 2002). In a group of
high-risk individuals, CBT (without
drug treatment) in comparison to moni-
toring alone was effective, at least dur-
ing the active treatment phase, in reduc-
ing the transition to psychosis (6% vs
16%) during 6 months.
Another psychological treatment
approach is Cognitive Enhancement
Therapy (CET). CET is a recovery-
phase intervention for symptomatically
stable outpatients with reduced relapse

risk, who nevertheless frequently remain
socially and cognitively disabled. After 2
years of treatment, CET demonstrated
significant effects on domains of behav-
ior and cognition (Hogarty et al, 2004).
Yet another aspect of psychosocial
intervention is Supportive Therapy (ST)
with a focus on impaired social and self-
care functioning. Penn et al (2004) sug-
gest that the aspects of ST, such as ther-
apeutic alliance, the provision of sup-
port and advice, and efforts to minimize
stress, may strengthen the effect of CBT.
Approaches to CBT in schizophrenia
may be more effective if they place
greater emphasis on the interpersonal
context and social consequences of
symptoms–consistent with recent mod-
els of cognitive therapy, which empha-
size interpersonal aspects as an impor-
tant target for treatment (Penn et al,
2004).
Besides the focus on neurocognitive
dysfunction, deficient affect regulation
is becoming an increasingly important
treatment topic. Facial affect recogni-
tion as part of that regulatory loop is
impaired in all stages of schizophrenia,
including early and late prodromal
stages, hence qualifying as a trait mark-
er. A recently developed training pro-
gram of affect recognition in the context
of the GRNS (Frommann et al, 2003)
has yielded significant effects compared
to unspecific psychosocial interventions.

Early intervention and prevention?

Generally, early intervention can be
applied in the initial (early or late) pro-
dromal phase (“indicated prevention”),
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after the onset of psychosis with the
intent to shorten the duration of
untreated psychosis (DUP), or in the
relapse prodromal phase (secondary
prevention). Major aims of an “indicat-
ed” preventive approach are improve-
ment of presenting symptomatology,
suppression or delay of progression to
psychosis, avoidance of cognitive
decline and unfavorable social outcome,
and reduction of biological and/or psy-
chosocial “toxicity” of DUP. Recent
results have demonstrated a significant-
ly lower transition rate into a first
episode (9.7%) for those ultra high-risk
individuals after a 6-month specific pre-
ventive intervention (low-dose risperi-
done and CBT) compared to needs-
based intervention (35.7%). After 12
months, however, this difference was no
longer significant (McGorry et al, 2002).
In the GRNS, a research group
(Bechdolf et al, 2003) is currently focus-
ing on early recognition and interven-
tion both in the early and late prodro-
mal phase.
Valid definition of risk status and identi-
fication of predictors for transition to
psychosis is still a major task in this
research field. Psychopathology alone is
either too close to psychosis or too
unspecific: positive-like symptoms seem
to prevail in the general population in up
to 17% (Johns and van Os, 2001). Family
history alone is hampered by low preva-
lence, irregularities in brain imaging data
and obstetric complications are either
too low in prevalence or too unspecific,
whereas neurophysiological and neu-
ropsychological markers seem rather
promising. Ethical concerns relating to a

broad application of this approach (eg,
stigmatization, treatment side-effects)
have been widely discussed. It has been
claimed by McGorry et al (2002) that
this approach at present should be seen
in a research context offered to help-
seeking people. Accordingly, risk defini-
tion, timing and choice of interventions,
and risk-benefit issues have to be
addressed as research questions.

Action against stigma and 
discrimination

Stigma, discrimination of patients with
schizophrenia and prejudice against
schizophrenia are common. Stigma
interferes with the detection of the ill-
ness, with seek for and adherence to
treatment, with rehabilitation and social
reintegration. The antistigma program
“Open the Doors” of the World
Psychiatric Association, currently being
implemented in 26 countries, is aimed at
reducing the stigma attached to, and the
discrimination against schizophrenia.
Since 1999 the program has also been
implemented in Germany, partly in the
context of the GRNS (Gaebel and
Baumann, 2003). Recent results from
public surveys have clearly demonstrat-
ed the program’s positive effect on
social distance and other indicators of
stigmatization. Systematic information,
contact, or protest are the effective
ingredients of programs–aiming at the
public or specific target groups–to
improve knowledge and overcome prej-
udice and negative attitudes against
schizophrenia and those who suffer
from it.
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Summary and conclusions

Several new putative schizophrenia sus-
ceptibility genes have been identified and
are currently being studied intensively.
Genetic and neurobiologic studies are
beginning to yield first insights into
molecular pathways leading to schizo-
phrenia susceptibility. Endophenotypes
are under intense investigation searching
for easily measurable neurobiological
correlates of the underlying disease
process. Hopefully, this research will lead
to therapeutic implications. Treatment
options in schizophrenia today range
from prevention to maintenance strate-
gies. However, their systematic imple-

mentation could be improved and should
be encouraged by means of quality man-
agement techniques. Patient participation
in treatment decisions is now given more
attention.With evolving new and refining
old treatments, knowledge on illness and
treatment mechanisms is also accumulat-
ing. Biological and psychosocial interven-
tions are complementary, their respective
actions can best be understood from a
multilevel perspective. All treatments are
offered in specific care settings. The
future development of schizophrenia
care settings should–irrespective of
increasing economic restrictions–guaran-
tee the availability of the full treatment
spectrum to all patients.
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Introduction

The term “eating disorder” usually refers
to anorexia nervosa (AN) or bulimia ner-
vosa (BN) or variants thereof. These dis-
orders are complex syndromes involving
the interaction of environmental, psycho-
logical, and physiological factors. In the
past few years with the recognition that
the disordered eating occurs across many
cultural esthetics and societal systems,
there has been a resurgence of investiga-
tions of the neurobiology of eating disor-
ders. Evidence-based treatment has also
been emphasized in recent research with
randomized controlled trials of both psy-
chotherapy and pharmacotherapy for
treating anorexia nervosa, bulimia ner-
vosa and binge eating disorder (BED).

Neurobiological investigations

Genetic research

Both case control association and link-
age studies have been conducted in the
molecular genetic study of eating disor-
ders. Serotonergic genes were studied

most frequently with contradictory find-
ings. Positive association studies for the
receptor 5-HT2A was found for both AN
and BN in one study (Ricca et al, 2002)
and negative findings were present for
these two disorders by Nishiguchi et al,
(2001); Gorwood et al, (2002). Contro-
versial findings were also present for
HTR2C with positive findings for AN
(Hsu et al, 2003; Westburg et al, 2002)
and negative findings by Karwautz et al
(2001) for AN. Positive findings have
emerged for the serotonin transporter
gene (D’bella et al, 2000; Fumeron et al,
2001) and negative findings for this
transporter gene in studies by
Sundaramurthy (2000) and Urwin et al
(2003) for AN. A positive association
with AN and catechol-O-methyl trans-
ferase was found but not yet replicated
(Frisch et al, 2001). Erwin et al (2002)
found a positive association between
AN restricting subtype and a polymor-
phism in the promoter region of the
norepinephrine transporter gene
(NET). A gene-gene interaction effect
between monoamine oxidase A gene (L
allele) and the NET gene pPR-L4
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homozygosis was found to be associated
with the restricting subtype of AN
(Erwin et al, 2003). Positive findings but
not yet replicated were found for
agouti-related protein (Vink et al, 2001)
and negative findings were present for
uncoupling proteins (Hu et al, 2002) in
AN. Finally, there is positive but not yet
replicated evidence that the potassium
channel gene (Koronyo - Hamaoui et al,
2002) and the brain-derived neu-
rotrophic factor (Ribases et al, 2003)
may contribute to the genetic suscepti-
bility to AN with positive association
studies.
The first linkage study of AN of 192
families with at least one affected rela-
tive pair with AN and related eating dis-
orders was a multisite, multinational
collaborative effort. Limiting the link-
age analysis to the restricting subtype
yielded evidence for the presence of a
susceptibility locus on chromosome 1
(Grice et al, 2002). A linkage study of
bulimia nervosa reported significant
linkage on chromosome 10p (Bulik et
al, 2003). Devlin et al (2002) found for
the selected behavioral covariates of
drive for thinness and obsessionality
there was a significant linkage on chro-
mosomes 1, 2, and 13.

Hypothalamic neuropeptides

Melanocortins interact with leptin and
serotonin in the suppression of eating
behavior. The severity of binge eating in
obese patients has been associated with
mutations in the melanocortin #4 recep-
tor gene (Farooqi et al, 2003; Branson et
al, 2003). Another study found that some

patients with AN and BN had circulating
autoantibodies that bind to alpha-
melanocyte–stimulating hormone or
adrenocorticotrophic hormone (Fetissov
et al, 2002). It should be noted that
agouti-related protein acts as an antago-
nist of central melanocortin receptors.
And finally, three studies have verified
elevated plasma levels of the adipokine
adiponectin in anorexia nervosa
(Pannacciulli et al, 2003; Delpote et al,
2003; Iwahashi et al, 2003).
Plasma ghrelin levels are significantly
higher in patients with AN compared
with age–matched healthy volunteers
(Otto et al 2001; Shiiay et al, 2002;
Tanaka et al, 2003). As patients regain
weight their ghrelin levels decrease
toward normal values.
Leptin plasma levels in AN are low and
return to normal with weight gain and
nutritional rehabilitation (Monteleone
et al, 2000). For BN leptin secretion is
related to the chronicity in severity of
binge/purge behavior (Monteleone et
al, 2002). The authors hypothesize that
leptin production is not directly
involved in the etiology of AN and BN
but may have an impact on the course
and prognosis of these disorders. The
reason for their hypothesis is that leptin
acts as a hunger suppressant factor, a
modulator of reproduction, physical
activity, immune system and other
endocrine functions.

Neuroimaging studies in eating disorders

Studies assessing resting brain activity
in AN have mostly used SPECT, single
photon emission computer tomography.
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These studies suggest alterations of the
temporal, parietal, or cingulate cortex
during the ill state with most often
recovery after weight gain (Takano et
al, 2001; Rastam et al, 2001).The authors
hypothesize that increased anxiety in
AN could be related to altered amyg-
dala function since the mesial temporal
cortex is implicated in emotional pro-
cessing. fMRI studies using visual stim-
uli of food or body image in AN have
suggested involvement of prefrontal,
anterior cingulate cortex and parietal
cortex (Seagar et al, 2002; Wagner et al,
2003). Receptor imaging studies in AN
show reduced 5-HT2A receptor binding
occurring in the underweight state and
persisting after recovery (Frank et al,
2002; Bailer et al, 2004). BN subjects
have shown a reduced 5-HT2A receptor
activity when recovered and reduced 
5-HT transporter binding when ill. They
also have shown increased 5-HT1A
receptor binding during the ill state
(Kaye et al, 2001; Tiihonen et al, 2004).
The research described above is laying
the foundation for understanding the
biological bases of eating disorders
which is essential for developing effec-
tive treatments for these disorders. All
of the references cited above can be
found in CNS Spectrums, July, 2004.

Evidence-based treatment

Three major reviews of new treatment
research in eating disorders with critical
analyses were published this year. These
include the Cochran Reviews (2004),
Practice Guidelines of Anorexia Nervosa
(Australian and New Zealand Clinical

Practice Guidelines, 2004) and The NICE
Guidelines For The Treatment of Eating
Disorders (National Institute For Clinical
Excellence, 2004).

Psychosocial interventions–randomized
controlled trials

For individual psychosocial interven-
tions for anorexia nervosa there contin-
ues to be difficulty in recruiting for ran-
domized controlled studies and retain-
ing patients in these studies. At least a
one-third dropout rate or withdrawal
due to relapse complicates the interpre-
tation of these randomly controlled tri-
als. There is some indication that cogni-
tive-behavioral therapy (CBT) follow-
ing weight gain may reduce the risk of
relapse (McDermott et al, 2004; Pike et
al, 2003).
Family therapy is the most effective treat-
ment for adolescents with anorexia ner-
vosa and seems to be equally effective
when administered as conjoint or as sep-
arated family therapy (Eisler et al, 2000).
The study by Lock et al (2004) showed
that 6 months of therapy seemed to be as
effective as 12 months. However, the
authors stated patients with severe OCD
may require longer treatment.
Medications are only useful adjuncts in
treating anorexia nervosa. A study by
Kaye et al (2001) showed that fluoxe-
tine during weight maintenance after
weight restoration may decrease the
relapse rate in anorexia nervosa.
In contrast to anorexia nervosa, treat-
ment studies of bulimia nervosa have
proliferated in the past 15 years. Most
recently self-help manuals have been
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developed for the treatment of bulimia
nervosa. Various studies comparing self-
help manuals to fluoxetine or CBT have
shown limited effectiveness of the self-
help approach (Walsh et al, 2004;
Mitchell et al, 2001). In a study by Safer
et al (2001) dialectical behavior therapy
was found to be superior to a waiting list
in the treatment of bulimia nervosa.
Recent pharmacotherapy randomized
double-blinded placebo controlled trials
have shown topiramate to be effective
in reducing binge/purge behavior both
in bulimia nervosa and binge eating dis-

order patients (Hoopes et al, 2003;
McElroy et al, 2003).
At the present time the treatment of
bulimia nervosa can be best summa-
rized by stating binge eating, purging,
and core eating disorder attitudes
respond best to cognitive-behavioral
therapy. A greater improvement in
mood and anxiety occurs when antide-
pressant therapy is added to CBT.
Patients with binge eating disorder have
responded well to CBT and antidepres-
sants that have been effective in treating
bulimia nervosa.
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Introduction

Psycho-oncology, as a subspecialty
deals with the psychosocial, behavioral,
spiritual, and existential dimensions of
patients with cancer and their families.
Over the past quarter century, psycho-
oncology has contributed integrative
principles in cancer care (Holland,
2002). As it has been recently shown for
the subspecialty of psychosomatic med-
icine (Gitlin et al, 2004), psycho-oncol-
ogy has also been recognized as a sub-
specialty of oncology for the impact it
has had at clinical, educational and
research levels. Several studies have
shown that psychological factors such
as stress, personality traits and grief do
not increase the risk for cancer
(Oksbjerg et al, 2002; Schapiro et al,
2002; Ross et al, 2003; Dalton et al,

2004). This important observation has
changed the aspects of the clinical psy-
chosocial research and most recent
advances in psycho-oncology have been
in clinical areas, such as psychosocial
aspects of cancer prevention and
screening, assessment of psychiatric and
psychological disorders following diag-
nosis and treatment, family implica-
tions of cancer, cancer survivorship, and
palliative care (Holland, 2003).
In this article we will consider four key
areas drawing much current attention:
1) the evaluation of psychiatric morbid-
ity and its consequences in cancer
patients; 2) the development and appli-
cation of psychological screening guide-
lines; 3) the role of education and train-
ing among cancer physicians; and 4) the
impact of evidence-based psychosocial
treatment in cancer care.

Psychiatric concomitants of cancer,
screening procedures, and training of
health care professionals in oncology:
the paradigms of psycho-oncology in 

the psychiatry field

L. Grassi, J. C. Holland, C. Johansen, U. Koch , F. Fawzy
Section on Psycho-oncology, World Psychiatric Association 

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 59-66
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Psychosocial morbidity in cancer
and its consequences

It is well known that the diagnosis and
treatment of cancer is accompanied by
significant psychological consequences,
resulting in emotional stress symptoms
(suffering of mind and spirit) and in the
development of emotional disorders
among cancer patients. In fact, over the
last twenty years, several studies have
shown that psychosocial morbidity,
especially depressive disorders and anx-
iety, affect 30-40% of cancer patients
(Table I).A further 25-30% present psy-
chosocial conditions (eg, health anxiety,
irritable mood, demoralization) which
are not identified through the current
nosology (ie, DSM-IV or ICD-10) and
which should be a focus of clinical atten-
tion and intervention (Grassi et al,
2005).

The need for regularly assessing psy-
chosocial concomitants of cancer
derives from the impact of the illness in
patients and their families, as summa-
rized in Table II. Psychiatric morbidity
has been shown to increase length of
stay in the hospital, favor maladaptive
coping and abnormal illness behavior,
reduce quality of life, decrease adher-
ence to treatment, negatively influence
the response to primary chemotherapy,
increase the risk of suicide, and, in some
studies, the risk of recurrence and death.
Psychosocial problems reverberate also
within the family, increasing the emo-
tional distress among caregivers and, in
the case of a patient’s death, risking a
greater chance of complicated or trau-
matic grief (Table II).

Several phases of the illness trajectory
can trigger emotional distress, such as
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Table I. Prevalence of psychiatric disorders in cancer patients

Authors Setting Country Prevalence

Derogatis et al, JAMA. 215 outpatients USA 47% DSM-III
1983;249:751-757

Grassi et al, Psycho-Oncology. 157 outpatients Italy DSM-III-R 
1993;2:11-20

Razavi et al, Br J Psychiatry. 128 inpatients Belgium 62% DSM-III-R
1990;156:79-83

Minagawa et al, Cancer. 93 terminally Japan 53.7% DSM-III-R
1996;78:1131-1137 ill patients

Morasso et al, Oncology. 107 outpatients Italy 62% ICD-10
1996;53:295-302

Kissane et al, Med J Aust. 303 outpatients Australia 49% DSM-IV
1998;169:192-196

Prieto et al, J Clin Oncol. 220 hematologic Spain 44.1% DSM-IV
2002;20:1907-1917 inpatients
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finding a suspicious symptom, hearing
the diagnosis, awaiting treatment,
change or end of treatment, discharge
from hospital, surviving cancer, treat-
ment failure, recurrence or progression,
advanced phase of illness, and end of
life. In spite of efforts to sensitize oncol-
ogists and health care professionals to
recognize, assess and refer distressed
patients, problems are still evident. 30-
40% of patients needing psychosocial
intervention are going undiagnosed and
untreated (Table III). Referrals to psy-

cho-oncology services remain low
(Grassi et al, 2000).

Some signs of improvement are becom-
ing apparent, however. Guidelines for
the management of distress have been
established and are being disseminat-
ed. Also, training models aimed at
improving doctors’ communications
skills are facilitating the recognition
and treatment of psychosocial prob-
lems and psychiatric disorders of can-
cer patients.
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Table II. Main consequences of psychosocial morbidity in cancer patients 

• Increased length of stay in the hospital (Prieto et al. J Clin Oncol. 2002;20:1907-1917)
• Maladaptive coping and abnormal illness behavior (Grassi et al. Psycho-

Oncology. 1993;2:11-20)
• Reduced compliance to treatment (Diamate et al. Arch Intern Med.

2000;160:2101-2117)
• Increased risk of suicide (Henrikkson et al. J Affect Disord. 1995;36:11-20; Hem et

al. J Clin Oncol. 2004;22:4209-4216)
• Reduced efficacy of chemotherapy (Walker et al. Eur J Cancer. 1999;35:1783-1788)
• Reduced quality of life (Parker et al. Psycho-Oncology. 2003;12:183-193)
• Increased risk of recurrence and death (Watson et al. Lancet. 1999;354:1331-1336)
• Increased psychosocial morbidity in the family
• Complicated grief in the family

Table III. Under-recognition of distress in patients with cancer

Authors Setting Country Recognition

Passik et al. J Clin Oncol. 1109 patients USA 79% mild depression
1998;16:1594-1600 12 doctors 33% moderate depression

13% severe depression

Söllner et al. Br J Cancer. 298 patients Austria 33% distress
2001;84:179-185 8 doctors

Fallowfield et al. Br J Cancer. 2297 patients UK 28.8% sensitivity
2001;84:1011-1015 143 doctors 34.7% misclassification

Keller et al. Ann Oncol. 189 patients Germany 39-40% misclassification
2004;15:1243-1249
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Standards and clinical practice
guidelines for management of
distress in cancer

In 1997, the National Comprehensive
Cancer Network (NCCN) (www.nccn.org)
in the United States developed the first
set of clinical practice standards and
guidelines for the management of psy-
chosocial distress. Updates have been
made almost every year since 1997 with
the last edition issued in 2005.A multidis-
ciplinary panel, consisting of 23 profes-
sionals (eg, psychiatry, oncology, psychol-
ogy, social work, nursing, clergy), worked

with a patient representative to create an
instrument to routinely and rapidly assess
psychosocial morbidity and provide clini-
cians with practical guidelines for psy-
chosocial care (Holland, 1999; Holland,
2000; Holland et al, 2003). In order to
avoid the stigmatizing terms of “psychi-
atric,” or “psychosocial,” the panel chose
the word “distress”, which is defined as “a
multifactorial unpleasant emotional
experience of a psychological (cognitive,
behavioral, emotional), social, and/or
spiritual nature that may interfere with
the ability to cope effectively with cancer,
its physical symptoms and its treatment.
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Extreme distress

During the past week,
how distressed have you been ?

Please indicate your level of distress on the thermometer
and check the causes of your distress

Practical problems
- Housing
- Insurance
- Work/school
- Transportation
- Child care

Family problems
- Partner
- Children

Emotional problems
- Worry
- Sadness
- Depression
- Nervousness

Spiritual/religious problems
- Relating to God
- Loss of faith
- Other problems

Brief screening tool and problem list

Physical problems
- Pain
- Nausea
- Fatigue
- Sleep
- Getting around
- Bathing/dressing
- Breathing
- Mouth sores
- Eating
- Indigestion
- Constipation/diarrhea
- Bowel changes
- Changes in urination
- Fevers
- Skin dry/itchy
- Nose dry/congested
- Tongling in hands/feet
- Feeling swollen
- Sexual problems

No distress

10

9

8

7

6

5

4

3

2

1

0

Figure 1. The Distress Thermometer proposed by the NCCN Panel on Distress
Management in oncology

SERVIER-WPA_v07  29/07/05  14:41  Page 62



Distress extends along a continuum,
ranging from common normal feelings of
vulnerability, sadness, and fears to prob-
lems that can become disabling, such as
depression, anxiety, panic, social isolation,
and existential and spiritual crisis”
(Holland, 1999).

The Distress Thermometer has shown
to be a valid tool when compared to
psychometric instruments such as the
Hospital Anxiety and Depression Scale
(HADS) and the Brief Symptom
Inventory (BSI). Clinical practice guide-
lines for the management of psychoso-
cial distress are presently at different
stages of development in Australia,
Germany, England, Hungary, Italy,
Israel, Spain, United States, Canada. On
the basis of these countries’ experi-
ences, it has been suggested that distress
be added as the sixth “vital sign” after
pain in order to raise the level of atten-
tion to this need during clinic visits
(Holland et al, 2004).
While the clinical practice guidelines are
slow to disseminate and effect change in
practice patterns, they serve as “bench-
marks” by which the quality of psychoso-
cial care can be measured. However, in
Canada, standards and guidelines have
been used since 1999 (“National
Psychosocial Oncology Standards for
Canada”) to guide the provincial and fed-
eral governments in planning and budg-
eting for psychosocial care in cancer
(Canadian Association of Psychosocial
Oncology, 1999; www.capo.ca). A more
recent step forward in psycho-oncology
has been taken in Australia with the pub-
lication of a comprehensive clinical

guideline handbook “Clinical Practice
Guidelines for the Psychosocial Care of
Adults with Cancer" by the National
Breast Cancer Centre and National
Cancer Control Initiative (downloadable
at www.nhmrc.gov.au and linked to the
UICC website www.uicc.org) which has
favored the application of new psychoso-
cial paradigms in oncology.

Training in communication skills

Psycho-oncology has helped advance
the care of patients through efforts to
train oncologists in doctor-patient com-
munication skills. Recent research has
shown that communication skills can be
taught and that education and training
of oncologists, particularly through
peer-led workshops have a strong posi-
tive impact in clinical care. Over the last
few years, a number of well-conducted
RCTs in communication skills training
have demonstrated that communication
skills are associated with increased
physicians’ awareness and appreciation
of psychosocial issues and improvement
in their communication skills with
patients. Of critical importance, it is now
recognized that the physician’s ability to
communicate and relate to their
patients facilitates the early detection of
emotional problems and early referral,
and helps prevent possible psychologi-
cal complications. Good patient-cen-
tered communication has been also
reported as having positive outcomes on
various cancer patient measures, such as
compliance with medical treatments,
symptom resolution, pain control,
adjustment to illness and patient’s satis-
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faction (Maguire, 1999; Fallowfield and
Jenkins, 2004). Lastly, training in com-
munication can both improve physician
confidence in their skills and decrease
the level of psychosocial morbidity
(burnout) (Armstrong and Holland,
2004).

Evidenced-based psychosocial
intervention

A further recent development regards
the new standards for psychosocial inter-
vention in cancer. Unlike 30 years ago,
when psychotherapy was not considered
as scientific as other medical interven-
tions, new data have provided evidence of
the impact of psychological and psy-
chosocial approaches in cancer (Fawzy et
al, 1995). Psychological interventions,
such as educational, coping and emotion-
al support, and psychotherapy sensu stric-
to have shown to be of help in several
studies. Fawzy (1999), discussing the
rationale for psychosocial intervention in
cancer care, points out that the diagnosis
of cancer and consequent medical treat-
ment determine psychological distress
and emotional turmoil that can be specif-
ically managed with psychosocial inter-
vention. However, the choice of interven-
tion is related to several variables, espe-
cially the phase of illness. Thus, interven-
tions will vary depending if the patient is
in the diagnostic phase, in the initial treat-
ment phase, in follow-up, or has had
recurrence and re-treatment, or in the
palliative phase. Demographic and clini-
cal variables (eg, type of cancer, age, gen-
der) should also be considered in decid-
ing the best psychosocial intervention in

the context of cancer. The level of psy-
chological distress is also important, since
it has been shown that patients with the
more intense symptoms seek psychoso-
cial support compared with patients who
have social support in their interpersonal
lives (Plass and Koch, 2001). This under-
scores the usefulness of proper psychoso-
cial screening and evaluation guidelines
as a way to refer patients in need of help
to proper psycho-oncology services.
Group therapy has also been examined
as an evidence-based intervention with a
good cost-benefit ratio, in comparison
with individual psychological therapy
(Fawzy, 1998). However, more research is
needed to address some unresolved prob-
lems regarding the specific effects of psy-
chotherapy in cancer patients. While the
impact of psychosocial intervention in
improving survival is not confirmed
(Ross et al, 2002), the effects on well-
being, anxiety and depression are clear
(Sheard and Maguire, 1999). As recently
suggested by Newell et al, (2002) the chal-
lenge for the future is to improve the
quality of studies on efficacy of psy-
chotherapy in order to make more specif-
ic the type of intervention for distinct psy-
chological disorders or problems.

Conclusion

In conclusion, psycho-oncology has been
a rapidly progressing subspecialty over
the recent past. Results of research in
psychological screening, education and
psychosocial interventions strongly sup-
port that view. The NCCN panel advises
that further advancements in the immedi-
ate future depend on: establishing institu-
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tional multidisciplinary committees for
implementation of standards and guide-
lines; conducting multicenter trials that
explore brief screening instruments and
treatment guidelines; requiring institu-

tions to continuously monitor quality
improvement in the psychosocial care of
their patients as a priority; and developing
educational approaches to distress man-
agement for staff, patients, and families.
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In a previous article we summarized the
status of, and challenges in, the field of
personality disorders (Tyrer and
Simonsen, 2003). This subject continues
to attract great interest at present and
some recent developments illustrate
this.

Classification

Areas of development: DSM and ICD
under siege

The ICD-10 and DSM-IV personality
disorder classifications have been in use
since 1992 and 1994 respectively and are
to be revised within the next 5 or 6
years, probably nearing the end of their
useful life. Of the conditions within the
group, schizotypal, borderline and anti-
social (dissocial) personality disorders
continue to attract the most attention
and seem likely to be maintained in
some form in any revised classification.
Schizotypal personality disorder and
schizotypy seems to be a mixture of trait
and state features. It has a clear familial
and neurobiological relationship to

schizophrenia spectrum disorders and
should, according to the classification in
ICD-10, belong to that group.
Emotionally unstable personality disor-
ders (including borderline personality
disorder) are a heterogeneous group
with elements of mood disorder, identi-
ty difficulty, impulsivity, interpersonal
problems and psychotic ideation within
its ambit and it needs better definition.
Despite this, there is now considered to
be sufficient evidence of treatment
effectiveness to bring out practice
guidelines (APA, 2001) and this has
stimulated great interest. Antisocial and
dissocial personality disorder remains a
major public health problem and in
some countries attempts are being made
to bring it more under the responsibility
of psychiatric services. This has been
most marked in England and Wales,
where a new diagnosis, “dangerous and
severe personality disorder (DSPD)”
briefly emerged in 1999, only to be crit-
icized with some force (Moran, 2002)
and now replaced by the term “DSPD
programme” with less emphasis on the
diagnostic status of the condition.

New developments in personality 
disorder research

Erik Simonsen, Peter Tyrer
Section on Personality Disorders, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 67-71
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A major problem continues to be the lack
of agreement over what is being meas-
ured in both normal and abnormal per-
sonality, excessive co-occurrence, hetero-
geneity among persons with same diagno-
sis and inadequate coverage of maladap-
tive personality functioning. And when a
comparison of personality scales reveals
that up to 57% of variance in personality
disorder diagnosis can be explained by
interscale differences (Trobst et al, 2004),
it is not surprising that there is little confi-
dence in the use of these instruments for
diagnostic purposes.

There is likely to be a fundamental
change to the classification system in
the near future. Alternative dimension-
al models are under consideration for
their validity and utility in future classi-
fication (Widiger and Simonsen, 2005).
In December 2004 a conference was co-
sponsored by the American Psychiatric
Association, the National Institute of
Mental Health in the US and the World
Health Organization to review the lim-
itations of the current classification sys-
tem of the ICD-10 and DSM-IV and 
to propose a research agenda exploring
the possibility of incorporating a
dimensional approach in the future sys-
tem.
In a future article we hope to be able to
report on this and its implications.

Assessment

Areas of development:
short and long assessments

In our earlier article we reported that

structured interview schedules, particu-
larly tailored to DSM and ICD classifica-
tions, had constituted a major advance.
Unfortunately, as noticed earlier, these
have not proved to be as accurate as we
had thought and are coming under criti-
cism. As personality disorder is found in
as many as one in ten people in epidemi-
ological assessments, there is great pres-
sure to have shorter reliable scales and
questionnaires. Of course, these may
invoke the same criticisms as their bulki-
er forbearers but at least they are quicker
to administer and may be useful 
screening instruments. A recent intro-
duced instrument is the Standardised
Assessment of Personality–Abbreviated
Scale (Moran et al, 2003).
Longer instruments attempting to over-
come the handicaps of common struc-
tured interviews include the Shedler-
Westen Assessment Procedure (SWAP)
(Shedler and Westen, 2004), which is
claimed to be more attuned to the clini-
cal concept of personality disorder, and
in particular takes account of peoples’
inner experiences rather than merely
measuring overt behavior patterns.

Etiology

Areas of development

There has been increasing interest in
developmental aspects of personality dis-
order and this has been stimulated by our
ability to examine brain function through
imaging techniques. The hippocampus
and amygdala have been shown to be
smaller in those with borderline personal-
ity disorder and in some with post-trau-
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matic stress disorder and this is felt to be
due to failure to develop synaptic connec-
tions at critical points in development.
Childhood abuse appears to be particu-
larly responsible for these changes
(Brambilla et al, 2004) but this may be
reversible.The exciting aspect of this work
is that it suggests that some abnormal per-
sonality features may be preventable or at
least corrected easily by early interven-
tion. Attachment orientations have been
in focus in psychodynamic research on eti-
ology and behavioral antecedents to per-
sonality pathology. However, only few
and no recent attempts have been made
to explain the associations between the
different attachment dimensions and per-
sonality disorders.

Management and treatment

Areas of development

In the last 2 years there is an increasing
belief that personality disorder has
crossed the Rubicon; it is now perceived
as a treatable condition. We now have a
whole raft of developments that support
the idea that a range of interventions
may be effective in personality disorder.
Even since the time of our last article
we have further evidence of effective-
ness of psychological therapies, both
psychodynamic and cognitive-behav-
ioral (Leichsenring and Leibing,
2003;Tyrer et al, 2004), and there are
also new encouraging signs that antide-
pressants, atypical antipsychotic drugs
and mood stabilizers may have a role in
treatment (Hollander et al, 2003; Rinne
et al, 2002; Zanarini et al, 2004).

Treatment is also more focused on
reduction of specific features, like self-
mutilating and self-damaging impulsive
behaviors (Verheul et al, 2003; Tyrer et
al 2004) and on the overall social adjust-
ment (Chiesa and Fonagy, 2003). It
seems as if therapeutic alliance plays a
major role for change more than the
specific mode of psychosocial treatment.

However, these successful treatment pro-
grams are mostly reported in people with
cluster C personality disorders (Svartberg
et al, 2004) and borderline personality dis-
order (Bateman and Fonagy, 2001).This is
a large group in clinical practice but there
is evidence of a much larger group who
never present for treatment for their per-
sonality abnormality. The treatment-
resisting personality disorders (Type R)
may require a completely different type
of treatment approach from those with
treatment-seeking personalities (Type S)
(Tyrer et al, 2003).

Outcome

Areas of development

Outcome studies in personality disorders
are difficult to conduct. The presence of
comorbidity, lack of specificity of psy-
chotherapies, difficulties in implementing
optimal randomized controlled studies,
changes of diagnostic criteria and lack of
precise outcome measures are the most
obvious obstacles to progress and a com-
mon approach would be of great value.
By definition personality disorder should
be stable and enduring and therefore out-
come might not be regarded as a relevant
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concept. However, as we indicated above,
several recent papers have shown that
treatment is effective in the short term.
Long-term outcome studies have been
limited to antisocial and borderline per-
sonality disorder. There is a decline of
psychopathology and better social func-
tioning around the age of 40 in those with
borderline pathology but those with other
personality disorders may retain long-
term social dysfunction (Seivewright et al,
2004). A recent 6-year follow-up study of
290 patients, who met the criteria of bor-
derline personality disorder, suggests that
borderline psychopathology now may
have more rapid improvement and remis-
sion than formerly (Zanarini et al, 2003).
About three-quarters of the patients had
their symptoms remitted after 6 years.
Impulsivity resolved most quickly, cogni-
tive and interpersonal problems were
intermediate, whilst the affective symp-
toms were most chronic.

Conclusion

The field is slowly moving from a stage
of general speculations and clinical
observations about etiology and thera-

py to more empirical analyses of the
basic questions on concepts, etiology,
classification, and outcome. New con-
ceptions of personality pathology and
new treatment paradigms have led to
more tailored integrated therapies
designed to address specific personality
problems like impulsivity, disconnected,
insecure attachment, self-harm, aggres-
sion, or mood swings. The good message
is that recent well-designed trials have
underlined that these treatment pro-
grams work for most patients with per-
sonality disorders.

The challenge in the future will be to
develop a classification system of higher
clinical utility. Research on alternative
dimensional models in the coming years
may pave the way for a new under-
standing of etiology, promote better
assessment, better coverage of personal-
ity pathology and more effective guide-
lines for treatment. Longitudinal studies
are needed not only to get a better
understanding of the interaction
between gene and environment, but
also to determine the long-term effects
of treatment.
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Smoking is a very important topic for the
Section on Psychiatry, Medicine and
Primary Care as it has been demonstrat-
ed that the incidence of smoking among
individuals who abuse alcohol, stimu-
lants, and opiates is about 90%. Many of
those who work with psychiatric patients
have observed that cigarette smoking is
extremely common among schizophrenic
patients. New neurobiological knowledge
has explained why patients with psychi-
atric disorders smoke.There are nicotine-
induced changes in neurotransmitters,
and further research is needed to under-
stand nicotine’s involvement in the
pathophysiology of psychiatric disorders.
Maybe future antipsychotics will not only
ameliorate psychiatric symptoms but also
decrease nicotine dependence in schizo-
phrenic patients.

Major depression is also associated with
tobacco use; researchers have found
that alcoholism has the highest associa-
tion with smoking. Smoking rates
among patients with anxiety disorders
are at least twice that of people without
a psychiatric diagnosis.

Studies of the prevalence and use of
tobacco at world level shows a plateau
or drop of this phenomenon in devel-
oped countries, and an increase in
developing countries. Surveys carried
out in Argentina to establish the preva-
lence of tobacco use show that about a
third or more of the population smokes,
there is a tendency to increase the inci-
dence and prevalence among women,
and to extend to younger individuals.

In Argentina, the prevalence of tobacco
use is one of the highest in the conti-
nent, approximately 39% of the adult
population and 33% of the teenagers
are smokers.A recent survey carried out
in schools in the city of Buenos Aires
shows that some children smoke from
the age of nine. Age has an important
influence on tobacco behavior: the age
of initiation determines subsequent use,
and therefore an early use of tobacco
implies a later daily important use. In
developed countries, in the 1990s,
approximately 21 million individuals
have died due to a tobacco-dependence
illness. In Argentina, mortality associat-
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ed with tobacco use reaches 20% of
general deaths, ie, between 38 000 and
49 000 annual deaths. These figures
point to tobacco use as one of the main
causes of morbidity and premature mor-
tality that could have been prevented.

Moreover, tobacco use is related to dif-
ferent kinds of diseases: cardiovascular
disease, cancer, and especially lung can-
cer, which is today considered as a
marker of tobacco use, and COPD
(chronic obstructive pulmonary dis-
ease).

The extreme complexity of the mecha-
nisms implied in the action and interac-
tion of nicotine and other substances
contained in tobacco with different neu-
rotransmitters at a central level, in addi-
tion to a long acquired gestural depend-
ence, explains the severity of the
dependence and the difficulty for clini-
cal management of most smokers.
Therefore, a rational therapy contem-
plating physical, psychic, and sociocultu-
ral factors is needed.

Tobacco dependence derives from three
facts: gestural dependence (the repeated
act), physical dependence (addiction,
abstinence followed by craving), and
psychic dependence (pleasure and mood
regulation).

At present, I am working with a multi-
disciplinary team composed of physi-
cians, cardiologists, psychiatrists, psy-
chologists, nutritionists, social workers,
nurses, volunteers, etc, on a pilot pro-
gram for research and care of smokers,

at FLENI, Institute for Neurological
Research Raúl Carrea (Fahrer R,
Raimondi G, Verra F, Ameriso S,
Grancelli H, Wainsztein N). The out-
come of first results will probably be
known in the course of next year. I think
the methodology we are developing
could become an educational program
of the WPA Section on Psychiatry,
Medicine and Primary Care for other
countries due to the importance of
training the Primary Care Physician and
the Psychiatrist for detection and treat-
ment of tobacco use.

The program is composed of 4 areas:
• Information area, primary and sec-

ondary prevention
• Health care area, secondary preven-

tion
• Training area
• Research area

Information area—primary and
secondary prevention

The objective is to participate together
with different entities and non-govern-
mental associations in the elaboration
of systematic information campaigns
addressed to the general public and
especially children and teenagers to
make them conscious and persuade
them about the harmfulness of tobacco,
thus avoiding the initial uptake of
tobacco use and/or enhancing absti-
nence. This is done by means of active
intervention in schools with informa-
tion campaigns, interactive workshops
with children and teenagers (9-15 years
old) in schools.
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As a second phase, we intend to carry
out educational activities promoting
healthy life without toxic habits organiz-
ing literary projects for children of sixth
and seventh grade to inform and edu-
cate them to avoid smoking uptake, and
always including the family environ-
ment. There will also be artistic activi-
ties (music and painting for teenagers)
to motivate the avoidance of tobacco
use in search of a better quality of life.
Moreover, different kinds of publicity
“intra-school” to assist the different age
groups trying to awake their interest in
quitting tobacco and/or to avoid smok-
ing. For the adult population, we have
information/educational/motivational
community talks on different topics
related to tobacco, on a monthly basis.

Health care area—secondary
prevention

At present, we know that tobacco use is
an addiction and that nicotine is what
causes it. Tobacco addiction is due to a
complex mechanism where behavior
elements (social, individual habits, etc)
are mixed with psychological and physi-
cal dependence due to nicotine action
on the central nervous system; the stim-
ulation of specific receptors produces
the release of chemical neurotransmit-
ters.

Our objective at this point is to con-
tribute effective help, with a scientifi-
cally validated treatment, to a group of
smokers and especially for high-risk
patients taking into account side effects
of detoxification.

The program includes a specialized cen-
ter to help quit smoking with a multidis-
ciplinary staff including physicians, car-
diologists, psychiatrists, psychologists,
nutritionists, etc. The patient is checked
for his clinical condition, motivation
level, and grade and type of dependence
by means of a standardized clinical his-
tory and specific laboratory tests:
dosage of urinary nicotine and dosage
of carbon monoxide in exhaled air.
Once classified, they are included in dif-
ferent groups (Figure 1).

Training area

The objective is to design and develop
postgraduate teaching courses for pro-
fessionals to train for the treatment of
patients with tobacco dependence.
These health professionals should
acquire knowledge of pathophysiologi-
cal mechanisms of tobacco addiction
and their treatment. This will eventually
lead to a drop of tobacco use and is
important also because 70% of smokers
consult with a physician at least once a
year. It implies a direct contact with sev-
eral million smokers and this might be
the opportunity for the primary care
physician to actively participate in the
motivation and treatment of this
dependence.

In the last grade year and during the
postgraduate training there will be a
course of practical training on depend-
ence and treatment of tobacco use. At
the end of the course, the physician
must know the impact of tobacco use on
diseases, must be able to evaluate the
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groups
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• Stable psychic
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• Ability to work
   in groups

• Severe dependence
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   balance
• Unable to work
   in groups

Group treatment with
cognitive-behavior 
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Individual treatment

Abstinence No abstinence No abstinenceAbstinence
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individual follow-up

Individual psychotherapy
and medical-pharmalogical
treatment

No abstinenceAbstinence

Specific confinement
and treatment

Figure 1. Treatment algorithm
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grade and type of dependence, must
approach the dependent patient, moti-
vate him to change, and manage phar-
macological resources for specific treat-
ment, and must be acquainted with use-
ful steps to achieve a lasting remission.
The course will have a duration of 24
hours and preferentially be developed
in 1 or 2 consecutive days, during the
weekends, to facilitate access to profes-
sionals who live far away from the aca-
demic centers.

Research area

The objective is to create multidiscipli-
nary research programs with tobacco use
as their main denominator. The research
studies will all be related to tobacco use
and prevalent pathologies. The Directors
of the program are Dr Guillermo
Raimondi and myself, the General
Coordinator is Dr Fernando J Bartolomé
Verra, and the Investigators are Dr
Sebastián Ameriso, Dr Hugo Grancelli,
and Dr Néstor Wainsztein. An overview
of all the inpatients is being currently
developed to have sound data of preva-
lence of tobacco use, to be later on cross-
referenced with other obtained data.
More than 400 patients in different serv-
ices have been reviewed, and we hope to
have a partial outcome analysis in the
first quarter of next year.

From the start of this program, we are
giving lectures about problems associat-
ed with tobacco use to the general staff
and particularly to staff involved in

health care. The aim is to make them
more sensitive about this problem and
to motivate them to become prevention
vectors deriving in information, motiva-
tion and referral vehicles for smoking
patients and their environment.

There is a need worldwide to recognize
that tobacco use is an addiction, which
also causes co-morbidity and mortality.
As usual, education is what we need to
do first of all. We cannot emphasize
enough the need for educational pro-
grams to train the primary care physi-
cian and the psychiatrist for early inter-
vention and treatment of smokers.
Research into treatment methods to
enhance rates of smoke cessation must
be actively pursued. There are already
available guidelines for efficacious and
cost-effective treatments. We also need
the health professionals to incorporate
simple interventions into their daily
practice of medicine. Advice to the
patient does not require costly specialist
training, it can be given in the doctor’s
own words in face-to-face contact.

We believe that effective diffusion, dis-
semination, and implementation of spe-
cialized programs such as the one we
have launched at FLENI, Institute for
Neurological Research Raúl Carrea,
Buenos Aires, in addition to nicotine
replacement combined with behavior
modification therapy and, if necessary,
adding pharmacological treatment, will
result in relieving nicotine withdrawal
symptoms and initiate smoking cessation.
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Introduction and purpose

The scourge of psychiatric stigma is
increasingly being recognized by profes-
sional organizations worldwide.
Fighting stigma and discrimination
because of mental disorders has become
a major international challenge. This
chapter will provide a short overview of
the nature, origins, and consequences of
stigma; then address approaches to
fighting stigma and discrimination. It
will close with some brief considerations
regarding the future role of the World
Psychiatric Association’s Section on
Stigma and Mental Disorders.

On the nature, origins, and 
consequences of stigma

Ancient Greek citizens pricked brands
on their slaves using a pointed instrument
called a stig. The resulting stigma marked
their ownership and signified that they
belonged to a group that was unfit for cit-
izenship (Falk, 2001). Classic theoretical
treatments of stigma describe a social
process that begins with the recognition

of a difference based on a mark or other
distinguishing feature. With respect to
psychiatric stigma, the mark may be visi-
ble, such as an obvious sign or symptom;
or invisible, such as a psychiatric diagno-
sis or history of psychiatric treatment
(Goffman, 1963).

Social-psychological theories of stigma
identify three mechanisms of action (see
Goffman, 1963; Corigan, 2000; Link and
Phelan, 2001). Stigma may 1) be self-
imposed, occurring when cultural
stereotypes are internalized, self-esteem
is undermined, and social contact is
avoided; 2) be imposed through inter-
personal interactions, through the direct
expression of negative stereotypes,
socially rejecting attitudes and discrimi-
natory behaviors; or 3) find expression
at a social-structural level through insti-
tutional practices that limit access to
social and legal entitlements and per-
petuate powerlessness and marginaliza-
tion. These multiple and interrelated
mechanisms for expression make stigma
insidious and exceedingly resistant to
change.

Fighting stigma and discrimination 
because of mental disorders 

Heather Stuart, Norman Sartorius
Section on Stigma and Mental Disorders, World Psychiatric Association 
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The consequences of stigma are pro-
found. Stigma creates a vicious cycle of
rejection and disadvantage that sur-
rounds all of those who live with a men-
tal disorder, as well as the health and
social systems designed to support them.
For those with a mental illness, experi-
ences of stigma are more long lasting,
life limiting, and disabling than the ill-
ness itself. Stigma destroys self-esteem,
disrupts normal social and family rela-
tionships, impedes recovery, and pro-
motes social disability and disadvantage.
It is a deeply discrediting and isolating
experience with associated feelings of
guilt, shame, inferiority, and a wish for
concealment. Stigma is also deeply dis-
crediting for families. It engenders feel-
ings of shame, lowered family esteem,
anger, secrecy, and distrust. It not only
disrupts interactions within the family, it
may also limit interactions between fam-
ily members and their wider social net-
works. Families may be blamed for caus-
ing the illness and faulted for harboring
members who are perceived to be social-
ly offensive and publicly dangerous.
Stigma also surrounds mental health
professionals who are themselves
viewed with disrespect, hostility, and sus-
picion; and mental health systems that
are understaffed, under funded, and
unable to garner public confidence or
respect. Finally, stigma also impedes the
generation of new knowledge about
mental illnesses and their treatments by
limiting research funding, personnel, and
facilities. For these reasons, stigma has
been declared the most significant chal-
lenge for the mental health community
(Sartorius, 2004).

Stigma as a barrier to mental
health development

Discriminatory policies leading to
infringements on human rights and the
denial of social or legal entitlements can
be traced back to stigmatizing attitudes
and a lack of knowledge about the mod-
ern treatment options available for peo-
ple with mental disorders. Moreover,
discriminatory policies and practices are
prevalent in developed and developing
countries alike. For example, Canada—a
country with a highly developed health
care system—explicitly excludes psychi-
atric hospitals from federal legislation
guaranteeing universal coverage for
health care (Government of Canada,
1985). Elsewhere, mentally ill are
denied life insurance, disability entitle-
ments, and income security. They may
have difficulty finding secure housing,
employment, and needed treatments, or
they may languish in institutions where
even their names are forgotten
(Arboleda-Flórez, 2001).

Custodial models of care greatly con-
tributed to the stigmatization of the
mentally ill through their segregation in
overcrowded facilities that were poorly
funded and inadequately maintained.
Mental health reform, with a focus on
community integration and non-institu-
tional care has been seriously under-
mined by public fear and intolerance
(Arboleda-Flórez, 2003). Reducing stig-
ma and discrimination has become an
important goal for professional organi-
zations worldwide. In 1996, the World
Psychiatric Association launched a
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global program to reduce stigma and
discrimination associated with schizo-
phrenia, which is now operating in over
20 countries (Sartorius, 2004). In 2001,
the World Health Organization focused
their World Health Report on Mental
Illness in an attempt to develop interna-
tional momentum for reducing the bur-
den caused by mental disorders (World
Health Organization, 2001a). This was
followed by a call to action to health
ministers at the 54th World Health
Assembly through ministerial roundta-
bles focusing on mental health (World
Health Organization, 2001b), a global
advocacy program for World Health
Day (World Health Organization,
2001c), and a global action program
designed to raise awareness of the
importance of investing in mental
health (World Health Organization,
2003).

The first international scientific confer-
ence on stigma, Together Against
Stigma, was held in Leipzig, Germany in
2001, and a second was held in
Kingston, Canada in 2003. In 2004, the
World Association for Social Psychiatry,
World Psychiatric Association, World
Association for Psychosocial Rehabili-
tation, World Federation for Mental
Health, and the Japanese Society for
Social Psychiatry issued a joint state-
ment urging the United Nations to rec-
ognize the importance of mental health
problems and promote an anti-stigma
movement to improve acceptance and
treatment of mental disorders world-
wide (Kobe Declaration, 2004). Also 
in 2004, the Council of European

Ministers of Health pledged their sup-
port for anti-stigma activities in a spe-
cial ministerial meeting that was con-
vened by the Ministry of Health of
Greece. In January of 2005, the WHO
Ministerial Conference on Mental
Health marked the occasion for the
adoption of the Mental Health
Declaration and the Mental Health
Action Plan for Europe. Priorities for
the next decade identified in the
Declaration include collectively tack-
ling stigma, discrimination, and inequal-
ity and empowering people with mental
health problems and their families to be
actively engaged in this process (Science
and Care, 2004).

Scholarly and scientific interest in stigma
is also growing. Figure 1 shows the num-
ber of articles published in Medline and
PsychInfo with a main focus of mental
health and with the words stigma or dis-
crimination in the title or abstract.
Throughout the 1980s and early 1990s,
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Figure 1. Medline and PsychInfo publi-
cations focusing on stigma and discrim-
ination related to mental disorders,
1980-2004
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there was little scholarly interest in the
issue, with less than a handful of papers
being published in any given year. The
number of publications began to rise in
the mid 1990s until their current level of
almost 100 per year. Even though this
represents a significant increase, it still
amounts to less than 2% of all publica-
tions relating to mental disorders—a
level that is incommensurate with the
burden caused by stigma and the growing
public health interest in this topic.

Approaches to fighting stigma
and discrimination

Although scholarly interest and practi-
cal experience is growing, the evidence
base supporting stigma change remains
underdeveloped. Thus, it is not yet pos-
sible to speak authoritatively about best
practices in the field. The complexity of
the problem and the breadth of inter-
ventions tried complicate comparisons
across studies. Programs differ with
respect to whether their goal is to
change knowledge, attitudes, or behav-
iors; the groups targeted to receive the
interventions; the scale of the interven-
tion; the actual interventions used; and
the evaluation measures employed.

Anti-stigma strategies can be broadly
grouped into three approaches, depend-
ing on whether they use education,
protest, or interpersonal contact to effect
change (Corrigan and Penn, 1999).
Protest efforts challenge social stereo-
types by protesting inaccurate or hostile
public images in the media and else-
where. Educational programs aim to pro-

mote attitudes that are more positive by
providing accurate information about
mental illness and its treatment. Contact
approaches reduce stigma by promoting
opportunities for members of the public
to have positive interactions with people
who live with mental illness. These
approaches have been used in various
combinations by programs to target
changes in knowledge, attitudes, and
behaviors. One intervention model that
has been used to fight stigma and dis-
crimination because of schizophrenia by
World Psychiatric Association’s Open the
Doors Programme views stigma as a
series of vicious cycles that unfold at the
level of the individual, the family, and the
mental health community. These cycles
may be interrupted at any point to dis-
rupt stigma; the point of intervention
depending on local priorities and feasibil-
ity (Sartorius and Schulze, 2005).

Programs that target knowledge

Efforts to improve public knowledge
about the causes and treatments of men-
tal disorders have been much less com-
mon for psychiatric disorders than for
other illnesses such as cancer or heart
disease, perhaps itself a reflection of stig-
ma. Large public education and media
awareness campaigns have been tried in
several countries (such as the UK and
USA) with the goal of improving symp-
tom recognition and appropriate treat-
ment-seeking behavior. Pre- and post-
population surveys have shown improve-
ments in the knowledge areas targeted,
but the effects on treatment seeking
remain unknown (Jorm, 2000).
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Elsewhere, in Canada and Australia,
public education campaigns have tar-
geted change in public perceptions of
the mentally ill. Pre- and post-surveys
showed that they increased awareness,
but had little effect on stereotypical
views or public acceptance for people
with serious mental illness (Stuart and
Arboleda-Flórez, 2001; Stuart, 2003a;
Rosen et al, 2000) and no appreciable
effect on the day-to-day lives of those
living with a mental disability (Rosen
et al, 2000). Although potentially effec-
tive in improving public literacy con-
cerning symptom recognition and
treatment options, it is unclear whether
large public education campaigns will
prove to be an effective means of
reducing discrimination towards the
mentally ill.

Programs that target attitudes

Stereotypes involve a cognitive compo-
nent as well as an affective component.
A second approach to reducing stigma
is to change the way members of the
public feel toward people with a mental
disorder by replacing negative stereo-
typical images with positive ones. The
goal is to replace feelings of fear and
rejection that are tied to negative
stereotypes, with feelings of understand-
ing, respect, compassion, and accept-
ance.

Structured discussions with people who
are successfully managing their mental
illness have been used to target the
affective component of stereotypes.This
approach has been reported to promote

more positive attitudes in both Western
and non-Western cultures (Couture and
Penn, 2003). Structured discussions
require small, targeted interventions,
which are difficult to apply in large pop-
ulations. Much less is known about the
population effects of indirect contact
created through media champions and
role models, theater performances by
people who have mental disorders, or
through the promotion of artistic
accomplishments such as art exhibi-
tions.

Programs that successfully promote
positive interactions with the mentally
ill must compete with the daily
onslaught of negative news and media
images that reinforce the message that
people with mental disorders are dan-
gerous, unpredictable, and should be
avoided. The most damaging are spo-
radic acts of violence by someone with a
mental disorder. These are instantly
multiplied through untold numbers of
televisions, radios, and newspapers, giv-
ing the mistaken impression that vio-
lence by the mentally ill is a frequently
occurring event. The occasional visual
images caught by news cameras-on-the-
scene authenticate negative images
played out in television and movie dra-
mas, thereby reinforcing public expecta-
tions that violence by the mentally ill is
a frequently occurring event (Haghigat,
2001). The public greatly exaggerates
the frequency of violence among the
mentally ill as well as their own person-
al risk, and is willing to support restric-
tive legislation and coercive treatments
as a result (Stuart, 2003b).
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Programs that target discrimination

It is unclear whether positive cognitive
or emotional change translates into
greater social acceptance and less dis-
crimination for the mentally ill and their
families. Social advocacy programs
explicitly target unfair policies and prac-
tices in order to change the way in
which organizations and people act to
limit the social and legal entitlements of
the mentally ill. Because of a tendency
to focus on the individual characteristics
of stigma, rather than on the social
structures that create and maintain dis-
criminatory practices, social advocacy
approaches are greatly underused (Link
and Phelan, 2001). Notable exceptions
are the various stigma-watch programs
designed to promote a more respectful
depiction of mental illness in the news,
product advertising, the media, or 
television. One example is the Stigma-
Watch program of SANE Australia
(www.sane.org). When notified of an
instance of objectionable reporting,
StigmaWatch staff contact those respon-
sible and educate them about the harm-
ful effects of negative stereotyping.
They find the majority of people are
willing to change once the harm is
explained. Only in a minority of situa-
tions is more assertive lobbying
required. Conversely, in the province of
Nova Scotia, Canada, attempts by the
local mental health community to cen-
sor objectionable words found in news-
papers resulted in a negative backlash
from the media including ridicule of the
“world mental health police,” perhaps
causing more harm than good.

Consumer experiences with 
stigma and discrimination

To be effective, anti-stigma interventions
must consider the stigma experiences of
people who live with mental disabilities
(Sartorius, 2002).As yet, there are a limit-
ed number of surveys that document the
frequency and impact of actual experi-
ences of stigma from the perspective of
those stigmatized (see Wahl 1999). Few
programs use the real life experiences of
people living with a mental illness to tar-
get their interventions and virtually none
have judged their effects against
improvements made in the day-to-day
lives of people who live with mental dis-
orders. A notable exception to this is 
the World Psychiatric Association’s 
global program to Fight Stigma and
Discrimination because of Schizophrenia,
which begins with an analysis of patient
and family experiences with stigma 
in order to select program targets
(Sartorius, 2002). Additional information
on this unique, multi-centered global pro-
gram can be found at openthedoors.com.

Future directions

Although the knowledge base supporting
anti-stigma programming is at an early
stage of development, interest in this
topic will continue to grow. The impetus
will come from several areas: the increas-
ing emphasis on health-related quality of
life as an important treatment outcome in
all chronic conditions; successes in fight-
ing stigma and discrimination in other
disabling conditions such as HIV/AIDS
or leprosy; the growing understanding of
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psychiatric epidemiology and the burden
associated with mental disorders; and the
role of stigma in the creation and mainte-
nance of psychiatric disability.

The World Psychiatric Association has
identified stigma as a major impediment
to recovery and made a significant con-
tribution towards its eradication through
its global program to fight stigma caused
by schizophrenia. Building on this
momentum, it is now timely that WPA
develops a scientific section devoted to
the broader issue of stigma as it applies
to all mental illnesses.

The agenda of the Stigma and Mental
Illness Section is to provide scientific
leadership by disseminating scholarly
information about stigma and discrimi-
nation because of mental disorders
through academic and technical publi-
cations, symposia, and courses offered at
WPA regional meetings and interna-
tional congresses. Members of the sec-
tion will actively work to advance scien-
tific knowledge about stigma through
collaborative research and evaluation
and will provide training opportunities
to support the development of effective
anti-stigma programs.
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One of the objectives of the WPA Section
on Measurement Instruments in
Psychiatric Care is to report information
on the existing and new measurement
concepts and instruments in psychiatry. In
our preceding paper, “Psychiatric assess-
ment instruments: a review of recent
developments” (Janca and Isaac, 2002),
we discussed several key trends appearing
in the context of development of contem-
porary psychiatric measurement models.
For example, a variety of new instruments
were being developed in order to refine
the measurement of specific psychiatric
syndromes, others were being designed
for use within specific treatment settings,
and several qualitative research tech-
niques were being employed to address
issues such as cross-cultural applicability
of diagnostic models. Such trends were
seen as being the result of a recent shift in
the interest of researchers and clinicians,
whereby the emphasis was no longer
upon achieving standardized and compre-
hensive evaluation of psychiatric diag-
noses, but upon attaining more efficient
and flexible evaluation of different
dimensions of a variety of psychiatric syn-

dromes, and upon exploring characteris-
tics, consequences and impact of mental
disorders in specific treatment and socio-
cultural settings.

In the same paper, we acknowledged the
benefits gained from such a change of per-
spective, but maintained a continued need
for psychiatric assessment methods to be
standardized, and proposed a need to pro-
mote the clinical significance of symptoms
and syndromes in diagnostic assessments,
particularly to determine treatment needs.
In recent years, the research conducted by
the members of our WPA Section has
contributed towards addressing both
requirements through the development
and evaluation of several novel concepts
and measurement instruments to be used
in psychiatry, of which two will be dis-
cussed in this paper.

Continuity of Life concept and
instrument 

The Continuity of Life (COL) project
entails the further development and
evaluation of this novel psychiatric con-
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cept and its accompanying instrument,
the Continuity of Life Interview
(COLI). Both COL and COLI were
developed in response to the problems
arising from the lack of consistency
among tools used to evaluate aspects of
health-related quality of life (QOL).

Over the past few decades, the QOL
concept has become increasingly popu-
larized as the number of possible appli-
cations and measurement models avail-
able has expanded, causing the term
“quality of life” to become over-inclu-
sive and quite abstract. Obvious prob-
lems arise from this lack of a universal
definition and instrument, including dif-
ficulty in selecting from the range of
models available, deciphering what
model has been used in the results being
analyzed, and comparing outcomes of
different studies. Consequently, the
value of the concept within clinical, epi-
demiological and service evaluation
research has been questioned (Janca
and Cooper, 2002).

From such limitations of QOL came the
concept of COL, which can be defined
as “the degree to which an event or
process has interrupted the continuity
of an individual’s life with regard to his
or her activities, hopes and plans”
(Kuehner and Cooper, 1999).
Consideration of future thoughts and
plans distinguishes COLI from most
other psychiatric assessment tools, and
we believe this unique aspect of inquiry
is important to efficient assessment.
What a patient expects the future to
hold, aspires to achieve later in life, and

if and how these perceptions have
changed because of a mental illness, are
extremely important aspects of investi-
gation in the assessment and treatment
of the person with the mental illness.
The COLI records a person’s percep-
tion of the degree to which an
event/process (such as mental illness)
has interrupted his/her life with refer-
ence to the following life domains:
• Access to material possessions
• Work, studies, professional career
• Relationships with family
• Relationships with friends
• Leisure and recreation
• Personal mental health
• Personal physical health
• Rights, duties, and responsibilities
• Personal beliefs and/or religious faith

One of the objectives of the COL proj-
ect was to evaluate and improve the
psychometric properties of the COLI
by: (1) refining the structure of the
schedule and producing a glossary of
terms, guidelines and instructions for
interviewees; (2) assessing inter-rater
and test-retest reliability of the instru-
ment; and (3) evaluating its ability to
measure long-term outcomes of psychi-
atric treatment and rehabilitation pro-
grams.

In order to evaluate the inter-rater and
test-retest reliability of COLI, experi-
enced clinical staff administered the
instrument upon 32 individuals aged
between 18 and 63 years who were
receiving psychiatric services, but were
not acutely psychotic. Each individual
was assessed on two separate occasions.
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During the first session, two interview-
ers were present and one administered
the COLI with the other silently observ-
ing but also rating the patient’s respons-
es. The second interview was conducted
3 days later by one sole interviewer.
Following the interviews, discrepancies
between ratings from the first interview-
er (not the observer) and the second
interviewer were investigated, utilizing
a discrepancy sheet. Evaluations of the
discrepancies in ratings were used in
determining inter-rater and test-retest
reliability of the COLI. COLI demon-
strated appropriate inter-rater and test-
retest reliability, which can be seen from
the calculation of average kappa coeffi-
cients (0.84 and 0.45, respectively). The
average administration time of the
instrument was 25 minutes and the
interview questions were well received
and understood by the patients. In sum-
mary, COLI was found to be an effec-
tive and reliable instrument for evaluat-
ing the degree to which mental illness
interrupts the continuity of an individ-
ual’s personal life with regard to his or
her activities, hopes and plans.

During the next phase of the project,
COLI was used as a tool for measuring
the long-term outcomes of a psychiatric
rehabilitation program. COLI was
administered to a sample of 30 clients
with chronic and severe mental illness
(23 had diagnosis of schizophrenia or
bipolar disorder) at both the com-
mencement and completion of the 
8-week rehabilitation block. The results
of this COLI evaluation exercise
showed 35% positive change in the

present state of the clients (ie, less
impact of mental illness on present life
situation) and 48% positive change in
future expectations (ie, more hope and
optimism). COLI areas that showed
particularly great change after 8 weeks
of psychiatric rehabilitation were
“accesses to material possessions” for
the present state and “rights, duties, and
responsibilities” for future expectations
of the clients. The 6- and 12-month fol-
low-up evaluations of the clients using
COLI are currently underway, in which
plan to further demonstrate long-term
outcomes of psychiatric rehabilitation.

Social rituals concept and 
instrument

The concept of a prodrome, or the very
earliest signs of the onset of a mental
disorder, is well known in clinical psy-
chiatry, and refers to disturbances of
ordinary behavior that may precede the
behavior and experiences that consti-
tute recognized psychiatric symptoms
and signs. In the literature, however,
prodromes are described simply by
means of lists of behaviors, such as
avoidance of meeting other people, irri-
tability, polite greetings absent or mini-
mal, poor table manners, conversation
avoided or kept to a minimum, and low-
ering of standards of personal appear-
ance and hygiene.

To achieve a systematic approach that
should ensure a more thorough review of
a person’s pre-symptomatic behavior
than the usual clinical enquiry based on a
simple list, our Social Rituals project uses
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some concepts from social anthropology.
In the context of this study, social rituals
are defined as common, ordinary activi-
ties that are an essential and expected
part of everyday life in most cultures,
such as greetings, farewells, giving thanks,
general good manners, polite eating cus-
toms, and the wearing of conventional
clothing. These rituals constitute a large
part of the fabric or structure of everyday
life, and, in ordinary circumstances, are
automatic and reciprocal between the
two or more persons involved. However,
if one of a pair omits an expected social
ritual, such as a greeting, a request
(“please”), or thanks, a feeling of offence
or dissatisfaction is created in the person
who should have been the recipient of the
ritual phrase, and also probably in any
other persons who might witness the
omission. This makes it likely that they
will remember the unusual behavior. As
noted, “social” implies interaction
between two or more persons, so any-
thing, which diminishes or changes the
normally expected interaction between
persons, as many mental disorders do, can
also be expected to involve reciprocal
social rituals.

Everyday life in all cultures is composed
of a mixture of direct actions and ritual
actions. The ritual actions act as
reminders and reassurances of social
status and personal relationships, and
also as facilitators of direct actions that
are necessary for survival activities. Our
project is concerned only with describ-
ing social rituals, and not with the extent
to which the subjects are engaged in
other direct actions.

To examine such a relationship between
social rituals and mental health, our
WPA Section decided to develop an
instrument to measure changes in ritual-
istic behavior during the prediagnostic
stages of mental illness, and explore
whether it could be used as a tool for
early detection of individuals who are
in, or at risk of soon developing poor
mental health. The resultant Social
Rituals Interview consists of 10 distinct
domains, which are based upon univer-
sal social rituals identified via extensive
cross-cultural investigation. As referred
to above, our project involved a unique
approach to psychiatric research,
whereby anthropologists performed
cross-cultural analysis of socio-anthro-
pological studies and literature in order
to investigate human universals of
behavior and ultimately decide the
instrument areas of investigations,
which are as follows:
• Personal appearance
• Personal hygiene
• Communication
• Eating habits
• Sleeping habits
• Sense of privacy
• Sexuality
• Avoidance rituals
• Greeting and leave-taking rituals
• Rules of polite behavior

The Social Rituals Interview format is
semi-structured, questions are worded in
a conversational rather than technical
manner, and the sequence can be altered
to fit the flow of discussion. Interviewees
are asked to rate the level of change with-
in each domain with a score between 0
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(no change or full respect of social ritu-
als) and 3 (severe change or disregard of
social rituals in a particular domain
noticeable by a wider community and
causing serious concern).

Once the draft instrument was finalized,
mental health professionals adminis-
tered it upon 30 patients with a variety
of mental disorders. The interview was
then conducted with a close relative or
other carer nominated by the patient,
and the questions were asked in relation
to the patient’s appearance and behav-
ior. The aim was to first note any
observed variation in frequency and
direction of social rituals prior to the
diagnosis of the current mental disor-
der, and to then detect any discrepan-
cies in the variation perceived by the
patient and the carer.

Data analysis found moderate to severe
changes in most of the 10 social ritual
domains, meaning there is often an
observable disrespect of such rituals
during the prediagnostic stages of men-
tal illness. Ritualistic behavior such as
that relating to communication, person-

al hygiene and avoidance rituals were
areas of conduct in which both patients
and carer reported similar awareness of
behavioral variation. Knowledge of
activities in which changes are typically
evident to both parties may help form a
general checklist for mental health pro-
fessionals to use when they suspect a
client may have been developing an
early episode of mental illness. On the
contrary, instances in which patient-
carer responses differed greatly, and it
was generally a carer noting more vari-
ance, may imply aspects of behavior that
transform, and the delusional thoughts
that often prompt such modifications,
which are typically unobserved and
unreported by a patient. Knowledge of
behavioral changes patients are often
unaware of allows mental health profes-
sionals better insight into aspects of a
condition that may remain unexpressed
by a patient. In general, the study
demonstrated the clinical usefulness of
the social rituals concept and accompa-
nying instrument in early detection of
mental illness and therefore in facilitat-
ing early intervention in prodromal
stages of mental disorders.
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Over the last years, the World Psychiatric
Association Section of Research
Methods has organized a series of work-
shops and conferences on the methodol-
ogy of drug development. This series of
conferences was entitled “New Protocols
for New Drugs,” to express the widely
shared realization that innovative drugs
are urgently needed, but that the likeli-
hood of discovering them can be
enhanced only by modernizing our
research protocols, in the light of the cur-
rent state of scientific knowledge. What
follows summarizes some of the key
issues discussed at these conferences.

The evolution of drug discovery
in psychiatry–from serendipity
to bioinformatics

The first representatives of the major
classes of psychotropic drugs were dis-
covered in the 1950s by a process of
serendipity, ie, the fortuitous discovery
of the therapeutic effect in small groups
of patients. The best known examples
are the discovery of the therapeutic
effects of chlorpromazine (Deniker,

1952) (on July 27, 1952, at the yearly
congress of French-speaking psychia-
trists in Luxembourg, Pierre Deniker
presented more detailed results
obtained in an enlarged sample of 38
patients) and imipramine (by Roland
Kuhn, who reported the effects observed
in 40 patients treated for over 18
months, in Switzerland, in 1957). Since
these historical discoveries, several fac-
tors have contributed to transform drug
discovery in psychiatry. New tools for
the investigation of the central nervous
system (CNS) have emerged; the most
graphic example is the development of
imaging technology.The binding of com-
pounds to brain receptors can now be
visualized by brain imaging techniques.
For instance, various neuropharmaco-
logical studies with SPECT in schizo-
phrenia have characterized D2 recep-
tors, as well as D2 receptor occupancy,
after treatment with atypical antipsy-
chotics (Frankle, 2002; Heinz, 2000).

The availability of new tools and the
possibility of assessing biological abnor-
malities associated with psychiatric dis-
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orders has led to the attempt to validate
biological markers, or “biomarkers,”
that may respond to drug treatment.
This endeavor is not new: ever since
Kraepelin, psychiatrists have tried to
complement phenomenological descrip-
tion with pathophysiological markers.
The symptoms assessed in rating scales
are not specific, but shared by several
disorders. For instance, the Hamilton
rating scale for depression includes
symptoms that are also presented by
patients with a variety of anxious disor-
ders. Therefore, there have been efforts
to measure the outcome of drug trials
not only with clinical rating scales, but
also with parameters reflecting the eti-
ology or pathophysiology of the disease.
For instance, REM sleep changes have
been used as a surrogate marker of anti-
depressant response (Staner, 1999), or
as a marker showing the action of com-
pounds on cholinergic neurotransmis-
sion in the development of cognitive
enhancers for Alzheimer’s disease.

As will be discussed later, the search for
biomarkers has led to the development
of illness models, which can be used to
test the effectiveness of new com-
pounds. In the last decade, molecular
biology, genomics, proteomics, bioinfor-
matics, and automation have revolution-
ized drug development (Paul, 1999).The
cloning of the human genome has led to
the identification of hundreds of recep-
tors, all of them potential drug targets.
However, testing the clinical effects of
the myriads of compounds binding with
these receptors is a colossal and daunt-
ing task.

Current difficulties in drug
development

Drug development is in many aspects a
Procrustean bed, ie, the necessity to fit
into a rigid and unnatural pattern. Both
for economic and medical reasons, there
is a crucial need to demonstrate the activ-
ity of newly discovered compounds as
early as possible, and to orientate these
compounds toward the adequate thera-
peutic area.The imperative is not so much
to establish lack of toxicity and the pres-
ence of favorable pharmacokinetics, but
rather to demonstrate clinical efficacy.
Indeed, it is this parameter alone, not tox-
icity or pharmacokinetics, that will ulti-
mately decide whether the drug will
thrive or fail on the market. However,
current drug trials have difficulty proving
clinical efficacy for a variety of reasons.
First, there is an increasing rate of place-
bo response in all types of trials in psychi-
atry (Khan, 2002).This may be due to the
fact that patients who are recruited in trial
are not severely ill (if only because physi-
cians think that severely ill patients will
not tolerate a placebo or no-treatment
run-in period and will tend to start treat-
ment with a known drug immediately in
such case). Also, statistical comparison
between the active and placebo groups is
flawed by the assumption that patients
randomized to the placebo group will
deteriorate or at least not improve; this
assumption ignores the tendency of acute
episodes to remit. This factor has ruined
some posttraumatic stress disorder
(PTSD) trials: patients with PTSD will
tend to improve spontaneously in the first
year, even without drug treatment.
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Current protocols recruit large cohorts
of patients, usually in multicenter stud-
ies. Large numbers are needed to ensure
statistical power, particularly if the clin-
ical group is very heterogeneous.
However, large trials conflict with other
imperatives, such as the ethical need to
reduce the number of patients who are
exposed to compounds with potential
risks and no certain therapeutic benefit.
Also, streamlined trials might allow
patients to gain faster access to new
drugs (an important factor in cancer
therapy).

Regulatory agencies, which seek both
innovative drugs and the reduction of
treatment side effects, are aware of the
current problems of drug development.
Several solutions have been proposed to
overcome these problems, such as the
emphasis on “proof of concept” studies,
and the development of animal and
human models of illness.

Proof of concept and early 
decision

In the last few years, the notion of proof
of concept (POC), or proof of princi-
ples, has occupied a key position in drug
development. POC derives from the
paramount need of proving efficacy, as
mentioned earlier. In addition, arriving
at an early decision is of paramount
importance. Accordingly, POC can be
defined as the need to demonstrate that
the drug effectively does what it is sup-
posed to do, at an early stage of devel-
opment, before costly patient studies
are launched. Although POC should

intervene as early as possible, it has
been envisaged at various stages of drug
development. For instance, there is a
preclinical POC at the stage of animal
studies; a specific POC in healthy con-
trol studies that, as in animal studies, is
largely based on the use of models;
finally, a POC in patient studies, where
the disorder takes the place of models,
and “biomarkers” may be collected to
validate diagnosis and clinical course.

The early stages of clinical development
are critical for the future fate of a puta-
tive psychotropic compound. Phase 1
studies constitute a pivotal step in drug
development. Their function is to gather
enough information to warrant the sci-
entific value of phase 2 studies. The
information to be collected includes
pharmacokinetics, safety and tolerabili-
ty, and seeking the maximal tolerated
dose, which will be the basis for the
choice of doses in subsequent patient
studies. Classically, POC studies were
conducted in patients. However, patient
studies are fraught with difficulties, as
discussed earlier. Psychiatric disorders
are highly heterogeneous syndromes,
and comorbidity is frequent in certain
disorders (for instance, comorbid major
depression complicates the analysis of
drug trials in posttraumatic stress disor-
der). Homogeneous patient groups are
difficult to recruit. Because of these dif-
ficulties, there has been an endeavor to
conduct more POC studies in healthy
controls. Healthy controls are easier to
recruit, and they can be more homoge-
neous as a group if strict selection crite-
ria are applied. However, healthy con-
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trols are (by definition) not ill and the
only way to establish the clinical effica-
cy of a compound is to use a model of
the illness.

Animal and human models

Animal models are easier to use than
human models. Several good animal
models can approach human disorders.
Lipska et al (2002) have shown in a
series of studies that neonatal excitotox-
ic lesions of the rat ventral hippocampus
may serve as a heuristic model of schiz-
ophrenia. This model has confirmed the
plausibility of neurodevelopmental
damage having selected deleterious
effects after a prolonged period of rela-
tive normalcy. Also, this model mimics
aspects of psychostimulant sensitiza-
tion. Stress-induced anhedonia in rats
represents an original model of some
aspects of human depression, offering
convergent elements of biological,
symptomatic, etiological, and therapeu-
tic validity (Moreau, 1998). Obviously,
animal models have limits. The rat can-
not verbalize depressed affects.

Therefore, researchers have attempted to
develop human models for routine use in
drug development (Gilles, 2002). A well-
established model for Alzheimer’s disease
is the scopolamine model. The scopo-
lamine model is based on the evidence of
alterations of cholinergic transmission in
Alzheimer’s disease. Scopolamine, a mus-
carinic blocker, induces cognitive symp-
toms in healthy volunteers.This model has
been used over the last decade to test sev-
eral cognition-enhancing compounds

(Wesnes, 1990). Panic attacks have been
modeled with the use of CCK-4 (chole-
cystokinin tetrapeptide). A CCK-4 injec-
tion produces panic-like symptoms in
healthy volunteers. These panic-like feel-
ings are prevented by a variety of drugs,
including lorazepam, propranolol, and
vigabatrin. A possible human model for
depression is the tryptophan depletion
challenge. Tryptophan is an essential
amino acid, meaning that humans cannot
synthesize it and must obtain it from their
diet; importantly, it is used to manufac-
ture the neurotransmitter serotonin.
Tryptophan depletion in healthy volun-
teers can elicit the neuroendocrine
response to serotonergic challenge
observed in depressed patients (ie, blunt-
ed prolactin response to a serontonergic
agonist). The ketamine model is recog-
nized as a good model of schizophrenia,
maybe even as the most valid model in
man. Ketamine induces symptoms in
healthy and schizophrenic volunteers
(Newcomer, 1999; Lahti, 2001). Clozapine
blunts ketamine-induced psychotic symp-
toms in schizophrenic patients (Malhotra,
1997). The ketamine model in man paral-
lels the use of PCP in animals. It has been
shown that PCP induces EEG changes in
the rat, and that clozapine partially antag-
onizes these effects (Sebban, 2002). This
suggests that the effects of PCP on EEG
in rats can be used as a model that may be
transposable to man.

Conclusion

There is a pressing need to change the
classical methodology of clinical trials in
mental disorders. However, we should

METHODOLOGY

98

SERVIER-WPA_v07  29/07/05  14:41  Page 98



always keep in mind that successful drug
development is not the end (Lebowitz,
2000).Medications are important and nec-

essary, but they do not constitute the total
approach to long-term care necessary for
people with complex mental disorders.
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Risk and resilience

At the forefront of recent advances is
research that makes elegant use of lon-
gitudinal and twin studies to examine
the interaction of genetic and environ-
mental factors.

For example, Caspi et al (2002) have
found that a functional polymorphism
in the gene encoding for the neurotrans-
mitter-metabolizing enzyme MAOA
protects against the development of
antisocial behavior in maltreated chil-
dren. Caspi et al (2003) have also found
that a functional polymorphism in the
promoter region of the serotonin trans-
porter gene 5-HTT, moderates the influ-
ence of life stress on depression.

The Dunedin longitudinal study has
demonstrated a continuity between
children’s behavioral styles and adult
personality: undercontrolled children
are more likely to exhibit antisocial
behavior in adulthood whereas inhibit-
ed children are more prone to depres-
sion. It is apparent that most adult psy-

chiatric disorders are extensions of juve-
nile disorders. An impulsive tempera-
ment is more likely to be associated
with juvenile offending if the neighbor-
hood context is adverse. Children who
live with antisocial fathers are more
likely to exhibit conduct problems than
are children whose antisocial fathers are
not living in the home. Exposure to
domestic violence is associated with
suppression of IQ in a dose-response
relationship. Domestic violence is asso-
ciated with both internalizing and exter-
nalizing problems in children. Physical
maltreatment predicts antisocial behav-
ior to a degree beyond genetic effects
alone. Compared to adolescent-onset
delinquency, childhood-onset delin-
quency is more likely to be associated
with inadequate parenting, neurocogni-
tive problems, undercontrolled tem-
perament, childhood hyperactivity, and
with later psychopathy and adult vio-
lence. Juvenile-onset major depressive
disorder (MDD) compared to adult-
onset major depression, is more likely to
be associated with perinatal insults,
motor skills deficits, caretaker instabili-
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ty, and family criminality and psy-
chopathology. Juvenile-onset MDD
may be etiologically distinct from adult-
onset MDD. Delusional ideas and hallu-
cinations experienced at 11 years of age
predict a schizophreniform diagnosis in
adulthood.

The Christchurch longitudinal study
(Fergusson and Horwood, 2001) has stud-
ied the stability and continuity of psy-
chopathology, risk and etiological factors,
and the psychosocial consequences of
mental health problems in adolescence.
For example, gay, lesbian and bisexual
youth are at increased risk of major
depression, anxiety disorder, substance
abuse, and suicidal behavior. Children
exposed to high levels of domestic vio-
lence are at increased risk of mental
health problems, substance abuse, and
antisocial behavior. Childhood sexual
abuse is associated with high levels of
interparental conflict, parental psy-
chopathology, and impaired parenting.
Sexual abuse predicts major depression,
anxiety disorder, conduct disorder, sub-
stance abuse, and suicidal behavior, even
when allowance is made for confounding
factors. Children exposed to sexual abuse
are more likely to exhibit early-onset sex-
ual activity. Heavy cannabis use in ado-
lescence is associated with an increased
risk of dropping out of secondary or terti-
ary education without qualifications;
however, this phenomenon probably
reflects the social context of cannabis use
rather than a direct effect of cannabis on
cognition or motivation. In a longitudinal
study of childhood head injury before the
age of 10 years, after controlling for con-

founding factors, it was found that most
cases of mild head injury had no adverse
effects, but injuries of mild-to-moderate
severity in preschool children were asso-
ciated with hyperactivity/inattention and
conduct disorder.

Genetics and behavioral
genomics 

Leckman and Mays (1998) are critical of
the categorical basis of DSM-IV: a
dimensional approach conforms more
closely to clinical reality. Todd (2001)
contends that many psychiatric disor-
ders are extremes of continua. The phe-
notypes of mental disorder are due to
the failure of conserved neurobehav-
ioral systems to develop normally, or to
the dysregulation or cooptation of con-
served systems. Obsessive-compulsive
disorder, for example, may be the conse-
quence of dysregulation of conserved
neural systems evolved to detect,
appraise, and respond to threat.
Obsessive-compulsive behavior can be
factored into four symptom dimensions
(checking, ordering, washing, hoarding).

Hoarding involves hyperactive circuits
in the orbito-frontal cortex, anterior
angulate gyrus and insula, caudate
nucleus, ventral striatum, and thalamus.
Candidate genes for hoarding behavior
have been located at 4q34-35, 5q35.2-
35.3, and 17q25. A gene for ordering
behavior has been located at 22q.
However, for each proposed vulnerabil-
ity mechanism, the environment has
played or is playing a crucial epigenetic
role.
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The multiple genes conveying suscepti-
bility to schizophrenia appear to oper-
ate through different aspects of cortical
development, plasticity, and functioning.
Schizophrenia has greater penetrance at
the level of cortical synaptic functioning
than it does at the level of clinical diag-
nosis.

Research into autism points to
microdeletins at chromosome 71p4.18,
chromosome duplication on 15q, and
other candidate loci on 3q and 17q.
Microdeletions have also been posited at
Xp22.3 and Xq13-21. Rett disorder has
been found to be due to the mutation of
a gene at Xq28, methyl CpG binding pro-
tein 2, which normally regulates gene
expression. Williams syndrome is due to
the deletion of a segment of chromo-
some 7 at the loci for elastin and LIM
kinase 1. Fragile X syndrome is caused
by a triplet-repeat-expansion defect in
the FMR-1 gene, resulting in an abnor-
mality of RNA metabolism. Prader-Willi
and Angelmann syndromes are both
caused by a microdeletion at 15q11-13,
depending on whether the defect is con-
veyed by the paternal or the maternal
chromosomes; but about 30% of cases
are related to uniparental disomy.

Attention deficit hyperactivity disorder
is highly heritable. Linkage studies have
posited abnormalities in the DRD4
VNTR 7R, DAT 1 VNTR 480, DRD5
148 bp, and DBH OR 1.33 alleles, in the
glial-cell-derived neurotrophic factor
gene, and in the glial high-affinity-gluto-
mate receptor on 5p, serotonin system
genes on 6q14, and the serotonin trans-

porter gene at 17p11. ADHD may be
constituted by multiple genetically inde-
pendent forms. Linkage studies have
discovered an association between
reading disorder and chromosomes
6p21 and 15q21. Tourette’s syndrome is
primarily an inherited disorder, possibly
the result of a single major gene with
additive effects combined with other
genetic and environmental factors. One
environmental factor may be strepto-
coccal infection.

Advances in pharmacogenetics have
associated the ultrarapid metaboliza-
tion of and failure to respond to fluoxe-
tine, paroxetine, and tricyclics with the
2D6 gene on chromosome 22. Other
genes involved in the metabolism of
psychotropic drugs are 1A2, 2C19,
5HTTR, COMT, and TPH.

Developmental psychopathology

Cognitive-behavioral researchers were
the first to promote standardized manu-
alized treatment with close attention to
client motivation, the maintenance of
treatment fidelity, and outcome meas-
urement. During the last 5 years, the
chief advance has been in the controlled
testing and refinement of treatment
models, and a greater sensitivity to
developmental differences.

Attachment theorists (eg, Thomson,
2000) have advanced the concept of
working models of attachment derived
from early attachment relationships that
form during early childhood and act as
templates for later social relationships.
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Child maltreatment is associated with dis-
organized attachment. Insecure attach-
ment can be reversed by intervention that
improves the quality of maternal care,
and by later developmental influences.

Piaget’s theory of the construction of
knowledge following assimilation and
accommodation is generally accepted.
However, his concept of logico-mathe-
matical structures has been superseded by
the concept of domain-specific structures
derived from the human environment (eg,
the recognition of facial emotion and lan-
guage).Vygotsky’s theory of inner speech
and metacognition has stimulated much
contemporary research, particularly into
the effect of adult-child language interac-
tion on the child’s cognitive development.
Nelson (1996) describes the child as first
building situational models, then mental
event representations via participatory
language interaction and collaborative
constructionism. Neopiagetians describe
three domains of central conceptual struc-
ture: mathematical, spatial, and social. At
the age of 5 years the child merges the
knowledge that events affect mental
states and the understanding of familiar
events (scripts). Parental empathy is
essential for the child’s socioemotional
development. Social perspective-taking,
emotional understanding, and moral rea-
soning are deficient in autism, for pre-
dominantly biological reasons, but they
are also impaired in conduct disorder as a
result of gene-environment interaction.
The capacity for shared attention is lack-
ing in autism, leading to a deficient “theo-
ry of mind” (Baron-Cohen et al, 2000).
Temperament is substantially genetical-

ly determined. Extremes of tempera-
ment such as behavioral inhibition or
behavioral under control are apparent
early in development, and appear to be
derived from high or low sympathetic
reactivity originating in brain stem
activity. Behavioral inhibition predicts
social anxiety; however only 30% of
inhibited children develop psychiatric
disorder. Difficult early temperament
(negative mood, slow adaptation, irreg-
ular rhythms, withdrawal, high intensi-
ty) can lead to later behavior disorder if
the parent fails to cope with it.

Psychiatric disorders

Different studies have demonstrated neu-
romorphometric differences in ADHD,
Tourette’s disorder,autism, learning disor-
ders, early-onset affective disorder, obses-
sive compulsive disorder, and pediatric
autoimmune neuropsychiatric disorders.
In view of the fact that different causes
may result in a single behavioral pheno-
type, researchers are searching for indica-
tors more directly related to genetic and
environmental causation, and to neuro-
developmental or neurodegenerative
processes.

The concept of juvenile-onset bipolar dis-
order remains controversial. Juvenile-
onset bipolar disorder is highly comorbid
with disruptive behavior disorder and has
been described as associated with high
levels of rapid cycling, irritability, aggres-
siveness, and impulsivity. Whether this
condition is co-terminous with classic
mania is unclear. The Oregon Adolescent
Depression project found no cases of
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rapid cycling and only 0.002% of cases
with onset less than 10 years. Adolescents
with bipolar disorder tend to have a
chronic course. There is some support for
the concept of a bipolar spectrum.
Subthreshold bipolar disorder in child-
hood predicts adult depression. The risk
of depressive disorder is increased in
adults who were depressed as adolescents,
though not as children. Major depressive
disorder is associated with increased
social and psychiatric morbidity, and, in 5-
10%, recurrence or chronicity.

Anorexia nervosa and bulimia nervosa
overlap but are essentially independent
of each other. The families of eating-dis-
ordered patients have a broad spectrum
of eating pathology. The heritability of
eating disorder is low in prepubertal
twins but high in 17-year-old twins.
Bulimia nervosa is highly comorbid.
Previous physical or sexual abuse may
be predisposing factors for bulimia.
Early adolescent anorexia nervosa
responds best to behavioral family sys-
tems therapy. Hospitalization is ineffec-
tive unless the patient attains ideal body
weight before discharge. Bulimia ner-
vosa responds best to intensive cogni-
tive behavioral therapy. Childhood obe-
sity is related to polygenic and shared
lifestyle factors. Comprehensive behav-
ioral treatment programs are the most
effective in treating childhood obesity.

It is evident that long-term child abuse
can have a lasting effect on brain devel-
opment and functioning, particularly in
regard to the hippocampus, frontal cor-
tex, amygdala, and hypothalamic-

pituitary-adrenal axis. Dissociation is
commonly associated with complex
posttraumatic stress disorder, particu-
larly after serious child abuse. Dissocia-
tive symptoms are common in delin-
quent juveniles who have been trauma-
tized by maltreatment and community
violence. Little research has been pub-
lished concerning the treatment of dis-
sociative disorders in childhood. Cli-
nicians who use pharmacotherapy in
such cases do so without the benefit of
empirical, controlled studies.

Attention deficit hyperactivity disorder is
a heterogeneous phenotype, at the con-
vergence of a number of causal pathways:
genetic factors, antenatal and perinatal
insults, chemical toxins, social stressors,
neuromorphometric abnormalities, and
interactions between these factors. The
concept of conduct disorder is falling
apart as researchers examine the differ-
ences between early-onset and adoles-
cent-limited delinquency, and continua
involving reactive and instrumental
aggression, oppositionalism and rule-
breaking, callousness and empathy,
impulsivity, aggressiveness, attention
deficit, and learning problems.

Treatment

Extensive clinical trials have been con-
ducted for the psychotherapy of anxiety
disorders, depression, attention deficit
disorder, and conduct disorder. Effective
treatments are both numerous and
diverse; Weisz et al (2004) identified 326
controlled research programs for which
there was empirical support.
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Papadopoulos et al (2004) have
reviewed RCT studies of the effective-
ness of stimulant, antidepressant, anti-
anxiety, mood-stabilizing, antipsychotic,
and other medications in ADHD, and in
mood, anxiety, bipolar, psychotic, and
conduct disorders. There is a need for
studies that balance therapeutic effec-
tiveness against side effects and safety.

Therapeutic foster care and multi-sys-
temic therapy are effective in the treat-

ment of conduct-disordered adoles-
cents. Case management, “wrap-
around,” and school-based services are
promising but unproven. Greater atten-
tion is being directed to promoting the
treatment alliance in order to overcome
barriers to help-seeking.

In short, there has been a radical shift
away from non-empirical practice
toward therapies that are evidence-
based.
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The choice of the most important
advances that have occurred during the
last 3 years in women’s mental health has
not been easy.We were in these decisions
by informal surveys of members of the
WPA Section of Women’s Mental
Health, the International Association of
Women’s Mental Health, and the
American Psychiatric Association
Women’s Caucus. Although many topics
were suggested, there was fairly good
consensus that the major impact had
been in three main areas: (1) our under-
standing of why women have higher
depression and anxiety prevalence rates
than men; (2) the use of psychotropic
drugs in pregnancy and lactation; and (3)
research on menopause, depression, and
hormones.

Why depression and anxiety
prevalence rates are higher in
women than men

Repeated epidemiological studies
throughout the world show that depres-
sion and anxiety prevalence rates are
approximately 2:1 for women to men.

Etiologic hypotheses about this female
predominance have focused on four
main variables: hormones, psychological
factors, genetics, and environment.

As prevalence rates of depression and
anxiety are approximately equal in boys
and girls until puberty, it has been
hypothesized for decades that the onset
of menstruation in girls, triggered by
increases in estrogen and other female
gonadal hormones, may be responsible
for increased depression and anxiety
rates. Paradoxically, sudden decreases in
estrogen levels at other times of life,
such as postpartum and menopause, are
also accompanied by increased rates of
depression and anxiety; thereby sug-
gesting that it may be hormone ratios or
changes, rather than absolute levels,
which trigger depression and anxiety in
vulnerable women.

Psychosocial factors are also clearly
important in the etiology of depression
and anxiety.Young women are expected
to be slim, sexual, nurturing, and com-
pliant, while at the same time, achieve
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social gracefulness, maturity, and aca-
demic success. For several years, it has
been known that learned helplessness
and ruminative cognitive styles are
highly associated with depression in
women.

Earlier controversies about whether
nature or nurture caused mental disor-
ders have been replaced by greater
understanding that both genes and envi-
ronment interact to produce behavioral
phenotypes (Tsuang et al, 2004). Gene-
environment interactions occur when
environmental influences on a trait dif-
fer according to the person’s genetic
predisposition, or when a person’s
genetic predisposition is expressed dif-
ferently in different environments.
Indeed, even environment itself maybe
influenced by genes! Groundbreaking
research by Kendler and colleagues dur-
ing the 1990s used large population-
based twin studies to study the impact
of life events on depression and anxiety
in women. Studies looking at the co-
morbidity of generalized anxiety disor-
der and major depression in female
twins found that all of the genes that
influenced lifetime risk for these disor-
ders appeared to be completely shared;
however, environmental factors
appeared to be largely responsible for
whether a female expressed generic vul-
nerability as either anxiety or depres-
sion. Following these results, Kendler
and colleagues set out to investigate the
relationship between stressful life
events and the onset of depression in
their twins. They found that the risk of
onset of a major depressive episode was

high in the month following the occur-
rence of four types of severe life events
(death of a close relative, assault,
divorce or marriage breakup). These
results indicated a gene-environment
effect in which genetic susceptibility
increased an individual’s sensitivity to
the psychological impact of stressful life
events.

A review and a novel series of studies
by Nemeroff and colleagues shed
important light on the effects of early
abuse and neglect on later vulnerability
to depression in women. The first paper
was a review of preclinical research on
the adverse impact of parental depres-
sion on the development of offspring
(Newport et al, 2002). The authors
reviewed papers from the past 40 years
on laboratory animal studies pertaining
to the persistent effects of parental
stress and parenting deficits on neu-
robehavioral and neurobiological devel-
opment in offspring. Animal studies
showed that disrupted parenting pro-
duced a persistent deleterious biobe-
havioral impact on offspring. Stressors
included maternal separation, variable
foraging and a variety of prenatal
maternal challenges, and they produced
offspring behaviors reminiscent of anxi-
ety and affective disorders in humans.
The stress paradigm also produced per-
sistent hyperresponsitivity of the HPA
axis secondary to hypersecretion of cor-
ticotrophin-releasing hormone. These
findings have striking similarities to bio-
logical findings for stress-related illnesses
in humans, including major depression
(Newport et al, 2002).
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A follow-up study by Heim et al (2002)
from this group sought to evaluate the
relative role of early adverse experi-
ences versus adult stress experiences in
the prediction of neuroendocrine stress
reactivity in women. They studied 49
women (normal volunteers, depressed
patients, or women with a history of
early abuse) who underwent a battery
of interviews and completed dimension-
al rating scales associated with a psy-
chosocial laboratory stressor. Outcome
measures were plasma adrenocorti-
cotropin (ACTH) and cortisol respons-
es to a stress test. They found that peak
ACTH and cortisol responses to psy-
chosocial stress were predicted by a his-
tory of childhood abuse, the number of
separate abuse events, the number of
adulthood traumas and the severity of
depression. Clearly, the interaction of
childhood abuse and adulthood trauma
was the most powerful predictor of
ACTH responsiveness. These findings
suggested that a history of childhood
abuse per se was related to increased
neuroendocrine stress reactivity, which
was further enhanced when additional
trauma was experienced in adulthood.
Penza et al (2003) from the Nemeroff
group, suggested a stress diathesis
model in which early adverse events
resulted in a sensitized stress axis that
predisposed individuals to develop
mood disorders in later life. They
hypothesized that specific early life
traumatic events occurring during a
period of neuronal plasticity might ren-
der the neuroendocrine stress response
systems supersensitive.These physiolog-
ic maladaptations might then produce

long-term risk factors for the develop-
ment of psychopathology after expo-
sure to additional stress. More promis-
ingly, identification of the neurobiologi-
cal substrates that are affected by
adverse experiences in early life may
then lead to the development of more
effective treatments for depression and
anxiety disorders (Nemeroff, 2004).

Neuroimaging studies using positron
emission tomography after a psychoso-
cial stress task were used to investigate
dopamine release in response to stress
in human subjects who had early life
deficient parental care (Pruessner et al,
2004). The investigators found that
adverse stressful events can be associat-
ed with mesolimbic dopamine release in
humans with low parental care and that
this method may be useful to study the
effects of early life events on neurobio-
logical stress systems.

Another neuroimaging study using mag-
netic resonance imaging by Teicher et al
(2004) looked at deprivation in the par-
ent-child relationship and whether it had
an enduring impact on brain develop-
ment.The researchers reported on 51 psy-
chiatric patients who either were or were
not neglected or physically or sexually
abused, in comparison to healthy controls.
Fifteen of the psychiatric patients had def-
inite or probable histories of sexual abuse,
18 had physical abuse histories and 20 had
neglect histories. Rates of serious mood
disorders, suicidality and disruptive
behavior were not significantly different
between abused or neglected inpatients
and inpatients without neglect or abuse.
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However, total corpus callosum size was
significantly smaller in the abused or neg-
lected group than in the controls or non-
abused/non-neglected groups. As myeli-
nation continues throughout childhood,
neglect may reduce myelination. Reduced
maturation of the corpus callosum could
play a role in abnormalities of cerebral
lateralization reported in some psychiatric
disorders.

New studies by Pryce et al (2004) on the
neurobiology of early deprivation of
animals have also recently been pub-
lished which provide additional evi-
dence for the deleterious effects of early
stress. Early deprivation of marmoset
monkeys resulted in higher mean rest-
ing urinary norepinephrine levels and
elevated mean systolic blood pressures
compared with control animals.

Clinical studies also illustrate the tenden-
cy of early childhood abuse to predispose
toward mental disorders and pathological
behaviors. Gladstone et al (2004) inter-
viewed 125 women with depressive disor-
ders who also completed self-report
questionnaires. Path analysis was used to
examine relationships in childhood and
personality variables with deliberate self-
harm in adulthood and recent interper-
sonal violence. The investigators found
that women with a childhood sexual
abuse history reported more childhood
physical abuse, childhood emotional
abuse and parental conflict in the home
compared to women without a childhood
sexual abuse history. The two groups
were similar in the severity of depression,
but the women with childhood sexual

abuse were more likely to have attempt-
ed suicide or engaged in deliberate self-
harm. They also became depressed earli-
er in life, were more likely to have had
panic disorder and were more likely to
report a recent assault. Investigators con-
cluded that depressed women with child-
hood sexual abuse history constitute a
subgroup of patients who may require
tailored interventions to combat depres-
sion recurrence and harmful and self-
defeating coping strategies.

These studies, taken as a whole, indicate
that early life traumas (neglect, physical
abuse, and sexual abuse), as well as
those that occur later in life, predispose
to depression and anxiety in adults, par-
ticularly women. As women, compared
to men, are more likely to have sexual
abuse histories, these recent studies may
help to explain some reasons for higher
rates of depression and anxiety in ado-
lescent and adult women.

Antidepressants in pregnancy
and lactation

Over the past decade an increasing num-
ber of studies on teratogenicity have led
to greater confidence in prescribing anti-
depressant drugs to depressed women
during pregnancy and lactation. Recent
concerns, however, over the safety of
SSRI antidepressant drugs in children,
have led to increased scrutiny of their
safety in pregnant and lactating women.
Earlier studies of depressed pregnant
women taking antidepressants found no
deleterious effects in infants, in terms of
length of gestation, birth weight, Apgar
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score, neonatal weight gain, major terato-
genic abnormalities or developmental
tasks. Studies of antidepressant use in
depressed lactating women found only
small amounts of antidepressant in the
infant serum and no, or minor behavioral
changes, in nursing infants. More recent
studies by Zeskind and Stephens (2004)
and behavioral pediatricians, have noted
more motor activity, tremulousness, and
REM sleep; fewer rhythms in heart rate
variability, fewer changes in behavioral
state, and fewer different behavioral
states and lower peak behavioral rate in
infants whose mothers were taking SSRI
antidepressants in late pregnancy.
Animal studies involving administration
of fluoxetine to newborn mice, showed
reduced ability in maze testing, poor eat-
ing, slow escape behaviors and other
signs of anxiety and depression when
they reached adulthood (Ansorge et al,
2004).These studies have led to warnings
by various regulatory authorities and call
for more and better studies on the safety
of SSRIs during pregnancy and lactation.
Meanwhile, clinicians must be guided by
weighing the substantial risks of untreat-
ed maternal depression against the poor-
ly defined possible risks of prescribing
antidepressant drugs to infants, children,
and women.

Menopause, mood, and gonadal
hormones

Menopause is a normal life stage and tran-
sition, which most women traverse, with
little or no difficulty. Many welcome the
cessation of menstruation and unwanted
pregnancies, looking forward to new

opportunities with enthusiasm, described
as postmenopausal zest. However, the
notion that women become irritable and
depressed at menopause, has long pre-
vailed among clinicians and women.
Although population data shows that the
menopausal years are not associated with
an increase in depression for most women,
there appears to be a small subset of
women who are especially vulnerable to
depression at this time of life. These are
women with a history of depression, cur-
rently experiencing severe psychosocial
stress and fluctuating symptom severity,
associated with shifts in gonadal hormone
(Freeman et al, 2004).

The psychosocial context of middle-
aged women’s lives greatly affects their
adaptation to the biological changes of
perimenopause. Most studies show that
the psychosocial context of menopause
may have a greater effect on symptoma-
tology than any biological changes and
caution against an overly reductionist
hormonal approach to mood or cogni-
tive symptoms.

Estrogen receptors are present in
almost all tissues of the body and play
an important role throughout the life
span. Estrogen receptors are particular-
ly plentiful in the brain, especially in the
hypothalamus, medulla and limbic sys-
tem. It is, accordingly, not surprising that
sudden changes in estrogen levels, such
as those at perimenopause, may affect
mood, anxiety and cognition.

For several years there has been great
interest in the use of estrogen to treat
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perimenopausal depression, anxiety,
and cognitive changes. Estrogen’s role
in regulating neurotropic, neurotrans-
mitter factors and neuropeptides may
explain its impact on vasomotor, mood,
and cognition symptoms in peri-
menopausal women. Double-blind,
placebo-controlled studies have shown
significant antidepressant benefit with
the use of transdermal estradiol in some
perimenopausal women suffering from
major depressive disorder, dysthymia,
or minor depression (Schmidt et al,
2000; Soares et al, 2001). The antide-
pressant benefit, after a 4-week washout
period, despite the re-emergence of
vasomotor symptoms suggests the exis-
tence of an independent effect of estra-
diol on vasomotor symptoms. Previous
studies, using oral conjugated estrogen,
showed negative therapeutic results,
suggesting that the route of administra-
tion may be important. Other studies
have attempted to show the efficacy of
estrogen as an adjunctive treatment in
depressed perimenopausal or post-
menopausal women on SSRIs. In gener-
al, perimenopausal compared to post-
menopausal women, appear to respond
more favorably to estrogen. The con-
comitant use of hormone therapy may
maximize the benefits obtained with
SSRIs in perimenopausal women. An
antidepressant medication should be
tried first in perimenopausal women
who have major depressive disorder. In
those women who remain unresponsive
to antidepressant treatment, augmenta-
tion with a small dose of estrogen at the
lowest dose, for the shortest time possi-
ble, is a reasonable option.

Other hormones have also been studied
for their effects during perimenopause.
Progesterone appears to have a nega-
tive effect on mood, mainly as a result of
increased irritability and dysphoria.
Androgens, including testosterone and
androstenedione, are produced in
women by the adrenal glands and
ovaries, and are reputed to have neuro-
protective properties. Androstene-
diones are currently under study for the
treatment of mood and cognitive
decline in perimenopausal women. The
new selective estrogen receptor modu-
lators (SERMs) are also being studied
for their effects on mood and cognition
but to date, have shown minimal effects.

For years, women and their health care
providers were exhorted to use exoge-
nous estrogen replacement therapy to
treat a variety of menopausal mood and
cognitive symptoms. Estrogens and
progesterones were lauded for their
protective effects on the cardiovascular
system, bone density, general well-
being, and the treatment of acute peri-
menopausal symptoms, such as vasomo-
tor flashes. The Women’s Health
Initiative (WHI), a landmark primary
prevention trial, randomly assigned
over 6000 postmenopausal women aged
50 to 79 to receive estrogen plus proges-
terone, or placebo. The primary out-
come measure was coronary heart dis-
ease, with invasive breast cancer as a
primary adverse outcome. In May 2002,
after a mean of 5.2 years of follow-up,
the trial was stopped by the Data Safety
Monitoring Board. The overall health
deleterious effects, associated with com-
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bined estrogen and progesterone,
exceeded the benefits. In general, there
were more strokes, coronary heart dis-
ease, invasive breast cancer and pul-
monary emboli per 10 000 person years
in the hormone group (The Writing
Group for the WHI, 2002). In February
2004, the estrogen only arm of the WHI,
was also stopped (Anderson et al, 2004).
Results of the WHI study also showed
no beneficial effects on quality of life,
including questions on general health,
vitality, mental health, depressive symp-
toms and sexual satisfaction at 3 years.
The Women’s Health Initiative Memory
Study (WHIMS) was conducted on a
subgroup of WHI women, 65 years or
older, to assess the incidence of demen-
tia or mild cognitive impairment in
women treated with estrogen and prog-
estins. Four years after randomization,
there was increased risk for probable
dementia, seen among women using
estrogen plus progestins, as compared
with placebo (Shumaker et al, 2004).

There was also no significant improve-
ment in cognitive function among hor-
mone users compared to placebo.

The results of the WHI surprised many
physicians and their patients, leaving
unanswered questions about the best
management of various conditions,
including depression, in midlife women.

In general, these studies on menopause,
again, show the importance of random-
ized controlled trials in evaluating treat-
ment of women’s mental health prob-
lems.The genetic and environment stud-
ies, are a welcome move away from uni-
factorial explanations, towards studying
the interactions of environmental and
biological variables. The promise of new
scientific methods including genetics,
neuroimaging, hormones, psychology
and social sciences continue to have a
vital impact on our better understand-
ing and treatment of mental disorders in
women.
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Introduction

The discipline of old age psychiatry
makes steady progress in advancing the
understanding of and develops treat-
ment for the elderly with mental disor-
ders.

A 2000 word summary can only high-
light some areas, reflecting some
domains of interest.

This report results from the contribu-
tions from some members of the Section
Executive Committee:

Dr Nori Graham (UK)
Dr Nicoletta Tataru (Romania)
Prof Cornelius Katona (UK)
Prof Edmond Chiu (Australia) (Chairman)

Developments in training in old
age psychiatry
Nori Graham

Despite worldwide demographic changes,
with consequent increases in the num-
bers of elderly mentally ill, the teaching

of old age psychiatry is widely neglected.
However, in recent years a number of
initiatives have helped reveal the cur-
rent training situation in this specialty
and have prepared the way for future
positive developments. In 2001, a survey
was conducted of the 48 WPA member
societies assessing the level of medical
education in old age psychiatry in each
country (Camus et al, 2003), as well as
the perceived needs in educational
material. Support for the development
of postgraduate education was seen as a
priority. Only 13 (27%) of the countries
surveyed recognize old age psychiatry
as a sub-specialty, although 44 (92%)
reported teaching in old age psychiatry
at the undergraduate level. The priority
was widely seen as the development of
postgraduate training.

The recent publication of the first
European consensus core curriculum
and training guidelines for training in
old age psychiatry (Gustafson et al,
2003) was therefore timely.This publica-
tion represents the fifth of sixth consen-
sus statements produced by the WPA in
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a major initiative inspired by the late
Professor Jean Wertheimer of the
University of Lausanne, Switzerland.
All the consensus statements were pro-
duced by the WPA section for old age
psychiatry together with the WHO. The
multidisciplinary group producing the
statement came from a wide range of
NGOs representing nurses, social work-
ers, occupational therapists, psycholo-
gists, psychiatrists, and national
Alzheimer’s organizations.

The document on skill-based objectives
describes 22 areas of competences and
learning objectives. The objectives are
designed to be relevant to a broad range
of specialists and primary care workers as
many countries have no specialists in the
field of old age psychiatry or accredited
training programs and therefore need
material for all levels of service delivery.
It is hoped that this curriculum will be a
model for other parts of the world apart
from Europe. The consensus document
recommends that the course should be
accompanied by an accreditation system.
Such accreditation would be awarded to
those who had had a minimum of 1-year
whole time equivalent experience in old
age psychiatry and had demonstrated
competence in the range of skills defined
in the curriculum.

It is hoped that the curriculum will form
a basis for training courses and attach-
ments in the psychiatry of old age, thus
helping European countries to establish
at least a small core of specialists to pro-
vide leadership in clinical service deliv-
ery, training, and research.

An example of development of training
in old age psychiatry in Eastern Europe
follows.

Towards training for old age 
psychiatry in Eastern Europe 
Nicoleta Tataru 

Like in all countries in this part of the
world, the discipline of geriatric psychi-
atry is still being developed. Old age
psychiatry (OAP) is recognized as a spe-
cialty only in a few Eastern European
countries: Czech Republic, Romania
(2001), and Turkey.

The number of professionals working in
the field is still very low and not enough
to meet the needs of care for elderly
with mental disorders. In some coun-
tries there are national geriatric psychi-
atry associations, which try to improve
this situation through organizing the
postgraduate training courses for young
doctors.

The first course on psychogeriatrics was
organized in Nottingham by the British
Council (1980), with participants from
over 30 countries. In Romania the first
course on geriatric psychiatry was
organized in 2000, during the 28th
Congress of the EAGP.

The majority of European countries have
yet to have accredited training programs
in OAP; these programs exist only in UK,
Sweden, Belgium, and Romania. It is rec-
ommended that all European countries
should set up national systems to accred-
it such supra-specialists.
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Training in old age psychiatry should be
offered at undergraduate and postgrad-
uate level and also during continuing
professional education. The specialty of
psychiatry of the elderly requires
grounding in general psychiatry and in
general geriatric medicine.

The Old Age Psychiatry Section of the
World Psychiatric Association and
WHO, with the collaboration of several
NGOs and the participation of experts
from different Regions, also tries to
improve the educational situation.

The technical consensus statements
established in 1998 offered a basic guide
for all those involved in the field of
mental health for older persons.

This was followed up by several meet-
ings organized within the EAGP initia-
tive by the WHO Collaborating Centre
for OAP to elaborate a core curriculum
based on knowledge and skills to define
the subspecialty of OAP (WHO 1998;
Gustafson et al, 2003; Draper 2003)

International Psychogeriatrics Association
(IPA) Eastern Europe Initiative (EEI),
IPA Regional Initiatives

In August 1988 IPA convened its first
Eastern Bloc Workshop, with partici-
pants from Hungary, Czechoslovakia,
Soviet Union, Bulgaria, and Poland.

In 1995 IPA launched the first initia-
tives: Latin America and Southeast Asia
Initiatives, which work to identify and
respond to the psychogeriatric needs of

those regions. IPA has a very close con-
tinuing collaborative working relation-
ship with the WPA Section.

The IPA EEI

In September 2001, during the IPA
Congress in Nice, the first meeting of
the EEI took place, followed by the
meeting during the IPA Congress in
Rome, April 2002.

In April 2003, EEI participated as a
Forum organized at IPA Regional
Meeting in Geneva with emphasis on
mental health services in Eastern
Europe; and in August 2003, organized a
Symposium during the IPA Congress in
Chicago.

It is very important to involve in the
educational programs and, in the care of
the elderly, not only non-medical pro-
fessionals (psychologists, nurses, care-
givers) but also other doctors (GPs, neu-
rologists, geriatricians, etc).

Background and current activities of
IPA EEI

- Need for recognition of OAP in the
region.

- Need for national education and train-
ing program for professionals and for
GPs.

- Need for national program to establish
OAP services and other providers
services for elderly (NGOS, churches).

- In most of the former communist
countries, the state is still the main
provider of free medical and social
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services; especially psychiatric services
are still outside the system of insur-
ance medicine.

- The professionals, like all those in all
developing countries, have difficulties
to continue medical education after
graduation.

- Stigma remains, maybe more than in
developed countries. This is a major
obstacle in ensuring access to good
care for the elderly.

Future activities

- International itinerant courses in:
Romania, Poland, Czech Republic, for-
mer-Yugoslavia, Turkey, and in some
countries of the former Soviet Union.

- Summer courses in Romania, with the
participation of the colleagues from
EE to obtain certificate for OAP.

- Participation in the national and inter-
national congresses.

- Develop specialized OAP services, if it
is possible, in all our countries.

Romanian Association of Geriatric
Psychiatry activity

The scientific organizations like Romanian
Alzheimer Society (1996), Romanian
Association of Geriatric Psychiatry (ARG,
1999), Romanian Medical Society of
Research of Cognitive Disorders and AD
(2001), organize the training courses for
young doctors psychiatrists and general
practitioners, to improve the care of the
elderly.

The training and teaching program
comprises:

• Courses for health and social care pro-
fessionals (GPs, psychiatrists, psychia-
try trainees, geriatricians, neurologists,
and other doctors, nurses, occupation-
al therapists, social workers) in under-
graduate, postgraduate, and continu-
ing education.

• Undergraduate, postgraduate, and
continuing education courses for geri-
atric psychiatrists for obtaining the
OAP certificate (1 year).

• Education and information offered to
the general public, caregivers, users
and voluntary workers using the
media.

• ARG organizes together with IPA EE
Initiative summer courses for psychia-
trists from all EE countries on geri-
atric psychiatry (Oradea, Romania).

• ARG participates and organizes the
itinerant courses in EE countries
(Romania 2000, Poland 2003).

The first IPA/ARG Summer Course has
just finished. We hope that this intensive
7-day summer course will enhance the
young general psychiatrists’ professional
effectiveness and after this course mental
disorders could be better recognized and
understood and will be better treated.
Our goal is to provide at a high scientific
level the basic skills of old age psychiatry
to more and more psychiatrists in our part
of the world. In spite of the professionals’
endeavor in specializing in the teaching
and training program, in Romania there
exist few psychogeriatric services and less
special care services for dementia
patients. Improvement in patient out-
comes and their quality of life would be
the expected outcomes of teaching.
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Future needs

In all former communist countries there
are economical problems and national
fundraising is needed to support the
national psychogeriatric organizations,
services and educational and training
programs.

The emphasis in training psychiatrists to
work in the community will vary some-
what according to the resources of the
country. In low-level resource countries,
most mental health care should be pro-
vided in primary care settings with the
psychiatrists taking a lead role in train-
ing personnel in primary care as well as
secondary and tertiary consultation.

Managing behavioral problems
in people with dementia:
life after atypicals 
Cornelius Katona

Behavioral and psychological symptoms
of dementia (BPSD) are common in peo-
ple, particularly in the context of severe
cognitive impairment. Such symptoms
(which may include agitation, aggression,
anxiety, irritability, depression, and rest-
lessness) are distressing to caregivers and
may trigger breakdown of care in both
community and institutional settings.
Atypical antipsychotic drugs have in
recent years played a key role in the man-
agement of such problems. Their use has
recently been strongly discouraged since
analyses of industry clinical trial data in
dementia patients revealed a substantial-
ly increased cardiovascular risk from
risperidone or olanzapine compared with

placebo. The evidence is less clear (prob-
ably reflecting lack of evidence rather
than evidence of lack of risk) for other
atypicals. The current position has been
well summarized by a UK consortium of
professional and voluntary groups.

The “positive” aspect of this clear but
restrictive advice is that it encourages a
critical review of the management of
BPSD. This is timely in view of growing
concern about the possible overuse of
these drugs as a substitute for good
quality care.

The first step in appropriate manage-
ment remains systematic assessment.
This should consider triggers for emer-
gent behaviors such as acute physical ill-
ness, pain, and inappropriate imposition
of care. Assessment of risk associated
with the behavior is also critical since
this must be balanced against risks of
intervention.

Several drug treatments may be consid-
ered though there is a remarkable lack of
RCT evidence to support their use.
“Older” antipsychotics may be consid-
ered though their cardiovascular risk pro-
file is unclear and they carry a consider-
able burden of cognitive, extrapyramidal,
and sedative effects.Antidepressants may
be useful both for clear-cut depressive or
anxiety symptoms and for agitation. The
evidence base remains weak but is prob-
ably best for SSRIs. Mood stabilizers are
frequently used despite the lack of RCT
base. Benzodiazepines carry significant
risk of ataxia, confusion, and falls but may
be useful when other treatment strategies
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fail. There is emerging evidence that
cholinesterase inhibitors may have bene-
ficial effects on behavioral profile as well
as cognition, and in non-Alzheimer
dementias (vascular dementia, dementia
with Lewy bodies) as well as in
Alzheimer’s disease.
There is an extensive evidence base for
the use of non-drug treatments, which
has recently been reviewed by
Livingston et al. The best evidence is for
cognitive stimulation and for behavioral
management techniques focusing on
specific behavioral problems. Snoezelen
(multi-sensory stimulation) and music
therapy also appear to have beneficial
though short-term effects.

Psychosis in the elderly

Since the publication of the Consensus
Statement on Late Onset Schizophrenia
and Very Late Onset Schizophrenia-like
Psychosis (Howard et al, 2000) this sub-
ject has attracted increasing attention
from researchers and clinicians.

In order to collect together the most
recent findings in psychosis in the elder-
ly, a book has been prepared by inter-
ested researchers and clinicians, most of
whom are related to the Section of Old
Age Psychiatry. It will be published by
Martin Dunitz (Taylor and Francis
Group).
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The role of the family in the onset,
response to treatment, and course of
many psychiatric illnesses continues to be
the focus of much research activity
(Asen, 2002). This should not be surpris-
ing. Illnesses do not exist in a social vacu-
um, but often involve significant others in
the patient's social field. It is reasonable
to expect that the way in which such sig-
nificant others respond to the patient's
distress might have some impact on the
course and manageability of that illness.
The following section will update recent
research advances on the role of the fam-
ily in mood disorders, schizophrenia, and
alcohol abuse.The most significant evolu-
tion in the field of family studies, as in the
field of psychotherapy as a whole, is an
increasing emphasis on empirical valida-
tion of concepts.

Mood disorders

Major depression

Family studies have explored the bur-
den that caregivers experience when
their loved ones are suffering from a

mood disorder as well as the effective-
ness of family interventions alone, or
more often, in conjunction with phar-
macotherapy in either improving illness
outcome or in improving a family's abil-
ity to deal with the sequelae of the ill-
ness.

In an attempt to evaluate the effective-
ness of family therapy for major depres-
sion, Leff et al (2000) compared the
effectiveness of systemic couples thera-
py with that of antidepressant medica-
tions in 77 outpatients with mild-to-
moderate unipolar depression. Family
treatment consisted of 12 to 20 couple
sessions over a 9-month period.
Outcome was assessed as a change in
the Beck Depression Inventory (BDI)
and the Hamilton Rating Scale for
Depression (HRSD) scores. Fewer
patients dropped out of the couples
than the drug therapy groups. Couples
therapy was found to be superior to
drug therapy as judged by the BDI
scores but not by the HRSD scores
which improved equally with both treat-
ments. This study suggests that at mini-
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mum, couples therapy was as effective
in treating this depressed population as
was pharmacotherapy.

Another study evaluated the relative
effectiveness of pharmacotherapy alone
(P), pharmacotherapy and cognitive
therapy (P + CT), pharmacotherapy and
family therapy (P + FT) and all three
combined (P + CT + FT) for 121
patients with severe unipolar depres-
sion recruited from an inpatient setting.
Using the HRSD as the outcome meas-
ure, this study found no differences in
response or remission rates with the
addition of CT or family therapy to
pharmacotherapy. However, response
was greater especially for the most
severely depressed patients, when all
three (P + CT + FT) treatments were
combined simultaneously. As well, the
functioning of families who received
additional family therapy improved sig-
nificantly independent of improvement
in depressive symptoms (Keitner et al,
2003).

These studies suggest that family thera-
py alone or in conjunction with pharma-
cotherapy can help the depressed
patient get better and their families to
improve their functioning.

Bipolar disorder

A number of studies have reported the
significant stress that caregivers of bipo-
lar patients experience even when the
patient is not in an episode. Concerns
include the disruptions associated with
manic episodes, fear of violence, worsen-

ing of the marital relationship, and the
effect of the illness on parenting and chil-
dren. Legal and financial problems are
not uncommon. Up to 70% of caregivers
experience such a sense of burden.
Specific questions that families struggle
with include: whether they should accept
or confront disruptive behavior, how to
separate willful from illness-related
behaviors, how to deal with noncompli-
ance, how to recognize prodromal symp-
toms and how to get patients to a health
care facility when they do not want to go.
Such family burden can have adverse
effects on illness course.

A number of family-focused treatment
outcome studies for patients with bipo-
lar disorders have been reported over
the past few years. Miklowitz and
coworkers (2000) randomized 101 out-
patients with bipolar disorder to 21 ses-
sions of adjunctive family focused ther-
apy (FFT) vs pharmacotherapy alone.
FFT led to a significantly higher 1-year
survival rate (71%) than pharmacother-
apy (47%). FFT was effective in pre-
venting depressive, but not manic
relapses. Another randomized trial of
FFT involving 53 bipolar patients (Rea
et al, 2003) found that patients receiving
FFT had significantly fewer number of
relapses (28%) and rehospitalizations
(12%) than those receiving pharma-
cotherapy alone (60% and 60%, respec-
tively). Combining adjunctive FFT with
interpersonal social rhythm therapy
also led to significantly longer survival
times and a greater reduction in depres-
sive symptoms over a 1-year follow-up
period than did pharmacotherapy alone.
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Psychoeducational groups/family approa-
ches have also been shown to be helpful
in the management of bipolar disorders.
A randomized study of a multi-family
group (excluding patient) psychoeduca-
tional program (n=30) vs treatment as
usual (n=15) showed the family treat-
ment to reduce a sense of burden by the
family members who in turn blamed the
patient less for their illness.

Another conceptual framework of the
family and a family therapy approach
that has been investigated is the
McMaster Model of Family Functioning
and the Problem Centered Systems
Therapy of the Family (PCSTF) (Ryan
et al, 2005). Ninety-two acutely ill bipo-
lar patients were randomly assigned to
pharmacotherapy alone (P) pharma-
cotherapy plus family therapy (P + FT)
or pharmacotherapy plus a multi-family
(including patient) group intervention
(P + MFGT). The additional family
interventions did not impact on recov-
ery rates or time to recovery but did
have a significant beneficial effect on
improving family functioning and the
family's ability to cope with the illness
(Keitner et al, 2003).

A number of conclusions are warranted
at this time based on these recent stud-
ies. Adjunctive family therapy appears
to be somewhat more effective in symp-
tom reduction for patients with unipolar
than bipolar illness. Family therapy in
bipolar disorder does appear to delay or
reduce relapse rates. Family therapy is
helpful in both unipolar and bipolar dis-
orders in improving family functioning

beyond what may occur due to sympto-
matic improvement in the patient.
Improved family functioning leads to
more effective ways of coping with the
illness by the family (Keitner et al,
2004).

Alcohol abuse

General issues

Alcohol consumption is part of daily life
in many cultures of the world. The neg-
ative effects of excessive alcohol con-
sumption are also widely distributed.
Alcohol is tangled with many aspects of
life, including social relations, celebra-
tions, rituals, and religious practices.
While in some cultures it is a basic part
of everyday life, in other cultures it is
forbidden and unacceptable by societal
standards.

Every society and culture restricts the
quantity of alcohol consumption. The
rapid development of societies can lead
to the loosening of social norms.
Economic changes can undermine cul-
tural norms and social practices, and
established drinking practices cannot
keep up with all these changes. Such
changes have occurred in many coun-
tries, and on many continents. These
changes will be considered in a summa-
ry of the results of the previous four
years’ research.

There have been two paradigm shifts in
research on alcohol consumption.The first
is an emphasis on safe alcohol consump-
tion and its advantages as opposed to the
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previously promoted concept of absti-
nence.The second paradigm change was a
focus on drinking patterns that could be
used to describe the characteristics of alco-
hol consumption, rather than a focus on
the amount of alcohol consumed. A
methodologic problem is how to define
alcohol abuse, binge drinking, and heavy
drinking in different cultures, which may
use different units of measurement.

Family research

The following areas have been the focus
of recent research in alcoholism and
families: genetics; psychophysiology–
search for vulnerability; family interac-
tions–family factors in the development
and maintenance of alcoholism; preven-
tion and therapy.

The transmission of alcohol addiction is
influenced by vulnerability, the so-called
low response to alcohol consumption.
Factors that increase vulnerability include
antisocial behavior, alcoholism of parents
and psychiatric comorbidities–primarily
depression. Protective family factors
include rituals,healthy drinking habits,and
a stable marriage. Environmental factors
do not appear to be specific in precipitat-
ing alcoholism because other drug addic-
tions have similar environmental factors.

The behavioral patterns and character-
istics of children of alcoholic parents as
well as factors that affect quality of life
continue to be extensively researched.
Gender differences in alcoholism are
found and in certain types of alcoholism
father-son transmission seems specific.

Historically there was a systematic per-
spective that postulated an adaptive
function of alcohol consumption in the
marriage, assuming that alcohol con-
sumption brought a dysfunctional fami-
ly system into equilibrium. However,
the latest studies, mostly of people with
antisocial behavioral problems do not
support this theory.

The psychotherapy of alcohol depend-
ence has long been neglected by psychi-
atric research. Recently, however, a num-
ber of clinical and experimental studies
have been performed examining the effi-
cacy of different kinds of psychotherapeu-
tic approaches in alcoholism. Most clinical
settings follow an integrative model based
on behavioral and coping skills therapy,
along with psychodynamic and family
therapy. Further therapy elements are
self-help groups. Most therapies are con-
ducted, as group therapy but individual
therapy is a well-examined alternative.
Early intervention in alcohol dependence
is of special relevance. Motivational
enhancement is a key goal of alcohol ther-
apy and can be implemented early or in
the detoxification phase. Meta-analysis of
the effectiveness of different therapy
models show that psychotherapeutic
treatments are effective and those thera-
pies that integrate the family into the
treatment are more effective.

Schizophrenia 

Effect of schizophrenia on families

Many studies have highlighted the
impact that schizophrenia has on fami-
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lies. Recent work has focused on the
stressful effect of the first episode of
psychosis especially on mothers of
younger patients. Data suggest that the
distress is less in older family members
(or caregivers) working full time. The
life of caregivers is seen as doubly prob-
lematic, experiencing stigma personally
and vicariously through their relative.
Particularly problematic areas of con-
cern include protracted periods of time
before the establishment of a definite
diagnosis, ambivalence about medica-
tion and “never giving up.”

The 2 weeks before hospitalization peri-
od has been found to be a particularly
burdensome period. An important pre-
dictor of burden is the change of rela-
tionship between the caregiver and the
affected individual. Conflicts between
family caregivers increases the burden.
Other aspects that predict family bur-
den are their threats, nuisance, and
restricted social life. The patient’s
aggression and/or substance abuse are
of less concern. Highlighting the tran-
scultural nature of burden is an Indian
study showing that mental illness
(notably schizophrenia) significantly
jeopardizes family relationships.

The most burdensome stressors for many
parents are the negative symptoms.
Disorganized behavior is also a crucial
factor in family burden. A study from
Japan found that subjective and objective
burdens were significantly predicted by a
patient’s Global Assessment of Function
(GAF) scores—not by Axis 1 diagnosis
or the Positive and Negative Syndrome

Scale (PANSS) score.The distress experi-
enced by the family extends equally to
even those members living separately.
This Canadian finding is consistent with
another British study, which reported that
25% of both groups met GHQ criteria
for having a mental disorder. In addition,
parents’ burdens were closely intercon-
nected with the illness curve of patients,
with 40% of parents experiencing a con-
stant high level of burden.

The experience of families and other
caregivers however, are not always
bleak. Some researchers point to the
positive aspect of care giving, including
satisfaction from care giving activities,
feelings of gratification, love, and pride.
Factors that influenced contact frequen-
cy between family and patients were not
determined by the relatives’ burden nor
patients’ symptom severity, but mainly
by demographic data. According to a
large British study (UK 700 trial) rela-
tives do not avoid contact with their ill
member even though they may experi-
ence distress over the patient’s illness.

Some relevant and useful suggestions
have emerged from this line of research.
First, in chronic schizophrenia, treatment
of particular symptom dimensions (such
as the high excitement component of the
PANSS score) may be more effective in
relieving caregiver burden than interven-
tions directed towards extending the
patient’s social network. Second, there is
considerable evidence that psychoeduca-
tional programs (as part of behavioral
family therapy BFT) are associated with
lower family burden, more positive atti-
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tudes toward continuing care of the
patient and less relapse (one patient
relapsed compared to 13 in a control
group which did not have a family pro-
gram), and the dose of neuroleptics was
significantly lower on discharge (than
admission) in the BFT group.

A recent large multicenter European
study (EPSILON) raised concerns
about the treatment of schizophrenia by
concluding that psychiatric services are
largely ineffective in managing the per-
sonal impact of schizophrenia, especial-
ly upon work, home, and family life.This
echoes an earlier study in England in
which parents of schizophrenic patients
perceived professional staff as of “least
help” compared to family members and
self-help groups.

Effect of families on schizophrenia

Particular family environments and fami-
ly treatment approaches have been found
to impact on schizophrenic illness. Low
daily contact with family members was
associated with low quality of life for
patients with schizophrenia. The concept
of expressed emotion (EE), a measure of
levels of criticism and over-involvement
in families, continues to play an important
conceptual role in family studies.
Expressed emotion is a robust predictor
of relapse. Family EE and not the care-
giver’s knowledge about schizophrenia
has been found to be an important factor
in accounting for a patient’s non-compli-
ance.An interesting study about “shifting
blame away from ill relatives” in an accul-
turated Latino American community,

found that 91% were rated as low EE
and called for efforts to augment positive
emotions in key members aiming at
establishing a low EE environment.

EE was found not to be a stable family
style in the early stage of schizophrenic
illness with a tendency of families to have
high EE in the first episode of psychosis
due to increased burden and less EE over
time. Relatives with high EE were found
to be more conventional and less satisfied
with themselves and their lives. They
were also less flexible, less tolerant and
less empathic. Patients in high EE fami-
lies are also more critical, show more sub-
clinical odd behaviors, and have more
negative autobiographical memories.
High EE families are not always harmful
to the patients. Patient’s performance
improved in memory-loaded vigilance
tests in the presence of high EE families,
suggesting the role of certain amounts of
anxiety in improving performance.

Contrary to previous speculations that
schizophrenic patients living with low EE
families would not require the protection
of medication, recent findings show that
medication and EE are independently
related to relapse, confirming that EE
should have no bearing on the decision to
prescribe medication. Some studies have
found that single family interventions are
more effective than group-based family
treatments in decreasing psychotic symp-
toms or rehospitalizations. This effect is
not mediated through improved compli-
ance with medications. Other studies,
however, have noted a very beneficial
effect of multi-family group treatments

SPECIAL POPULATION SECTORS

132

SERVIER-WPA_v07  29/07/05  14:41  Page 132



for schizophrenia (McFarlane, 2002).
Interestingly Bebbington and Kuipers
(2003) observed that “the evidence of the
impact of social factors (notably the fam-
ily) on psychosis has been well authenti-
cated and continues to confirm that such
factors, while powerful, are amenable to
change.”

Conclusions

The areas of family research and inter-
vention reviewed above are all exam-

ples of the kinds of family research that
is being conducted. There has been a
greater emphasis on the utilization of
defined and standardized family assess-
ment instruments and family therapy
guides that are “manualized” and there-
fore more amenable to testing and dis-
semination. Much work still needs to be
undertaken due to the substantial het-
erogeneity of not only the illness under
study but also of the families that are
put into the unenviable position of hav-
ing to deal with them.
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This update on recent advances on biolo-
gy was prepared on behalf of the WPA
section on Biological Psychiatry and
reflects the presentation of the Section at
the Athens Congress. Since the first
update, the Section has organized a num-
ber of scientific symposia, the proceed-
ings of which have been published in the
Section’s official Journal Acta Neuropsy-
chiatrica on dual diagnosis: a US-UK per-
spective and recent advances in psy-
chopharmacology of addiction (Abou-
Saleh, 2004a; Abou-Saleh, 2004b).
Moreover, the Section has prepared a
position statement on the efficacy and
safety of electroconvulsive therapy
(Abou-Saleh et al, 2004c) and a series of
workshops have been organized to dis-
seminate its recommendations. Finally,
the Section contributed to Intersectional
Symposia on the Construction of Future
International Classification and Diagnostic
Systems and on Prevention in Psychiatry
at the WPA Athens Intersectional
Congress in March 2005.

Introduction

It is a challenging task to provide an
update and capture advances in neuro-
science considering the vast literature in
preclinical and clinical neuroscience
(neuropathology, neurophysiology,
chemical pathology, neuroendocrinolo-
gy, neuropsychopharmacology, neu-
roimaging, molecular genetics, and
genomics). It is prudent therefore to
focus on selected areas for review high-
lighting important advances in areas
that the author is particularly familiar
with. This is complimented with the sec-
tion on the implications of recent
advances in biological psychiatry for the
validation of psychiatric diagnoses.
Readers are referred to important pub-
lications by the WPA, particularly the
series of related articles in World
Psychiatry and the series of texts edited
by Mario Maj, particularly the book on
Psychiatry as a Neuroscience (Lopez-
Ibor et al, 2002).

The search for the “Holy Grail.” 
The biology of psychiatric disorders

Mohammed T. Abou-Saleh
Section on Biological Psychiatry, World Psychiatric Association 
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Paradigm shifts

In this update, paradigm shifts are out-
lined and recent advances in methods
and techniques of clinical neurosciences
and their applications in the study of
major psychiatric disorder will be
exposed. Reference is made to studies
of the biology of schizophrenia, and
addictions.
Paradigm shifts and new technologies
have revolutionized psychiatric research
and paved the way for a new era in the
third millennium (Stahl and Niculescu,
2002). Clinical comorbidity is common
and is the rule rather than the exception
as shown in community and clinical pop-
ulation studies. There is evidence that co-
morbid disorders have shared biological
substrates including shared genes. This
has implications for psychiatric classifica-
tions, which may become more etiology-
based rather than descriptive, on a par
with the classification of nonpsychiatric
medical diseases. It is therefore impera-
tive to study clinical comorbidity in the
context of genomics and other biological
investigations of psychiatric disorders. It
is increasingly recognized that the brain is
a highly complex organ with marked
structural and functional plasticity and
capacity for repair and tissue remodeling.
Furthermore, the role of both cell prolif-
eration/cell death and glial cells in psychi-
atric disorders is coming into focus. A
new concept that may inform psychiatry
in the coming years is that of cumulative
end-organ damage, in this case of differ-
ent regions of the brain. Some concerted
approaches for study, which integrate dif-
ferent methodologies concurrently (phe-

notypical assessment, pharmacological
studies, animal models, molecular and cel-
lular biology, genetics, and brain imaging)
have been proposed. At the same time,
strenuous efforts are being made in the
field to perfect each approach as much as
possible. Convergent functional genomics
is an approach to integrate data from ani-
mal studies, and human genetic and brain
imaging studies: to use data from brain
imaging studies to select brain regions of
interest in a psychiatric disorder and ana-
lyze gene expression patterns in those
regions in post-mortem human brains or
a germane animal model. Table I high-
lights recent advances that emerged using
these methodologies (Stahl and Niculescu,
2002).

Neuroimaging studies in 
schizophrenia

The introduction of structural and func-
tional neuroimaging techniques has rev-
olutionized the study of the biology of
psychiatric disorders, promising their
deconstruction and the development of
novel and more specific treatment.
Structural magnetic resonance imaging
(MRI) studies have shown conclusively
reductions in prefrontal and medial
temporal cortical regions in schizophre-
nia, including studies of first-episode
schizophrenia. There is controversy as
to whether these abnormalities are
genetically determined, and importantly
there is an environmental factor
involved as shown in studies of monozy-
gotic twins discordant for the disorder,
which showed structural abnormalities
in the cotwin with the disorder but not
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Table I. Paradigm shifts (based on Stahl and Niculescu, 2002).

Comorbidity underlined by overlapping biological mechanisms
- Degenerative changes in schizophrenia and correctable neurotransmitter changes in

dementia
- Mood disorders: impact on cognition with extensive comorbidity and progressive

end-organ damage
- Substances modulate biochemical pathways involved in mood and cognitive disorders

Tissue remodeling
- Molecular and cellular adaptations after chronic exposure to addictive substances

and therapeutics, eg, antidepressants increase hippocampal cells overcoming atrophy
caused by stress

- Glial cells and not neurons reduced in postmortem tissue in mood disorders
- Cumulative end-organ damage, eg, bipolar disorder and lasting changes in cortical

and subcortical function after stimulant misuse
- Schizophrenic disease starts before symptoms
- Stress (glucocorticoids) within depression causes damage in hippocampus and prefrontal

cortex; physical exercise has neurotrophic effects and improves depression
- Chronic stimulant abuse causes cognitive deficits and decreases dopamine function

Endocrinological changes
- Low estradiol levels in depressed women
- Decreased growth hormone response in children at high risk for depression
- Thyroid disorders in depression; lithium regulates thyrotropine receptor gene expression
- Corticotropin receptor downregulation increases sensitivity to stress

Convergent functional genomics
- Gene expression in brain regions of interest (imaging or postmortem) integrated with

human linkage data and gene identification
- Chronic alcohol use: expression of 163 out of 4000 genes in frontal cortex differed

from controls: mechanism for loss of white matter and neurotoxic effects of alcohol
- Psychogenes and psychosis-suppressor genes in schizophrenia and bipolar disorder
- Cocaine upregulates transcription and gene expression – long-term neural changes

(cyclin-dependent kinase) – target for drug development
- Tetrahydrocannabinoids change gene expression (signal transduction and structural

proteins)

Pharmacological studies
- Sensitization with increased number of episodes in bipolar disorder and associated

with resistance to lithium
- Low levels of omega-3 fatty acids, therapeutic effects in bipolar disorder mediated by

signal transduction to nucleus through protein kinase signaling
- Folate supplement to antidepressants
- Antioxidant (vitamin E) supplement to prevent tardive dyskinesia
- Lithium has neurotrophic effects in dementia
- Nicotine increases nerve growth factor effects in Alzheimer’s disease
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in the healthy cotwin. These findings are
supported by using the related MRI
technique of diffusion tensor imaging,
which depicts the integrity of white mat-
ter tracts. Studies using functional MRI
have supported these findings, demon-
strating reduced activation in the pre-
frontal cortex and medial temporal cor-
tex in patients with schizophrenia.
Moreover, the technique enabled the
study of brain function in relation to the
experience of auditory hallucinations in
schizophrenic patients, reporting an
association with reduced activation in
the temporal region. These abnormali-
ties have also been detected using other
functional neuroimaging techniques
measuring cerebral blood flow, brain
metabolism and neurochemical mecha-
nisms with positron emission tomogra-
phy (PET) and single photon computer-
ized tomography (SPECT) indicating
changes in frontal, temporal, cingulate,
thalamic, and cerebellar regions in
patients with schizophrenia. PET and
SPECT techniques have been used to
study neurotransmitter mechanisms and
of particular importance are studies of
dopamine D2 receptors using the
amphetamine-induced reduction of
raclopride binding indicating increased
dopamine release confirming the
dopamine hypothesis for schizophrenia
(Abi-Dargham, 2004). Finally, magnetic
resonance spectroscopy has also
demonstrated in vivo neurochemical
changes in patients with schizophrenia
most notably a reduction in concentra-
tion and N-acetylaspartate in frontal
and temporal cortical regions indicating
neuronal loss and supporting findings

obtained using structural MRI studies
of reduced gray matter in patients with
schizophrenia.

Neuroimaging studies in 
addiction

The introduction of neuroimaging tech-
niques for the study of drug addiction
has revolutionized the endeavor to elu-
cidate its chemical pathology, offering
new modalities of treatment including
psychopharmacological ones. However,
addiction is a complex set of disorders
with underpinning biological, behav-
ioral, and environmental mechanisms.
Recent research has provided new
knowledge on the effects of drugs of
abuse on biological factors such as
genes, protein expression, and neuronal
circuits. Less is known about the interre-
lationships between these biological
mechanisms and addictive behavior and
about the effects of environmental fac-
tors on these biological mechanisms and
related addictive behavior. New emerg-
ing neuroimaging technologies such as
PET, functional MRI (fMRI), diffusion
tensor imaging, and magnetic resonance
spectroscopy have provided powerful
tools to investigate biological mecha-
nisms underlying addiction and their
relationships with cognitive, behavioral,
and environmental variables. The focus
of PET and SPECT studies of drug
addiction has been on the brain
dopamine system, the pivotal neuro-
transmitter system through which drugs
of abuse exert their reinforcing effects.
MRI studies have identified brain
regions and circuits involved in drug
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addiction (intoxication, withdrawal, and
craving) and links of their activities to
behavior. Moreover, studies have shown
that environmental factors, such as
social status, can affect dopamine D2
receptor expression, which in turn
affects the propensity for drug self-
administration. Recently, a model that
conceptualizes addiction as a “state ini-
tiated by the qualitatively different and
larger reward value of the drug, which
triggers a series of adaptations in the
reward, motivation/drive, memory and
control circuits of the brain” has been
proposed (Volkow et al, 2004). These
changes result in an enhanced and per-
manent saliency value for the drug and
in the loss of inhibitory control, favoring
the emergence of compulsive drug
administration. The model also high-
lights the need for therapeutic
approaches that include pharmacologi-
cal as well as behavioral intervention in
the treatment of drug addiction. Further
to this, there are new findings on biolog-
ical vulnerability to drug addiction. It
has been hypothesized that genetic fac-
tors make a major contribution to the
individual’s innate vulnerability to
addictive behavior. Individuals with low
dopamine D2 receptor levels find
methylphenidate pleasant while higher
D2 receptor level individuals find it
unpleasant, supporting the “reward
deficiency hypothesis” and the notion
that individuals with low dopamine
receptors may have an understimulated
reward system and as a result experi-
ence pleasurable effects when subjected
to drug-induced elevation in dopamine.
It has been suggested that neuroimaging

may provide the means to objectively
link behavioral and neurochemical
changes and to objectively evaluate
treatment. With the identification of
new genes related to addictive behavior,
imaging promises to provide the tool for
directly translating this knowledge to an
evaluation in humans (Volkow et al,
2004).

Genetic and genomic studies

The second half of the 20th century has
witnessed significant advances in the
genetics and more recently the genomics
of psychiatric disorders, which were made
possible by the introduction of sophisti-
cated methodologies of linkage and asso-
ciation studies and using the powerful
techniques of molecular genetics.This has
occurred against a background of over-
whelming evidence for the role of genetic
factors in the etiology of psychiatric disor-
ders using the conventional methods of
family, twin, and adoption studies which
have demonstrated the high heritability
of autism, bipolar disorder, and schizo-
phrenia and the important role of envi-
ronmental factors and importantly
gene–environment interactions in the eti-
ology of psychiatric disorders. While link-
age studies have been conducted to study
major gene effects, association studies
proved to be productive in identifying
genes of partial effect, which is the rule in
psychiatric disorders, these being complex
diseases with multifactorial etiology and
importantly are polygenetically deter-
mined. Moreover, the complexity of men-
tal disorders is related to the lack of valid-
ity of present classification systems of psy-
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chiatric disorder, of phenotypes, which
lack validity. Secondly, complex patterns
of transmission and the lack of one-to-
one correspondence between genotype
and phenotype in the majority of psychi-
atric disorders: penetrance, variable
expressivity, gene–environment interac-
tion, genetic heterogeneity, mitochondrial
inheritance, imprinting, and other epige-
netic phenomena (Merikangas and Risch,
2003). Moreover, psychiatric morbidity
has been shown to be the rule rather than
the exception in the majority of psychi-
atric disorders, in part an artifact of the
present classification systems with never-
theless shared underpinning biological,
including genetic, mechanisms. It is there-
fore necessary to redefine psychiatric
phenotypes and use endophenotypes for
their classification. For example, advances
in cognitive neuroscience and neuroimag-
ing have identified endophenotypes for
schizophrenia. Neurocognitive deficits
have been shown to have high heritability
in family and twin studies and to be asso-
ciated with structural brain abnormalities
of enlarged ventricles, reduced hippocam-
pal volume, and reduced N-acetylaspar-
tate levels. Moreover, the COMT val108-
158 met genotype, which is associated
with low prefrontal dopamine function
and with neurocognitive deficits is exces-
sively transmitted to schizophrenic off-
spring.

Pharmacogenomics 

The other major development is phar-
macogenomics, which involves the iden-
tification of genes or gene products with
implication for pharmacotherapy of

psychiatric disorders. The identification
of genes that are involved in the patho-
genesis of psychiatric disorders will
identify new targets for pharmacologi-
cal treatment and ultimately lead to the
use of tailor-made pharmaceuticals. The
cardinal examples have been the 5-HT2
genotype and its role in response to
clozapine and the genes involved in the
cytochrome P450 system and its role in
psychoactive drugs metabolism, devel-
opment of side effects and treatment
response.

The impact of genetics and genomics on
psychiatric practice in the 21st century is
yet to be witnessed despite these
impressive developments and advances.
The prediction of risk for the develop-
ment of psychiatric disorders will never
be better than 50%, since genetically
identical individuals are discordant for
schizophrenia 50% of the time
(McGuffin, 2002). Nevertheless, genetic
risk factors (genotypes) could refine
risk prediction. McGuffin (2002) has
also drawn attention to the important
notion that the study of the genetics of
psychiatric disorder far from “geneticiz-
ing” the disorders and increasing its stig-
ma, will legitimize these disorders as
“real” diseases, which are in the main
biologically determined and are not
expressions of personal failings or
weaknesses. Merikangas and Risch
(2003) have addressed the question of
the impact of genomics on psychiatric
science and practice and concluded that
increased “integration of advances in
neuroscience and genomics along with
the information from population-based
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studies and longitudinal cohorts, inno-
vations in our conceptualization of the
mental disorders and the identification
of specific risk and protective factors,
will lead to more informed intervention
strategies in psychiatry.” They also pre-
dicted that understanding the signifi-
cance of genetic factors and their inter-
pretation for patients and their families
will contribute to prevention of psychi-
atric disorders.

Biological criteria for diagnosis

Robins and Guze (1970) had proposed
the use of laboratory studies for psychi-
atric diagnosis but had not introduced
them as diagnostic criteria or as a basis
for classification. This was followed by
an elaboration of these criteria by
Kendler (1980), who distinguished
between antecedent validators includ-
ing familial aggregation, concurrent val-
idators, and predictive ones. However, it
was Andreasen (1995) who proposed “a
second structural program for validat-
ing psychiatric diagnosis” proposing
additional validators from molecular
genetics, and neuroscience, including
cognitive neuroscience, that are capable
of linking symptoms and diagnosis to
their neural substrates.

Kendell and Jablensky (2003) critically
examined the concept of validity as
applied to diagnosis and suggested that
a diagnostic category should be
described as valid only if it is diagnostic;
characteristic is a syndrome that is sepa-
rated from neighboring syndromes and
normality by a zone of rarity, or, alter-

natively, if the category’s defining char-
acteristics are more fundamental, ie,
biological abnormalities that are quali-
tatively different from defining charac-
teristics of other conditions with a simi-
lar syndrome such as Down’s syndrome
and Huntington’s disease. It is notewor-
thy that the criteria of zone of rarity are
not used in the classification of medical
disorders such as diabetes where diag-
nostic subgroups have been established
based on differences in pathology or eti-
ology. Moreover, the distinction
between psychiatric disorders and nor-
mality is similar to the distinction
between medical disorders and normal-
ity such as hypertension with variation
that is continuous with no demonstrable
point of rarity and the boundary is
decided on pragmatic basis.

While the debate on the validity of pres-
ent day diagnostic entities continues,
major advances in the biology of these
entities have hardly ever been consid-
ered as validating criteria. Yet, such
advances cut through the heart of the
matter and inform the face, concurrent,
construct and predictive validities and
utility of these nosological “inventions”
and ultimately turn them into diagnostic
“discoveries.”

A good example was the introduction of
dexamethasone suppression test (DST) as
a diagnostic test for melancholia, which
was proposed for inclusion in DSM-IV,
but later discarded for its lack of diagnos-
tic specificity. However, the DST has been
shown to have good and meaningful pre-
dictive validity. Moreover, the dramatic
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developments in neuroimaging tech-
niques and cognitive neuroscience have
established “valid”correlates of these con-
structions and predictors of outcome and
response to pharmacotherapy as shown in
numerous studies in schizophrenia.

Finally, there comes the genomics revo-
lution, which promises to deconstruct
current diagnostic entities into geno-
types, descriptive phenotypes, and
endophenotypes, and related dysfunc-
tions in neurocircuits and abnormalities
of neurotransmitter receptors and
enzymes (Stahl, 2003). Whilst it is pre-
mature to carve the nature of psychi-
atric diagnoses at the joints using cur-
rent biological tools and criteria, recent
advances in techniques and their appli-
cations promise the establishment of
more valid and useful psychiatric nosol-
ogy based on their etiology and under-
pinning biological and psychosocial
mechanisms.

Conclusions

The second half of the 20th century wit-
nessed major advances in neurosciences
and in their use and applications for the
benefit of the psychiatrically ill. The first
and the most important landmark was the
chance discovery of the major psy-
chotropic medicines, which provided
“bridges” to the chemical pathology of
schizophrenia and depression; psychoana-
lytical “brainlessness” was replaced by
reductionistic “mindlessness.” There fol-

lowed an explosion of preclinical and clin-
ical neuroscience studies in search for the
“Holy Grail” of psychiatric disorders—
their etiology and pathogenesis.
Concurrently, sparked by observations of
psychiatric symptoms of endocrine disor-
ders, neuroendocrine techniques were
introduced with important advances.
However, it was the introduction of the
variety of neuroimaging techniques, com-
plemented by the use of cognitive neuro-
science assessments to dissect in vivo the
anatomy, pathophysiology and neu-
ropharmacology of major psychiatric dis-
orders, that revolutionized the study of
their underpinning biological mecha-
nisms. Finally, there comes molecular
genetics and the sequencing of the human
genome, providing a quantum leap and
the ultimate advance. These advances
promise to deconstruct present diagnostic
entities into their true genotype–pheno-
type entities and inform the development
of “designer medicines” and the introduc-
tion of preventive interventions.
Moreover, there are concerted approach-
es for study, which integrate different
methodologies concurrently (phenotypi-
cal assessment, pharmacological studies,
animal models, molecular and cellular
biology, genetics, and brain imaging). Such
new knowledge will impact psychiatric
practice with improvements in treatment,
care, and preventive approaches, and bet-
ter quality of life for the psychiatrically ill.
Whilst our search for the “Holy Grail”
continues, we now have the roadmap and
the tools for its excavation.
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Over the last half century there have been
many forces that have led to the change in
the way mental health is perceived and
diagnosed by physicians. The intellectual
field has tremendously grown, with an
increase in the general knowledge, con-
cepts, and understanding of the human
brain and its processes. Especially during
recent decade, there has been an explo-
sive growth of knowledge and informa-
tion about physiology, pathology, and clin-
ical phenomena of the central nervous
system (CNS) and its related disorders.
The knowledge base is expected to
extend at an exponential pace. However,
in order to keep expanding, research insti-
tutes, professional organizations, the drug
industry, scientists, and physicians need to
come together so that knowledge can be
deepened and expanded and applied to
the fullest extent.

Physicians’ individual skills need to be
developed so that procedures ranging
from as basic as specific diagnosis to
complex multifunctional treatments
would be implemented according to the
new knowledge. At the same time,

socioeconomic factors, and drive for
profits more than ever may cause vari-
ous positive as well as negative changes
in medical fields. All of these influences
have been forcing professionals to have
to adapt to the current views, standards
and procedures (Drotar, 2002).

The composite perspective points to
one obvious aspect: that individual
work, segregated and isolated, is not suf-
ficient anymore. Professionals must col-
laborate together to complement each
other’s skills and disciplines in order to
continue to obtain meaningful new
knowledge and advance the field
(Drotar, 2002).

These aspects have been dealt with by
the WPA Section on Interdisciplinary
Collaboration (eg,Gaszner and Halbreich,
2002; Riegelhaupt and Halbreich, 2003)
and will be somewhat further illuminat-
ed here.

Interdisciplinary collaboration, although
not a new concept and quite widely
accepted as a necessity in many fields, is a

Interdisciplinary collaboration—obstacles
and some probable solutions

Uriel Halbreich
Section of Interdisciplinary Collaboration, World Psychiatric Association 

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 147-151
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“technique” that is becoming more wide-
ly practiced. At this point in time, profes-
sionals in many biomedical fields have
discovered the intricate structural aspects
of their organs-in-focus, its physiology,
and biochemistry. The more intricate and
in-depth the knowledge becomes, the
more obvious it is that ever-specialized
skills might lead to narrow tunnel vision
and therefore to limited and ever-mis-
leading results. However, the practice of
not incorporating other findings into a
person’s study would often lead to results
that are incomplete or even not correct.
In the basic and clinical neurosciences,
the width and depth of knowledge is such
that there is no doubt that a single physi-
cian or an individual researcher would
overlook certain aspects when attempt-
ing to describe a system that is incredibly
complex.

Multidimensional interdisciplinary col-
laboration is needed.

In order for new collaborations to be
implemented, several important steps
should take place. First, a closer relation-
ship between professional organizations
must be promoted. There are many
(actually, too many) different associa-
tions for each field of study and special-
ty; therefore often professionals are
working competitively instead of with
each other (Falcone, 2001). This unfortu-
nately is problematic by itself, as the goal
of these professionals should be to find
ways to increase their mutual interests.
In the field of medicine this should also
lead to increased patient and society
well-being. However, in fact, with the

competition the mutual goal is often
hampered (Andreopoulos, 2001). Once
organizations begin to work with each
other more closely within their own
fields, as well as related fields, a new net-
work starts to take root. This network
will contain many links between profes-
sional organizations, including personal
contacts, and thus lead to a larger group
of people available to assist each other
and be “connected” to one another
(Drotar, 2003; Lewis et al, 2001). From
this new accessibility of people to each
other, new programs can be instituted
that would include the multiple disci-
plines and, from there, new knowledge
and, eventually, new technology. With
people working together, the scientific
lobbying community would be more
efficient. With more connections it
would consequentially mean more peo-
ple-power to promote well-being. These
intergroup connections would also
inevitably lead to ties with other outside
forces such as media, and therefore pub-
lic awareness of current issues would be
heightened. This factor is especially
important because it is one of the main
goals of professional organizations and
researchers, since they are working
essentially to improve healthcare. With
many people working in concert towards
the same goals, credentials and proce-
dures would begin to be standardized
worldwide. Furthermore and important-
ly, the connections would allow greater
and better clusters of resources to be
available and utilized. The collaboration
of societies alone would have a substan-
tial impact on the growth of knowledge
and progress in the world of health care.
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It is important that professional soci-
eties, researchers, and other profession-
als work with governmental, interna-
tional, and other professional organiza-
tions, as well as the pharmaceutical
industry. The most beneficial partner-
ship that can be formed is the “strategic
alliance.” This is defined as a tool to
accomplish specific common objectives.
Although ongoing broad collaboration
is imperative within a very broad spec-
trum of societies and professionals, it is
also important to have relationships
specifically to achieve a given goal.
These relationships are built because
the professional organization or phar-
maceutical company cannot obtain the
desirable result on its own. It would be
more efficient to gain assistance from a
specialized outside source because a
corporation may lack the expertise to
carry out the specific operation. This is
the basic level of interdisciplinary col-
laboration and it is usually quite limited
to a smaller number of participants.

Collaboration is obviously necessary,
but without checkpoints and appropri-
ate controls it can result in some com-
mon problems. Individual interests, per-
sonalities, and politics between partici-
pants may lead to competition or refusal
to collaborate even if there is a mutual
goal or a common denominator in con-
text. In order for a smooth relationship
to develop, persist, and flourish, some
basic, but fundamental points should be
clearly stated prior to excessive collabo-
ration. The goals need to be very clear,
precise, and concise (Spilker, 1994). The
two or more parties must identify what

they are attempting and agree upon it
together. The results should have a
measurable aspect to ensure that the
collaboration is implemented to get
closer to the goals. For example, through
the pharmaceutical industry’s collabora-
tion with professional organizations and
Academic Institutes, knowledge will be
shared and promote discovery of new
compounds and their clinical applica-
tions. The goals need to be realistic and
achievable, otherwise limited available
resources and time may be wasted.

The pharmaceutical industry is a group
that would be highly beneficial for sci-
entists and other professionals to collab-
orate with. Collectively it controls vast
funds, highly trained personnel, and
many connections and networks. The
pharmaceutical industry, though, is
quite selective about what activities it
will and will not participate in
(Riegelhaupt and Halbreich, 2003).
Being driven by the need to increase
revenue, it may be idealistically disap-
pointing that the pharmaceutical indus-
try is not able or willing to fund or help
in many worthwhile projects, in which it
does not have a direct financial interest.
However, many corporations do sup-
port general public well-being projects
in order to enhance their image, espe-
cially in regions in which they have a
market or other vested interests.

There are many obstacles to be overcome
for the ideals of interdisciplinary collabo-
ration to be a reality. Unfortunately, when
collaborating with people in different dis-
ciplines, each person’s goals and priorities
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are usually very different. Different peo-
ple have different resources available to
them, which may make interdisciplinary
collaboration so efficient. However, the
one resource that a potential collaborator
has and rarely is willing to share is funds.
Money is one of the strongest driving
forces behind research, and a person or
company does not readily part with it.
This is especially true in the pharmaceuti-
cal industry.A pharmaceutical company’s
goal is to make profit, just like every
other corporation. For this reason, a phar-
maceutical company will severely limit
the amount of not-for-profit activity that
it participates in. Since the pharmaceuti-
cal company may be the supplier of
drugs, personnel, and infrastructure, its
unwillingness to provide these services to
a specific goal-oriented task may thus
limit the gain obtained.

Another financially related issue that
makes the pharmaceutical company
especially selective about the projects in
which it may participate is the high risk
of pharmaceutical research, develop-
ment, and studies: there is no guarantee
that the desirable results would be
obtained. The pharmaceutical company
may invest millions of dollars in some-
thing that could result in absolutely noth-
ing. Therefore, the company’s officials
would only invest in projects that they
believe show a high potential for a strong
yield with a minimal risk. Otherwise their
own positions may be in jeopardy. The
time it takes for a pharmaceutical com-
pany to go from idea, to proposal, to clin-
ical trials, and to marketing is tremen-
dous, and this is another issue that needs

to be overcome (Spilker, 1994).This time
issue is associated with two more major
issues that the management of the phar-
maceutical company has to deal with.
First, the fact that each pharmaceutical
product may take years to get to the
market, and thus consume investment
with no immediate or current returns,
makes the company selective about
which projects it will take on. A second
issue, with the time span it takes for phar-
maceutical products to be completed and
get to the market, is the advantage of
being first with a specific product. If one
company starting development first
spent 6 years and 6 months on a project,
another could have started later but
completed their development in only 6
years, and therefore the first company
may lose the race to the market and
therefore gain a smaller market-share.
This race and uncertainty pose a prob-
lem for collaborators. Due to the knowl-
edge that a pharmaceutical company
holds from its extensive research, it
would be a beneficial collaborator for
anyone. However, industry withholds an
enormous amount of proprietary infor-
mation due to the competitive market.

There are few other problems that exist
when collaborating with a pharmaceuti-
cal company (Spilker, 1994). The strict
regulations imposed by governments
cause industry to be very cautious, and
sometimes overly so. The drug industry
will not take on projects that might hurt
the company’s image or may prevent
efforts to promote drugs. They would
also not conduct research that is contro-
versial or risky, although the end result
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may be very beneficial. Pharmaceutical
companies are driven for maximum
product with most profit, and cannot
withstand a tarnished brand. A compa-
ny must pre-evaluate every step in the
process before accepting a new project.
Since multiple variables, physiological
and/or financial, may influence the
introduction and marketing of any drug,
every single situation and variable must
be accounted for, and this complexity
also controls a company’s ability to
undertake risky and uncertain projects.

It is obvious that with the knowledge that
has already been gained and with the
technology derived over the last decade,

professionals, organizations, and pharma-
ceutical companies have each played
their role to their perceived best extent.
However, at this point in time, it seems
that it is not enough for everyone to be on
their own; professionals and related
organizations geared toward research
must assist each other and share knowl-
edge in order to allow for expansion. It is
impossible for one person to master all
the currently available and relevant
knowledge. This process cannot happen
immediately—it may begin to develop as
people truly internalize the essential need
for interdisciplinary collaboration and
move from lip service to operational con-
ceptualization to implementation.
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Introduction 

Since its inception in 1994 and accept-
ance as an official permanent section in
1996, the WPA Section on Psychological
consequences of Torture and persecu-
tion has been active most notably in
providing awareness through educa-
tional venues of politically motivated
torture and its consequences. The
Section actively organizes and presents
symposia at conferences and scientific
meetings sponsored by the WPA and
other professional organizations world-
wide. A newsletter to Section members
reviews issues and research findings
related to torture and persecution.
Section members actively publish in the
professional literature, in particular con-
cerning issues of assessment, diagnosis,
treatment, and prevention.

It is very difficult to separate the political
from the scientific in the field of torture
rehabilitation (Jaranson, 1998). The
Section regularly addresses sociopolitical
issues including the persecution of psy-

chiatrists and other health professionals
working with torture survivors, victims of
the political abuse of psychiatry, and the
impunity of perpetrators of torture.
Statements, guidelines, and protocols
issued in 2003 by the Section members
include (i) Statement and Guidelines for
the Protection of Survivors of Torture
and Other Acts of Persecution in Exile
(Thomas Wenzel), and (ii) Psychiatric
Protocol to be Applied at Hungarian
Refugee Reception Centers (Lilla
Hardi). Efforts have also focused on
making the Section’s concerns prominent
in the WPA statutes, bylaws, guidelines,
and declarations.

Developments in the field since
2001 and progress achieved

Definitions of torture

Historically, the most common definitions
of torture have been those of the World
Medical Association (WMA) and the
United Nations. The WMA, in its Tokyo
Declaration in 1975, states: “Torture is
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defined as the deliberate, systematic or
wanton infliction of physical or mental
suffering by one or more persons acting
alone or on the orders of any authority, to
force another person to yield informa-
tion, to make a confession, or for any
other reason” (Amnesty International,
1994). The United Nations definition
requires, in addition, that the torture is
inflicted or instigated by a governmental
official (United Nations, 1987). In most
health settings, the Tokyo Declarations’s
definition of torture is found to be the
most useful, as it focuses on the suffering
of the persons involved rather than the
context in which the torture took place.

New definitions of torture

Worldwide, the context of torture has
broadened to include many aspects of
organized violence, often during war.The
World Health Organization (WHO)
developed the concept of “collective vio-
lence” that has been defined as: “the
instrumental use of violence by people
who identify themselves as members of a
group—whether this group is transitory
or has a more permanent identity—
against another group or set of individu-
als, in order to achieve political, econom-
ical, or social objective.” This definition
covers a broad range of forms of violence
including conflicts within and between
countries, organized violent crime, and
various forms of structural violence that
may or may not be state perpetrated.
Structural violence means economic,
political, or social discrimination directed
at one or more groups in society (World
Health Organization, 2002).

Prevalence of torture

Unfortunately, either torture has
increased worldwide or awareness of tor-
ture has increased. The most recent
worldwide survey done for Amnesty
International (2000) between 1997 and
2000 showed that 150 (75%) countries,
out of 195 investigated, practiced torture.
In 80 of these countries, victims died
because of torture. Research on the
prevalence of torture among refugees in
resettlement countries is the most com-
mon and, of course, is higher among those
receiving treatment. Community samples
are rare. The most recently published of
these is by Jaranson et al (2004), who
found prevalence rates of torture ranging
from 25% to 69% among a representa-
tive sample of selected East Africans
communities in Minnesota.

The changing context of torture

Anti-immigrant sentiment has not
improved and, if anything, has worsened
in many European and other Western
countries. Those who have escaped to a
host country without proper documents
may face the risk of being summarily
deported back to their home country or
placed in detention. In the United States,
the Patriot Act intended to make the
country safer from terrorist attacks limits
the civil rights of immigrants and refugees
more than the mainstream population.

The sequelae of torture

Research and clinical judgment over
many years has established that the men-
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tal health consequences of torture to the
individual are usually more persistent
and protracted than the physical afteref-
fects, although, for much torture, there is
considerable overlap of the physical and
psychiatric. Increasing attention has been
paid to pain as a consequence of torture,
often either psychophysiologic in origin
or worsened by psychiatric disorders.
Traumatic brain injury has long been sug-
gested as a factor associated with psychi-
atric comorbidity in survivors of mass
violence and torture. Head trauma is fre-
quent during beatings in torture. Some
studies have suggested an association
between head trauma and neuropsychi-
atric symptoms, such as cognitive deficits.

Neuropsychiatric symptoms are often dif-
ficult to diagnose correctly because the
multiplicity of symptoms is great and
comorbidity occurs frequently. The most
commonly diagnosed psychiatric disor-
ders are still major depression and post-
traumatic stress disorder (PTSD).
Considerable research in recent years has
further documented the neurobiological
basis of PTSD. Controversy about the
applicability of diagnosing PTSD in tor-
ture survivors persists. Especially in coun-
tries where torture is routinely practiced,
PTSD is often viewed as a Western eth-
nocentric and very limited diagnostic cat-
egory which fails to capture the magni-
tude of torture as a trauma. There is no
doubt that simply to label survivors as
having PTSD is inadequate to describe
the magnitude and complexity of the tor-
ture’s effects, and care must to taken to
avoid overmedicalizing the problems.
However, the considerable recent

research documenting neurobiological
and neurophysiological changes found in
PTSD (Basoglu et al., 2001) indicates that
the disorder is more than just a Western
construct, even though the symptom con-
stellations may not be applicable in all
cultures to reach a full diagnosis.
Compared with the DSM-IV, the ICD-10
has to some extent partially solved this
problem by adding the diagnostic catego-
ry of “enduring personality change after
catastropic experience.”

Recent evidence has also shown that
PTSD may have a dose-response effect.
PTSD showed the greatest additive
effect of torture in the study by
Jaranson et al (2004) of East Africans
resettled in the United States. Silove et
al (2002) previously found an additive
effect of PTSD in Tamil torture sur-
vivors in Australia after accounting for
other traumatic events.

A number of practitioners have pro-
posed a torture syndrome, broader than
PTSD but including most of the PTSD
symptoms (eg, Genefke and Vesti, 1998).
What distinguishes torture compared
with other forms of severe trauma is that
torture is both mental and physical and
has a political aim in a sociopolitical con-
text, ie, torture intends to harm individu-
als and groups in a political context.
Wenzel et al (2000) argued for continu-
ing to look for a broader conceptualiza-
tion for the traumatic aftereffects of tor-
ture, including feelings such as shame
and guilt, and existential rumination.The
interest in delineating a specific nosolog-
ical entity “torture syndrome” has been
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diminishing in recent years, and the tor-
ture syndrome has not yet been validat-
ed with qualitative empirical studies, but
clinical descriptions have generated the
hypothetical syndrome. It remains to be
seen whether future research will pro-
vide that validation.

The social consequences both to the indi-
vidual and to the family and society are
considerable. Silove proposed an inte-
grated psychosocial framework suggest-
ing that torture challenges 5 core adap-
tive systems: safety, attachment, justice,
identity-role, and existential-meaning.
This framework was elaborated with
respect to PTSD by Ekblad and Jaranson
(2004). Since torturers use the individual
as a way of controlling or frightening the
torture victim’s family and community,
the ramifications of torture extend far
beyond the survivor. Societies may
remain highly polarized, suspicious, and
angry, which requires a process of recon-
ciliation for national healing.

Terrorism and torture

Especially since the terrorist attacks on
New York City and Washington, DC on
September 11, 2001 (9/11) and, subse-
quently, the documentation of the
United States torturing prisoners in
2004 at the Abu Ghraib prison in Iraq,
the media has fostered a virtual explo-
sion of information about torture and
terrorism. After 9/11, terrorism and its
relationship to torture became a contro-
versial issue. Questions were raised
about whether torture methods should
be used to interrogate terrorists, such as

at the US detention facility in
Guantanamo Bay, Cuba. Subsequently,
evidence of prison abuses and alleged
torture by coalition forces in Iraq was
uncovered at the Abu Ghraib prison.
The island of Kos Declaration produced
during the WPA-cosponsored 18th
Panhellenic Congress of Psychiatry
expresses concern about the abuse of
detainees at Iraqi prisons (Science &
Care, 2004). This has fueled an interna-
tional discussion about what methods
constitute torture and whether the use
of torture to extract information from
suspected terrorists can be justified.

The WPA Section supports the many
international conventions which prohib-
it the use of torture and similar actions
under any circumstances. Of note is the
United Nations Convention Against
Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment
(United Nations, 1987), of which 74
states are signatories and 136 are par-
ties. The Convention Against Torture
states that there are “no exceptional cir-
cumstances whatsoever” to justify tor-
ture. At the same time, the Convention
states that a country or a person can
never engage in cruel, inhumane, and
degrading treatment or punishment.

Assessment

Considerable progress has been made on
the legal and forensic evaluation of tor-
ture survivors, notably implementation
of the Istanbul Protocol (Iacopino et al,
1999), which was accepted officially by
United Nations to document legal, med-
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ical, and psychological torture. In 2004,
an extensive training module on CD-
ROM, Documentation of Posttraumatic
Spectrum Disorders after Torture and
Persecution, by Thomas Wenzel, Section
secretary, et al, has been adapted for use
by certified trainers administering the
Istanbul Protocol.

Rehabilitation

More than 200 torture rehabilitation cen-
ters and programs are now registered
with the International Rehabilitation
Council for Torture Victims in its annual
update. When possible, most use a multi-
disciplinary approach to treatment. A
thorough review of rehabilitation and
assessment has been completed by
Jaranson et al (2001). The consensus in
the literature is that cognitive therapy
and psychotropic medication are the best
documented as effective treatment inter-
ventions. Medications more recently have
FDA approved indications for treatment
of PTSD, especially selective serotonergic
reuptake inhibitors (SSRIs). Psychosocial
interventions (Ekblad and Jaranson,
2004) and community-based interven-
tions are becoming more accepted, but
are still not extensively researched. More
attention has been given to the needs of
vulnerable groups, for example, women
(Kastrup and Arcel, 2004).

Prevention

Passage of the United Nations Optional
Protocol is a significant recent advance
in the effort to prevent and eradicate
torture. This Protocol allows independ-

ent investigations into prisons and
detention facilities in those countries
which have signed.

Among the most important preventive
approaches is to encourage universal
and speedy ratification by all countries
of the United Nation Convention
Against Torture, the Optional Protocol,
and the International Criminal Court.

Protection of health professionals

Section Chair Inge Genefke, in particular,
has been active in supporting Turkish psy-
chiatrist Alp Ayan and other health pro-
fessionals from the Human Rights
Foundation of Turkey (HRFT), which
provides treatment to torture survivors
throughout Turkey. Dr Ayan was charged
with insulting the Turkish Minister of
Justice in connection with a press state-
ment in January 2001 that focused on the
action against prison operations. Dr
Genefke regularly attended the many tri-
als which ended, finally, with acquittal on
September 16, 2004.

Research

The relevant books and articles in the
professional literature are too numerous
to catalogue here and beyond our scope.
In addition, much information is more
readily available with the increased access
and availability of Internet resources and
publications. The mental health implica-
tions of torture and related trauma may
contribute to the field of stress theory, as
well as psychiatric assessment and classifi-
cation of trauma symptoms.
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What still needs to happen

After a quarter of a century and dra-
matic expansion of rehabilitation efforts
worldwide, there is still no consensus
about the efficacy of treatment inter-

ventions for torture survivors. There is
little additional literature about treat-
ment outcome, models and structure of
rehabilitation services, design of servic-
es, cost-effectiveness, or sustainability of
services.

VIOLENCE AND CONFLICT

160

Bibliography
1. Amnesty International. Torture Worldwide. An Affront to Human Dignity. New York,

NY: Amnesty International USA; 2000.
2. Amnesty International. Ethical Codes and Declarations Relevant to the Health

Professions: an Amnesty International Compilation of Selected Ethical Texts. 3rd revised
ed. London, UK: Amnesty International; 1994.

3. Basoglu M, Jaranson JM, et al. Torture and mental health: a research overview. In:
Gerrity E, Keane TM, Tuma F, ed. The Mental Health Consequences of Torture. New
York, NY: Kluwer Academic/Plenum; 2001:35-62.

4. Ekblad S, Jaranson J. Psychosocial rehabilitation. In: Wilson J, Drozdek B, eds. In:
Broken Spirits: the Treatment of Traumatized Asylum Seekers, Refugees, War and Torture
Victims. New York, NY: Brunner-Routledge Press; 2004:609-636.

5. Declaration of the Island of Kos. Science & Care. 2004;2:4.
6. Genefke I, Vesti P. (1998) Diagnosis of governmental torture. In: Jaranson JM, Popkin

MK, eds. Caring For Victims of Torture. Washington, DC: American Psychiatric Press;
1998:43-59.

7. Iacopino V, Ozkalipci O, Schlar C. The Istanbul Protocol: international standards for the
effective investigation and documentation of torture and ill treatment. Lancet.
1999;354:1117.

8. Jaranson JM.The science and politics of rehabilitating torture survivors: an overview. In:
Jaranson, JM, Popkin MK, eds. Caring For Victims of Torture. Washington, DC:
American Psychiatric Press; 1998:15-40.

9. Jaranson JM, Kinzie JD, et al. Assessment, diagnosis, and intervention. In: Gerrity E,
Keane TM, Tuma F, eds. The Mental Health Consequences of Torture. New York, NY:
Kluwer Academic/Plenum Publishers; 2001:249-275.

10. Jaranson JM, Butcher JN, Halcon L, et al. Somali and Oromo refugees: correlates of tor-
ture and trauma. Am J Public Health. 2004;94:591-598.

11. Kastrup MC, Arcel L. Gender specific treatment. In: Wilson JP, Drozdek B, eds. Broken
Spirits: the Treatment of Traumatized Asylum Seekers, Refugees, War and Torture Victims.
New York, NY: Brunner-Routledge Press; 2004:547-571.

12. Silove D, Steel Z, McGorry P, Miles V, Drobny J.The impact of torture on post-traumatic
stress symptoms in war-affected Tamil refugees and immigrants. Compr Psychiatry.
2002;43:49-55.

13. United Nations General Assembly. Convention Against Torture and other Cruel,
Inhuman or Degrading Treatment or Punishment. New York, NY: United Nations; 1987.

SERVIER-WPA_v07  29/07/05  14:41  Page 160



14. Wenzel T, Griengl H, Stompe T, Mirzaei S, Kieffer W. Psychological disorders in survivors of
torture: exhaustion, impairment and depression. Psychopathology. 2000;33:292-296.

15. World Health Organization. Collective violence (Chapter 8). In: World Report on
Violence and Health. Geneva, Switzerland: WHO publication; 2002:213-237.

PSYCHOLOGICAL CONSEQUENCES OF TORTURE AND PERSECUTION

161

James M. Jaranson, Co-Chair, Section on the Psychological Consequences of Torture and Persecution, World
Psychiatric Association
Co-Chair, Board of Directors, Program for Torture Victims, Los Angeles, CA
Medical consultant, Survivors of Torture International, San Diego, CA
Consultant, Task Force of Torture Treatment Center Senior Clinicians, Portland, OR
Principal Investigator, Refugee Population Study, University of Minnesota
E-mail: jaran001@earthlink.net   

SERVIER-WPA_v07  29/07/05  14:41  Page 161



SERVIER-WPA_v07  29/07/05  14:41  Page 162



In 2002 the Conflict Management and
Conflict Resolution Section’s scientific
contribution, Violence Prevention and
the Healing of Trauma (Sorel, 2002) to
the WPA Sections’ first volume on
Advances in Psychiatry focused prima-
rily on individuals and families. In the
current chapter, we expand the focus
from individuals and families to popula-
tions’ mental health in postconflict con-
texts and in complex emergencies.

Of the many etiological factors leading
to psychiatric disorders, conflicts have
the highest predictable association with
their occurrence in the general popula-
tion. The most frequent diagnoses made
are post-traumatic stress disorder
(PTSD), depression, and anxiety disor-
ders. In addition, most individuals
report psychological symptoms and dis-
tress that may not fulfill diagnostic cri-
teria. Furthermore, psychosocial conse-
quences of conflicts may include sleep-
lessness, fear, anger, flashbacks, alcohol
and drug abuse, domestic and sexual
violence, suicide attempts, and suicide.
Studies indicate that populations sub-

jected to conflicts not only have psychi-
atric consequences, but also have associ-
ated dysfunctions that can last up to 5
years after the conflict. These persistent
dysfunctions are linked to decreased
productivity, poor nutritional, health,
and educational outcomes for the chil-
dren of mothers with these problems,
and decreased uptake of donor develop-
ment efforts. The failure to address psy-
chiatric and psychosocial disorders in
conflict-affected populations will likely
hinder attempts to promote human and
economic development and reduce
poverty, and further exacerbate their
psychiatric conditions (Mollica, 1999;
Mollica, 2001).

The importance attributed to mental
health worldwide has been significant in
recent years. In 2001, the WHO’s World
Health Report 2001—Mental Health:
New Understanding, New Hope empha-
sized the essential nature of mental
health for the well-being of individuals,
communities, societies, and countries
(WHO, 2001) and was catalytic to new
research studies of psychiatric disorders
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in general and of postconflict popula-
tions in particular. Recent studies
among Bosnian refugees in Croatia
revealed high rates of depression (14%
to 21%) and PTSD (18% to 35%).
(Mollica et al, 2001). Psychiatric epi-
demiological studies undertaken in
Afghanistan indicate a 67.7% rate of
depression, 72.2% anxiety, and 72.2%
PTSD (Cardozo et al, 2004; Scholte et
al, 2004).

Of the 22 countries in the Eastern
Mediterranean region, 5 are currently in
a state of conflict. These are
Afghanistan, Iraq, Palestine, Somalia,
and Sudan. Consequently, 19% of the
population of the region faces the threat
and stress of conflict and war. Over the
last two decades, 15 of the 22 countries
have been involved in conflict. Thus, up
to 85% of the total population of the
region has been exposed to war in the
last 20 years.

The WHO is addressing the challenge of
the postconflict contexts on populations’
mental health. The commitments were
explicitly highlighted in the Resolution of
the World Health Assembly (2002), which
urged member states “to strengthen
action to protect children from and in
armed conflict” and, the Resolution of
the WHO Executive Board (2002) which
urges “support for [the] implementation
of programs to repair the psychological
damage of war, conflict, and natural dis-
asters.” A similar commitment has been
made by the Eastern Mediterranean
Regional Office of WHO (WHOEMRO
2002).

Conflict, violence, and mental
health consequences

Conflict exposes populations to
extreme violence and unprecedented
levels of stress. The prolonged and
often bloody nature of conflicts in
many countries has had a profoundly
negative effect on the psychological
and psychiatric wellbeing of those pop-
ulations. Killings, executions, massive
persecution, forced internal displace-
ment, the fear associated with living in
mined areas, leave an indelible mark 
on the population. In addition to the 
conflict and war consequences in
Afghanistan above-stated, the Lebanese
war was very often fought in the civil-
ian realm; therefore exposure to vio-
lence was common. Three out of 10
Lebanese surveyed report that a fami-
ly member was killed during the con-
flict, 14% were wounded, 12% tor-
tured, 7% report sexual assault, and
6% were kidnapped or taken hostage.
The conflict that has continued in the
Palestinian territories resulted in
Palestinian children’s exposure to
traumatic events during the Intifada
with a 38.1% high exposure, and
61.9% low exposure.

Conflicts, poverty, social capital,
and mental health

Individual, interpersonal, institutional,
and structural/societal factors may lead
to, and perpetuate, violence within con-
flict situations. These relationships are
well illustrated in Figure 1 below
(Moser and Shrader, 1999).
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The links between the individual, the
interpersonal, the institutional, and the
societal/structural become increasingly
evident as nations that have high levels
of poverty and are in economic decline
are at increasing risk of conflict, and of
increased psychiatric disorders and psy-
chosocial distress. When conflict erupts,
it increases poverty, thus undermining
the countries’ economic, governance,
and service delivery capacities as well as
increasing the risk for psychiatric disor-
ders and psychosocial distress (Collier,
2003). Analysis of mental health and
socioeconomic outcomes in Burundi
indicates that psychosocial distress has a

statistically significant relationship to
poverty; that children in households
where there is a person with a psychi-
atric disorder are unlikely to go to
school; and that there is a strong protec-
tive relationship between level of edu-
cation and psychosocial distress
(Baingana, 2004).

Social capital, “the glue that holds soci-
eties together” (Dasgupta and
Serageldin, 2000) exists at all levels of
society, and can be used as a bridging
mechanism to bring groups together, or
as a bonding mechanism to strengthen
the ties between members of existing

POPULATIONS’ MENTAL HEALTH IN POSTCONFLICT CONTEXTS

165

IndividualInterpersonalInstitutionalStructural

Macro level political, 
economic, and social 
structure and policy 
environment, including 
the opinions, beliefs 
and cultural norms 
that permeate society 
(ie ethnicism, 
legitimization of 
violence as a means to 
resolve conflicts, etc)

Poor or no school 
system, presence of 
gangs in the 
community, lack of 
employment 
opportunities, lack 
of skills required 
for employment, 
little to no positive 
social capital, 
opportunity to join 
rebels

Family member 
involved in the 
conflict, 
dysfunctional or 
violent family, 
delinquent peer 
associations

Low self-esteem, 
desire for status 
or revenge, 
greed, poverty

Figure 1. Integrated model for violence causality applied to conflict situations
Source: Caroline Moser and Elizabeth Shrader, A Conceptual Framework for Violence Reduction, Latin
America and Caribbean Region Sustainable Development Working Paper No 2, (The World Bank,
August 1999), 6.
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groups (Colleta and Cullen, 2000).
Positive social capital enhances eco-
nomic performance (Knack, 1999);
improves households’ welfare (Narayan
and Pritchett, 1997) and households rich
in social capital are more capable of
enhancing their material wellbeing, and
better able to obtain credit (Grootaert,
1999). It is at its greatest when social
capital is used as a bridging mechanism
to strengthen the relationships between
existing groups (Narayan and Cassidy,
2001).

Mental health problems affect the abili-
ty of societies to generate positive social
capital, a key element that enhances
poverty reduction, human development
efforts, and the wellbeing of popula-
tions. An inherent attribute of social
capital is active community participa-
tion for collective action. If, due to men-
tal illness, individuals are unable to par-
ticipate in the activities of a community,
they will be limited in accessing and
contributing to the generation of posi-
tive horizontal (family and peer level)
and vertical, in the suprastructures of
society (social capital). The community
also loses. A high prevalence of psychi-
atric disorders and psychosocial distress
among its members weakens the com-
munity’s ability to form relationships of
trust, cooperation, and mobilization for
collective action.A human and econom-
ic development objective needs to focus
on the psychiatric and psychosocial
wellbeing among postconflict popula-
tions, thus enhancing social capital. In
turn, social capital accumulation can
then become an effective protective fac-

tor, diminishing or preventing future
psychiatric disorders and psychosocial
distress (de Jong, 2002).

Additional postconflict factors that
undermine social capital, increase pover-
ty, and are catalytic for the development
of psychosocial distress and psychiatric
disorders include the break-up of fami-
lies as a result of internal displacement,
malnutrition, and death; the loss of com-
munity life; the break-up of health socie-
tal infrastructures in general, and health
infrastructures in particular; and, the
loss, through death or migration, of val-
ued health professionals.

The economic impact of conflict on the
countries involved is also staggering. The
cost of the Iran-Iraq war, to Iraq, was
over US $200 billion. Lebanon, in gener-
al, and Beirut especially, were busy and
expanding financial centers until the
onset of the 1975 war. The 15-year war
left the country economically ravaged,
investors unwilling to enter the country,
and by 1990 Lebanon was US $35 billion
dollars in debt. Consequently, the popula-
tions of both countries experienced
increasing levels of poverty, poor health,
and increased psychosocial distress and
psychiatric disorders.

Conflict, women, children, and
mental health

Women are two times more likely than
men to experience PTSD (Kessler, 1995).
Research in Afghanistan (Cardozo et al,
2004) indicates significantly poorer men-
tal health for women than for men.
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Women suffer from mood and anxiety
disorders more frequently than men, are
more likely to be poor, and thus at height-
ened risk for chronic psychosocial dis-
tress and psychiatric disorders. Gender-
related aspects of conflict also affect child
soldiers, women ex-combatants, victims
of sexually based gender violence, and
the culturally biased attitudes toward
widows.

While there have been well-established
international protocols dealing with
child soldiers, there has been little effort
to identify gender-differentiated needs.
The implicit assumption had been that a
child soldier is always a boy. Girls are
generally not active in combat, but do
play supporting roles in fighting forces
(especially irregular armies) and have
often been taken as sexual slaves, or
have been subjected to rape and other
forms of abuse. Others, who resist, may
be beaten, disfigured, or killed. Girls
who do manage to escape from their
captors often face stigmatization and
estrangement from their families, or are
left with sexually transmitted diseases,
and children resulting from repeated
sexual abuse. Women who participate in
fighting are more likely than men to
experience symptoms of psychosocial
distress and psychiatric disorders.
American females who served in the
first Persian Gulf War were three times
more likely than their male counter-
parts to suffer from PTSD (Wolf, 1998).

Children born under these circum-
stances, surrounded by sustained stress,
violence and trauma, as well as severe

malnutrition, are at risk of severe cogni-
tive impairments, and developmental
deficits (de Jong, 2002). They are also at
increased risk for birth injuries and
communicable diseases that may also
affect the brain (Silove, 2000).

WHO-EMRO Care Programs  

It has been established that populations
living in conflict and postconflict con-
texts are at a very high risk of develop-
ing psychosocial distress and psychiatric
disorders. As a result of the high inci-
dence and prevalence of such disorders,
it has become imperative that in order
to effectively respond to the care needs
of such populations, training of parapro-
fessionals is an essential sine qua non.
The WHO Eastern Mediterranean
Regional Office has pioneered such ini-
tiatives involving the training and use of
community resources such as teachers
and volunteers to support and empower
these populations at risk, using cultural-
ly acceptable forms of coping. This ini-
tiative has been presented in greater
detail in a prior publication (Ghosh et
al, 2004).

In Afghanistan, a vivid example of such
paraprofessional intervention programs
was developed by Coordination for
Humanitarian Assistance (CHA), a non-
governmental organization (NGO) that
used an approach called “focusing” to
alleviate the psychological distress of its
Afghan aid workers. Focusing is similar to
meditation, though not as deep. It hones
in on the internal experience, and
requires no disclosure. Traditionally, in
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Afghanistan, it is shameful to openly dis-
cuss problems. Focusing allows work on
painful psychological issues without cre-
ating ethical dilemmas of personal disclo-
sures and possible breaches of trust. It
also integrates Sufi imagery and poetry,
and is easily associated with Islam.

In Lebanon, the Education for Peace
Program, jointly undertaken in 1989 by
the Lebanese government and UNICEF,
involved the staff of voluntary organiza-
tions and youth volunteers in providing
care.These efforts benefited thousands of
children, and have been of immense
value in relieving the psychosocial dis-
tress of war.The approach was to reestab-
lish a sense of normalcy by providing
education, educational materials, and to
foster an environment in which wounds
would heal naturally, rather than focusing
on the child’s emotional wounds.

The United Nations Relief and Works
Agency (UNRWA) in Gaza started a pre-
vention program to respond to the needs
of the internally displaced persons and
refugees during the second Intifada in
May/June 2002. It involved 66 counselors
working in schools, medical centers, com-
munity centers, and the refugee camps.
The activities undertaken were at the pre-
vention level, doing group counseling
with parents, teachers, children, and ado-
lescents. When indicated, professional
referrals were made to the Gaza
Community Mental Health Program. In
Iran, a program for promoting life skills
education has been implemented in a
large number of schools. The emphasis in
this project was on developing coping

skills and increasing self-esteem, rather
than on psychiatric disorders. It is a pro-
totype of prevention and early interven-
tion.A close link with primary care is also
being developed as well to facilitate com-
prehensive care for those who need it.

Conclusions and future 
directions

The populations of countries in conflict
and postconflict contexts experience
complex emergencies (Mollica et al,
2004) and higher levels of psychosocial
distress and psychiatric disorders.
Consequently, they need special atten-
tion and early intervention to address
these challenges. Field experiences indi-
cate that large segments of these popu-
lations would respond well to culturally
specific and sensitive interventions,
while others may need primary care and
comprehensive psychiatric interven-
tions. It is very desirable to have avail-
able all these modalities. A brief synop-
sis of lessons learned and best field
practices is herewith outlined.

First, there is a need to increase the
populations’ resilience. All people
should have access to enhanced knowl-
edge and skills regarding the manage-
ment of stressful life events, and the
tools to adopting healthy lifestyles.
This public health, population-wide
approach needs to be made available at
the community level rather than at the
hospital level.

Secondly, as there is increasing evidence
of high correlation and risk factors
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between the mother’s distress and that
of the child, a family approach should
be the preferred one to achieve effec-
tive support and outcomes. Interven-
tions must be developed to help rebuild
the family by increasing communication
among family members, strengthening
family rituals and traditions, and sharing
the experienced emotions.

Thirdly, community solidarity and tradi-
tional methods of support should be
encouraged as often as possible at all
times and particularly during times of
conflict, especially as communities
become fragmented through the mas-
sive loss of life and displacement. Thus,
the rebuilding of community support
networks is in fact a way of promoting
the mental health of the population, and
decreasing the risks of psychosocial dis-
tress and psychiatric disorders.

Fourthly, in addition to providing the cor-
rect information to the people about
where and what kind of help is available,
the media can be an important and posi-
tive influence in transmitting the mental
health promotion messages to the gener-
al population, provided that they have
been adequately translated by a profes-
sional/media collaborative team. The
media need to be mindful of avoiding the
inadvertent stigmatization of psychoso-
cial distress, psychiatric disorders, or self-
destructive behaviors.

Fifthly, mental health skills of caring for
the population should be integrated
with general social, educational, and pri-
mary care health services, including
teachers, social service assistants, spiri-
tual leaders, and health professionals, as
well as influential community leaders.
Recent lessons learned in South Asia
and incorporated in the WHO recom-
mendations for Mental Health in Aceh
and during and after acute emergencies
(Saraceno and Van Ommeren, 2005)
resonate with this approach.

Finally, in rebuilding a resilient postcon-
flict and postdisaster society, there is the
temptation to implement short-term
measures to alleviate suffering. It is
essential that, in addition to the short-
term measures, a mid- and long-term
plan to build, rebuild, and expand essen-
tial mental health services, well integrat-
ed with primary care and public health
at the primary, secondary, and tertiary
prevention levels needs to become an
integral part of rebuilding society and
the country as a whole. As part of the
mid- and long-range dimensions of a
national or regional plan, the incorpora-
tion of lessons learned, best practices,
and strategies for diminishing risk fac-
tors and enhancing protective factors
should form a cohesive educational,
services, research, and policy initiative
that will lead to improving the popula-
tions’ future health and mental health.
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Abstract

Major disasters, human-made (conflicts, chemical accidents, and wars) and natural
(earthquakes, floods, drought), have resulted in enormous death and destruction
throughout the world over the centuries. In the past century, almost 200 million peo-
ple lost their lives directly or indirectly due to collective violence, 60% of those deaths
occurred among people not engaged in fighting (WHO 2002). Of the 22 countries in
the Eastern Mediterranean region, 85% of the population have been affected by con-
flict in the past two decades. The result is a high prevalence of psychiatric disorders,
most commonly depression, post-traumatic stress disorder, and anxiety. This chapter
addresses populations’ mental health in postconflict contexts with a global and
Eastern Mediterranean focus. The increasing mental health needs of these popula-
tions in postconflict contexts and programs developed as a response are presented.
Current risk factors are compared and contrasted with protective and preventive fac-
tors, as well as possible future directions.
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Introduction

A summary of trends, or latest develop-
ments, in any area of science is usually a
daunting task that is made much worse
when the science in question spans a
variety of fields involving clinical, socio-
logical, legal, religious, or cultural
aspects of the life of a large number of
peoples from different countries and
ethnic and cultural backgrounds. The
task is made more daunting when the
summary should include new scientific
discoveries that might impact on the
practice of a clinical science, its adminis-
trative regulations, or on the delivery 
of services to a specific population.
Invariably, the risk is to end up with
generalizations that do no justice to the
scientific advances or to the peculiari-
ties and idiosyncrasies of the way the
science is practiced in different coun-
tries. Specifically in forensic psychiatry,
while the scientific advances must
impact everybody equally, to take
advantage of them or to transfer them
into daily practice would, understand-
ably, vary according to the laws that

govern the disposition of the mentally ill
offender from country to country, the
level of development of a particular
country, and the way forensic psychi-
atric concepts and practices interact
with the larger mental health system.
Inevitably, therefore, and partly to com-
ply with space regulations, this summa-
rization of contemporary trends in
forensic psychiatry will deal only with
some general themes considered by the
author to be of immediate relevance to
scientists and clinicians worldwide.

The field of forensic psychiatry

The subspecialty of forensic psychiatry
is commonly defined as the branch of
psychiatry that deals with issues arising
in the interface between psychiatry and
the law. These issues cover the spectrum
of criminal law, civil law, mental health
legislation, justice and correctional sys-
tems and, of late, community correc-
tions and community forensic psychia-
try. These are extensive fields as they
could be categorized into 3 major
groups: The first group is composed of
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issues found on entry into the legal sys-
tem and that can be divided into 3 major
areas—fitness to stand trial, insanity
laws and dangerousness applications.
The second group relates to issues with-
in the different systems that interface
with forensic psychiatry such as interre-
lations regarding hospitals for the non-
criminally responsible defendants (hos-
pitals for the insane) and prison hospi-
tals. Finally, the third group pertains to
issues on exit from the legal-correction-
al system such as mental health legisla-
tion, regulations within the general
mental health system, and the phenom-
enon of the prison and hospital revolv-
ing doors for the mentally ill. The exten-
sive relationships of forensic psychiatry
have, in fact, produced a subset of func-
tional classificatory definitions that, for
reasons of space, are not spelled out in
this paper, but the interested reader is
requested to seek other publications on
this subject (Arboleda-Flórez, 1999).

Similarly, since there is insufficient
space to review each of the areas and
fields of forensic psychiatry, this review
will not attempt to cover them, but
rather will concentrate on 5 major top-
ics: scientific advances in forensic psy-
chiatry, commitment laws, laws pertain-
ing to mentally ill defendants (disposi-
tions on insane criminals), disposition of
the mentally ill offender and human
rights of offenders.

The latest scientific advances in forensic
psychiatry can be subsumed into two
major categories, those that pertain to
classification of offenders and violent

mentally ill persons in relation to the
degree of violent risk that they might
pose to the community (Stuart, 2003)
and findings in the neurosciences, more
specifically on neuroimaging and the
impact of neurotransmitters on specific
violent behaviors.

Risk assessment

The prediction, assessment, and man-
agement of violent behavior have
always being a major concern for foren-
sic psychiatry. Overblown public fears
that mentally ill persons are intrinsically
violent have placed demands on psychi-
atry and, more specifically forensic psy-
chiatrists, to predict the risk. While for
many years it was felt that predictions of
violence made by clinicians were, at
best, about the same level as predictions
made by anybody else, the development
of risk prediction scales seem to have
changed this perception, and a large
number of instruments have been devel-
oped over the past decade intending to
provide better tools for such prediction
(Lewis and Webster, 2004). A debate as
to which one was a superior system of
prediction, the “clinical or dynamic
method”—referring to the use of clini-
cal insights and predicting elements
gathered during clinical interviews—or
the “actuarial or static method”—refer-
ring to the use of risk assessment instru-
ments that tend to be based on actuari-
al phenomena developed from statisti-
cal frequencies of criminal conduct in
the past—has subsided, and clinicians
are advised to use both systems in order
to increase their abilities to properly
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assess violent risk. The emphasis has
also changed from predicting violence
to assessment and management of risk.

Neuropsychiatry

Neuroimaging has brought more into
focus the fact that there is a basic physi-
ological substratum to criminal behav-
ior and that there may be an age differ-
ential to criminal behavior (Beckman,
2004). By the same token, much
research on neurotransmitters, especial-
ly serotonin, has shown how these sub-
stances can have impacts and determine
the explosion of violent behavior
(Crowner, 2000). Neurological research
on post-traumatic stress disorder and on
sleepwalking has also thrown some light
into the neurological substratum to
these and other conditions of impor-
tance in forensic psychiatry.

Commitment laws

There is an inextricable bond between
commitment laws for the mentally ill
and insanity laws. The bond manifests
itself at the point of entry into the jus-
tice system or at the exit point from the
correctional system. On entry, to many
commentators, the deinstitutionaliza-
tion of the mentally ill, the closure of
mental hospitals, the difficulties in
securing a bed for emergency admis-
sions to general hospitals, and the tight-
ening of commitment laws are at the
root of the criminalization of the men-
tally ill. According to this view, the large
number of unattended and untreated
mentally ill in the streets inevitably

leads them to commit crimes, many
petty in nature, but serious and cata-
strophic on occasion. On exit, the major
debate pertains to dispositional issues
once a mentally ill offender is due for
release from prison or from prison hos-
pitals for the insane.

For many decades, the laws governing the
commitment of the mentally ill were
couched in a language of care and protec-
tion that assumed that the state had a role
in helping those in need because of a
mental condition. This parens patria atti-
tude led to patients being placed in hos-
pitals, usually large mental hospitals in
secluded and beautiful campuses located
in small towns, on the basis that they were
in need of treatment, protection, and
care. Controls on who was committed, for
what reasons, for how long, under what
conditions, and to what type of treatment,
were lacking and abuses developed
(Wyatt versus Stickney, 1972). In addi-
tion, three other factors led not only to
increase the control on commitment laws,
but also, eventually, to close most of the
mental hospitals—a number of sociologi-
cal studies (Goffman, 1961) that drew
attention to the ill effects of prolonged
institutionalization, the introduction of
psychotropic drugs in the 1950s that
ended centuries of therapeutic nihilism
and that brought hope that there could be
alternatives to a custodial model of care
based in asylums (Mechanic, 1980), and
more recently, financial restraints have
driven health reformers to advocate for
outpatient and community alternatives to
any kind of hospitalization (Crichton et
al, 1990).
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Most present day commitment laws are
based on the police power of the state to
protect citizens from dangers posed by
others. Mental health legislation based
on police power tends to downplay the
need for treatment and care and assume
that commitment should only be used in
situations where the mental patient is
dangerous to himself/herself or others.
Given the need to control political and
power abuses when police power is
invoked, most jurisdictions require
either a legal determination, or provide
for an elaborate appeals process before
a person could be placed in a mental
institution involuntarily. Modern mental
health legislation also includes clear
definitions of mental illness, specify the
legal test to be met, and stipulates peri-
ods, places, and conditions of commit-
ment so as to safeguard the civil rights
of patients.

Concerns have been expressed that com-
mitment laws have become too restrictive
to apply and they have been given as rea-
sons for “forensic revolving doors” either
in acute psychiatric units or in prisons.
Typically, the patient is committed,
improves under treatment while at the
hospital, is discharged, stops the medica-
tion, relapses, commits a crime, is
remanded to a forensic unit, is treated,
improves, and is discharged to start the
cycle again and, eventually to be sent to
prison, over and over again. Furthermore,
it seems that receiving a label of “foren-
sic” means that the patient gets stuck in a
sort of “forensic ghetto” from where it is
difficult to migrate back to the general
mental health system. (Ontario Ministry

of Health and Long Term Care, 2002).
The use of assertive community treat-
ment teams and outpatient commitment
legislation has been promoted as service
delivery modalities that could stop the
revolving door phenomenon. Under
these statutes, a patient is expected to
abide by a treatment regimen for a peri-
od of time following discharge, failing
which, the patient is returned to hospital
(Bindman, 2002).

Insanity laws

Many offenders are remanded to forensic
units for fitness assessments. These are
evaluations to determine if the person
has any mental disorder that could impair
the capacity to continue with the legal
process. If it is determined that the person
is not fit, hospitalization and treatment
are ordered until the person regains the
capacity and is returned to Court to con-
tinue the process. By far, however, the
great majority of offenders who undergo
a fitness assessment are found fit to stand
trial. While very few are found unfit, the
fact is that fitness to stand trial evalua-
tions are also used as a preliminary step
to assessment of insanity, but similarly,
few defendants are found insane. An
acquittal on the basis that the person was
mentally ill at the time of the offense has
to be based not only on the fact that the
person was mentally ill, but that at the
moment the act was committed, the per-
son had lost the capacity to act rationally.
Ever since the introduction of the
McNaghten rules in England in 1843,
many other standards have been devised
to enshrine this principle into law. The
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McNaghten rule, however, that “to estab-
lish a defense on the ground of insanity it
must be proved that, at the time of the
committing of the act, the accused party
was labouring under such a defect of rea-
son, from disease of the mind, as to not
know the nature and quality of the act he
was doing; or, if he did know, that he did
not know he was doing what was wrong”
(East, 1927) is used, with minor modifica-
tions in many countries. In the United
States, however, the shooting of President
Reagan by John Hinckley in 1984 and his
subsequent acquittal on the bases of his
mental condition, led to calls for the abo-
lition of the insanity defense. Several
states have done so, most notably
Nevada, Montana, Idaho, and Utah.
Nevada, for example, abolished the
defense in 1995 and enacted a statute for
a finding of “Guilty but Mentally Ill”
(Miller, 1996). It is too early yet to assess
the impact of these changes.

Regulations on disposition

The way the mentally disordered person
is routed into forensic systems and prison
is the subject of much debate and soul-
searching.This debate hinges on how best
to deliver good quality psychiatric servic-
es in the community to prevent rehospi-
talization, and to prevent the entrance of
the patient into the forensic system
(Arboleda-Flórez, 2003). Entering the
system is referred to as criminalization
which, therefore, could serve as a mental
health outcome indicator of the failure of
the general mental health system. On the
other hand, debates also rage on what
could be the best way to deliver services

when an offender exits the justice-correc-
tional system.The question is how best to
prevent that mentally ill offenders
relapse into their mental condition, or
relapse into criminality after they are dis-
charged into the community. Public safe-
ty considerations dictate that measures
are in place before dangerous offenders
are released. In many jurisdictions, apart
from placing the ex-offender on commu-
nity supervision, arrangements are made
to organize psychiatric services in the
community before the person is actually
released.

Lately, there has been a trend in Canada
and the United States to use mental
health legislation to commit to mental
hospitals offenders who are due for
release, but who are still considered men-
tally ill and dangerous. Unfortunately, this
welcome trend that uses civil law mecha-
nisms for the management of the serious-
ly mentally ill offenders has also been
seen as a solution for the management of
extremely violent persons, especially dan-
gerous sexual offenders. Apart from
stretching the concept of mental illness
by psychiatrizing behaviors that other-
wise should be considered criminal, this
development could become a major mis-
use of the precious and scarce human and
financial resources available in the men-
tal health system.

Human rights of offenders

Along the developments in science, new
legal concepts, and new mental health
delivery systems, advances have been
obtained on the protection of the rights
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of mentally ill offenders and, especially,
prisoners. The different UN Declarations
on the protection of the rights of the men-
tally ill and of prisoners have had major
impacts on how forensic psychiatrists
conduct their assessments and legal eval-
uations. The UN Declarations have been
followed by Guidelines from the World
Health Organization, notably Principle
20 on Criminal Offenders on the
Guidelines for the Promotion of Human
Rights of Persons with Mental Disorders
(World Health Organization, 1996) 
and Principles 3 on Mental Health
Assessments, 7 on the Availability of
Review Procedures and 10 on Respect of
the Rule of Law of the Ten Basic
Principles promulgated by the WHO
(World Health Organization, 1996).
Together with many papers on the ethical

principles associated with the practice of
forensic psychiatry (Taborda, Abdalla-
Filho, 2002), these documents make a
statement of what is expected from foren-
sic psychiatrists as they go about in con-
ducting their legal evaluations and
preparing their submissions to courts of
law.

Conclusion

Five major aspects of the interface
between law and psychiatry have been
reviewed in this chapter. Because of
space limitations, many could not be
included. However, together, these 5
areas provide a window from which to
assess the many contemporary issues
affecting the work and activities of
forensic psychiatrists worldwide.
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Education in psychiatry poses as great a
challenge now as at any time in the last
50 years. Education plays an important
part in every branch of the specialty.
However, in a climate where the spe-
cialty is dominated by research, the role
of the teacher is probably less well
regarded in academic institutions than it
has been at almost any time in our his-
tory.

In this chapter, we will provide a state-
of-the-art update concerning the educa-
tional task in psychiatry. This covers five
major areas of work; however, we will
focus primarily on the first three of
these:

• Undergraduate education
• Postgraduate training in psychiatry
• Education of nonpsychiatrists includ-

ing primary care physicians
• Public education and public health ini-

tiatives
• Patient education and promotion of

self-management

The World Psychiatric Association
(WPA) has produced educational initia-
tives in a number of these areas. We will

review the field and consider what fur-
ther research and development initia-
tives are needed.

Teaching psychiatry to medical
students

In all countries, there has been an
attempt, under the auspices of the WPA,
to standardize undergraduate psychi-
atric training and improve its quality.All
medical students receive some instruc-
tion in psychiatry, but this varies consid-
erably across the world and even
between medical schools in developed
countries. The WPA and the World
Federation for Medical Education have
produced a core curriculum for under-
graduate training in psychiatry (World
Psychiatric Association, 1998) and there
is at least a recognition now that,
although the majority of those practic-
ing as doctors will not undertake any
postgraduate training in psychiatry,
many patients in the community, partic-
ularly those seen in general practice and
in general medical settings, will have
some degree of psychological distress.
Therefore, the psychiatry that is taught
in the medical undergraduate curricu-
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lum must be appropriate to provide an
adequate basis for a large number of
different specialties, and also specifical-
ly for the needs of the pre-registration
house officer. But what constitutes a
core curriculum in psychiatry? What are
the core psychiatric skills that all doc-
tors should acquire? A survey of med-
ical schools in the UK and Ireland (Ring
et al, 1999) reviewed the core conditions
and skills for teaching in the undergrad-
uate psychiatric curriculum in psychia-
try (see Boxes 1 and 2). Respondents
agreed that it was important that stu-
dents demonstrate a commitment to
maximizing the social integration of
patients with mental health problems

and be sensitive to patient concerns
about the stigma attached to mental ill-
ness. Currently medical students in the
UK receive about 20 hours of lecture
time devoted to psychiatry in addition
to a mean of about 16 hours of small
group teaching. Students also spend
time “clerking” patients (taking a psy-
chiatric history and completing a mental
state examination of the patient) and
presenting cases to teaching staff.

Compared with the past, medical stu-
dents spend a lot more time out in the
community with other mental health
professionals and also have the oppor-
tunity to learn about psychiatry during
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Box 1. Conditions thought by >85% of respondents to a questionnaire sent to med-
ical schools in the UK and Ireland to represent core psychiatric conditions that
medical students should be taught about. (from Ring et al, 1999).

• Acute confusional states and dementias
• Affective disorders
• Anxiety, panic, and phobias
• Conduct and emotional disorders of childhood and adolescence
• Obsessive-compulsive disorder
• Schizophrenia
• Substance misuse and dependence.

Box 2. Skills thought by >85% of respondents to a questionnaire sent to medical
schools in the UK and Ireland to represent core psychiatric skills that medical stu-
dents should be taught. (from Ring et al, 1999).

• Ability to communicate effectively with mentally ill patients of all ages and devel-
opmental levels

• Ability to take a full psychiatric history and mental state examination
• Ability to formulate a differential diagnosis
• Ability to consider family relationships and their impact on individuals
• Ability to perform physical and simple psychological investigations in patients

presenting with psychological symptoms
• Ability to assess suicidal risk
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their primary care attachments; howev-
er, this depends on the skill and interest
of the primary care doctor to whom
they are attached. Primary care and
general medical care may be particular-
ly important settings where students can
learn about mental health issues in
poorer countries where specialist servic-
es are limited. However, it is essential
that we also combine this with more
research into what students do actually
learn in these settings, and what atti-
tudes they acquire.

Modern methods

Use of problem-based learning strategies
in psychiatry is growing, and there is
some evidence that this model of teach-
ing is more effective for psychiatry (van
Diest et al, 2004), but there is still a dearth
of tutors who are adequately trained in
facilitating small group teaching. In psy-
chiatry, as in other specialties in medicine
taught in the undergraduate curriculum,
there is a pressure to move away from
overloading students with facts and to
employ new approaches. In the USA,
these have included clinical-case–based
lectures and integrated teaching with
neuroscience, neurology, and neuro-
surgery. The Objective Structured
Clinical Examination (OSCE), in which
there may be one or more psychiatry
“stations,” has replaced the traditional
psychiatric clinical examination in many
countries, although some student may
still face the possibility of meeting a
patient with a mental health problem in
the “long case” in their final examination.
Standardized patients (trained volunteers

who can role-play one or more cases)
play a part in both teaching sessions
(where students learn psychiatric inter-
viewing skills) and in OSCEs. In the UK,
users of mental health services have
begun to play a role as cotutors for
undergraduates.

Attitudes and recruitment

There is evidence that the experience
medical students have in psychiatry
influences their choice of psychiatry as a
profession. Students at different med-
ical schools in the UK have markedly
different rates of choosing psychiatry as
a career, with an average of about 4% of
students making it their first choice. The
movement towards recruitment of
equal numbers of women and men into
medical school might potentially have a
positive impact on recruitment, as
female students do seem to have more
positive attitudes towards psychiatry
and are more likely to opt for psychiatry
as a career choice. However, recruit-
ment into psychiatry has become more
problematic over recent years in many
countries, particularly the UK and USA.

The most likely alternative career for
students interested in psychiatry is gen-
eral practice, and many students who
seemed to excel in psychiatry as medical
students in Manchester were found to
have chosen general practice as a
career. Students may perceive psychia-
try as not only different from other
medical specialties, but also somehow
inferior. Some students may view psy-
chiatry as less scientific basis and too

EDUCATION IN PSYCHIATRY

185

SERVIER-WPA_v07  29/07/05  14:41  Page 185



inexact. In addition, others may be neg-
atively affected by working with
patients who experience minimal or no
recovery from their illness. This was
highlighted by Ellis 40 years ago (Ellis,
1963) who declared that: “the fact that
40% of British hospital beds are occu-
pied by psychiatric patients will never
lead students to be interested in psychi-
atry as will some therapeutic advance
which empties these beds.”

The new medical curricula around the
world have introduced students to
patients with mental health problems
earlier in their career and in a wider
range of settings. Ideally they should
therefore be inculcated with psychiatric
knowledge and skills at a time when
they are more receptive to new ideas. In
addition they may better appreciate the
links between psychiatry and the rest of
medicine. There are, however, down-
sides to this approach. In a problem-
based learning curriculum students
need tutors who understand the impor-
tance and relevance of psychosocial
issues in patients who also have serious
medical problems. Otherwise, the
opportunities for learning about mental
health will be missed, and it is possible
that students will simply acquire the
negative attitudes of their teachers.
There is now much less time spent actu-
ally in “apprenticeship” mode with
working psychiatrists in the curriculum.
This is a problem given the importance
of positive undergraduate teacher role
models when choosing future career
paths.As a consultant psychiatrist stated
about the current teaching schedule at

his University: “We don’t get a chance
to get to know our students” (Gask,
2004).

Emphasizing the biological aspects of
psychiatry has been one strategy uti-
lized in attracting more students to con-
sider a career in psychiatry. Another
might be more opportunity for liaison
psychiatry attachments in training. This
might help psychiatry appear more rele-
vant to the rest of medicine. It is crucial-
ly important that students observe that
psychiatric treatment can indeed be
effective. They need to see people with
common mental health problems in the
community receive evidence-based and
effective treatment. They also need to
recognize the importance of interven-
tions to improve quality of life for peo-
ple with long-term mental health prob-
lems. Here, parallels with models of care
for other chronic disorders like diabetes
may be helpful. Psychiatry needs to be
perceived as an important specialty
within the medical school and the stig-
ma towards the subject believed by
some students needs to be challenged
head-on. Teachers should take every
opportunity to emphasize the benefits
of a career in psychiatry and actively
recruit outstanding students.

Training future psychiatrists

In 1971, Denis Hill pointed out that a
psychiatrist should be: a physician, a sci-
entist, a psychotherapist, and a leader.
In the 1990s, we postulated that in addi-
tion to these attributes, a psychiatrist
should also be a teacher, and be able to
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work with multidisciplinary teams.
Today, in addition to the aforemen-
tioned, a psychiatrist must also acquire
knowledge and skills in the current
advances in neurosciences and neu-
roimaging.

Program Requirements for Residency
Education in Psychiatry

A graduate from residency education in
psychiatry must be able to:
• Develop skills for the prevention,

diagnosis, treatment, and prognosis of
psychopathological disorders in the
different health services and in the
community.

• Incorporate and integrate clinical,
therapeutic, relevant, and updated
epidemiological knowledge in the
field of general psychiatry, consulta-
tion liaison psychiatry, and community
psychiatry.

• Manage biological treatments.
• Manage care through the use of multi-

levels of care such as day hospital,
intensive outpatient care, home treat-
ment.

• Use techniques of time-limited psy-
chotherapeutic approach for the treat-
ment of: individuals, groups, families,
couples, and community intervention.

• Employ techniques for intervention,
treatment, and referral to emergency
psychiatry.

• Manage theoretical and methodologi-
cal aspects for clinical and epidemio-
logical research.

• Be versant in concepts and procedures
for the primary health care of mental
health.

• Use and employ concepts and didactic
tools for curricular development.

• Work with multidisciplinary teams to
integrate basic, clinical, and social
knowledge.

An example of a new residency training
program in Argentina can be found in
Box 3.

Modern educational programs demand,
apart from faculty commitment, new
teaching methods, particularly problem-
based learning (see above), requiring
the active participation of the resident,
and stimulation for him or her to active-
ly research problems and be responsible
for their own learning. At present, post-
graduate training is moving much slow-
er than undergraduate medicine in
modifying its teaching methods.
However, there has been improvement
in the development of competency
measures, particularly in the USA.

Although psychiatry was at the forefront
of the teaching of communication skills
both at an undergraduate and postgrad-
uate level in the 1970s and 1980s, this
reservoir of expertise has largely disap-
peared with the rise in biologically ori-
entated research and the changing facul-
ty within psychiatric departments in
medical schools. Communication is cen-
tral to the role of the psychiatrist. In
some countries, OSCE examinations
have been introduced into postgraduate
examinations. Generally these do not
adequately examine communication
skill, but rather “knowledge gathering”
in brief history taking tests and the abil-
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ity to provide an adequate “explana-
tion” for, rather than a “negotiation”
with a patient.

The trainee’s experience

Four years ago, Tanya Luhrmann, an
anthropologist, published a fascinating
anthropological study of psychiatric
training in the USA. She interviewed
psychiatry residents on two different
training programs in the USA over a
period of 10 years during the 1990s. She

comments: “Medicine trains its students
by having them act as if they are com-
petent doctors from their first days on
the job. Although psychiatric residents
are ‘in training,’ they are also acting—
from the day they arrive—as psychia-
trists” (Luhrmann, 2000, p 26).

Through her interviews with US psychia-
trists in training, Luhrmann observed
how psychiatrists learn how to diagnose
and treat mental disorders in a US system
that has taken classification in psychiatry
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Box 3. Example of a new training program for psychiatry residents in the Argentina
Educational Program.

The educational program will have a duration of 4 years, with a total timetable of
13 800 hours, 45 weekly shifts, 24 hours a week.

The training activity will be carried out in accredited programs with a timetable
from Monday to Friday from 8 to 5 PM, with participation in theoretical and prac-
tice seminaries not more than 20% of the total time dedicated to training.
The 4 years of the specialization course in psychiatry are divided in modules of the-
oretical practical experience of different lengths.The resident will be trained in psy-
chotherapeutic, biological, and community treatment both in the psychiatric hospi-
tal as in the general hospital.

1 – Partial rotation in internal medicine.
2 – Partial rotation in neurology.
3 – Rotation in psychiatric hospital with inpatients and outpatients. The resident

will work in rehabilitation and in the emergency services. In both cases, he/she
will be in contact with the community and with the practice of community psy-
chiatry.

4 – Activities in consultation liaison psychiatry, minimum 6 months, with inpatients
and outpatients of the various services of the general hospital. This period
includes 1 month in intensive care, surgical intensive care, and coronary care.

5 – Rotation in child psychiatry or in disabled.
6 – Rotation in treatments for addicts (up to a maximum of 6 months).
7 – Rotation in psychopharmacology (up to a maximum of 6 months).
8 – Optional participation in a program of addictions, forensic psychiatry, geron-

topsychiatry, mental retardation, psychotherapy, family therapy (up to a maxi-
mum of 6 months).
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to new heights of complexity. She
described how a young doctor she calls
“Gertrude” is initially uncomfortable
with the lists and categories that she
needs to know in order to make a diag-
nosis using the DSM. Later, “because of
the way she has been trained, Gertrude
acts as if she believes that psychiatric ill-
nesses pick out real and discreet disease
processes in the body. She talks about fig-
uring out what is going on with the
patient the way an ophthalmologist talks
about figuring out if the patient has a
corneal erosion. At the same time, her
primary practical concern is with what
medication to prescribe...” (Luhrmann,
2000, p 49). However her most interesting
observations come when she compared
and contrasted how residents learnt in a
biologically orientated unit when com-
pared to an inpatient psychotherapy serv-
ice (of a type almost extinct now in the
UK and the USA).

On the biological unit, she notes that
doctors had more authority and the
young doctors were not resented by
other staff because there was “no ques-
tion—given the biomedical model of ill-
ness—that the psychiatrists knew more
about the patient’s problems than any
other staff members did” (Luhrmann,
2000, p 132).The ethos of the unit was to
help patients understand they were very
sick and to help them get better. The
junior doctors learned about the need to
adopt a professionally “paternal” med-
ical view in managing patients who were
“very ill,” in addition to the importance
of educating to public that psychiatric
illness is “real” and misunderstood. This

was quite different from what they
learned from psychotherapy. Here, the
emphasis was on the similarity between
people who have “mental health prob-
lems” and everyone else and impor-
tance was placed on self-determination
and taking responsibility. Luhrmann
found that psychiatrists have to learn
both medical and psychotherapeutic
approaches to treatment and integrate
these in one way or another. Both mod-
els carry with them different assump-
tions about what causes mental illness,
how to manage it, and how a person
with a mental health problem will even-
tually recover over time.

“Psychiatry is straightforward when a
person is starkly crazy, very psychotic.
You know you cannot trust what he says
about himself. A doctor knows he has to
be in charge, the way a mother is in
charge of her child and makes decisions
for him (no ice-cream before dinner)
that violate his wants and yet are better
for him in the long run. It is easy to say
that there is an illness affecting that per-
son's judgment. But it’s not like that, if a
patient is depressed but says she’s fine
now and wants to leave, or, as this young
man said, he thinks that psychiatric
medication slows down his thoughts and
he doesn’t want to write his dissertation
on lithium, how does a doctor decide
who really knows best? Who gives the
young psychiatrist the authority to say,
‘you’re more depressed than you
think’? That ‘you have an illness that
impairs your thinking and so I cannot
believe what you say?’” (Luhrmann,
2000, p 138).
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Luhrmann’s study is particularly fasci-
nating, covering as it does a period of
considerable cultural change in
American psychiatry with the rise of
managed care and biological psychiatry.
Anthropological methods have much to
contribute to research in psychiatry and
appropriate qualitative methods could
be used more frequently alongside qual-
itative approaches to evaluate educa-
tional programs and the development of
new methods.

Cross-national variations

Considerable variations exist between
countries in the way they teach and assess
psychiatry. In some countries, training
lasts considerably longer than in others,
and there is particular variation, even
within European countries, in the empha-
sis on psychotherapy training and the
degree of competence in particular
schools of therapy that the trainee must
attain. This is of considerable concern to
psychiatrists in training within Europe
who want to be able to move more freely
between countries and have their qualifi-
cations recognized. The WPA recently
also produced a core curriculum for post-
graduate training (World Psychiatric
Association, 2002), although it remains
unclear how training bodies around the
world will respond to such guidelines.
More research is needed into how such
variations develop and influence the
quality of care provided to patients.

In some countries, there is a shortage of
posts for training in psychiatry. This is
true in some European countries, where

(in contrast to the UK) competition can
be fierce for training posts. In some
Latin American countries, for instance,
in Argentine, there is a significant grade
of frustration for 75% to 80% of gradu-
ates who find it impossible to enter a
psychiatric residency and, therefore, do
not attain their postgraduate medical
training.

Education of nonpsychiatrists—
including primary care

The importance of training nonpsychia-
trists about mental health has been rec-
ognized by the WPA over the last
decade with the production of a number
of education packages, and a growing
literature from around the world on
interventions in primary care (for exam-
ple, Odejide et al, 2002). Some educa-
tional interventions, such as the
STORM package on training in suicide
assessment and management developed
in Manchester, can be adapted for a
range of professionals from staff in the
emergency room to primary care and
mental health workers in the communi-
ty (www.STORM.man.ac.uk).

Vikram Patel (2003) has produced a
superb training manual Where There Is
No Psychiatrist, which provides a practi-
cal guide for community and primary
care workers in developing countries. A
training package designed specifically to
help those working with primary care
physicians to develop training programs
for primary care workers using modern
educational methods proven to lead to
acquisition of skills (Box 4) was launched
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at the WPA meeting in Yokohama by
Prof Sir David Goldberg and Dr Gask.A
reprinted version with example video-
tape material in DVD format will be
available later in 2005. Many educational
interventions in primary care continue to
be inappropriate in content, and to con-
tain material more suitable for postgrad-
uate psychiatric training. Primary care
materials need to be practical, flexible,
contain the basic knowledge that a first-
line professional needs to know, and to
provide plenty of opportunities for role-
play and discussion. Interventions are
probably more effective if carried out in
collaboration with primary care teachers,
and if supported by follow-up “booster”
sessions. However, although there is con-
siderable evidence that training primary
care workers leads to changes in knowl-
edge, attitudes and skills, there is a lack of
evidence for impact on patient outcome
(Hodges et al, 2001).

A systematic review of educational and
organizational interventions to improve
the management of depression in pri-
mary care published in 2003 concluded
that “commonly used guidelines and
educational strategies are likely to be
ineffective.” The implementation of the
findings of this research will require
substantial investment in primary care

and a major shift in the organization
and provision of care (Gilbody et al,
2003). What this essentially means is
that educational interventions including
training courses and the dissemination
of protocols and guidelines alone are
ineffective—at least in the developed
countries where the research reviewed
has been carried out. Here, changes to
the organization of care which combine
education and guidelines with
approaches derived from chronic dis-
ease management, including systematic
follow-up, improved community link-
ages, and better links with specialist
services to provide support, will be
needed to achieve better outcomes. The
chronic care model, which has been
adapted for international use by the
WHO (www.who.int/chronic_condi-
tions/en/), provides a basic model
around which such complex interven-
tions can be built (Figure 1). Education
is an essential component, but not suffi-
cient alone to produce change. The task
of changing whole systems and working
with a range of health care providers
and patients to bring about such system
change may provide a new and chal-
lenging role for educators as simply lec-
turing about new models will be insuffi-
cient to ensure their effective introduc-
tion. The skills of group facilitation will
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Box 4. Modern methods for training primary care workers to acquire mental health
skills.

• Brief lecture presentations using overhead projection or slides
• Discussion–triggered by videotaped example interviews
• Modeling of new skills by watching video
• Role-play–in pairs or trios (with third person as observer)
• Video feedback one-to-one or in a group setting.
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be required to introduce these new
ideas and the technology of collabora-
tive interventions (see the “break-
through series model” in Figure 2) is
now being successfully applied to intro-
duce these ideas particularly in North
America (see www.improvingchronic-
care.org, for much more information
and web links on collaboratives).

Research evidence for the impact of edu-
cational interventions in developing
countries is currently lacking and it
remains to be seen whether educational

interventions alone have as limited effect
in these settings, where baseline levels of
skills and knowledge with respect to men-
tal health may, on average, be lower than
in some of the developed countries.

Public health education

In the last 20 years, there have been a
series of local, national and international
campaigns, most of these focused 
on such topics as suicide, depression
(Defeat Depression and DART in the
UK and USA) and on reduction of stig-
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• Raise awareness and 
   reduce stigma
• Encourage better
   outcomes through
   leadership and support
• Mobilize and coordinate
   resources

• Provide complementary
   services

• Promote continuity
   and coordination
• Encourage quality through
   leadership and incentives
• Organize and equip health
   care teams
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Figure 1. WHO model for improving chronic care.
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ma (for example, the WPA campaign).
The impact of such campaigns is unclear,
although there is some limited evidence
of an impact on attitudes and knowledge
(Kitchener and Jorm, 2002 [Mental
health first aid training]; Hegerl et al,
2003). What is lacking in the literature is
evaluation of interventions that coordi-
nate education of primary care physicians
with public education campaigns.This has
been attempted to some degree (for
example, in the Defeat Depression cam-
paign in the UK), but was probably most
successful in the Gotland study (Rutz,
2001) where education of primary care
physicians about depression took place at
the same time as increased public aware-
ness about suicide and depression. This
has never been successfully replicated,
but the intensity of this intervention, with
impact both on physicians and the com-
munity, is rarely achieved.

Education for self-management

Self-management strategies may be
effective for common mental health
problems (Bower et al, 2001) and have
also been utilized widely in psychosis
(for management of “voices”) and in
addictions. A promising future area of
interest in psychiatric education is how
we can:
• Develop effective self-management

materials for a range of disorders in
collaboration with patients and users
of mental health services.

• Help mental health and primary care
workers to acquire the skills necessary
to promote the effective use of such
materials.

Simply handing out materials to
patients is unlikely to be as effective as
collaboratively working through them,
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Figure 2. The collaborative process (LS, learning sessions where participants meet
to share ideas/experience).
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providing opportunities for education
and discussion. However, there is a
dearth of evidence about how we can
train health workers to promote self-
management in mental health or
indeed in other conditions. Given the
world-wide shortage in access to psy-
chological therapies provided by men-
tal health workers, and the limited time
that both primary and specialist thera-
pists have to spend with patients, the
development of such materials and
education for professionals in how to
use them seems to be an important step
forwards.

Conclusion

This chapter has focused on the role of
undergraduate and postgraduate medical
education in psychiatry, and the training
of nonpsychiatrists in mental health skills.
However, education also has a part to
play in the education of the public about
mental health and the development and
promotion of self-management tools in
mental health care. Priorities for research
and development in psychiatric educa-
tion should consider all of these domains,
and the considerable potential for inter-
action between them.
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Introduction

There is conflicting information concern-
ing personalities of psychiatrists and psy-
chiatric trainees. Psychiatrists are often
described as “unstable” or “weird,” or
“confused thinkers” (Christodoulou et
al, 1995). However, in studies that
attempt to document this, choice of
medical specialty is related to personal-
ity traits: psychiatrists (especially
women) were described as reflective,
tender-minded persons with imagina-
tive ideas and interested more in people
than things (Frank et al, 2001). They are
also described as emotionally stable
intellectuals, with personality features
desirable for the practice of their pro-
fession, such as increased need for
change, much adaptability, and a help-
giving attitude. It has been shown that
psychiatric trainees, contrary to com-
mon belief, have stable personalities,
perhaps even more stable than medical
trainees (Christodoulou et al, 1994,
1995; Lecic-Tosevski et al, 2004).
However, the stress of dealing with indi-

viduals who suffer from severe mental
disorders may cause a variety of emotion-
al disturbances in psychiatrists, especially
depression, but also substance abuse,
including alcoholism. Additionally, psy-
chiatrists are somewhat more likely than
other specialists to report having had per-
sonal or family histories of various psy-
chiatric disorders (Frank et al, 2001). The
high suicide rate only makes things
worse, in terms of negative attitude
towards psychiatrists (Tsuang et al, 1992).

The objective of our study was to inves-
tigate personality characteristics of psy-
chiatric trainees. The question we asked
was whether the personality of psychi-
atric trainees differed from the person-
ality of internal medicine trainees. This
was a joint study with the Department
of Psychiatry, University of Athens.

Methods

Forty psychiatric trainees under training
at the Belgrade University Psychiatric
Department were consecutively assessed

Personality of future psychiatrists
A need for assessment?

Dusica Lecic Tosevski, George N. Christodoulou,
Milica Pejovic-Milovancevic, Lazar Tenjovic,

Saveta Draganic-Gajic, Jelena Stepanovic
Section on Preventive Psychiatry, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 197-202
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at the second year of their training during
the years 1996 to 2000. There were 28
women and 12 men in the sample ranging
from 26 to 42 years (mean age 33.16
years, SD=3.59 years). The control group
consisted of 36 internal medicine
trainees, 25 women, and 11 men ranging
from 28 to 48 years (mean age 35.53,
SD=5.15 years). None of the subjects had
reported any psychological problem in
their life history.

Personality was assessed by Eysenck's
Personality Questionnaire (EPQ)
(Eysenck et al, 1975) and Millon
Multiaxial Clinical Inventory (MCMI)
(Millon, 1983). EPQ is a self-report per-
sonality inventory consisting of 90 ques-
tions to be answered “Yes” or “No” by
the respondent and measuring three
major dimensions of personality: extra-
version, neuroticism, and psychoticism.
MCMI is a 175-item, self-administered,
true/false instrument that measures 11
DSM-III personality disorders, plus 9
clinical syndromes. The MCMI results
can be appropriately interpreted as
measures of personality dimensions, and
not only disorders per se (Divac-
Jovanovic et al, 1993).

Informed consent was obtained from all
participants, and the information pro-
vided was confidential. The participa-
tion in this study was voluntary, unrelat-
ed to further training career of partici-
pants.

The differences between psychiatric
trainees and trainees in internal medi-
cine were analyzed by the separate mul-
tivariate analyses of variances with the
EPQ and MCMI scales as dependent
variables. When needed, post-hoc uni-
variate analyses of variances were also
used.

Results

Related to age and sex ratio the sample
was representative for the total groups
of trainees and similar for both groups
(gender: Fisher’s exact test: two-sided
P=0.81; age: Mann-Whitney test:
U=590.5, z=1.95, P>0.05). Mean scores
on the EPQ are shown in Table I.

Multivariate analysis of variance showed
that there were differences between psy-
chiatric and medical trainees on the EPQ
scales (Wilks lambda = 0.78, F[4.75]=5.13,
P<0.01). Psychiatric trainees had lower
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Table I. Means, standard deviations, F and P values of EPQ scales. *P<0.001.

Scale Psychiatric trainees Medical trainees F P
N=40 N=36

EPQ neuroticism 8.20 (4.38) 10.00 (4.97) 2.95 0.090

EPQ extraversion 13.25 (4.05) 13.72 (4.56) 0.24 0.625

EPQ psychoticism 4.48 (2.31) 6.89 (3.33) 14.57* 0.000

EPQL control scale 10.36 (4.08) 11.17 (4.31) 0.73 0.395
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mean scores than medical trainees on the
psychoticism and neuroticism scales.
However, post-hoc univariate analyses of
variance showed that the groups were
clearly different only with regard to the
mean psychoticism scores (F[1.78[=14.57,
P<0.001). The difference on the neuroti-
cism scale was marginally significant.

We compared our results to those
obtained by Christodoulou et al (1994)
using the same method. The analysis
suggested that the psychiatric trainees
in our sample were more extraverted
and more prone to socially desirable
responding (extraversion scale:
F[1.149]=33.64, P<0.001; control scale:
F[1.149]=136.18, P<0.0001). There was
no difference with respect to neuroti-
cism or psychoticism scales.
Means, standard deviations and F values

of MCMI personality dimensions are
shown in Table II. Multivariate analysis
of variance showed that there were dif-
ferences between the psychiatric
trainees and the control group with
respect to the mean MCMI scores
(Wilks lambda =0.35, F[20.42]=3.90,
P<0.001). Psychiatric trainees had lower
mean scores on the following MCMI
scales: schizoid, dependent, passive-
aggressive and paranoid. Both groups
had rather high compulsive scales,
reflecting their proneness to perfection-
ism.

Discussion

Psychiatrists are often experienced by
their colleagues and the public as being
unorthodox. Together with their
patients, they often suffer social stigma-
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Table II. Means, standard deviations, and F values of MCMI personality dimen-
sions. *P<0.05, ** P<0.01, ***P<0.001.

Personality Psychiatric trainees Medical trainees F P
dimension N=40 N=36

M1 schizoid 38.81 (20.62) 51.41 (26.74) 4.36* 0.041

M2 avoidant 36.07 (18.80) 47.91 (25.77) 3.68 0.060

M3 dependent 37.03 (21.83) 50.59 (26.09) 4.99* 0.029

M4 histrionic 67.26 (18.67) 67.16 (18.50) 0.00 0.983

M5 narcissistic 65.16 (16.52) 71.94 (21.91) 1.91 0.172

M6 antisocial 65.48 (13.39) 71.28 (15.18) 2.57 0.114

M7 compulsive 65.87 (8.08) 62.22 (10.66) 2.33 0.132

M8 passive-aggressive38.13 (18.47) 52.41 (20.55) 8.39** 0.005

MS schizotypal 45.45 (8.84) 43.47 (19.73) 0.26 0.611

MC borderline 41.32 (13.71) 47.44 (17.41) 2.38 0.127

MP paranoid 52.32 (15.93) 69.69 (9.81) 27.34*** 0.000

SERVIER-WPA_v07  29/07/05  14:41  Page 199



tization, which may reflect a fear from
psychiatrists, a defense against one’s
own shadow, unconscious conflicts, fear
of being “recognized,” etc.

There is also a widely held belief among
lay people, but also among medical stu-
dents and doctors, that the choice of
psychiatric training is usually deter-
mined by an underlying emotional con-
flict, and that such a choice is made by
physicians with so-called “disturbed
personality” in order to obtain healing
through training. However, choice of
psychiatric career is determined by a
variety of factors (sociocultural factors,
family tradition, practical considera-
tions, influence of key persons, etc), and
personality is just one of these factors
(Christodoulou et al, 1994).

As a reference group, we chose internal
medicine trainees. In one of the studies,
compared with the general population,
these trainees were shown to have deep-
er intellectual curiosity, higher aspiration
levels, and vivid imagination, to be atten-
tive, more receptive to emotions, interest-
ed in mental stimulation, and to think
carefully before acting (Hojat et al, 1999).
In our study, however, psychiatric
trainees had more “stable” personalities
than medical trainees, which is in accor-
dance with results obtained in a previous
study (Christodoulou et al, 1994, 1995).

The EPQ showed that psychoticism was
significantly higher in medical trainees
than in psychiatric trainees. According
to Eysenck (1976), high scores on the
dimension of psychoticism reflect the

following traits: impulsiveness, lack of
cooperation, oral pessimism, rigidity,
low superego control, low social sensi-
tivity and persistence, lack of anxiety,
and lack of inferiority feeling.

Findings obtained on EPQ were con-
firmed on the MCMI, which showed
that psychiatric trainees had lower
scores than medical trainees on
schizoid, dependent, passive-aggressive,
and paranoid personality dimensions.
Although both groups had normal per-
sonality profiles, obtained higher
dimensions, especially the paranoid one,
might reflect greater vulnerability of
medical trainees, at least in the exam-
ined sample. Tolerance of uncertainty is
believed to be an important attribute of
practicing physicians, which is not easy
with the high paranoid dimension,
reflecting hypersensitivity (Schor et al,
2000).

Both psychiatric and medical trainees
had a rather high compulsive dimen-
sion, showing their proneness to perfec-
tionism, which is a desirable trait among
physicians and scientists. However,
severe perfectionism is a personality
trait that has been shown to increase the
risk of anxiety and depressive disorders.
In addition, the “imposter phenome-
non” occurs when high-achieving indi-
viduals chronically question their abili-
ties and fear that others will discover
them to be intellectual frauds. Both of
these characteristics seem to be perti-
nent factors in students of health pro-
fessions (Henning et al, 1998).
The main limitation of this study is a pos-
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sible impact of the future psychiatrists
being more familiar with psychology,
which could be connected with their ten-
dency to provide socially desirable
responses. In addition to that, implications
for understanding the role of personality
factors in the efficacy of health services
are likely to require larger sample sizes
and preferably a longitudinal study.

Conclusion

The physician’s personality is important
in everyday work of psychiatrists and
psychotherapists for two reasons. First,
for the therapeutic alliance since it has
been shown that the therapeutic relation-
ship has central importance in the course
and outcome of psychotherapy and treat-
ment of many disorders and that it is the
relationship that cures, rather than the
technique applied (Storr, 1992). In addi-
tion to that, personality plays a decisive

role in vulnerability or resilience towards
various mental health problems that may
be caused by the stress of dealing with
mentally disordered people.

We believe that personality assessment
of psychiatric trainees before onset of
their training would be useful not only
for reasons associated with the efficacy
of the service, but also for reasons relat-
ed to the well-being of the trainees
themselves. This non-cognitive factor
may be used in conjunction with other
information to predict cognitive and
clinical performance of trainees
(Borges, 2001). Further research might
contribute to changing the frequent
belief that psychiatrists have a “prob-
lematic mental structure.” While des-
tigmatization is important for psychi-
atric patients, it is also necessary for the
people who care for them.

PERSONALITY OF FUTURE PSYCHIATRISTS—A NEED FOR ASSESSMENT?
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Abstract

There is conflicting information concerning personality characteristics of psychiatrists
and psychiatric trainees, ranging from emotional instability to positive traits such as flex-
ibility and reflectiveness.The aim of this study was to explore personality characteristics
of psychiatric trainees and to compare them with those of trainees in internal medicine.
The personality of 40 psychiatric trainees and 36 internal medicine trainees were
assessed by Eysenck Personality Questionnaire (EPQ) and Millon Clinical Multiaxial
Inventory (MCMI). The differences were analyzed by separate multivariate analyses of
variances with the EPQ and MCMI scales as dependent variables. Although both
groups had normal personality profiles, the EPQ dimension of psychoticism and
MCMI schizoid, dependent, passive-aggressive, and paranoid personality dimensions
were significantly higher in internal medicine trainees. The obtained higher dimensions
of personality traits, especially the paranoid trait, might reflect greater vulnerability and
hypersensitivity of examined trainees in internal medicine. Personality assessment of
future psychiatrists before onset of training could be useful for reasons associated with
the efficacy of the service as well as for reasons related to their well-being.
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Mental health economics research
encompasses a broad array of topics.
Research topics of current interest in
the field include: assessing the econom-
ic burden of mental disorders; the eco-
nomic evaluation of mental health treat-
ments through cost-benefit, cost-effec-
tiveness, and cost-utility studies; a new
area of economic evaluations specific to
psychotropic medications; the financing
of mental health services in both the
public and private sectors; the special
aspects of financing treatment for chil-
dren and adolescents; and individuals
dually diagnosed with both substance
and mental disorders. Interest in cross-
national comparisons of mental health
services and their financing in the vari-
ous countries of the world is also grow-
ing (World Health Organization, 2001).

The WPA Section on Mental Health
Economics, established in 1998 and given
permanent status approval in 1999,
encourages interdisciplinary research
between psychiatrists, economists, and
other professionals in the mental health
sector in order to enable a common lan-

guage and scientific background between
those who finance, provide and use servic-
es for mental and addictive disorders
throughout the world. The specific goals
of the section are to: (1) promote the
development of high-quality interdiscipli-
nary research; (2) provide clinicians with
scientific information on mental health
economics to be used for decision-making
and advocating the needs of the mental
health sector; and (3) develop communi-
cation networks to disseminate scientific
research to those who finance, provide,
and use services for mental and addictive
disorders. Mental health economics
research introduces key data to inform
decisions about mental health policy and
treatment, especially in countries with
large bodies of research studies, such as
the USA. In particular, this research pro-
vides the information needed for clini-
cians, other mental health professionals,
service providers, and policymakers to
adequately identify the financial needs of
the mental health sector and the treat-
ments that best maximize health benefits.
It helps these same decisionmakers devel-
op and reform financing systems to sup-
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port comprehensive, community-based
treatment, taking into account the com-
plex array of clinical and social services
needed for reducing the family and social
burden when severe mental disorders are
managed in the community.

The Section encourages the growth of
mental health economics research by
sponsoring regional (eg, Cairo, 2000;
Bucharest, 2001) and global research con-
ferences (eg, Chicago, 2000; Venice, 2003,
2005), and the official journal of the
Section, The Journal of Mental Health
Policy and Economics. The journal is the
first in medicine focused on the relation-
ships between health policy and econom-
ics at the specialty level. To further stimu-
late research and support excellence in
the field, the journal established the
Adam Smith Award in Mental Health
Policy and Economics Research aimed at
recognizing the best relevant articles pub-
lished by J Mental Health Policy Econ.
The first prize was awarded in March 2003
(Slade and Salkever, 2001) and the second
in March 2005 (Markowitz et al, 2003).
The international growth of the field is
seen in the presentations of research from
about 25 different countries at the March
2005 conference in Venice.

Important recent advances in mental
health economics research are summa-
rized by subject area as follows.

Assessing the burden of mental
disorders

The World Health Organization’s
(WHO) Global Burden of Disease proj-

ect continues to highlight the high eco-
nomic and societal burden of mental
disorders throughout the world. Most
recent estimates (World Health Report,
2002) show that mental and addictive
disorders account for 13% of the bur-
den of all diseases in terms of mortality
and disability. In developed countries,
unipolar major depression alone is the
second cause of burden of disease in
terms of disability-adjusted life-years
(DALYs) second only to ischemic heart
disease.

Previous cost-of-illness studies found
that nontreatment costs are often sev-
eral times the direct treatment costs of
mental disorders. Most of these eco-
nomic costs result from the reduced or
complete inability to work of patients
or their relatives. By implication, the
economic costs of not financing treat-
ment of mental disorders may be sub-
stantial. Mental health economics
researchers have made important
strides in better quantifying these non-
treatment costs through the application
of state-of-the art econometric tech-
niques (Slade and Salkever, 2001).
Work also continues on better estimat-
ing the economic burden to family
members in caring for a spouse, parent,
or child with a disabling mental disor-
der. These advances also contribute to
improvements in cost-effectiveness
evaluations of specific treatments by
better capturing all of the economic
and societal benefits from improved
functioning, and not just improved
symptomology.
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Cost-benefit, cost-effectiveness,
and cost-utility studies

A major goal of mental health econom-
ics research is to quantify for clinicians,
providers, and policy-makers, which
treatments provide the best health out-
comes in relationship with their costs. If
it is relevant to investigate the possible
underfunding of mental health services
due to chronic funding problems in gov-
ernment budgets for psychiatric services
and to the limited social awareness on
the burden of mental disorders, it is
equally important to make sure that
scarce resources are spent well. Early
mental health economics research was
instrumental in demonstrating that peo-
ple with severe psychiatric disorders
could effectively and often more cheap-
ly be treated in the community rather
than institutions (Weisbrod et al, 1980).
Subsequent studies in a number of
countries have refined and extended
this basic result. There is consensus, 25
years after the Weisbrod et al (1980)
study, that in general community care
produced “better outcomes, such as
quality of life, that it better respects
human rights and that it is more cost-
effective than institutional treatment”
(World Health Organization 2001).

Discussion today focuses on what types
of community care are most cost-effec-
tive, and for which groups, particularly
taking into account tailored opportuni-
ties in the community for individuals
with severe mental disorders (ie, the old
institutionalized patients discharged in
the community and at risk of becoming

homeless and the young new chronic
subjects who may be a severe burden in
their family environment). Marshall et
al (2001) compare three sets of treat-
ments: (1) acute day hospital versus
inpatient admission; (2) supported
employment versus prevocational train-
ing; and (3) day hospital versus outpa-
tient care. They find that acute day hos-
pitals are a cost-effective option in situ-
ations where demand for inpatient care
is high, but are less attractive when
demand for inpatient care is low and
effective alternatives already exist.
Supported employment was found to be
more cost-effective than prevocational
training. The Marshall study also found
that day treatment programs were supe-
rior to continuing outpatient care in
terms of improving psychiatric symp-
toms, but no evidence that they were
better or worse than outpatient care on
other clinical or social outcomes, or on
costs. The evidence base continues to
develop, but much further research is
needed to develop policies to effective-
ly allocate resources.

Mental health disorders pose substantial
challenges for conducting economic eval-
uations of treatment. Tools for assessing
patient preferences for treatments and
outcomes that are well-developed for use
with other types of medical treatment are
problematic with individuals who are
often cognitively impaired (for example,
persons with schizophrenia or dementia)
or whose mental disorders otherwise
affect cognitive process (for example,
persons with anxiety or mood disorders).
Much recent work has focused on refin-

RECENT ADVANCES IN MENTAL HEALTH ECONOMICS RESEARCH 
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ing standard tools and developing new
ones for use with populations with psy-
chiatric disorders (Shumway, 2003).

Economic analysis of 
pharmaceuticals

The growing importance of pharmaco-
logical agents in the treatment of both
medical and mental disorders has led to
the development of the new specialized
field applying economic analyses to 
pharmaceutical treatment (sometimes
referred to as pharmacoeconomics). The
especially rapid growth in the use and
costs of SSRI and other newer antide-
pressants and second-generation antipsy-
chotics over the last 15 years has led to a
strong focus in the field on psychotropic
medications. Many pharmacoeconomic
studies take the form of cost-effective-
ness and other economic evaluations of
specific psychotropic agents as previously
discussed, but the field covers many other
topics.

Berndt et al (2002a) apply state-of-the
art economic methods for measuring
productivity to understand the effec-
tiveness of depression treatment and
how this has changed over time. While
the cost of antidepressants have gener-
ally increased over time they find that
the incremental total cost of successful-
ly treating a major depressive episode
has actually fallen, in the range of 1% to
2% a year. Berndt et al (2002b) examine
the diffusion of new antidepressants and
find that changes in the perceptions of
side-effect profiles of different antide-
pressants among physicians, along with

the greater variety of medications avail-
able, are strongly related to the greatly
increased use of newer antidepressants.
As expected, pharmaceutical company
marketing efforts were also strongly
related to increased use of newer anti-
depressants.

Current research focuses on specific
mental health treatments, and provides
information about which psychotropic
medications are cost-effective. For
example, Wang et al (2004) apply stan-
dard cost-effectiveness tools to examine
the question of whether clozapine
should be restricted to third-line status.
In the USA, clozapine can only be pre-
scribed after two other antipsychotic
medications have failed. They find that
using clozapine as a first-line agent
would lead to gains in both life
expectancy and quality-adjusted life
expectancy, with a ratio to costs that is
well within the range of what is general-
ly considered cost-effective.

Financing mental health services

The financing of mental health treatment
remains a critical focus of research
because, ultimately, financing determines
who gets what treatments and how much.
At a macro level, the WHO’s Project
Atlas (World Health Organization, 2001)
carefully documents the share of each
country’s government resources devoted
to the treatment of mental and addictive
disorders. This international comparison
demonstrates large gaps between the
burden imposed by psychiatric disorders
and the share of health budgets allocated
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to these disorders. Furthermore, Project
Atlas documents large disparities both
between regions and within regions in the
public financing of mental health servic-
es. Country-specific studies, such as in the
Czech Republic (Dlouhy, 2004), similarly
point to large gaps between burden of
mental disorders and resources allocated
to treat them.

At a more micro level, much current
research focuses on evaluating alterna-
tive mechanisms to finance treatment.A
key research question is what the best
way is to pay providers. There is clear
evidence that providers respond to
financing mechanisms. More recently,
research has led to better understanding
of how to align payment incentives so
that providers are able to provide high-
quality, evidence-based treatment,
rather than simply focusing on reducing
costs. For example, Dickey et al (2003)
compared treatment of schizophrenia
and found no differences between the
managed care plan and the unmanaged
fee-for-service plan in adherence to the
schizophrenia treatment guidelines in a
population of disabled Medicaid benefi-
ciaries. Another key challenge is to
develop effective financing mechanisms
to better integrate all the services need-
ed in the community by those with
chronic and persistent mental disorders
such as schizophrenia. Often services
such as housing, income support, and
supported employment are often frag-
mented among numerous public (and
sometimes private) social agencies.
Fragmentation and inflexible financing
systems create substantial obstacles to

developing patient-oriented and com-
munity-based mental care even in coun-
tries with a longer history of deinstitu-
tionalization, such as Austria
(Zechmeister et al, 2002). These obsta-
cles are frequently seen in many Central
and Eastern European countries, for
example, as discussed in symposia at
Section conferences (Venice, 2003,
2005).

In the USA, research continues to focus
on the design of health insurance cover-
age and implications of patient cost-
sharing on access to treatment and the
out-of-pocket burden of psychiatric dis-
orders. Previous mental health econom-
ics research was instrumental in leading
many states in the late 1990s to put in
place requirements that mental disor-
ders be covered in the same way as
other medical disorders.

Children and adolescents

There is increasing recognition in men-
tal health economics research of the
importance of understanding issues spe-
cific to children and adolescents.
Children and adolescents tend to use
mental health services at lower rates
than adults, and the overall prevalence
of the most severe disorders is much
lower (because their onset is often in
late adolescence and early adulthood).
However, there is growing concern
about the long-term consequences of
disorders that begin in childhood and
adolescence, and are often left untreat-
ed. Sen (2004) examines correlates of
care seeking for depressed mood and
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finds substantial racial/ethnic and gen-
der differences in the propensity to seek
help when it is needed.

Substance use and alcohol disorders
also often begin in adolescence with
long-term consequences both for the
individual and for society. In the USA,
much recent research has examined the
impact of alcohol and drug control poli-
cies, as well as taxation (excise taxes for
alcohol and tobacco), on reductions or
delays in drug and alcohol consumption
among adolescents. Markowitz et al
(2003) found that alcohol control poli-
cies also reduced suicides in adolescent
males.

Supporting interdisciplinary
research capacity in developed,
transition, and developing 
countries

A key goal of the Section on Mental
Health Economics is to support and
increase research capacity throughout
the World.The regional meetings organ-
ized by the section (eg, Cairo, 2000;
Bucharest, 2001) not only provided a
forum for existing researchers in those
regions but enhanced opportunities for
training new researchers through edu-
cational courses provided by interna-
tionally recognized authorities from
Western Europe and the USA. These
activities emphasized to the Section the
importance of (1) supporting education
on the interdisciplinary aspects of this
field in every country, particularly tak-
ing into account clinical behaviors in the
development of research; and (2) taking

into account the regional and national
characteristics that may hinder the
development and use of mental health
economics research, as well as research
careers in this field. Those countries
with the best-developed research in the
field over the past 25 years (ie, USA,
UK, Canada, and the Netherlands)
received substantial investments in
research by the governments and pri-
vate institutions. In recent years, pio-
neering research has been conducted in
many Western, Central, and Eastern
Europe countries as well as in develop-
ing countries. As the research capacity
has grown internationally, the number
of country-specific studies has also
grown providing policymakers with key
information within the institutional con-
text of their own countries. This reduces
the need to make inferences from stud-
ies conducted in the USA or the UK,
which might not always be applicable to
other countries, especially in transition
and developing countries. For example,
Romero-González et al (2003) studied
the implications of structural reforms to
Columbia’s health care system. They
found that by not incorporating cover-
age of mental health services in the
reforms, access to mental health services
declined at the same time that access to
general medical services increased sub-
stantially.

Supporting psychiatrists’ 
awareness of the financing of
mental health services

The Section proposes that specialty cli-
nicians in psychiatry be provided basic
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information during their specialty train-
ing on the socioeconomic burden of
mental and addictive disorders, the cost-
effectiveness of interventions, and on
the various systems of financing during
the last year of training. The aim is to
enable them to advocate for the finan-
cial needs of the mental health system in
their country and to support needed
policy reforms.

Core training curriculum for psychiatry

The WPA Section on Mental Health
Economics proposes to include “Mental
Health Economics” in the WPA Core
Training Curriculum for Psychiatry.

Mental health economics provides cru-
cially needed information on the socioe-
conomic burden of psychiatric disor-
ders, costs, and effectiveness of treat-
ments, and on the benefits of different
financing and reimbursement policies in
bringing about desired changes in the
management of mental and addictive
disorders.

Mental health economics is relevant in
enabling the future psychiatrist to gain
comprehensive knowledge of all facets
of mental illness, both for the individ-
ual and for society, and to interpret and
use mental health economics informa-
tion provided in scientific literature (ie,
cost-of-illness studies, cost/effective-
ness of interventions, access to psychi-
atric services, pharmacoeconomics),
handling the tools of health econom-
ic/quality of life research used in men-
tal health economics.

The seminar, of a minimum of 6 to 8
hours, to be held during the last year of
specialty, should enable the future psy-
chiatrist to receive education on issues
including:

• Socioeconomic burden of mental and
addictive disorders on patients, family
caregivers, workplace and society.

• Impact of clinical, social, and financial
interventions, aimed at psychiatric pre-
vention, care and rehabilitation, on
health, quality of life and economic
well-being of the affected populations
and on the society as a whole.

• Analysis and costing of psychiatric
inpatient and outpatient services, and
cost-offset patterns with medical, GPs,
social, judiciary and other services
used by subjects with mental and
addictive disorders.

• Consequences of different financing
and reimbursement methods on servic-
es access, quality of care, health out-
comes, families out-of-pocket expendi-
tures, focusing on special and particu-
larly vulnerable populations (ie,
severely disabling mental illnesses,
comorbidities) needing complex multi-
level co-ordination of clinical, social
and financial interventions.

• Ethics in the financing, provision,
access, and use of mental health servic-
es. Parity of financing and access with
other medical specialties. Analysis of
various perspectives and behaviors
(patients, families, services’ users, clini-
cians, payers, mental health services
and health technology providers, soci-
ety).
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We propose all the psychiatrists should
receive a training seminar on these
issues, in order to enable them to
approach their career being also aware,
as psychiatrists, of the socioeconomic
impact of the disorders referring to psy-
chiatry and the socioeconomic impact of
the interventions that the specialty is
able to provide for the care of mental
and addictive disorders.

The seminar, beyond the education of
future specialty clinicians, may also be
an opportunity for young psychiatrists
to consider a research career in “mental
health economics,” and further enhance
the contribute of psychiatrists to this
interdisciplinary research area that is
increasingly demonstrating its impor-
tance in informing the financing of men-
tal and addictive disorders.
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“Public health is the science and art of
promoting health, preventing disease
(and disability), and prolonging life
through the organised efforts of society
(WHOQOL Group, 1998).”

The Section aims, according to its terms
of reference, “to consider ways in which
the profession of psychiatry can con-
tribute to the improvement of public
health in all countries through influence
on public policies affecting health care,
as well as through influence on other
sectors such as education, commerce,
employment, housing, child and family
welfare, and justice.”

This chapter will consider the growing
integration of mental health with public
health, and the implications of this for
the profession. Psychiatrists have a
direct influence on treatment services
and standards of treatment, although
often limited by lack of resources.Along
with the patients and families they
serve, and other mental health and
health care professionals, they have
much to gain from the growing integra-

tion of mental health with health care.
They also have an important contribu-
tion to make by supporting improve-
ments in mental health through public
policies affecting development in other
sectors of activity in the community.

A public health view of mental health is
emerging more strongly than in the
recent past, in many parts of the world.
Just as public health is based on the idea
that health and disease are multifactori-
al in origin (Cooper, 1993), so the
understanding grows that mental health
and mental illness are each the product
of many interacting factors for any indi-
vidual and in any community. Improving
mental health consequently depends on
a range of actions at several levels in
any country.

A number of documents published
recently including World Mental Health
in 1995 (Desjarlais, 1995), the WHO’s
World Health Report 2001 (WHO,
2001b), the US Surgeon General’s
Report in 1999, and the IOM Report in
2001 (IOM, 2001), alongside the well-
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known studies on the Global Burden of
Disease, set out the basis for under-
standing that mental health is integral to
public health. The links in all parts of
the world between mental illness and
poverty and social disruption are made
clear in these documents and in subse-
quent publications (Costello et al, 2003;
Patel and Kleinman, 2003). It is now
widely acknowledged within and out-
side the profession that, as enshrined in
the famous WHO definition of health,
mental health and mental illness are
inseparable from health and illness in
general, and closely related to behavior.
It is also acknowledged that in all coun-
tries only a minority of people living
with treatable mental illnesses obtain
access to effective treatments and pre-
vention. This is because the stigma of
mental illness discourages people from
seeking treatment, and because services
are scarce and poorly distributed in
many countries.

The WHO Western Pacific Region, for
instance, in its Regional Strategy for
Mental Health published in 2002
(WHO, 2002) proposes two key strate-
gic directions, which are endorsed by
countries in the region. These directions
are consistent with the recommenda-
tions of the World Health Report 2001,
and the approaches endorsed by coun-
tries in other regions.

1. An intersectoral approach to mental
health promotion and the prevention 
and treatment of illness. Intersectoral
approaches to mental health promotion
include legislation, policy and work-

force training in many aspects of com-
munity life. The evidence of the effect
on mental health of decisions in these
areas needs to be gathered and dissemi-
nated. Specific prevention of disorders
among groups at high risk (such as alco-
hol and substance abusers, and new
mothers with a history of depression) is
often carried out through the primary
health care system but it is essential that
other parts of the health sector, and
nonhealth sectors, be involved. An
intersectoral approach must also be
reflected in the organization of accept-
able, accessible and effective health
services for people with mental disor-
ders.

2. The integration of treatment for men-
tal disorders into general health services
and a more informed understanding of
mental health in the wider community.
Stigma and discriminatory community
attitudes are fundamental obstacles to
health service integration. They also
stand in the way of providing the sup-
port needed by family and patient advo-
cacy and self-help groups. Integrating
mental health into health care, particu-
larly primary health care, will need con-
tinued management of change over the
years ahead while working to overcome
these obstacles. Integrating mental
health promotion into health promotion
will require a shift in thinking and com-
munity values.

The development and review of a
national policy on mental health is an
acknowledged approach to improving
mental health that is used by many but
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not all countries (WHO, 2001a). A
national mental health policy can use-
fully set three goals, with a view to
working toward these through a range
of health and public policies:
(i) reducing the human, social, and eco-
nomic burden produced by mental dis-
orders including substance abuse and
dependence; (ii) promoting mental
health; and (iii) improving psychosocial
aspects of health care.

The health and public policy responses
can be broadly divided into five areas,
which are now discussed.

Advocacy: information and
advice about mental health and
mental illnesses, and mobilizing
of resources for services and 
health promotion 

Advocacy in countries should be direct-
ed on the one hand at increasing aware-
ness of the value of mental health
among decision-makers and the general
public, and on the other hand to fighting
the stigma and discrimination that affect
those with mental illnesses and their
families (WPA institutional program on
stigma). Mental health professionals
and services have an important advoca-
cy role in facilitating intersectoral action
and working with decision-makers.

Mental health is promoted in two ways:
by raising the position of mental health
in the scale of values of individuals, fam-
ilies, and societies, so that decisions by
government and business improve
rather than compromise the popula-

tion’s mental health; and by improving
the mental health state of the popula-
tion by reducing disease through pre-
vention, treatment, and rehabilitation
(Sartorius, 1990).

Less than 1% of the health budget is
spent on mental and neurological disor-
ders in half of the countries in the world
(WHO, 2001a). This does not allow the
development of mental health care. In
the future, national mental health pro-
grams need sufficient resources for
essential medicines, and for treatments
and support of care (often through
links with other government and non-
government sectors), including psy-
chosocial rehabilitation and employ-
ment support.

Support for consumers and families and
their inclusion in treatment and policy-
making

Family and patient self-help and advo-
cacy associations have an important role
in assisting individuals and families, and
can help to involve consumers and fam-
ilies in policy-making and service man-
agement. These groups need moral sup-
port and recognition (by governments
and nongovernment organizations such
as the World Schizophrenia Fellowship)
as well as information, education, and
material assistance. The participation of
consumers and family carers as partici-
pants in policy-making and service man-
agement is an important development
in the process of ensuring the respon-
siveness, humanizing and standards of
care in services.
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Clinical services: service delivery
and evaluation

The treatment of mental illness has
been alienated historically from the rest
of medicine and health care. The WHO
in its World Health Report 2001 urges
countries to replace asylum-based care
with community treatment based on pri-
mary health care and general hospitals
(WHO, 2001b). Integrated high-quality
services will enable the early recogni-
tion and treatment of mental health
problems and mental disorders, and
continuity of care close to home, family
and employment for people with per-
sistent disabilities.

Health workers in primary care need
support from dedicated mental health
services. Close connections to social
services, housing, employment and dis-
ability support are vital, as well as con-
nections to the wider community,
including self-help groups, family and
natural support groups, traditional heal-
ers and other community agents and
leaders, including teachers, police and
the religious community. Especially in
countries where resources are limited,
this integration is an essential element
for the development of mental health
care, including the treatment and pre-
vention of disorders.

People living with persistent disabilities
related to psychotic and other disorders
have a particular need for community-
based or residential psychosocial reha-
bilitation, disability and employment
support, and support for their families.

In addition, there needs to be limited
provision of secure hospital accommo-
dation with a rehabilitative environ-
ment for a small minority of people with
complex and persistent disabilities for
whom care and treatment in a less
restrictive environment is not appropri-
ate.

In low-income countries, particularly
when affected by wars and disasters,
there is often a gap in coordination
between various government and non-
governmental agencies providing serv-
ices and assistance. The lack of coordi-
nation between sectors is also an impor-
tant reason in developed countries for
the widespread failure to provide servic-
es and support to the most needy with
multiple problems, such as those who
are members of disadvantaged and
minority groups.

People with mental illness and their
families often consult traditional heal-
ers and traditional leaders. It is impor-
tant in any country to develop mutual
understanding and a system of referral
between traditional and modern medi-
cine.

Reorienting and training relevant 
personnel in mental health skills

The health workforce in most countries
needs support to develop the attitudes,
skills, and knowledge needed for modern
mental health care. Mental health profes-
sionals also need continuing education,
support, and supervision, as well as condi-
tions of work that make it possible for
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them to be effective. This will contribute
to the prevention of professional burnout
and their better performance.

Addressing the psychosocial aspects of
health care

Health services and educational and
research institutions are increasingly
aware of the importance of psychosocial
and behavioral influences on health.
Staff education in health services should
reflect this.

The needs of people living with
HIV/AIDS and their families, for
instance, will be best met when clinicians
in general health services consult and
liaise with mental health professionals,
or are trained in principles of mental
health care. Research and evaluation of
health service outcomes should consider
the measurement of disability and quali-
ty of life as well as physical and mental
symptoms of disease. In general, mental
health programs should facilitate the use
of mental health skills and knowledge in
general health care, for example to
improve communication skills, the rela-
tionships between patients, families, and
clinicians and the overall levels of satis-
faction with care, as well as the adher-
ence of patients to recommended treat-
ments.

Mental health promotion

Mental health is promoted (according
to the first meaning) when policy-mak-
ers in the education, welfare, housing,
employment, and health sectors make

decisions resulting in improved social
connection; reductions in discrimination
on grounds of race, age, gender, or
health; and improved economic partici-
pation (VicHealth, 1999). The emerging
evidence for mental health promotion is
described in a recent report from WHO
(Herrman, Saxena, & Moodie, 2004).
Intersectoral action will improve mental
health (according to the second mean-
ing) through public health programs
designed to prevent epilepsy and intel-
lectual disability associated with brain
damage from trauma, infection, and
malnutrition, and through better treat-
ment and rehabilitation services to
those with mental illness.

Addressing the needs of vulnerable
populations can make a significant con-
tribution to mental health promotion as
well as to the prevention of mental ill-
ness and suicide. Governments, in con-
sultation with other partners and organ-
izations, can consider investing in pro-
grams for selected “at-risk” groups (eg,
young people, elderly people, rural pop-
ulations, indigenous populations, and
displaced or immigrant communities).
Such groups may often be identified
within defined settings (such as schools
and workplaces) and sectors (such as
transport and environment). Settings
approaches to health promotion coordi-
nate activities between several sectors
over a sustained period, with a view to
achieving results in such areas as
improved social connection, and
reduced discrimination and violence.
Specific examples include: providing
support to families to improve nurturing
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of children and to reduce the chances of
child neglect and abuse; examining the
culture of bullying in schools; investigat-
ing the use and conditions of labor; and
care of older persons.

Policy and legislation

National legislation, policies and plans
of action for the promotion of mental
health and the prevention and treat-
ment of mental disorders will either
have to be developed where none exist
or reviewed to ensure that they are con-
sistent with current principles and
approaches (WHO, 2003).

In particular, legislation regulating com-
pulsory or voluntary treatment of peo-
ple with mental disorders is lacking in
several countries, and in need of review
in many others. The appropriate legal
protection for individuals with mental
disorders needs to be ensured. Laws
that respect the rights of individuals
with mental disorders to dignified and
effective care, and policies that ensure
access to these services, are needed.

The policies and plans related to health
care should emphasize the integration
of mental health care into mainstream
health services, and should consider the
links between traditional healers and
community leaders and the health sys-
tem. The financing of mental health
care, and the regular monitoring of
service standards (along with accredi-
tation of general health services) need
to be included in national or regional
policies.

Encouraging the development of
a research culture and capacity

Improvements in mental health depend,
to a large extent, on scientific evidence
produced locally. It is important that
countries improve their capacity to
undertake quantitative and qualitative
research and evaluation relevant to
service standards and improvement, and
to mental health promotion.

Reliable information about mental
health and disorders is lacking in many
countries, especially low- and middle-
income countries. Priority public
health–oriented research—for example
the collection of basic planning informa-
tion through targeted mental health sur-
veys—needs support. More needs to be
done to assess the costs of mental disor-
ders and to investigate cost-effective
approaches to the management of disor-
ders in countries at all levels of income.
The development and use of appropri-
ate approaches to evaluating mental
health promotion programs and inter-
ventions are also needed. Indicators of
the social determinants of mental
health, quality of life, and disability, as
well as measures of illness, need to be
adapted to the needs of the Region or
developed.

To date, universities, researchers, mental
health service providers, and communi-
ties interested in mental health determi-
nants and outcomes have had limited
interaction with each other. Efforts
have to be made to facilitate interaction
among these various groups.
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Suicide prevention

Suicide prevention is a specific issue
that draws on all five of the strategies
described in this document. Although
suicide prevention is often considered
under the heading of service provision,
in fact achieving reductions in numbers
of suicides in any country will require
analysis of the situation and formulation
and implementation of a program
directed to specific problems. It will
involve:
• Improving the treatment of mental

disorders
• Introducing and monitoring a broad

approach to mental health promotion,
including, for instance, attention to
employment, social connection, and
rapid change in traditional ways of
life;

• Population approaches to alcohol and
drug abuse, including demand reduc-
tion and harm reduction strategies

• Controlling the means of suicide, such
as access to agricultural poisons, and
control of domestic gas supplies and
car exhausts

• The mental health care and protection
from self-harm of prisoners.

Conclusion

Psychiatrists and their national associa-
tions are in a position to offer vital con-
tributions to public health through action
and advocacy.These contributions should
not be confused with an unhelpful ten-
dency to “medicalize” problems of which
a psychiatrist may have little direct or
special knowledge. On the contrary, the
psychiatrist has a unique perspective and
authority based on understanding the
multiple personal and environmental
contributions to mental health and ill-
ness, at individual and population levels;
and the consequences in terms of health,
productivity and quality of life.
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In the Constitution of the World Health
Organization (WHO), health is defined
as “a state of complete physical, mental
and social well-being and not merely the
absence of disease or infirmity.”There is
no doubt whatsoever that working life
and its conditions are powerful determi-
nants of health, for better or for worse.
The relationship works both ways. Work
affects health. But health more often
than not also affects a person’s produc-
tivity and earning capacity as well as his
or her social and family relationships.
Needless to say, this holds true for all
aspects of health, both physical and
mental. This is why this theme should be
of major concern also to psychiatry
(Levi, 2005).

However, before issuing any “call for
action,” by psychiatrists or others, we
need to consider whether there is,
indeed, a problem, whether work-relat-
ed or other; stress and depression are
widespread, have serious consequences,
are becoming more prevalent and
severe—and are accessible to interven-
tions (Levi, 2001). The available evi-

dence indicates that the answer to these
questions is: yes.According to the World
Health Organization (WHO, 2001a),
“mental health problems and stress-
related disorders are the biggest overall
cause of early death in Europe.” But
they are not only a matter of premature
mortality. According to the same report,
mental ill health and disorders are
among the major health concerns in
Europe today. In particular, depression,
suicide, and other stress-related condi-
tions, together with destructive lifestyles
and psychosomatic diseases, cause
immense suffering to people and their
families, as well as placing “a great eco-
nomic cost on society.”

How great is this “economic cost”?
According to a report prepared during
the Finnish European Union (EU) pres-
idency and quoted by the International
Labor Office (ILO, 2000), the cost of
mental health problems in the 15 mem-
ber states of the European Union in the
year 2000 was estimated to be on aver-
age 3% to 4% of gross domestic product
(GDP). If we approximate the percent-
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age to, say, 3.5% and use the EU15 GDP
(19 301 billion euro in 2003) as a basis
for our calculation, the cost would
amount to a staggering 325 billion euro.

The root causes

Do we know the root causes of these
outcomes, and, if so, are they accessible
to change?

According to the WHO (2001a), mental
health problems can be caused by a
combination of circumstances: biologi-
cal, social, and psychological factors and
stressful events. They are usually associ-
ated with difficulties either in our per-
sonal lives or in the wider environment
in which we live. In its analysis of such
circumstances, the British government
(1998) calls attention to five different
types and exemplifies each of them
(Table I). The “fixed” factors in the first
column are difficult to adjust, whereas
successful interventions are feasible
against those listed in the other four
columns: social and economic; environ-
mental; lifestyle; and access to services.

The causal significance of the latter four
types of factors has been analyzed by
Wilkinson and Marmot (1998) and
Marmot (2004). The authors conclude
that the “solid facts” are that: (a) social
and economic circumstances affect peo-
ple’s health strongly throughout life; (b)
work-related stress increases the risk of
disease as do unemployment and job
insecurity; (c) social exclusion creates
health risks, while social support pro-
motes health and well-being; and (d)
individuals may turn to alcohol, drugs,
and tobacco, and suffer as a result of
their use, but this process is also influ-
enced by the wider social setting, which
is often beyond individual control.

The science-policy 
implementation gaps

The awareness that it is possible to inter-
vene on the above four types of factors
has existed for quite a while, with a very
considerable and growing body of cir-
cumstantial evidence to support it (cf,
Marmot, 2004). In spite of this, there is
still a broad science-policy gap, and an
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Table I. Factors affecting health (British government, 1998).

Fixed Social and Environmental Lifestyle Access to 
economic services

Genes Poverty Air quality Diet Education
Sex Employment Housing Physical activity National Health
Aging Social Water quality Smoking Services

exclusion Social Alcohol Social services
environment Sexual behavior Transport

Drugs Leisure
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even broader one between policy and
implementation. This is why there has, so
far, been “great cry and little wool.” As
our Section on Occupational Psychiatry
see it, the WPA, its member bodies, and
you, the reader, may wish to feel chal-
lenged to contribute to correcting this
state of affairs.

Widespread exposures,
morbidity, and mortality

During the 1990s, the European
Foundation for the Improvement of
Living and Working Conditions con-
ducted and published three major sur-
veys of working conditions and workers’
health in the EU Member States.

According to the most recent one
(European Foundation, 2001), more
than half of the 160 million workers in
EU15 report working at a very high
speed (56%) and to tight deadlines
(60%). More than one third have no
influence on task order; 40% report
having monotonous tasks. Such work-
related “stressors” are likely to have
contributed to the present spectrum of
ill health: 15% of the workforce com-
plain of headache, 23% of neck and
shoulder pains, 23% of fatigue, 28% of
“stress,” and 33% of backache; and of
many other diseases, even life-threaten-
ing ones (Shimomitsu, 2000; Folkow,
2001).

Sustained work-related stress is an
important determinant of depressive
disorders. Such disorders are the fourth
leading cause of the global disease bur-

den. They are expected to rank second
by 2020, behind ischemic heart disease,
but ahead of all other diseases (WHO,
2001b).

It is further likely that sustained work-
related stress is an important determinant
of the metabolic syndrome (Folkow,
2001). This syndrome comprises a combi-
nation of: abdominal accumulation of
adipose tissue; a decrease in cellular sen-
sitivity to insulin; dyslipidemia (increase
in low-density lipoprotein cholesterol
and triglycerides and decrease in high-
density lipoprotein cholesterol); and
hypertension, probably contributing to
ischemic heart disease and diabetes type
2 morbidity.

The most important pathogenic path-
ways from psychosocioeconomic deter-
minants to ill health in Europe usually
comprise (Levi, 2001): (a) psychosocioe-
conomically induced physiological over-
arousal; (b) psychosocioeconomically
induced pathogenic behaviors; (c) path-
ogenic interpretation of environmental
characteristics; (d) pathogenic interpre-
tation of proprioceptive signals; (e)
pathogenic “patient’s delay”; and (f)
psychosocial “avitaminosis”/alienation.

Complementary European 
initiatives

Over a decade ago, in 1993, the Belgian
EU Presidency, the European Commis-
sion and the European Foundation
(1994) jointly organized a major confer-
ence on “Stress at work—a call for
action.” The conference highlighted the
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increasing impact of stress on the quali-
ty of working life, employees’ health,
and company performance. On the basis
of these deliberations, the European
Commission created an ad-hoc group to
the Advisory Committee for Safety,
Hygiene and Health on “Stress at
work.” The ad-hoc group proposed and
the Advisory Committee endorsed the
preparation of a “Guidance” in this
field.

This Guidance (Levi and Levi, 2000)
emphasizes that, according to the EU
Framework Directive, employers have a
“duty to ensure the safety and health of
workers in every aspect related to the
work.” The Directive’s principles of pre-
vention include “avoiding risks,” “com-
bating the risks at source,” and “adapt-
ing the work to the individual.” In addi-
tion, the Directive indicates the employ-
ers’ duty to develop “a coherent overall
prevention policy.” The Guidance pro-
vides a detailed basis for such endeav-
ors.

On the basis of surveillance of individ-
ual workplaces and monitoring at
national and regional levels, work-relat-
ed stress should be prevented or coun-
teracted by job redesign (eg, by empow-
ering the employees and avoiding both
overload and underload), by improving
social support and by providing reason-
able reward for the effort invested by
workers, as integral parts of the overall
management system. And, of course, by
adjusting occupational physical settings
to the workers’ abilities, needs, and rea-
sonable expectations, in line with the

requirements of the EU Framework
Directive. Supporting actions include
not only research but also adjustments
of curricula in business schools, in
schools of technology, medicine, and
behavioral and social sciences, and in
the training and retraining of labor
inspectors, occupational health officers,
managers, and supervisors, in line with
such goals.

This overall approach was further
endorsed in the Swedish EU Presidency
(2001) conclusions, according to which
employment not only involves focusing
on more jobs, but also on better jobs.
Increased efforts should be made to
promote a good working environment
for all, including equal opportunities
for the disabled, gender equality, good
and flexible work organization permit-
ting better reconciliation of working
and personal life, lifelong learning,
health and safety at work, employee
involvement, and diversity in working
life.

An obvious interlocking question is –
how? The answer to this question is con-
sidered (Levi, 2002) in three recent
European documents: the European
Commission’s “Guidance on Work-
Related Stress” (Levi and Levi, 2000)
mentioned above; the European
Standard on Ergonomic Principles
Related to Mental Work Load
(European Committee for Standard-
ization, 2000); and the European
Commission’s (2001) Green Paper on
“Promoting a European Framework for
Corporate Social Responsibility.”

PSYCHIATRIC POLICY

226

SERVIER-WPA_v07  29/07/05  14:41  Page 226



The European Framework
Agreement

Briefly, then, work-related stress has
been identified at international,
European and national levels as a con-
cern for both employers and workers.
Having identified the need for specific
joint action on this issue and anticipat-
ing a Commission consultation on
stress, the European social partners
included this issue in the work program
of the social dialogue 2003-2005, and on
October 8, 2004 signed a Framework
Agreement on Work-Related Stress
(ETUC et al, 2004):

• It acknowledges stress as a common
concern of European employers,
workers and their representatives.

• It includes work-related stress and its
causal factors by name among the
risks that should be prevented.

• It lays down a general framework for
preventing, eliminating and managing
stress factors (stressors), with specific
reference to work organization, con-
tent, and the working environment.

• These factors are detailed through a
series of relevant examples (that do
not constitute a list which could have
given rise to errors and omissions).

• The employers’ responsibility is clear-
ly spelled out, while participation and
cooperation by workers and their rep-
resentatives in the practical imple-
mentation of measures to reduce
stress (ie, tackling stressors) are an
essential part of the agreement.

• The agreement is oriented towards
action to tackle stress.

• Stress that does not stem from the work-
place or working conditions is taken
into account—if it creates stress inside
the workplace (“imported stress”).

Would you like to join?

The WPA Section on Occupational
Psychiatry has been active since 1983.
Its officers and other members have
contributed to many of the develop-
ments in this field, as reviewed above.

According to its statutes, the aim of the
Section is to “create new, and exchange
and apply existing knowledge concern-
ing the influence, for good or bad, of
psychosocial as well as physical work
conditions and environments on mental
and psychosomatic health.”

In line with this aim, the Section
Committee cordially invites readers of
Advances in Psychiatry and other col-
leagues to apply for membership and
contribute to future developments in
this fascinating and dynamic field. If you
are interested, please contact:

Prof Lennart Levi:
lennart.levi@ipm.ki.se or
lennart.levi@eurostress.se

Prof Teruichi Shimomitsu:
tshimo@tokyo-med.ac.jp

Prof Satoru Shima:
JAG02166@nifty.ne.jp

Prof Manuel Freire-Garabal:
fffregar@usc.es
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In these last few years, the globalization
and creolization of peoples and cultures
has created an exceptional puzzle of
secular and religious conceptions of the
world (Fabrega Jr, 2000). At the end of
the last century, the proposition that
psychiatry and religion are parallel and
complementary frames of reference for
understanding and describing human
experience and human behavior
(Bohenlein, 2000) was set forth. For the
last century, psychiatry has maintained
an uneasy relationship with religion.
However, in the last decades, psychia-
trists and patients are rethinking and re-
accommodating spirituality in the clini-
cal field. Tseng (2001), in opening his
seminal Chapter on Religion,
Psychopathology, and Therapy, points
out that “Religion is one of the ways we
understand the world and give meaning
to our lives. There are numerous reli-
gions in different societies and even
within the same society that directly or
indirectly shape our lives and influence
our thoughts and behaviors. They also

impact psychopathology, on the one
hand, and influence therapy, on the
other. Thus, it is essential for clinicians
to understand the nature of religion and
how to deal with the important cultural
aspects of belief and faith.”

For some time now the Section on
Transcultural Psychiatry has been in the
forefront trying to grasp the outcomes of
the new multireligious groundwork of
nations. Consequently, it shifted its inter-
est from simply objectifying and compar-
ing the difference in symptom represen-
tation within single ethnic conglomerates
to examining the psychiatric and religious
epistemology in all existing societies.

Thus, the Section on Transcultural
Psychiatry is actively contributing to
develop the objectives of the WPA by
means of well-targeted actions that
operationally translate into:

• Enhancing efforts aimed at providing
immigrant populations with culturally

Transcultural psychiatry: perspectives on
the cultural variations and the use of the

dimension of the supernatural

M. Maldonado, G. Bartocci
Section on Transcultural Psychiatry, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 231-235
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meaningful mental health and psychi-
atric services.

• Contributing to planning and imple-
mentation of Mental Health Services
in low and middle income (LAMI)
countries capable of providing cultur-
ally sensitive and clinically effective
care for patients that might embrace
views different from Western biomed-
ical paradigms.

• Promoting collaborative research,
training, and scientific support to insti-
tutions in LAMI countries through
targeted projects aimed at establishing
area centers skilful in providing
appropriate and culturally sensitive
treatments.

• Contributing to scientific journals to
bridge the research gap between LAMI
and wealthy countries, and to enhance
the dissemination of mental health
research publications and reviews in
local and international journals.

With the purpose of developing the above
operative topics, many distinguished
scholars in Section on Transcultural
Psychiatry have contributed to the design
of culturally sensitive diagnostic guide-
lines, such as the DSM-IV-R (APA, 2002),
which provide diagnostic criteria capable
of screening for variables arising from
individual religious creeds. The above
efforts and research studies revealed the
need to place special focus not only on the
assessment of beliefs and behaviors con-
nected with the supernatural dimension,
but also on the evaluation of the variety of
therapeutic procedures associated with
religious thinking that are adopted in dif-
ferent cultural contexts.

In this respect, the Congress held in the
Monastery of St Catherine, Mount Sinai
(Egypt), in October 2003, entitled
“Religion, Spirituality and Mental
Health” cosponsored by the WPA and
the WHO-EMRO, launched an
“unprecedented event, as never in the
history of the WPA has a meeting been
solely devoted to the issue of Religion,
Spirituality, and Mental Health”
(Okasha, 2003). In his welcome address,
the Chairman of the Meeting, Prof
Tarek Okasha stated, “Religion has
entered the mainstream of psychiatric
practice. […] Future clinical researches
must conceptually consider religion and
spirituality factors, and internationally
use measures and research designs that
tap into deeper aspects of the faith
among patients.” In a recent paper,
Bartocci (2000) already pointed out that
the transcultural approach appears to
be the most effective among the many
useful ways to conduct diachronic and
cross-cultural in-depth studies on the
multifaceted history of the influence of
supernatural beliefs in mental health.

In fact, among different countries and
cultural groups, belief in supernatural
beings can be considered both an etio-
logical factor of mental disturbance and
a therapeutic resource for relieving suf-
fering. The “robbing of the Ego” by
means of “singing” rituals among
Australian Aborigines, the experience
of divine temptation or infatuation, the
“Ate” drawn from ancient Greek litera-
ture, the state of ecstasy of great mystics,
and devotion to the Holy Scriptures
compound to form an inherited cultural
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conglomerate that is embedded in both
secular and spiritual credos that reflect
their influence on traditional and mod-
ern psychiatry. The typical setting of
Aesculapian temples is particularly
indicative of the overlap between the
fideistic expectations of the patients and
a wise use of both dreams and empirical
means. This kind of setting, which is
more integrative, also characterizes a
variety of healing procedures, and could
be implemented in the practice of mod-
ern psychiatry in our globalized world.
Tseng (2001) dedicates no less than six
chapters of his book to the analysis of
the links between cultural factors and
different forms of psychotherapy prac-
ticed in different cultural contexts
thereby proving that psychotherapy is
unfailingly “embedded, influenced,
related” to cultural roots that often lie
deep in religious creeds.

The need to more thoroughly analyze
cultural dimensions, including supernat-
ural beliefs, underlies the research
efforts of a multitude of transcultural
scholars. As an example, we would like
to mention Favazza’s book entitled
Psychobible (2004), an exercise that
might appear to be somewhat irreverent
to worshipers of the divine, but that is
simply the outcome of observations
made by whoever is aware of spiritual
experiences, visions, states of ecstasy,
and possession. Let us give another
example. The value and extent of heal-
ing and spiritual practices is widespread
among lay and clerical groups. In 1978,
an article published by the New York
Times reported that 2500 Catholic and

Episcopal churches had regular spiritual
healing services. This renewed enthusi-
asm of the Western world on the super-
natural, spirituality, and healing urges
for a better understanding of the unwit-
ting partnership between the spiritual
and secular credo in psychiatry.

Moreover, the observation of increas-
ingly topical phenomena, ranging from
cybernetic suggestions to the different
ways in which the postmodern world
represents the traditional figure of
Satan or a new population of “Alters,” is
making its way into doctors’ offices and
acquiring increasing popularity: “by the
1980s more than 1000 women in therapy
had successfully recalled being abduct-
ed, inseminated, and returned to Earth,
only to be re-abducted for harvesting of
their hybrid offspring” (Littlewood,
2001). What was once the protective
idea of the irruption of a miracle in the
sphere of the conceivable is no longer
attributed to holy figures but to Alters
that are difficult to place in modern
nosology.

The recent Joint Meeting of the two
major associations of transcultural psy-
chiatry, namely the Society for the Study
of Psychiatry and Culture and the World
Psychiatric Association Transcultural
Psychiatry Section, held in Providence
in October 2004, featured three
Scientific Sessions devoted to the topic
of religion and psychiatry and placed
special focus on the influence exerted
by the three major monotheistic reli-
gions (Christian, Jewish, and Muslim)
on the practice of psychiatry in different
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cultural contexts as well as on indivi-
dual patients. The aim of the three
Providence Sessions was to promote
further research on:

• How religious principles have influ-
enced psychiatric theories in different
cultural contexts.

• If and how therapeutic parameters
promoted in cultural contexts that are
deeply embedded in their respective
religious backgrounds are compatible
with medical paradigms.

• The connections between religious
fundamentalism and extreme social
phenomena (religious wars, suicide-
bombings, etc).

• A transnational project promoting
public mental health care services that
might be sensitive to religious differ-
ences.

• The drafting of guidelines to be
applied in psychiatric training that
might be sensitive to different cultural
and religious beliefs.

The attention given to these topics high-
light the need to resume comparative
studies on monotheistic religions and
non-Western medical traditions. Indeed,
our future conferences are likely to
focus on the comparative analysis of
theories of illness causation, diagnostic
and treatment methods used by both
Western psychiatrists and traditional
healers (Maldonado, 2005). The
Transcultural Psychiatry Section sympo-
sium entitled “Psychiatrists and
Healers: Unwitting Partners—A
Challenge for Transcultural Psychiatry
in Times of Globalization” to be held in

Quito, Ecuador in 2005, would like to
study in some depth the following
issues:

• Knowledge and clinical skills of tradi-
tional healers (Asia,America, Europe,
Africa, Oceania).

• Exploring the Bridges between psy-
chiatrists and traditional healers.

• Traditional Healers and the chal-
lenges of constructing national mental
health programs.

• Western folk healers, western psy-
chospiritual healers, and the alterna-
tive medicine movement.

• Issues on efficacy and safety of tradi-
tional healers’ interventions.

Lastly, transcultural psychiatry is urged
to take into consideration the globaliza-
tion of religions. We refer to the fore-
casts indicating that the world’s eco-
nomic and demographic axis is shifting
towards China and India. Geopolitical
factors and new religious inputs (for
example, from Taoism and Buddhism)
will spur the creation of a new spiritual
conglomerate, which is likely to
redesign both the current religious sce-
nario and the way we practitioners of
transcultural psychiatry act.

Religion and supernatural belief sys-
tems persistently and profoundly have
influenced and continue to shape
Western transcultural psychiatry. With
the increasing presence of immigrant
patients and the current re-emergence
of spirituality in the Western World,
transcultural psychiatry practitioners
have the imperative to become profi-
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cient in delivering services that are sen-
sitive to cultural differences and reli-
gious beliefs. The same is true for tran-
scultural scholars and practitioners who
work in non-Western societies who
need to understand and integrate
patients’ beliefs in the supernatural.

However, the current perspective must
be both political and professional, as it
requires the expertise of practitioners in
order to optimize both the treatment of

immigrants throughout the world and
the development of intervention actions
in LAMI countries that might com-
pound the breakthroughs of positivistic
psychiatry with the beliefs and healing
procedures acquired through nurturing.
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Art, or results of creative processes in
general, may best be understood as a
form of communication on different lev-
els. Art as a communicative tool extends
the verbal border by often using non-
verbal techniques according to which
the specific type of art is classified, eg,
painting, sculpture, music and so on. It
also not only takes place between dif-
ferent individuals, but first of all inside
the artist him- or herself. Postmodern
research on mechanisms of communica-
tion has revealed what Freud already
had postulated, that the brain works as a
system without a direct contact to the
outer world and hence is limited to con-
structing a picture of the “outside” by
relying on the stimuli it gets from the
sensory system of the body without
objectively perceiving it. Therefore, any
construction and with it any perception
of the world (which necessarily only can
be a construction in itself) is entirely
subjective. Objectivity is fiction.

Nevertheless, we all do communicate
and at least to some extent seem to
understand each other. The explanation

for this postmodern dilemma is the exis-
tence of structural parallels between all
brains, resulting in similar if not close to
equal perceptions of equal stimuli. A
certain sound arouses the same brain
area in two people, though the side
effects—the associations to that stimu-
lus—may vary significantly. This
inevitably allows the conclusion that the
brain indeed does have a characteristic
structure, a hypothesis first developed
by Freud in 1920 and contrasting early
concepts of behavioral sciences defining
the brain as black box.

Specificity in the brain is not created
through a differentiation in the kind of
nerve-cell arousal, but only through the
localization of interconnected areas into
which a stimulus of a sensory organ is
transmitted, and these locations are sim-
ilar in all human beings. Otherwise com-
munication between people would be
impossible. It seems important to stress
the fact that those structural parallels
not only exist because of the similarities
in the genetically, hence biologically,
determined brain structure, but also due

Art and Narcissism

Hans-Otto Thomashoff
Section on Art and Psychiatry, World Psychiatric Association
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to similar experiences in early life of all
human beings (for example, prenatal
life inside the uterus).

If we construct everything, (we assume
from that perspective) we perceive, this
certainly also is true for creative
processes, including the creation of art.
In order to be creative a brain needs the
capacity to construct, and it needs mate-
rial to construct from, which makes any
artistic construction essentially a recon-
struction of previously stored material.
The creative potential of a person
depends on his or her ability to recon-
struct, to dissolve existing structures,
and to rebuild them in a new way.

If any construction of the world depends
on a reconstruction formed by (a) the
stimulus of the perception itself and (b)
by an internalized former experience
projected onto that perception, and in
this way modifying it subjectively, art as
well as any function of the brain depends
on the brain’s structure, which has built
itself up through former experiences
within the biologically given framework.
Art therefore becomes a clue to the inner
structure of the brain, as well as allowing
interaction with it, becoming a means of
potential transformation, a therapeutic
tool.

But what actually is the stored material
like, what does the structure of the brain
look like?

As already mentioned, there are two
major levels of the brain functioning
being constantly interactive: (a) the bio-

logical basis, derived from the 60 billion
brain cells, their constructive structure,
and their order; and (b) the connective
network between those cells, formed by
stored experience through links, of
which every cell has up to ten thousand.
This enormous network is the reason
for the potentially endless possibilities
in the variation of stored information

While the first level mostly determines
the genetically given psychological fea-
tures like temper, instincts, and drives
(mostly equivalent to the Id of the
Freudian structural model), the second
level mainly consists of the stored infor-
mation (mostly equivalent with the Ego
and Super-Ego of the Freudian structur-
al model). Both are necessarily and con-
stantly interactive and influence each
other.

Psychoanalytical object relations theory
has defined a basic unit, out of which the
second level, the structural part of the
brain, is built. This basic unit consists of a
specific internalized relationship-experi-
ence.A subjective experience on the basis
of the already existing brain structure
leads to the formation of a specific dyad,
formed by (a) the image of the subject
and (b) the image of an object (which can
be anything the person interacts with:
another person, a thing, a situation, even
the person him- or herself) in a specific
interaction with each other, accompanied
by (c) a characteristic affect to this inter-
action. Any new experience is perceived
through the filter of those dyads already
existing.An everyday example may eluci-
date that: if we meet a person for the first
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time, we automatically compare this per-
son more or less subconsciously with
other persons we already know (X
reminds us of Y), and attribute their char-
acteristics to that new person, unless and
until we learn differently and in that way
manage to create a new experience.

As described, any communication first
of all takes place inside our brain, as a
communication between the subject
within a certain role and the other as an
image of an internalized object. So, any
communication in its nature first of all is
essentially narcissistic, taking place
between ourselves and another person
created by us. Just when acted out and
carried to the outside, we, as well as the
other person, are reshaped by the reac-
tion we get from the outer world
through our sensory system (which
already pre-reshapes it).

A similar dynamic must be active in the
creation of art. Based on biologically
determined qualities (eg, the human brain
likes symmetry or prefers a mixture of
new and known information), art also
starts as a narcissistic communication
inside the artist, between him- or herself
and several images of internalized objects,
which he or she potentially addresses with
his or her art, including again him- or her-
self, as a viewer of his  or her own art.

Hence, it is not a psychological patholo-
gy, leading to artistic creation, but the
narcissistic structure of the artist in gen-
eral. Any brain creates an image of the
outer world, as described above, which
essentially is fiction, so a difference

between “normal perception,” which is
built by a constructive act, to “pure” fic-
tion of artistic creation is almost
untraceable. A brain perceiving the
outer world through the means of con-
struction, cannot but produce fiction,
but also produce art in its broader sense.

It is likely that comparable psychologi-
cal activity to art creation takes place
during dreaming, as well as to some
extent during playing.

Maybe the real surprise is not that the
brain produces art, but on the contrary,
that it is to some extent able to con-
struct an image of the outer reality,
resembling it closely enough, so that we
can reasonably interact with it. From
this point of view, it is not a surprise that
in psychiatric illness, reality testing is
impaired long before the potential for
artistic creation, it is likely to be the
more complicated function.

The existence of art therefore may be
understood as a logical consequence of
the brain’s construction of the world. It
is closely linked to the narcissistic struc-
ture of its creator; therefore any possi-
ble narcissistic pathology will influence
the art, but not cause it. The commonly
described manic-depressive element of
artistic creation may thus be understood
as elevated or depressed levels of nar-
cissism and not as causative agent of the
creative process in itself.

Also narcissism, as described before for
the psyche in general, is shaped by the
biological brain structure as well as by
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internalized former relationship experi-
ences, and yet at the same time continu-
ously tends to adjust, if not distort, any
new relationship experience in later life
on the basis of the already existing struc-
ture. Due to these close links, the given
brain structures to date are likely reflect-
ed in the art of a certain person at a given
point in time. In turn, the narcissistic root
of art creation helps to explain why art
can become a therapeutic tool, a way of
understanding and partly readjusting the
psychological structure of a person.

To conclude, I want to present a small
selection of pictures of an academic
artist, who suffered from a narcissistic
personality disorder, the most renowned
German expressionist painter Ernst
Ludwig Kirchner. Certain episodes of
his art seem best understandable if
linked to the psychological state of the
artist at the time of their creation. The
following examples may illustrate this
representatively:
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Picture 1. Self-portrait Head of the Ill
(Kopf des Kranken) 1917.

Picture 2. Self-portrait Head of a Man
(Männerkopf) 1926.
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a) pictures 1 and 2 show self-portraits of
the artist in contrasting levels of narcis-
sistic well-being, paralleling a splitting
in the narcissistic self-image related to
the splitting mechanism of the psyche in
borderline states, swinging between
devaluation (picture 1) and idealization
(picture 2)

b) pictures 3 and 4 show a significant loss
of structure. The artist himself described
how they were drawn during a psychotic
episode, which he experienced while

expecting to be called for military duty
any time during World War I. To fight his
severe anxiety attacks he took morphine
and other drugs, began to suffer from
delusions, and was finally admitted to var-
ious psychiatric hospitals where he stayed
for several months.

Again: It is not a possible pathology that
makes the artist, but any psychological
structure of the brain has an influence
on any of its products and thus also on
the art it produces.
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Picture 3. Self-portrait while drawing
(zeichnend) 1916.

Picture 4. Self-portrait during morphine
intoxication (im Morphiumrausch) 1917.
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The last 3 years have seen an expanding
pace of development in the new philoso-
phy of psychiatry established in the 1990s
(Fulford et al, 2003).The new sections for
philosophy in both the World Psychiatric
Association and the Association of
European Psychiatrists bring the total of
new academic and clinical groups con-
cerned with the interdisciplinary field to
33; the support network, the INPP (the
International Network for Philosophy
and Psychiatry), launched at the meeting
of the South African Society of
Psychiatrists’ meeting in Cape Town in
2002, received full charitable trust status
in the UK.Annual international meetings
of the INPP have continued, the latest
being the meeting of several hundred del-
egates hosted in 2004 by Christoph
Mundt and Thomas Fuchs in Heidelberg.
The journal PPP (Philosophy, Psychiatry,
and Psychology) was expanded by 25%;
and new book series were established in
several parts of the world, including: (1)
International Perspectives in Philosophy
and Psychiatry from Oxford University
Press; (2) Philosophical Psychopathol-
ogy from MIT Press; (3) Gerrit Glas’

Psychiatry and Philosophy series in
Dutch from Boom Publishers in
Amsterdam; (4) the series from Martin
Heinze’s group in Germany, the GPWP
(Gesellschaft für Philosophie und
Wissenschaften der Psyche); and (5) the
new journal published by PSN-Edition in
Paris, Psychiatrie, Sciences humaines et
Neurosciences from France.

In addition to the growing academic
infrastructure of the subject, perhaps
the most important developments have
been through the increasing impact of
philosophy on practice through a num-
ber of initiatives in policy, training, serv-
ice delivery, and research. In this article,
we illustrate the progress being made
through these developments in five key
areas: (1) concepts of disorder and mul-
tidisciplinary models of service deliv-
ery; (2) phenomenology and psy-
chopathology; (3) philosophy of science
and psychiatric classification and diag-
nosis; (4) value theory and clinical deci-
sion making; and (5) the philosophy of
mind, phenomenology, and neuro-
science.

Progress in five parts: an update on 
developments in the philosophy 

of psychiatry

K. W. M. Fulford, Matthew Broom, Giovanni Stanghellini, Tim Thornton
Section on Philosophy and Humanities in Psychiatry, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 243-249
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Concepts of disorder and 
multidisciplinary service delivery

Mental health in many parts of the world
has been moving steadily towards multi-
disciplinary and multiagency models of
service delivery. Various mental health
professionals, in psychiatry, psychology,
social work, nursing, and so forth, work-
ing increasingly with the voluntary sector,
provide a range of different skills to meet
the diverse needs of patients, carers, and
families, in an increasingly multicultural
context. Despite the successes of this
approach, however, a key difficulty has
been failures of communication and
hence of collaborative decision making as
the basis of well-coordinated care.
In a study combining philosophical ana-
lytic and empirical social science meth-
ods at the University of Warwick in the
UK, Anthony Colombo and colleagues
(Colombo et al, 2003) developed a
methodology for exploring and making
explicit the different models of disorder
that the different disciplines in multidis-
ciplinary teams bring to the clinical
encounter. The main finding from the
study was that, although everyone
involved, including patients and informal
carers, claimed to work with a broad
biopsychosocial model, their implicit
models proved to be very different.

The differences in implicit models are
illustrated in Figure 1. This compares the
findings for psychiatrists and social work-
ers.Thus, psychiatrists showed a pattern of
responses that was different in almost
every respect from the pattern of respons-
es shown by social workers. Psychiatric

nurses (not shown in Figure 1) were dif-
ferent again. Patients and carers, impor-
tantly, showed a similar range and diversi-
ty of models as the professional groups.

By revealing the details of such differ-
ences in implicit models, the study has
provided the basis for training programs
that improve mutual understanding
between team members and also allow
them to provide care plans for individ-
ual clients that are better adapted to
their individual needs and expectations.

Linguistic analysis, as the philosophical
method underpinning the study, was
important in a number of key respects,
including: (1) defining the nature of the
practical difficulties (as difficulties specif-
ically in the use of concepts); (2) suggest-
ing a powerful method for displaying and
comparing models (the models-grids, as
illustrated in Figure 1, correspond to what
in philosophical analytic theory is called a
“logical geography”); (3) a methodology
which is neutral as between patients, car-
ers, and professionals; and (4) a basis
(through philosophical value theory, see
below) for translating the results of the
research into effective training programs
(Fulford and Colombo, 2004).

Phenomenology and 
psychopathology

Phenomenology has, of course, deep
roots in psychiatry. The foundational
work of Karl Jaspers on psychopatholo-
gy in the early years of the 20th century,
during what has become known as psy-
chiatry’s first biological phase, crucially
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influenced the development of modern
descriptive psychopathology, and a rich
tradition of research in phenomenology
and psychopathology has continued in
many parts of the world through to the
present day (Parnas et al, In press).

Jaspers’ psychopathology was a two-
stranded psychopathology emphasizing
the importance of personal meanings as
well as scientific causal explanations in
psychiatry. Modern biological psychiatry,
including functional neuroimaging meth-
ods, although focusing on causal mecha-
nisms, has increased the importance of rig-
orous work on personal meanings and sig-
nificance in psychopathology (Andreasen,
2001). Recent examples of the power of

phenomenological and related rigorous
methods for exploring and working with
personal meanings in a practical way in
psychiatry include: (1) the Oxford philoso-
pher of mind, Katherine Morris’s analysis
of different forms of body dysmorphopho-
bia using Sartre’s phenomenology of the
body (Morris, 2003); (2) the American psy-
chologist and philosopher, Steven Sabat’s
use of discursive methods as the basis of
new approaches to improving meaningful
communication with people with
Alzheimer’s disease (Sabat, 2001); (3) the
Dutch philosopher, Guy Widdershoven’s
use of hermeneutic methods, also with
dementia sufferers (Widdershoven and
Widdershoven-Heerding, 2003); (4) the
Irish philosopher and psychiatrist, Patrick
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Bracken’s use of Heidegger’s phenome-
nology for the development with Amnesty
Inter-national of new approaches to the
management of severe trauma (Bracken,
2001); and (5) Giovanni Stanghellini’s 
narrative-based accounts of the experi-
ences of people with schizophrenia
(Stanghellini, 2004).

Philosophy of science and 
psychiatric classification and
diagnosis

In the 20th century, the particular diffi-
culties and challenges of psychiatric
classification and diagnosis were the
basis of much criticism, from both with-
in psychiatry and without, of the scien-
tific basis of psychiatry. These criticisms
have been brought very much to the
fore by the recent launch of revision
processes for both the World Health
Organization’s International Classifica-
tion of Disease and the American
Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders.

Work in the philosophy of science, partic-
ularly in the final quarter of the 20th cen-
tury, suggests that these criticisms are
fundamentally misplaced. Psychiatric sci-
ence, recent work in the philosophy of
science suggests, is a very difficult rather
than deficient science. It is a science,
moreover, that in combining conceptual
as well as empirical difficulties, is in some
respects closer to the model of theoretical
physics than to the models of the tradi-
tional biological and medical sciences
(Fulford et al, In press). Notable among a
number of new research initiatives

responding to the conceptual challenges
of psychiatric classification, are the
American psychiatrist and philosopher,
John Sadler’s wide-ranging and detailed
analysis of the ways in which values come
into all areas of psychiatric classification
and diagnosis (Sadler, 2004), and the
American psychiatrist, Juan Mezzich’s
proposals for ideographic approaches to
classification as a potential addition to
the growing family of international classi-
fications, reflecting the importance of
individual and cultural meanings in a
“whole person” approach to psychiatric
diagnostic assessment (Mezzich, 2002).

Value theory and clinical 
decision-making

Psychiatry has always been an area in
which, in addition to the empirical chal-
lenges of scientific work, we face a range
of acute clinical problems arising from
diverse and conflicting values.As with the
stigmatizing attitudes towards psychiatric
science in the 20th century, the value-
laden nature of psychiatry compared with
other areas of medicine, was the basis of
critical attack from many in the so-called
antipsychiatry movement. Philosophical
value theory, by contrast, a branch of lin-
guistic-analytic philosophy, provides a
theoretical framework for embracing the
value-laden nature of psychiatry as
reflecting its engagement with patients
and carers as real people, and thus reflect-
ing the full diversity of human values in
the areas with which psychiatry is partic-
ularly concerned, ie, such areas as emo-
tion, desire, motivation, sexuality, belief,
and perception.
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Philosophical value theory has recently
been the basis for an approach to clinical
decision-making called, by deliberate
analogy with evidence-based practice,
“values-based practice.” Just as evidence-
based practice is a response to the grow-
ing complexity of the evidence bearing on
clinical decisions, so values-based practice
is a response to the growing complexity
of the values bearing on clinical decisions.
At the heart of values-based practice is
the development of clinical skills in four
key areas: awareness, reasoning skills,
knowledge, and communication skills.
These skills are the basis of a training
manual that has been developed in a
partnership between the Sainsbury
Centre for Mental Health, an in-service
training provider in London, and the
Department of Philosophy and Medical
School at Warwick University.The manu-
al was launched in the UK by the
Minister of State with responsibility for
mental health, Rosie Winterton, last year,
and is now the basis of a national pro-
gram of generic skills training for mental
health (Woodbridge and Fulford, 2004).
As a philosophy-into-practice initiative,
values-based practice is also influencing a
number of other policy areas in the UK
National Health Service, and there are
early developments in other parts of the
world, including Belgium, Holland,
Scandinavia, South Africa, and Spain.

Philosophy of mind,
phenomenology, and 
neuroscience

Although less directly relevant to prac-
tice at the present time, developments in

the neurosciences have dramatically
altered the prospects for new approach-
es to the management of mental distress
and disorder in the 21st century. As
noted above, however, it is crucial to
these developments that our under-
standing of brain mechanisms is com-
plemented by equally rigorous methods
for understanding and working with
individual meanings and significance.

In addition to the developments in phe-
nomenology and practice noted above,
there are a number of new research pro-
grams in both philosophy of mind and
phenomenology directly linked to the
neurosciences. A joint program, for
example, between philosophers, neurosci-
entists, and people with personal experi-
ence of schizophrenia, funded by the
McDonnell-Pew Centre for Cognitive
Neuroscience in Oxford, produced a
range of new insights into the psychoses
published in a special double issue of
PPP guest edited by the Warwick
University-based philosopher of mind,
Christoph Hoerl (Hoerl, 2001).A partner
volume from the perspective of phenom-
enology, was published in PPP in the
same year, guest edited by the American
philosopher and psychologist, Louis Sass
(Sass, 2001), and there have been a num-
ber of other important publications, par-
ticularly around philosophical work on
the clinical concept of delusion (see, for
example, Coltheart and Davies, 2000).

Conclusions

The progress being made in each of the
five areas reviewed in this paper illus-
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trates the power of approaches to poli-
cy, training, clinical work, and research
in mental health, which combine on an
equal basis rigorous philosophical

methods, innovative scientific tech-
niques, and the personal narratives of
individual patients, their families and
communities.
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Mission

The WPA Section on Religion,
Spirituality and Psychiatry has a clear
mission, ie:
• to focus attention on religiosity and

spirituality as major experiential
domains in many individuals;

• to communicate to psychiatrists that
the search for meaning in one’s life,
the need for a transcendental dimen-
sion, the urge to reach out to a world
beyond the horizon, is a key feature of
the human condition;

• to underline that neglect of this ter-
rain in psychiatry implies missing out
on diagnostic comprehensiveness and
therapeutic opportunities.

Over the past 100 years or so, this ter-
rain has been neglected. Even worse,
psychiatrists have tended to qualify reli-

giosity as a neurotic relic of the past; if
anything to be treated, not to be cher-
ished.

Professional associations:
important statements

Several important statements under-
score the professional focus on religion
and spirituality. It was the American
Psychiatric Association that stated in its
Practice Guidelines for the Psychiatric
Evaluation of Adults that important cul-
tural and religious influences on the
patient’s life should be collected as part
of the evaluation of the psychiatric
patient (APA, 1995).

Before this APA guideline was pub-
lished in 1995, the American College for
Graduate Medical Education, including
Residency Training in psychiatry, stated

Religion, spirituality, and psychiatry
A field wide open for discussion

and research* 

H. M. van Praag, P. J. Verhagen
Section on Religion, Spirituality and Psychiatry, World Psychiatric Association

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 251-258
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in 1994 that all training programs should
provide its residents with theoretical
and empirical knowledge relevant to the
role of cultural, religious, and spiritual
diversity (Koenig, 1998; Grabovac and
Ganesan, 2003).

Even earlier in 1992 the Royal College
of Psychiatrists in the United Kingdom
had recognized, with the College
Trainees Committee, the same need to
“emphasize the physical, mental and
spiritual aspects of healing in the train-
ing of doctors in general and psychia-
trists in particular. Religious and spiri-
tual factors influence the experience
and presentation of illness.” (Sims,
1994).

A major event was the change in diag-
nostic nomenclature from DSM-III-R to
DSM-IV with the introduction of reli-
gious and/or spiritual problem as a diag-
nostic code for so-called additional con-
ditions that may be a focus of clinical
attention. Worth mentioning in this
regard is the attention paid to the cul-
tural formulation meant to supplement
the multiaxial diagnostic assessment
(APA, 1994, 843).

The World Psychiatric Association
declared through its president, the
Egyptian Okasha, in 1999 that religion
has remained an important factor in
most patients’ lives, no matter where in
the world they live.

In 1995, the World Health Organization
introduced the so-called WPO Quality
of Life Assessment in which six domains

of quality of life are stipulated: the phys-
ical and psychological domains, level of
independence, social relationships, envi-
ronment, and spiritual, religious, and
personal beliefs.

Spirituality and religion

The construct spirituality is poorly
delineated and hard to define. It refers
to a need for, and fascination with, the
metaphysical, the transcendent, the
mystical, the mysterious, the occult, to a
longing for the lofty, the august, the spir-
itual, that which exceeds the material
aspect of the human life.

Religion is much more structured. It is
based on the assumption of, and belief
in, the concept of God, in whatever
way it is conceived: be it as a concrete
anthropomorphic Agency, or as an
abstract, nonvisualizable, nonimagin-
able Power. Whatever the image may
be, the underlying notion holds that
the divine Principle constitutes a steer-
ing, directional force that provides not
only direction but also meaning to life.
God is for the believer the symbol of
spirituality in its most perfect form. He
has no need for spiritual substitutes.
By definition, they would be of a lower
order.

Meeting points of psychiatry,
religion, and spirituality

Psychiatry, spirituality, and religion are
connected on several levels and in vari-
ous ways. Hereafter some of those
meeting points will be discussed.

AREAS OF SPECIFIC INTEREST

252

SERVIER-WPA_v07  29/07/05  14:41  Page 252



Mental health

Stress is a popular concept in psychiatry
and, one might say, for modern society
in general. Many in our societies are
supposedly overstressed, and stress is
considered to be a causative factor in
several major mental disorders (Van
Praag et al., 2004). Clearly stress-buffer-
ing and stress-intensifying mechanisms
should receive due attention, and they
do with one notable exception, ie, reli-
gion. Can religious beliefs ease mental
distress or prevent it altogether, or are
belief systems of this nature more a bur-
den, making life dreary and insecure
and thus increasing the risk of mental
breakdown or worsening its outcome?
Studies into these questions are surpris-
ingly scarce, certainly compared with
those focusing on other variables such
as social circumstances and traumatic
life events and their impact on preserva-
tion or disruption of mental health.

Several studies do indeed indicate that
religiosity may provide a degree of pro-
tection against depression and may fur-
ther remission, in particular in elderly
people with few social contacts and little
self-confidence (Koenig et al, 2001;
Braam et al, 1999, 2000). It appeared to
be the plenitude of inner religious life
(intrinsic religious orientation) rather
than the more formal aspects of reli-
giosity (extrinsic religious orientation)
that correlated with the risk of depres-
sion and its prognosis.

Much work remains to be done: the con-
cept of stress has to be defined in

greater detail; those elements of intrin-
sic religiosity with protective potential
have to be established; better instru-
ments to assess religiosity and spiritual-
ity have to be developed; those subtypes
of depression particularly influenceable
by religiosity have to be determined,
and mental disorders other than depres-
sion have to be studied as to responsive-
ness to religious contemplations.

It seems also conceivable that religiosity
and spirituality might influence mental
health in the reverse direction. Religion
may act as a strait jacket, thwarting spiri-
tual growth, inducing fear and emotional-
ly “empty” preoccupation with religious
precepts. Instead of lightening and illumi-
nating life, religion then becomes a bur-
den, a source of worry. Religious beliefs
may shrink to remorseful waiting until
death arrives.

Religious psychopathology

Psychopathological phenomena with a
religious charge are by no means rare.
Cognitions, perceptions, and correspon-
ding emotions of this kind raise several
fundamental questions.

First of all the border issue. Where does
normality end and pathology begins
(Van Praag, 2005)? What can still to be
considered as sound religious experi-
ences and considerations, and what are
clearly morbid elaborations? A rather
more phenomenological approach can
highlight important differences between,
for instance, the self-experience of reli-
gious or spiritual experiences from that
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of psychopathological experiences and
symptoms (Sims, 1994; Jackson &
Fulford, 1997). If one wants to adhere to
the term psychotic, one has to acknowl-
edge that psychosis evidently can pro-
duce insights of great philosophical, ethi-
cal, and artistic value.

In this context, another question looms.
Can thoughts, experiences that by them-
selves are pathological, be to such a
degree coherent and directional that
groups of people come to believe in
them? The answer is probably in the affir-
mative. Psychopathological symptoms
are not necessarily regressive in that they
injure, diminish the richness of a person-
ality. They may be enriching, adding
dimensions to a personality that were not
detectable before. In psychiatry, one may
come across creative maladies. The ques-
tion arises where to draw a line between
fancy and frenzy, between creative novel-
ty and grotesque chimeras.

Another fundamental question is
whether the religious themes have played
a role in the causation of the disorder.
Are they the consequence of the disor-
der, just “coloring” its presentation, or
have they contributed to its occurrence?

A related question is whether the reli-
gious reflections are culture- or nature-
bound. Is religious psychopathology
restricted to patients raised and steeped
in a religious milieu or do they also
occur in those averse to religion or igno-
rant of the religion that produced the
ideas being more or less caricaturally
deformed by the patient? Phrased on a

more fundamental level: can illnesses of
the mind give rise to novelty, or are
morbid contents always derived from
memory traces stored in the archives of
our brain? Is it possible that under cer-
tain conditions themes can be generated
that do not rest on previous experi-
ences, of which there is no original in the
experiential and cognitive files of that
individual?

The questions raised permit no answer
and, unfortunately, among psychiatrists
the ambition to study them is presently
negligible. This is for two reasons. First,
psychiatry today wants to be strictly evi-
dence-based, and the only data consid-
ered to be “evidence” are those derived
from controlled studies of as large
groups of patients as possible. The ques-
tions raised above do not lend them-
selves to this type of research. They
require detailed case studies, and those
lead to individualized probability state-
ments not to more or less definitive,
generalizable conclusions.
Second, these issues are theoretically
interesting because they further insights
into the relations between the phenom-
enology of mental disorder and the
social/religious milieu in which the
patient was raised, and his life history.
Modern psychiatry, however, does not
hold such exercises in high esteem. They
have, so it is claimed, no direct practical
relevance. This is a questionable view.
Detailed knowledge of individual devel-
opment and the social, religious, and
spiritual context are preconditions for
psychological interventions to exert
lasting beneficial effects.
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Psychiatric (psycho)therapy,
religion, and spirituality

Religious and spiritual issues have a
role to play in (psycho)therapy. The rea-
soning is as follows. Mental disorders
are the product of two complex process-
es. First of all, a set of dysfunctions in
brain systems involved in behavioral
regulation. They lie at the root of distur-
bances in particular psychic domains
such as that of cognition, perception,
emotional regulation, and many others.
The brain dysfunctions underlying
abnormal behavior and experiences in
their turn are caused by a variety of
agents, biological, and psychological in
nature. The former category includes
both acquired factors, such as brain
injuries induced by trauma or infection,
and genetic influences, leading, for
instance, to a particular enzyme being in
short supply.

Psychological factors, too, can exert a
major influence on brain development
and brain functioning. Severe psycho-
logical traumatization, striking acutely
or of a more chronic nature, has meas-
urable and often lasting effects on the
brain. Strong evidence suggests that, for
instance, adversity during early develop-
ment may increase the sensitivity for
stress and lead to an increased risk of
depression and maladaptive behavior
(Bremner and Vermetten, 2001; Van
Praag et al, 2004). Conversely, stress
reduction and strengthening of coping
skills may reduce the risk of mental
breakdown in trying days, or limit their
impact.

Religiosity and spirituality form part of
man’s psychological fabric. It seems
plausible to assume that, if experienced
positively, it could promote mental
repose and stability, while exerting
opposite effects if religious notions are
experienced as repressive and frighten-
ing. As mentioned, research, though still
scarce, seems to confirm this a priori
view.

So the psychiatrist (even a secular one)
should take a religious history of his or
her patients. The spiritual or religious
realm of life is foundational. It cannot be
moved away with impunity. The psychia-
trist should deal with religious subjects.
Provided the patient has given evidence
of being bothered by them, the psychia-
trist has sufficient denominational knowl-
edge, feels at least some affinity to the
spiritual needs of his patient, and appreci-
ates his lack of spiritual authority.

Residency training and 
continuing professional 
development

Mental health professionals increasing-
ly acknowledge the need for competen-
cy regarding religion and spirituality
issues in psychiatry. Another two areas
of concern will be discussed in this sec-
tion: psychiatrists’ attitudes towards
religion and spirituality, and the value of
religious assessment.

Attitude

The attitude with regard to religion and
spirituality has been labeled as an atti-
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tude of neglect (Neeleman & Persaud,
1995), of scepticism and even overt hostil-
ity (Sims, 1994). Partly the neglect is relat-
ed to psychiatry’s progress in elucidating
the biological and psychosocial causes of
mental illness, rendering religious expla-
nations superfluous. In addition, it was
until recently often assumed that reli-
gious attitudes were linked with phenom-
ena such as dependence and guilt, which
were and still are seen as undesirable.
Furthermore, it is well known that psychi-
atrists and psychologists tend to be less
religiously orientated than their patients,
which may further increase the profes-
sional’s idea that religious or spiritual
beliefs are associated with disturbance.
However, it has long been suspected that
a positive relation may exist between reli-
gion and mental health. Psychology of
religion has provided empirical support
for that idea. But psychiatry has still to
accommodate this evidence into theory
and practice (Larson et al., 1993;
Neeleman and King, 1993).

Religious assessment

Important cultural, religious, and spiritual
influences on the patient’s life should be
collected as part of the evaluation of the
psychiatric patient.A clear understanding
of the religious background of the patient
gives the clinician an idea of the world the
patient inhabits and thus increases the
clinician’s capacity to empathically
understand and work with them sensi-
tively. It gives an answer to questions like:
how does the patient interpret what is
going on from a larger perspective? In
what way do current problems harm or

threaten the ultimate in the patient’s life,
the values that are most cherished? What
are his or her sorrows and preoccupa-
tions? But also the other way around:
what is the impact of religion on the pre-
senting problems and current psy-
chopathology? Is the patient’s religious
orientation healthy or unhealthy.Taking a
religious or spiritual history can help the
clinician determine whether the patient’s
beliefs and community could be used as a
resource to help them better cope, heal,
and grow. What are these sources, both
spiritual and practical, that can be drawn
upon in the course of treatment? Does it
give clues for the use of religious or spiri-
tual interventions? Or does it mean that
the clinician should look for collabora-
tion with a mental health professional
trained in religious or spiritual issues, or
skilled clergy?

In other words, what skills are needed?
The psychiatrist should demonstrate
competence in: exploring the patient’s
beliefs in God or a supernatural being
and listening for the role religious/spiri-
tual beliefs play in a patient’s life. The
psychiatrist should demonstrate compe-
tence in inquiring about a patient’s use
of religious and spiritual practices and
the impact of these practices upon
patient behaviors, conflicts, and views
about mental health beliefs. The psychi-
atrist should demonstrate competence
in interviewing with sensitivity to com-
munication styles, religious language,
and nuances of religious/spiritual/cul-
tural meaning. And the psychiatrist
should demonstrate competence in elic-
iting, interpreting, and discussing reli-
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gious patients’ religious issues and con-
cerns in a nonjudgmental manner.

Goals

The goals that the Section wants to pro-
mote are the following:

• Introduction of religious history-tak-
ing or spiritual assessment as a rou-
tine. In the analysis of psychiatric ill-
ness and personality characteristics,
religiosity and spirituality should have
its legitimate place.

• Focus on residency training and con-
tinuing professional development.

• Professional standards require psychia-
trists to maintain, develop and remedy
any deficits including religion and spiri-
tuality in knowledge, skills, and attitude
relevant to their professional work.

• Research into the therapeutic signifi-
cance of religious variables.

• Analyses of the complex construct
religiosity/spirituality.

• Development and improvement of
assessment methods in research.

• The utility of existing methods has to
be studied and where necessary new
measuring instruments developed.

• Promotion of effect studies and the
role of religious and spiritual vari-
ables.

Obviously, the role of religiosity and
spirituality in psychiatry is wide open
for discussion and research. Our Section
hopes to promote just that.

Conclusion

It may have become clear that religion
and spirituality are not irrelevant to psy-
chiatry. On various levels these domains
interface and overlap. Yet over the past
40 years or so the partners became
estranged. This has impoverished psy-
chiatry both in its diagnostic and its
therapeutic efforts.

The WPA Section on Religion,
Spirituality and Psychiatry wants to
bridge this gap and further renewed
rapprochement, by furthering and stim-
ulating discussion about this topic and
by promoting research.

Psychiatry, religion and spirituality show
consanguinity. Neglectfulness of this
kinship is detrimental to both parties.
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“Mental Health is an essential and inte-
gral part of health as stated in the consti-
tution of the World Health Organization.
Just as health is not merely the absence of
disease, mental health is also not simply
the absence of mental disorder or illness
but represents a positive state of mental
well-being. Mental Health can be defined
as total balance of the individual person-
ality considered from the biological and
psychosocial points of view. Mental dis-
orders are illnesses characterized by
abnormalities in emotional, cognitive, or
behavioral spheres. It is unfortunate that
in its current usage the term ‘mental
health’ is identified with mental disorders
only. Prevention, treatment, and rehabili-
tation of mental disorders are, however,
part of the broader field of mental
health. Alcohol and tobacco abuse and
drug-related problems are becoming
major public health concerns for most
countries in the African region.
Improvement of the quality of life of the
general public through the prevention
and control of mental, neurological and
psychosocial disorders and the promo-
tion of healthy behaviors and lifestyles

and mental well-being are the goals of
national programs for mental health and
the prevention of substance abuse.”

The above paragraph is what the World
Health Organization (WHO) states in
its African Regional Strategy for Mental
Health in the year 2000 (WHO, 2001).

During the last 100 years there have
been major changes in the mental
health field. Two of these changes are
represented by the shift from institu-
tional care to community care and the
focus from mental illness to mental
health.

Considering that one of the fundamen-
tal questions about the future of psychi-
atry pertains to the preventive approach
at the behavioral level rather than the
fight against symptoms, it is important
to underline how one of the conse-
quences of the above changes in the
mental health field is the acknowledge-
ment of the role of the physical environ-
ment beyond the intrapsychic and inter-
personal contexts (Kipman et al, 2000).

Ecology, psychiatry and mental health
Recent advances

Luigi Janiri, Tiziana Dario, Giovanni Martinotti, and Giuseppe Spinetti
Section on Ecology, Psychiatry and Mental Health, World Psychiatric Association 

Advances in Psychiatry (Editor: G. N. Christodoulou)
Vol II, 2005, pp 259-269
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In line with such an evolution, several
psychiatrists recently showed a great
interest in ecology.

Thus, an ecopsychiatric approach has
been developing, notably in two direc-
tions:
• The approach of the “environment,”

considered as the physical world sur-
rounding the individual human being.

• The approach of the “relationship cir-
cle” or “entourage,” considered as the
human (social and relational) world
surrounding the human subject
(Kipman et al, 2000; Kipman 2001).

The former regards the internal repre-
sentation or representativity of the per-
ceived physical objects within an
intrapsychic framework. The latter is
based upon a more social and interac-
tional account of a human subject con-
sidered from the point of view of his
needs of connection, support, and care.
As examples, natural tragedies and dis-
asters (such as earthquakes and wars)
can be regarded as aspects of the
approach of the “nvironment,” while
everyday life shows many aspects of the
approach of the “relationship circle.”

These two possible approaches should
be separated and the importance of the
relationship between mental health and
environment should be stressed, thus
emphasizing the approach of the “rela-
tionship circle” and the aspect of every-
day life (Kipman, 2001). This approach
is the support of all prevention meas-
ures, together with both political and
individual behaviors, and must be taken

into account from an individual as well
as a collective perspective. Spinetti and
Kipman propose the utility of the
“entourage approach” in practicing
mental health: this offers the possibility
of understanding the kind of interrela-
tions, and the kind of proximity we can
find and reach in the workplace
(Spinetti and Kipman, 2004).

The workplace “entourage” has several
roles to play in:
• Preventing psychiatric disorders. This

is a question of primary prevention
and is another way toward, and a
more positive approach to, the preser-
vation of mental health. This com-
pares with the simplistic consideration
of working colleagues only as risk
variables and/or as psychogenetic
traumatic or stressful factors (for
instance, through the fashion of moral
harassment or mobbing) rather than
possible resources.

• Screening mental diseases, because
subjects are under the eye of others all
day long.

• Moving the patient to require a spe-
cialist (psychiatric or psychological)
counseling.

• Helping patients to cope with the
treatment.

• Relieving the family of discomfort.
• Facilitating the patient's rehabilitation
and readaptation (Spinetti and Kipman,
2004).

In fact, the authors summarize that the
workplace “entourage” has a major role
in prevention. All the above points can
be relevant not only for professional
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purposes: even the social, political, and
cultural attitudes of the members of the
group are fundamentals. The weight of
“entourage” has to be considered also
on an individual level (treatment) and a
collective level (public health). This sec-
ond level needs information and sensiti-
zation of the entourage. In time, it will
lead to the integration of the workplace
entourage inside the care net. Of course,
we should not ignore friends, neighbor-
hood, and cultural and religious groups,
which are, in general, all groups in which
the individual can find or refind a feel-
ing of belonging or membership.

Spinetti and Kipman propose “ecology
in the workplace” as one example of the
lines of research possible in the area of
the relationships among ecology, psychi-
atry, and mental health; however, most
reflection and studies in this area deal
with traumatic, catastrophic, or stressful
events.

Stressful life events and 
psychiatry

Stress research has been a major area of
psychiatric investigation since the sec-
ond half of the last century. Past
research into life-event stress and psy-
chiatric illness has tended to explore
simple associations between either
extraordinary stressors and particular
psychiatric disorders, or between the
recent accumulation of everyday stres-
sors and mental illness in general. More
recent research has assessed more com-
plex associations between stress, other
social variables, and psychopathology.

Stressors have been examined in rela-
tion to a range of other variables,
including possible genetic vulnerability,
personality predisposition, and comor-
bidity between disorders. Given the
multivariate interactions linking stress-
ful life events and mental illness, shap-
ing theoretical concepts and clarifying
methodological issues is necessary to
move from anecdotal evidence into sci-
entific models (Pozzi et al, 2004).

But what do we mean with the term 
“life event”?

A life event may be defined as an occur-
rence that is possible to identify objec-
tively, that is limited in time, and that
modifies in a variable but essential way
the life of a person, who then needs to
make an effort to readapt to the new sit-
uation. Life events may be also specified
as adverse, traumatic, and stressful, as
well as positive. An “adverse event” is
an event that may produce adverse con-
sequences for someone. A “traumatic
event” is an event that brings injurious
psychical or physical consequences,
whereas a “stressful event” is an event
that produces a stress reaction (Taylor,
1991; Biondi, 1999).

According to the intensity of events, we
should distinguish between “ordinary”
(but significant for the subject) and
“extreme” (and threatening the physical
integrity) since different reactions may
follow. According to the DSM-IV-TR
classification, ordinary events may lead
to an adjustment disorder in previously
healthy subjects or influence the course
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or the relapse of preexisting mental dis-
orders, whilst extreme events may
induce an acute stress disorder or a
posttraumatic stress disorder (APA,
2000).

According to a developmental psy-
chopathology approach, early occurring
stressors may alter the threshold of stress
needed to precipitate psychiatric illness
in susceptible individuals. Stress may
change psychopathological diathesis by
creating biological and cognitive modifi-
cations and by activating stress-sensitiza-
tion effects; moreover, stress is known to
increase psychopathological liability
through effects on brain plasticity
(Hammen et al, 2000; Pine et al, 2002).

When a healthy subject is exposed to
undesirable events or difficulties, a com-
plex series of psychological functions
may be brought into play in order to
effect an adaptive response, involving
the activation of both the sensitive and
the performing mind. Four intercon-
nected steps are hypothesized:
• Processing the immediate emotion

response.
• Evaluating the salience of the experi-

ence through appraisal and matching
with recalled past experiences.

• Organizing a mental strategy for
responding via decision-making and
behavioral inhibition.

• Synchronizing the operation of the
aforesaid mental functions to reduce
the risk of negative effects on the self.

In contrast, psychiatric risk following
exposure to undesirable events and dif-

ficulties could be related to one or more
inadequate “cognitive endopheno-
types” of the individual (Pozzi et al,
2004).

In addition to an attempt to propose a
definition of a life event, notably from a
phenomenological point of view, Janiri
and colleagues have analyzed some
developments of the contemporary psy-
choanalysis, particularly with the role of
“real” trauma in psychopathology
(Janiri et al, 2004).

Environment is the complex of ele-
ments able to affect the individual’s life
and constituting both the external and
internal reality in which a given event
occurs. When the relationship between
man and environment is taken into
account, the concepts of transformation
and adaptation are involved as the
opposite human attitudes depending on
the prevalence of either of them. In this
perspective, ecology can be viewed as a
mind’s ecology or a physical environ-
mental science. According to the con-
text of reference, events may range from
psychic to material and from everyday
to occasional to extreme (eg, disasters).

The field of definition of events them-
selves is broad enough to include not
systematic and repeatable occurrences
like accidents and facts subjected to
some degree of provision like life events
(Galimberti, 1999). Life events are data-
ble occurrences involving changes in the
external social environment; by defini-
tion internal occurrences (eg, changes in
perceptions or satisfactions) are not
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included (Paykel, 1997). A life event is
an occurrence which is possible to iden-
tify objectively, limited in time, and that
modifies in a variable but essential way
the life of a person, so requiring an
effort for readapting to the new situa-
tion (Pozzi et al, 2004). When readapta-
tion implies the general reaction known
as stress, a stressful event is defined as
an event that produces such a reaction.

Disasters are events that create confu-
sion and challenge the ordinary struc-
tures within a society to succeed in man-
aging the basic needs of that social
group (McFarlane, 2002). They are
defined according to not only material,
but also psychosocial criteria. A disaster
is a sudden negative event that brings
unhappiness, causes many victims and
destructions in the human landscape,
overwhelms the normal rescue possibil-
ities, and strikes the society’s functions.
Thus, in a disaster, each victim, witness
or rescuer, is wounded not only in his
personal ego, but also in his collective or
communal ego.

Psychoanalysis is a powerful key-read-
ing of trauma, by transposing its three
meanings (violent shock, tearing, and
diffuse consequences) from the biologi-
cal level to the psychic one. Besides it
supplies us with many elements for
describing and interpreting trauma: (1)
the compulsion to repeat traumatic situ-
ations; (2) the deferred action of
Nachträglichkeit and the temporal ques-
tion; (3) the disavowal of reality as a
defense mechanism against the trauma-
tizing perception; (4) the consequent

amnestic and ecmnestic experiences;
and (5) the splitting and dissociation of
the traumatic contents with respect to
ego (Janiri et al, 2004).

The common ground of the traumatic
conditions is the clearly perceived short-
term danger for the individual’s life or
that of the persons close to him (Barrois,
1994). Equivalents of the risk of death are
severe wounds, tortures, and rapes. In all
these cases, the attack to the vital bonds
occurs under the sign of Thanatos (Freud,
1989), which represents also loss of sym-
bolization and pure anguish (sensation of
being in a blind alley). However, the cata-
strophic change that massive traumas pro-
mote may induce adaptive consequences:
trauma can be described as an organizing
element of the psychic economy, which
imposes a work of mental building and
symbolization, such as that occurring in
the process of Nachträglichkeit. In some
way, the idea of anxiety, strictly related to
that of trauma, witnesses the contempo-
rary presence of “destruens” (primary
anxiety) and “construens” (signal anxiety)
functions of the traumatic event on the
individual inner world. The same birth-
related trauma, with its primary anguish,
seems the disorganizing element above
all, but its essential role is to stimulate
adjustment, to organize defensive/func-
tioning mechanisms, to integrate a pres-
ence. Under this point of view, we could
define trauma as an event drenched with
Eros!

Following such a dichotomous line, the
concept if life events, as opposed to
death events, sheds some new light on
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the aforementioned life (stressful)
events, which can be considered as
deeply vital phenomena pertaining to
existence as a whole and expected along
its natural course: hence the importance
of the subject’s history, personality, and
sociocultural context (Janiri et al, 2004).

Torture-related psychopathology 

Western psychopathology deals with the
notion of trauma reducing it to a condi-
tion of disease, of intrapsychic grief,
without considering the importance of
the “infraction”: for theorizing about
the disorders caused by torture it usual-
ly suggests the concepts of “psychotrau-
ma” and “posttraumatic stress disor-
der.” Who committed the “infraction”
(the torturer) is usually not considered
except in the victim’s nightmares: the
consequences of the shocking event
(apathy, anxiety, nightmares, etc) have a
higher weight than the process and the
dynamic that is displayed under it. On
the contrary, as sustained by Sironi
(2001), trauma caused by torture should
be considered as atypical when it is
inserted into a usual nosographical cat-
egory. The western psychopathological
notions, however, are too strictly con-
nected to a linear and not cyclic idea of
the psychic disorder. Trauma is not a
model but a modified state of con-
science, mainly transitory. Trauma is a
condition linked to the idea of transfor-
mation (the torturer is reified, dehu-
manized, made inanimate) where the
psychic grief of the torture cannot be
traced back to an individual and
intrapsychic conflict. Patients coming

from different environments usually
feel the same sorrow experiencing the
“infraction” but the way trauma is
thought determines the different symp-
toms they can report: when they under-
go a psychic breaking they fall ill in a
“culturally corresponding” manner.
Trauma linked to torture is the realiza-
tion of the terror: it is the infraction of
the other that invades, modifies and
influences us. Because of the psychic
breaking, what a subject can feel, per-
ceive and think is connected to the way
the other has thought about him: this
can reappear, reflected, as a feeling of
self-belittlement, fear of speaking, ask-
ing questions, upsetting, and disappoint-
ing. Consequently, facing this kind of sit-
uations, it is not possible to deal with the
victim on its own but it is essential to
consider the effects of the influence and
to identify the theory of the torturer,
which determines the point of view of
the tortured (Dilillo et al, 2004).

In their paper on the Forum about
“Ecology, psychiatry and mental health”
published on The Italian Journal of
Psychiatry and Behavioural Sciences,
Dilillo et al (2004) describe two differ-
ent surveys carried out since 1999 in the
project “Psichiatria alla frontiera” of the
Italian Psychiatric Association (Apoulia
and Basilicata), with the purpose of
monitoring the phenomenon of the psy-
chosocial emergency in the population
of refugees. The authors state that it has
been possible to determine and classify
a group of symptoms mainly mentioned
by patients traumatized by tortures to
describe their feelings of grief and afflic-
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tion. These symptoms can be classified
according to two variables: (1) symp-
toms characterized by emotional block,
refuse, silence, apathy, and connected
with the part of the victim which is still
under influence; and (2) symptoms that
produce noise (exteriorization), con-
nected with the part of the victim which
fights against the influenced one, loudly
and actively. Another classification can
distinguish: (1) symptoms concerning
the infraction; (2) symptoms deter-
mined by the presence of the torturer
internalized; and (3) symptoms connect-
ed with the access of the hidden knowl-
edge.

The treatment of the victims of torture
needs a specific approach, as shown by
the few papers in medicine, psychology,
and psychoanalysis that are possible to
find: in order to guarantee a transcultur-
al approach to the psychopathology of
torture, it is important to recognize the
limits of the “medical” eye, evaluating
with a critical analysis the western psy-
chiatric and psychotherapeutic model. It
is essential to propose an ecological
approach to the concept of health and
illness which contextualizes the part in
the whole, the contingent in the history
of these people, the medical approach in
the culture: this means to put back the
malaise (defined by the Kurdish as sik-
erti) in a specific mental space, deter-
mined by interactive processes, commu-
nicative in the community way. This
requires an incessant work with the cul-
tural mediators in order to learn to
decode words, meanings, cultural and
political contexts where the torture has

been committed: as proposed by
Bateson (1976) this means “to orient
oneself towards the social roots of the
society.” It is not possible to understand
the impact of a trauma without catching
the meaning of the words in the vocab-
ulary of culture of the person victim of
the torture. The process and the dynam-
ic of the trauma are crucial rather than
focusing the interest on the conse-
quences of the trauma (symptoms such
as nightmares, apathy, etc). It is funda-
mental to make a specific and systemat-
ic enquiry on the medical knowledge
and the therapeutic techniques of other
populations with a new beginning of a
dialogue between the western culture
and other approaches with the purpose
of achieving a negotiation among differ-
ent paradigms about crucial aspects as
health, illness, and cure.

As postulated by Sironi (2001) it is nec-
essary to refer to theoretical and
methodological corpus elaborated by
the ethnopsychiatry with the aim to
understand the nature of a trauma
(intentional trauma) and to implement
a successful treatment for the victims of
torture. In ethnopsychiatry, the subject
is never secluded or considered sepa-
rately from his familiar history, village,
or group of belonging.

In order to study the disorders of a vic-
tim, it is fundamental to evaluate the
action and the theories of the other sub-
jects implicated in the event (mainly the
action of the therapist, in our specific
case that of the torturer) and not the
supposed nature of the tortured.
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In conclusion, it appears basic that the
role of the psychiatrist and the
sociomedical worker as a “boundary
worker” should be regained. This
process must involve both the relation
between the migrant and the worker
than between worker and worker,
because the boundary is the place where
the identities meet, collide, compare,
and reveal each other until becoming
confused. Communicating at the fron-
tier means to accept the anxiety to face
the other, to discuss together not as
rival, to free the lines of the frontier, to
leave the chains of the inflexible and
firm identity in order to look for a point
of contact (Dilillo et al, 2004).

Ecological psychiatry

Ecological psychiatry is a field of psy-
chiatry that deals with the multidisci-
plined investigation of the mental
health of people living or working in
unusual environmental conditions. The
main issues of ecological psychiatry are
as follows:
• The mental health of those who are

exposed to harmful effects of specific
environmental conditions at work,
such as physical, chemical, radiation
contamination, and climate extremes.

• The mental health of those whose pro-
fessional activities affect human psy-
chophysiology.

• Epidemiological studies of the popu-
lation’s health disturbances rate and
its alterations in big industrial cities
including new industrial settings.

• Multidisciplined investigation of
immediate and delayed consequences

of ecological disasters: both natural
and technological (Krasnov, 2004).

In his paper published on the Forum
“Ecology, psychiatry, and mental
health,” Krasnov takes into account the
effects of delayed medical and psycho-
logical consequences of the Chernobyl
disaster and the mental health of the
population living in the affected territo-
ries, dividing them into five groups
(Krasnov, 2004).

A large amount of the population, a few
million living in the polluted area, is
totally dependent on government social
aid. Being unable to find work in their
area, these people feel hopelessness
along with inability to feel responsible
for their life and for their family. Long-
lasting feelings of despair produce spe-
cific life attitudes in the population of
these areas, which can be considered as
psychological isolation from the rest of
the country. A few years after the disas-
ter, official documents and mass media
placed much emphasis on “radiopho-
bia” developing in the population living
at the polluted territories. A wide vari-
ety of health disorders has been
observed in these persons: cardiovascu-
lar, gastrointestinal, and endocrinologi-
cal diseases are common. Among men-
tal health disorders the prevalence of
neurotic-like disorders has been
observed. In addition, a high level of
alcohol consumption in these territories
has been registered.

Mental health disorders in children liv-
ing in the polluted areas are predomi-
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nately as follows: various neurotic dis-
turbances, deviant behavior, and a wide
variety of learning disabilities. Physical
defects and mental retardation are also
frequent in this group.

Moreover, in the population of the high
nuclear radiation danger zone evacuat-
ed to other places, who lost jobs and
social connections and who were forced
to change lifestyle and profession, men-
tal disorders are represented by mostly
neurotic, neurotic-like, and psychoso-
matic disorders.

A few years after their work in the zone,
a number of persistent mental disorders
developed in the “rescue workers,” such
as neurotic-like and depressive disor-
ders combined with psychosomatic dis-
eases, early hypertension, and athero-
sclerosis. Cognitive impairments as well
as selective cognitive deficiency, memo-
ry, and attention disturbances are also
common in this group of people.
Extreme psychological stress combined
with environmental pollution, sleep
irregularities during shift work, and
other factors have produced a specific
mental and psychosomatic syndrome in
the “rescue workers.” It can be
described as a combination of asthenic,
somatoform, affective disturbances,
impaired attention and memory, selec-
tive intellectual deficit with a tendency
to psychoorganic syndrome develop-
ment along with neuroendocrine,
immune, and autonomic nervous system
dysfunction, psychosomatic, vascular
diseases, and neurological changes in
various forms of encephalopathy.

Thus, Krasnov defines the syndrome
developing in the Chernobyl victims as
polymorphous disorders of multiple eti-
ologies and complicated pathogenesis.
The complex structure of the disorders
developing in the rescue workers, its
multiple etiologies, and specific patho-
genesis, require specific therapy
approaches (Krasnov, 2004).

Ecology and psychiatry in Africa 

In his reflection on the Forum about
“Ecology, psychiatry and mental
health,” Okasha focuses on the lacking
attention addressed to mental health
policies, programs and action plans in
most African countries, characterized by
low incomes high prevalence of commu-
nicable diseases and malnutrition, low
life expectancy, and poorly staffed serv-
ices (Okasha, 2004).

In its analysis of the situation in Africa,
the WHO strategy recognizes that pop-
ulations in the African region are beset
by numerous mental and neurological
disorders that are a major cause of dis-
ability. Furthermore, there is lack of reli-
able information system in most coun-
tries. However, some primary observa-
tion and estimates could be made: in
addition to the disability caused by
mental and neurological disorders, the
problem is made worse by the social
handicap brought about by the stigma
attached to them. Inadequate care at
childbirth, malnutrition, malaria, and
parasitic diseases may be the cause of
the high rate of epilepsy, still highly stig-
matizing. Many children suffer from
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poor psychosocial development because
of neglect by their mothers and other
caretakers, and this can lead to poor
emotional and cognitive development
of the child in later life. Many countries
in Africa are engulfed in conflicts and
civil strife with the attendant adverse
impact in the mental health and well
being of the affected population, fore-
most post-traumatic stress disorders.
Besides HIV-related problems, also
alcohol-, tobacco-, and drug-related dis-
orders are becoming an increasing con-
cern in the region, adding to the indige-
nous problems associated with cannabis
consumption.

The ultimate goal of the World
Psychiatric Association program for
promoting mental health services in
sub-Saharan Africa and Central Asia is
to achieve progress in the adoption of
healthy lifestyles and an improvement
in the quality of life of people living in
those regions (Okasha 2004).

The objectives of the program are to
strengthen mental health policies and
adopting and implementing regional
strategy to prompt mental health and
prevent mental, neurological and psy-

chosocial disorders and drug abuse-
related problems; reduce disability asso-
ciated with neurological, mental, and
psychological disorders through com-
munity-based rehabilitation and to
reduce the use of psychoactive sub-
stances. On a public level the objective
of the program is to change people’s
negative perceptions of mental and neu-
rological disorders, formulate or review
existing legislation in support of mental
health and the prevention of substance
abuse and to provide equitable access to
cost-effective mental, neurological, and
psychosocial care (Okasha, 2000).

The fact that mental disorders are
among the top 10 causes of disability in
Africa and the rest of the world, and
that their contribution to the overall
burden of disease is going to rise makes
a strong case for giving them the atten-
tion and resources they need. So, along
with reflections dealing with traumatic,
catastrophic, and stressful events,
research is expected not only in the dis-
order prevention field, but also in the
detection and amelioration of the
indices of quality of life, in a transna-
tional and transcultural perspective
(Spinetti and Kipman, 2004).
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“Ahora o nunca. Mañana, es la menti-
ra piadosa con que se engañan las vol-
untades moribundas”
(Now or never. Tomorrow is the self-
compassionate lie with which the mori-
bund will deceive itself)
José Ingenieros

During this 3-year period, the World
Psychiatry Association (WPA) Section
on Mass Media and Mental Health,
which I have the honor of chairing, has
approached the following questions:
• The Echelon network.
• The lack of an appropriate scientific

dissemination in the media—or, which
may be worse, a dissemination of dis-
torted information thereof.

• A run-of-the-mill view as regards sci-
entific concepts.

• Fostering swiftness as a synonym, so
to speak, of knowledge. An indirect
incitement to drugs.

• Violence in computer games, video
games, magazines, movies, and televi-
sion; graphic sensationalism in news-
papers.

• Pornography within one's grasp—
which deteriorates links.

If we take as an axis a research on nar-
cisism (Freud, 1973), it could be under-
stood that this characteristic of person-
ality means that a person loves himself
or herself, but this is not quite so:
Narcissus loved his own image, and that
was why he died: caught by his own
image. This is a most primary feeling,
related to omnipotence. Image, as it is
disseminated by the mass media, is
aimed at grasping consensus. About
such a consensus, Hegel would say that
it generates some kind of delirium, ie,
presuming that we are able to achieve
aims nobody is in a position to achieve,
in other words, magical thinking.

It is Kleinmann’s contention (1995) that
our social experience gets transformed,
and voyeurism, as a collective experience,
converts sight in a really amoral point,
insofar as it twists sensitivity directing it
towards a point dealing with liking and
consumption, wherein commitment and
responsibility get cancelled. The huge
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visual power of the media has a conse-
quence: exerting influence on our experi-
ence bombarded by images that saturate
our Ego. Such a dominance of image
refers us to a fundamental, antithetic pair,
namely exhibitionism–voyeurism. One
element gives meaning to the other one.
Within voyeurs’ unconscious, trends simi-
lar to exhibitionists’ can be found. Fixed
to childhood experiences causing castra-
tion anxiety, voyeurs either try to deny
those experiences through exhibitionism
or replace those experiences through a
clear projection onto other experiences
as if it were a reinsurance against the
traumatic fact they have suffered from.
Thus, an exhibitionist becomes a voyeur.
Says Fenichel (1966) “Owing to insatia-
bility, the eagerness to looking out for-
spying on is likely to reach a more and
more sadistic meaning.” Spying on is a
replacement of a sadistic behavior: chil-
dren say: “I didn't do it ... I just watched
the other buddy who did it...” Voyeurs
shift their interest for destroying, ie, cas-
trating, toward an interest for looking, so
that both responsibility and guilt feelings
are avoided. An interesting point: one of
the major tortures you can inflict on
someone is forcing this person to witness
terrible, horrific, appalling facts he or she
will be unable to forget. TV news brings
heartbreaking images; however, you have
your remote control at hand should the
news be too horrible for you to watch.
Zapping has become a kind of cruel par-
adox coupled to a worrying human trans-
formation: the virtuality of the media, the
entertainments, and the procedures is
most likely to cause us to think that war is
a game and a game is war.

The media-induced globalization dodges
the local restriction of values no sooner
than globalization is apt at entering the
intimacy of values. The media try their
utmost to cause emotion, and emotion is
made for clouding common sense, judg-
ment of reality, and decoding. Emotion
mobilizes; in the majority of cases emo-
tions are channeled toward escape. Some
doses of daydreaming and escapism com-
pensate for frustration while numbing the
critical ability (Materazzi, 2004).

• From our Section, we have done some
research on the Echelon network,
which includes five world intelligence
services from Australia, Canada,
England, New Zealand, and the USA,
an organization created at the begin-
ning of the Cold War. Thanks to the
booming of the Internet, Echelon has
been redesigned to search thousands
and thousands of Web pages the world
over; in a sense, Echelon is the back
door to Windows and other computer
systems. All this information not only
allows services to control countries,
but also to do lucrative business by
spying on corporations—a check, by
the way that has been publicly dissem-
inated by the media the world over in
2004 on the basis of a report of a
European Parliament Committee on
Echelon—and the compatibility of
Echelon with the laws in force in the
European Union is in serious dispute
because NGOs understand Echelon
to be a violation of the fundamental
right to privacy and the fundamental
aspects of liberty and freedom as they
are defined in the Section 8 of the
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European Agreement. So, it is no
wonder that Echelon is interesting to
our Section. It is not only a super
(secret) mass medium, but also it
threatens human rights: if we are to
protect democracy we have to defend
the rights to privacy and freedom
within the new communication tech-
nologies. Otherwise any action by any
citizen will be scrutinized.

• The would-be scientific informants
pullulating among the media—mainly
TV, magazines, and newspapers—only
deal with topics directly related to
marketing: cosmetic surgery, anabolic
steroids, nutrition, products aiming at
achieving determined bodily esthetics,
and the unmasked dissemination of
chemicals with no supervising medical
ethics whatsoever (Lipovetsky, 1994).
On “normal” TV, ie, not on cablevi-
sion, only a few, sporadic, scientific
programs, with a very low rating, are
presented in earnest, and try to give
the community an approach to scien-
tific knowledge. Sometimes, however,
many informants devoted to dissemi-
nate “scientific contributions” do not
have even a minor scientific degree.

• Generally speaking, banalizing scien-
tific knowledge, as well as banalizing
destructive, violent news is a constant
in the mass media. Those facts are
aiming at making relative everything
important, everything significant, to
give more space to everything super-
fluous and banal. Our Section has
been in a position to check such a
trend during the last 3 years by means

of surveys we conducted among 64
countries worldwide, which, inciden-
tally, we have sent to the WPA, and
can be read on the WPA on-line bul-
letin.

• Our Section has been in a position to
ascertain the MO extant in a great
majority of the media, ie, speed, at
almost a vertiginous velocity, as if we
were living within a videoclip, even
fragmented speed. This means that
some people in the public at large
think they have been given knowl-
edge, but they have only been given
amalgamated, tendentious pseudo-
knowledge, directed ultimately to mis-
leading information. As regards
drugs—with a few exceptions—all TV,
movie, and advertising-related pro-
posals, with only a small masking
façade, entice, stimulate, and lead to a
greater substance use, thus marginaliz-
ing violence.

• The unidirectional communication is a
feature of the mass media. Even
though they disseminate information,
they are deaf. We cannot either talk to
them or interrupt them—they are
enclosed within a narcissistic mono-
logue. Video games, basically con-
structed upon the destruction of
another being, reinforce the preva-
lence of “appearance.” In other words,
masking substitutes for contents. But,
this is not a void way of substituting
things. Quite on the contrary, masking
magnifies the scatological contents
with a hyperexhibition, and abun-
dance of wild violence mixed with
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hedonistic pleasure—a fine way to
maximize perverse mechanisms. The
mass media condition people to
become citizens of two worlds: the
mass media world and the real world.
Having an experience in mass media
means that the new (mass media) con-
tinent you have just entered is virtual,
ie, you have an apparent experience,
not a real one. Paradoxically, however,
this new world demands that reality
formulates its laws anew.

• Children, mainly due to their defense-
lessness, are treated as things, not to say
treated as a merchandise apt at a
degraded sexual use to be destroyed
afterwards. A perverse pact is set up
among the media that manage informa-
tion and the consuming public; a pact
that fosters and exploits both the
regressive aspects and the primary
drives. Topics that are presented on
either screen or paper oscillate in a pen-
dular way between sexuality and
sadism.The overwhelming exhibition of
violent scenes, murders, and pornshows
exerts lots of influence upon society's
ethical values; thus, a sector of the pop-
ulation becomes insensitive, indifferent
to all and every manifestation of
aggressiveness: videos of the war in
Iraq, jails, and Guantánamo. The exac-
erbation of this pseudosexual liberation
that not only abides by, but also
destroys all, sexual inhibitions and prej-
udices actually leads people to an
impairment of the affective predisposi-
tion to love. Instead, this media-caused
stimulation is aiming at a coarse, lasciv-
ious, and rude sensuality—and all these

paraphernalia lead to a blockade of
affects, and an increase of the schizoid
attitude. We are aware of how superfi-
cial as well as skilful is the link that type
of personality maintains with regard to
another being, a fact inducing to passiv-
ity: that is, spending—no, wasting—
hours on end watching TV programs, a
declared retraction from reality en
route to a world of fantasy. It could be
said that, by resorting to the mechanism
of projection mass media, people
demonstrate the new trend, ie, your fel-
low man is worse than ourselves. And,
thanks to reintrojection they reinforce
their unconscious fantasies. The idea is
causing a strong emotion to people
without, however, creating a feeling
because any feeling involves commit-
ment and an appraisal of situation like-
ly to undermining those passive modes.

Federico Fellini (1977) considered TV to
be an invention that was not only
strange but also devilish: “It has been
born with the intention of informing but,
due to a mysterious motive, it just failed.
Instead of disseminating culture it
destroys everything, hurricane-like. It is
as if war, religion, everything (the
Almighty involved) were poured into a
blender that will desintegrate all into
tiny particles.” In other words, TV has
become a referent for the cliché of the
medley culture pertaining to late mod-
ernism that construes life as a fragmen-
tary projection, as a zapping session pro-
grammed by an unbalanced psychotic.

By the way, did somebody speak of the
sound and the fury?
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We are a world of observers whose values
have been fractionated. Within the
crowd’s anomia, a human being limits
himself or herself and contemplates pas-
sively; his or her initiative has been dele-
gated. Reality is a collage, axiological
aspects are devoid of contents. Sociability
when it becomes optative makes null and
void the necessary relationships among
people—aspects, at that, which shape and
make up a person within a real, palpitat-
ing, human community. The person-with-
in-the-virtual-reality is not subject to the
constant demands of “material” people;
however, those demands are likely to
overwhelm him or her, on the one hand,
but they are also likely to have him or her
become conscious of how important are
his or her action or omission (Materazzi,
2004).

Nowadays, there is a new scope to con-
sider time, history, geography, and even
the Dasein. In a way, information is get-
ting transformed, or becomes the new
currency of the global economy with the
highest exchange rate in any country
whose communication “industrialists”
have understood that the Fourth Estate is
one of the most lucrative business of late
modernism. We could say that broadcast-
ing delivers pseudo-information; telecast-
ing shows things in a scotomization style;
newspapers analyze subjectively, and the
Internet that constitutes the instantaneity
of the media is unfortunately controlled
as we have seen above.

Let us get back for a moment to the
Echelon problem.The British Association
APC (Association for the Progress of

Communication) founded in 1990 is, in
Europe, the first NGO working for peace,
development, and the environmental pro-
tection. It deals with the European rights
on the Internet –thus, the APC considers
that the specific right to privacy, freedom
of expression and conscientization (not
only on the Internet but also on any pos-
sible new information technologies likely
to be created) have to be included in the
EU Chart of Fundamental Rights.

The APC requests that a common pro-
tection level be established against the
intelligence services, ie, committees for
a specific control and responsible for
the supervision and follow-up of such
activities should be created.

The APC is to propose to the European
Parliament the organization of a world
congress of NGOs from Europe, the USA,
and Latin America. Should this Congress
be launched, our Section will request the
FINTECO Foundation, a WPA Member
Society I am honored to chair, to partici-
pate actively. It should be noted that, dur-
ing 2004 (starting 2003), both our Section
and the FINTECO Foundation had
already started the dissemination of mate-
rials related to the Echelon network as
implications thereof, so that the communi-
ty be aware of this very serious problem.

Moreover, our Section is agreeable to
the idea of the APC to create and foster
the use of encryptation software, so that
encryptation becomes a general norm.

In this connection, and related to the
common activities of both our Section
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and FINTECO, a video film was created,
produced, and directed by myself. Title is
“Los anhelantes” (People who long for
...). It deals with a female Professor who
tries to make her students aware of what
the Echelon network is. The EC of the
University forces her to take this infor-
mation out, inasmuch as it doesn’t pertain
to the syllabus, besides hindering and dis-
turbing the institutions that finance that
University. While she is alone at home,
she imagines she is able to arrange a
league of paradigmatic thinkers such as:
Indira Gandhi, Alicia Moreau de Justo
(the first Argentine lady doctor, early
20th century), Sister Juana Inés de la
Cruz (a great Mexican poet, 17th centu-
ry), and José Ingenieros (the first
Argentine psychiatrist lecturing at the
Paris Sorbonne, early 20th century), so
that those thinkers would be in a position
to debate with some representatives of
the constituted powers that resort to an
Echelon-like network.Those paradigmat-
ic representatives are: General Patton
(for the military), Ms Elizabeth Murdoch
(for the big corporations), and Pope Pius
XII (for certain aspects of the Roman
Catholic Church). Up to now this video
film has been run at several local and
international Congresses of Psychiatry
and Mental Health.

“La lucha perdida es la lucha 
abandonada”
(A lost fight was an abandoned fight)

In accordance with the thinking of
Adorno (Materazzi, 1997), we suppose
that, nowadays, the contents of the mass
media are a kind of attack to all forms of

thought. It could also be said, however,
that a small mass media sector is nonethe-
less able and willing to generate possibili-
ties for scientific and cultural dissemina-
tion, getting more acquainted with people
and populations, exchanging ideas, and
the telecasting of long sought education-
and technology-based programs—a most
welcome initiative apt at creating among
the audience a greater willingness to be
inserted within the real world.

During the last 3 years, in view of this
hypercomplex standpoint—hypercom-
plex but maybe susceptible to modifica-
tion—our Section on Mass Media and
Mental Health has not ceased to expose
publicly at the local and international
scientific meetings surveys, reports, and
consensus statements denouncing war,
violence, and discrimination, a position
in accordance with a very important axis
favored by the WPA, that is destigmati-
zation, Prof Roger Montenegro (Chair
of the CONTENER Foundation) is in
charge. Moreover, under the influence
of the precious suggestions of both the
President Elect of the WPA, Prof Juan
E. Mezzich, and the Secretary for
Sections, Prof George N. Christodoulou,
we have organized, during these last 3
years many local and international
Section Meetings, the core idea of which
is setting up an inter-Section network
apt at strengthening each Section and
all Sections in general, towards a more
scientific and humane ideology.

Synergy, in nature, is a strength that is to
be found everywhere. I remember Sean
Covey when he said that sequoias grow
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together and share a wide system of
intertwined roots. If sequoias did not
enjoy such a system, any strong gale

should suffice to tear them down. Well,
that is the inter-section ideology that
our Section proposes.
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