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Preface
The evaluation of mental illness requires a technical knowledge for the administration
of routine tests and observations, as well as the professional expertise of how to
interpret results from those tests and observations. In line with this introductory
statement, Section I is dedicated to two chapters relating to observations of symptoms
and syndromes in the etiology of mental illnesses.
In Chapter 1, Andrew Soundy, Thomas Kingstone, and Pete Coffee indicate how
physical activity can benefit individuals with severe mental illnesses through
psychological, social and physical processes. Psychologically, patients can experience
mood elevating effects, reduced anxiety, improved concentration, increased selfesteem, and reduced psychiatric symptoms like voices. Socially, co-patients in the
physical activity environment can motivate, support and encourage social
engagement, which can foster a sense of group belongingness (a shared social
identity). Physically, patients can alleviate the significant negative side effects of antipsychotic medication, such as weight gain.
In Chapter 2, Silke Wiegand-Grefe, Susanne Halverscheid, Franz Petermann, and
Angela Plass consider children of parents with mental illnesses as a high-risk
population for the development of psychological disturbances, although the reported
rates of affected children may vary between studies. Whether or not a child will
develop a mental illness depends on risk factors as well as protective factors. Results
from their study reveal an increased symptomatology being 3 to 7 times higher than in
the general population, and a lower quality of life. Psychological disturbances of the
children and their quality of life are associated with the parents’ subjectively
experienced impairments by their mental illness. These results support the need for
prevention and intervention programs for this special group of children.
In Section II on evaluation (Chapter 3), José A. Carmona Torres, Adolfo J. Cangas
Díaz, and Álvaro I. Langer Herrera focus on a review of the principal therapeutic
developments in clinical psychology and psychiatry that relate to the application of
new technologies in mental health. In particular, this chapter focuses on the usefulness
of 3D simulation and virtual reality (VR) programs for the detection of various mental
disorders and the improvement of current methods of treatment interventions. Over
the past decade, several computer programs have been developed that have
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empirically demonstrated the usefulness of 3D simulation and VR as supportive tools
for frequently used psychological treatments, especially, but not exclusively, phobias.
In Chapter 4, in line with the many technological advances in dealing with mental
illnesses, Lawrence T. Lam reports results from an original study on mental health
assessments of Internet Addiction, the temporal stability of assessment as a criterion
for the validity of a clinical diagnosis. Results of this study, however, did not seem to
provide strong evidence for the temporal stability of assessment of problematic
Internet usage in adolescents.
In Chapter 5, Kenneth M. Coll, Brenda J. Freeman, John Butgereit, Patti Thobro, and
Robin Haas present a complete youth risk assessment and treatment approach based
on 20-plus years of research and collaboration with an award-winning child and an
adolescent treatment facility recognized for its excellence. In this chapter, professionals
will find not only a comprehensive, succinct, and useful assessment procedures, but
also highly specific, research-based, and modularized intervention approaches.
Furthermore, in Chapter 6, Jerry L. Jennings and James Diamond Bell argue that in
times of budgetary crisis and shrinking public mental health resources, more and more
people with serious and persistent mental illness and co-occurring disorders are
ending up in the criminal justice system. There is a national need for alternative
services that are both cost-effective and clinically effective. These authors describe
components, outcomes, and advantages of an innovative forensic inpatient program
that provides intensive psychiatric stabilization, forensic evaluations, and restoration
of competency (ROC) services in a jail-based unit.
Section III is devoted to psychological treatments, where at a more abstract level in
Chapter 7, Goeffrey Thompson explores the phenomenon of fragmentation within the
contexts of psychoanalysis, mental illness, art therapy, and art. He accomplishes this
goal with respect to the concepts of wholeness, integration, maturation, and
fragmentation, within the matrix of modernism and postmodernism. The relationships
between sublimation, regression, creativity, pathology, and art therapy are examined
and contrasted to fine art, art history, and aesthetics.
In Chapter 8, Cecilia Hansen Löfstrand in Sweden argues that the prevailing model
for counteracting homelessness has long since been – and to a great extent still is – the
disciplining staircase model. Absolute sobriety is thought of as a necessary
precondition for getting access to special-housing for the homeless. It also implies a
view of homeless as incapable of independent living although regarded as able to
become capable of independent living and (at least theoretically) getting access to an
apartment of one’s own, by the means of discipline and self-regulation. Recently, new
initiatives to combat homelessness have emerged.
In Chapter 9, Francesca Pernice-Duca, Deborah Conrad-Garrisi, and Wendy Case
support a community movement that, during the 1970’s, ushered a new era in the
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treatment of mental illness in Italy and the United States. As part of the shift from
institutional care to community based care, the concept of recovery from a serious
mental illness has become a reality for many individuals and their families. However,
the social cost of deinstitutionalization resulted in many people returning to homes
where they were unwanted, or to families who were unable to care for them. To stave
off the isolation and stigma often associated with mental illnesses, such as
Schizophrenia or Bipolar disorder, individuals began congregating and creating
support groups to buffer the transition back to society. This shift resulted in the
creation of small communities of support.
In Chapter 10, Michela Gatta, Lara Dal Zotto, Lara Del Col, Francesca Bosisio,
Giannino Melotti, Roberta Biolcati, and PierAntonio Battistella summarize approaches
to mental health problems that can historically be grouped into three theoreticalmethodological systems: psychological, bio-pharmacological, or socio-enviromental.
Operators often tend ideologically to support one these approaches, thereby
emphasizing a distinction that originates from an old-fashioned separation between
body and mind, and between individual and setting.
In Chapter 11, Ruth F.G. Williams proposes the economic problem to which mental
health sectors are subject, that is: The “structural imbalance”, for a type of resource
misallocation in this sector versus “structurally imbalanced”. This is where some
people with no clinical mental illness consume mental health services; and some other
people who have clinical manifestations of mental illness for various reasons do not
consume mental health services. Resource misallocations of various types are everpresent in any economy and in this sense mental health services are no different,
because usual consumption is not subject to the mismatching currently existing in
mental health services. The evidence presented in this chapter with both crosssectional and time-series data gives reason to believe that people who are in need of
services are not being served well.
In Chapter 12, Andrew L. Cherry chronicles the shift in assumptions about treating
people with the co-occurring disorders of mental illness and substance misuse. This
paradigm shift in thinking and the subsequent focus on research and practice is a case
study of scientific knowledge making its ways into practice. This particular science to
service knowledge transfer occurred in an orderly and organized fashion. In this case,
the evidence from rigorous clinical studies of treatment for people with a co-occurring
disorder began to appear in professional journals in the late 1980s. The paradigm shift
in clinical thinking is that integrated treatment, providing both mental health and
addiction treatment simultaneously is the best practice treatment for people with a cooccurring disorder. The problem is that two traditions, mental health and addiction
treatment philosophies, are not compatible. The struggle to reconcile the difference in
many ways is an effort to mix oil and water. As a result, this decade long effort, a
wealth of theories, integrated treatment models, and manuals have been produced to
guide the development of treatment programming for people with a co-occurring
disorder.
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In Chapter 13, Ewa Wojtyna introduces the issue of physical pain in cancer
(background underlying conditions), by considering psychological factors connected
with the pain perception – especially somatic and psychosomatic reliance. To reduce
the psycho-therapeutic possibilities of reducing suffering, she supports the inclusion
of cognitive-behavioral techniques by discussing her results from empirical studies on
the impact of cognitive-behavioral therapy on the perception of pain in neoplasm
patients.
In Chapter 14, Jacqueline Conway views schizophrenia as a learning disability that is a
useful illustration of how mental illness generally has come to be understood. Any
condition which affects neurological or intellectual functioning has progressed
through an analogous course of understanding. The progression of terms used in the
understanding of learning disability is an example of similar development. The
progression of understanding of schizophrenia in the 20th century has been aided by
inductive appreciation of the pharmacology of the illness.
In Chapter 15, Rosalinda C. Roberts, Joy K. Roche, Shahza M. Somerville, and Robert
R. Conley review research studies that have shown that compared to controls, the
striatum of schizophrenic patients has increased synaptic density, decreased spine
size, changes in mitochondrial distribution, as well as metabolic and biochemical
abnormalities. The striatum is organized into two distinct regions termed striosomes
(or patches) and matrix. These structural compartments can be identified by the
differential localization of a number of neurotransmitters, and participate differently
in functional connectivity. These researchers compared the synaptic organization in
stratal patch and matrix compartments in different subgroups, divided by treatment
resistance or treatment response. Their results show that the abnormal density of
corticostriatal inputs in areas that process limbic information and a failure to
normalize this may contribute to treatment resistance and psychosis.
Section IV is devoted to pharmacotherapy that has assumed a prominent position in
the fight against mental illnesses. In Chapter 16, Ashok Kumar Jainer, Rajkumar
Kamatchi, Marek Marzanski, and Bettahalasoor Somashekar review and update the
high quality evidence with regard to the advances in the pharmacotherapy of Bipolar
Affective Disorder. Traditionally, mood stabilizer like Lithium has been the main stay
of treatment for Bipolar Affective Disorder worldwide. However typical
antipsychotics have been used in acute mania, particularly Haloperidol. Later on,
other mood stabilizers emerged such as Sodium Valproate and Carbamazepine. More
recently, large number of Randomised Controlled Trials (RCTs) has systematically
examined the efficacy of atypical antipsychotics in treatment of acute mania. Atypical
antipsychotics, such as Quetiapine have also been tested for both Bipolar Mania and
Depression and proved effective. Numerous trials have addressed the effectiveness of
combining atypical antipsychotic and mood stabilizer, compared to monotherapy,
including prophylactic treatment comparing monotherapy with combination of mood
stabilizers such as Lithium and Sodium Valproate
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In Chapter 17, Narong Maneeton supported the combined administration of
antidepressants with cognitive-behavioral therapy (CBT) in treatments of major
depressive disorder, including a systematic review of the literature on both forms of
treatment.
In Chapter18, Angela Getz, Fenglian Xu and Naweed Syed discuss key findings from
their two recent studies evaluating the auxiliary effects of two SSRI-type
antidepressants on neuronal viability and synaptic physiology. Their findings are
relevant in the context of recent developments in the fields of depression pathology
research, underlying pharmacotherapy, and the potential for future drug discovery
with better outcome and least side effects.
Section V is devoted to present implications that derive from both evaluations,
treatments, and pharmacotherapies to deal with mental illnesses. In Chapter 19, for
instance, Marie-Josée Fleury and Guy Grenier argue that mental health disorders have
reached a critical healthcare problem ranging from 4.3 to 26.4, depending on what
criteria are issued in achieving a psychiatric diagnosis. Consequently, Fleury and
Grenier emphasize that “primary care reinforcement should be a primary concern of
mental health care, starting with general practitioners, and occasionally progressing to
more specialized physicians, such as psychiatrists.
In Chapter 20, Lindsay G. Oades provides a descriptive overview of definitions of
mental health recovery, with recovery oriented service provision. In a three part
structure of this chapter, the writer examines definitions of mental health recovery,
including links to the science of well-being, advances in measuring mental health
recovery, and developing recovery oriented service provision. A particular emphasis
of the chapter lies in how individuals, practitioners and services may respond to the
challenge of this policy.
In Chapter 21, Bengt Eriksson and Jan Kåre Hummelvoll aim at relating empirically
structural conditions characterizing the late modern society to the everyday life
situation for people with mental disabilities. By use of the research model Cooperative Inquiry, data were collected and analyzed by qualitative content analysis,
showing five main categories: change and uncertainty, psychical problems and societal
obstacles, technological developments, individualization and loneliness, and everyday
life coping and meaning.
In Chapter 22, Diane Kunyk and Charl Els propose to provide an overview of the
scope of the issue by taking into consideration the risks to safety of the public and
health care provider health, treatment considerations for health care professionals, and
policy alternatives and organizational responsibilities. The theme of risk to patient
safety and to nurse-health will be reinforced by the presentation of original research in
the area. A case study will be developed to expand on the theme comparing
disciplinary and rehabilitative interventions when impaired practice is identified.

XIII
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In the conclusive Chapter 23 of Section VI, James Lake proposes that within the first
decades of the 21st century, psychiatrists and other mental health professionals will
embrace assessment and treatment approaches now excluded by orthodox Western
biomedicine. This chapter describes how conventional biomedicine and, by extension
biomedical psychiatry, is beginning to incorporate concepts from new research
findings and emerging theories from physics, biology, and information science
describing structure-function relationships in complex living systems. The
implications of this paradigm shift in biomedicine will be explored with respect to the
future of mental health care. Novel diagnostic and treatment modalities will emerge
in the context of ongoing research on non-conventional modalities. Future explanatory
models of mental illness need to take into account established Western scientific
theories, emerging paradigms, and non-Western healing traditions. In this process,
Western psychiatry will become a truly integrative paradigm, yielding more complete
understandings of biological, informational, and “energetic” processes associated with
mental illness. A future more integrative psychiatry will gradually emerge from a
synthesis of disparate explanatory models of mental illness. More complete
understandings of complex dynamic relationships between biological, somatic,
energetic, informational, and possibly also spiritual processes associated with
symptom formation will lead to more effective assessment and treatment approaches
addressing causes or meanings of symptoms at multiple interrelated hierarchic levels in
the body, brain, and mind.
Prof. Dr. Luciano L’Abate
Georgia State University
USA

Part 1
Introduction

1
Understanding the Psychosocial Processes of
Physical Activity for Individuals with
Severe Mental Illness: A Meta-Ethnography
Andrew Soundy1, Thomas Kingstone2 and Pete Coffee3
1University

of Birmingham, Birmingham,
Charity, Birmingham,
3School of Sport, University of Stirling
1,2England
3Scotland
2Freshwinds

1. Introduction
Physical activity can benefit individuals with severe mental illness (SMI) (Richardson et al.,
2005). The benefits of physical activity for individuals with SMI are threefold: psychological,
social and physical. Psychologically, patients can experience mood elevating effects, reduced
anxiety, improved concentration, increased self-esteem and reduced psychiatric symptoms
like voices (Faulkner & Biddle, 1999). Socially, co-patients in the physical activity setting can
motivate, support and encourage interaction (Fogarty & Happell, 2005), facilitating the
development of a positive social identity. Physically, patients can combat a significant side
effect of anti-psychotic medication such as weight loss (Faulkner et al., 2003).
Despite individuals with SMI understanding that there are benefits from engaging in physical
activity, many have limited confidence in their ability to exercise and often perceptual biases
(e.g., concerns generated from self-presentation, negative interpretaion of an interaction) can
act as barriers in new and unknown settings (Soundy et al., 2007). A perceived inability to
exercise, coupled with a lack of social support can lead to a further reduction in exercise
participation and, potentially, permanent withdrawal from exercise (Ussher et al., 2007). Thus,
there are (a) barriers that affect the initiation of exercise, as well as (b) barriers that prevent the
adoption of a more physically active lifestyle. In support, a recent Cochrane review
(Gorcyznski & Faulkner, 2011) has called for research to develop further understanding into
how best to help patients with SMI begin and continue to exercise.
Whilst some initial understanding has been provided regarding the initial engagement in
physical activity, further information is needed to illustrate how experiences of physical
activity vary. To this end, research is needed to consider and illustrate the psychosocial
barriers and facilitators to activity in the adoption of exercise, but also in the long term
maintenance of activity. This has been illustrated, although not comprehensivly evaluated,
in previous research: In some research this is explicitly adressed, for example, Carless (2007)
considers physical activity as phases requiring support when beginning (awareness raising)
and during (engagement and practical facilitation) activity. Other research implictly
addresses this; for example, Raine et al., (2002) consider the engagement of exercise in
community and illustrate the experience of inititating and maintaining activity. It is clear,
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however, that barriers and facilitators to activity are likely to change across the lifespan of
engagement in physical activity. In order to generate a greater understanding of this topic
and of the processes involved, considerable detail of the experience of patients with SMI is
required. Previous studies that detail the experience of community based activities provide
this information. A qualitative approach that explores and reports on individual experiences
across physical activity interventions may be best placed to forge this understanding. The
process, phases and current understanding of introducing physical activity has been gauged
by a number of well considered qualitative studies (Carter-Morris & Faulkner, 2003; Carless,
2008; Carless & Douglas, 2004;2008a;2008b; Carless and Sparkes, 2008; Crone, 2007; Faulkner
and Sparkes, 1999; Shiner et al., 2008; Soundy, 2007). However, to the best of the authors’
knowledge there is currently no review that synthesises and proposes advancements based
upon this important and valuable information.

2. Purpose
Exercise and physical activity have a clear role in alleviating the secondary symptoms of
SMI, such as low self-esteem and social withdrawal (Faulkner, 2005). This chapter provides
some suggestions of the underpinning mechanisms by considering psychosocial factors (e.g.
a sense of autonomy, self-efficacy, social support, task competency and distraction) that
change as a result of participation (Mutire, 2003). Barriers and facilitators to activity are
present both during the initiation phase of activity and within a maintenance phase of
activity. This chapter will consider how psychosocial factors impact on barriers and
facilitators to activity when patients with SMI (a) initially engage in physical activity and (b)
seek to develop and sustain a physically active lifestyle.

3. Methods
We used a meta-ethnographic approach, as defined by Noblit and Hare (1988), and more
recently Campbell et al (2003) and Weed (2008). The approach involves selecting relevant
empirical studies to be synthesised, reading them repeatedly and noting down key concepts.
These key concepts become the raw data for the synthesis. The synthesis of the results and
discussion of empirical research studies is conducted with the purpose of identifying a
unique vision and interpretation of literature. But as Weed (2008) notes, the purpose of the
review is not to find the truth; rather, it is to find ‘a truth’.
Traditionally, the method of a meta-ethnography involves a seven stage process (Campbell
et al., 2003; Noblit & Hare, 1988; Weed, 2008). Stages 1 and 2 involve getting started and
sampling: This meant obtaining qualitative studies that consider the psycho-social processes
involved with initiating and developing a physically active lifestyle. A search of the
literature was conducted by the primary author. The author undertook an electronic search
in December 2010 of CINAHL, AMED, EMBASE and MEDLINE databases using key words
related to physical activity (EXERCISE, SPORT, PHYSICAL ACTIVTY), mental health
(SEVERE MENTAL ILLNESS, SCHIZOPHRENIA), and the type of methodology used in
each study (QUALITATIVE, IN DEPTH, UNSTRUCTURED OR SEMI STRUCTURED
INTERVIEWS). Key authors in the area were contacted and several journals that related to
this area were also searched including: Journal of Mental Health, Psychiatric Services, & British
Journal of Psychiatry. In addition to this one key author (Dr D Carless) was contacted by
email for details of his current research.
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Following this search, thirteen studies were identified. This is in line with similar types of
review articles ( e.g., Campbell et al (2003) used 7, Malpass et al (2009) used 16, Soundy et al
(2011) used 10). In order to create a range of studies that would be most comparable,
appropriate for the aims of the research and useful within this analysis, a set of screening
questions and standards were applied during the initial reading of the articles. Three key
screening questions were employed: ‘Does this paper report empirical findings from
qualitative research and did that work involve both qualitative methods of data collection and
an inductive method of analysis?’, ‘Is this research relevant to the synthesis topic?’ and ‘Does
this work provide a distinct contribution to the analysis above and beyond the collective
findings?’ The inclusion criteria included the following: Each study needed to be reported in a
peer review journal and written in english. The findings from each study needed to be
generated from a specific sport or exercise intervention. The exercise or physical activity had to
be undertaken outside the patient’s mental health day centre. Data from each study had to be
generated using empirical qualitative data that was non-fiction. Finally, each study had to
present separate results and discussion sections so the correct meta-ethnographic analysis
could be undertaken; without both sections the review could not be completed.
This meant the following studies were excluded: Carless and Douglas (2008a) because a
deductive approach was used in their analysis; Carless and Sparkes (2008) because a lack of
a discussion meant that second order interpretations could not be undertaken and this may
have also limited third order interpretations; Carless (2008) because the study referred to a
life history rather than a specific sport or exercise process or intervention; Carless and
Douglas (2008b) because the study presented case studies and lacked an analytical
consideration of the literature; Douglas and Carless (2010) because the study was a fictional
tale; and, Soundy (2007) because it formed part of a PhD thesis and was not published. Eight
studies were selected to be used within the meta-ethnography and included: Carless (2007),
Shiner et al. (2008), Crone (2007), Fogarty and Happell (2005), Faulkner and Sparkes (1999),
Carter-Morris and Faulkner (2003), Carless and Douglas (2004), and Crone and Guy (2008).
Our exclusion criteria should not be interpreted as suggesting any devaluation of the
excluded research; in fact, we have used our discussion to take account of their findings.
Similar to Campbell et al. (2003), we used stages 3 and 4 to read the selected relevant
empirical studies repeatedly and note down key concepts as they began to emerge. The key
concepts generated from individual studies were examined in relation to other studies. We
used tables and grids to help in this and to display themes and concepts (Atkins et al., 2008;
Campbell et al., 2003). In other words, we summarised and wrote commentary on the results
and discussion sections of each article. The first order constructs considered the results of
the studies and the second order constructs considered the discussion section of the studies
(these tables can be obtained from the first author upon request).
During stage 5 we examined the reciprocal and refutational relationships between studies and
examined how we could further existing knowledge found in any individual study (Britten et
al., 2002; Van Manning et al., 1988). Noblit and Hare (1988) refer to this as a line of argument
synthesis. In essence, we conducted a thematic analysis on our findings through summarising
the first and second order concepts. This approach allowed us to maintain the language used
in each study while creating new metaphors within the synthesis (Doyle, 2003). During stage 6
we created synthesised translations or third order constructs. We achieved this by examining
our key themes generated from the first and second order interpretations along with the
idiomatic interpretation and considered how the themes, ideas, metaphors and comments
illustrated a process of activity from the onset. This included two issues as discussed above: (1)

6

Mental Illnesses – Evaluation, Treatments and Implications

increasing uptake/initial engagement in exercise, and (2) how to successfully maintain longterm engagement in exercise. Stage 7 involved presenting the results.

4. Results
Three primary themes are presented within the first and second order interpretations: (1)
psychological attributes, (2) barriers, and (3) facilitators. Finally, we consider the process of
activity involvement, this is represented by two third order themes (1) the uptake of exercise
(2) the prolonged engagement in exercise. The purpose of this was to allow the analysis to
clearly represent the primary aims of our research.
4.1 Psychological attributes
The psychological attributes theme included aspects of the physical activity or exercise
setting that influenced the experience of participants. The sub-themes generated included
identity, and dependency, control and autonomy.
4.1.1 Identity
Establishing a new identity (such as a footballer; Carter-Morris and Faulkner, 2003) or
recreating an identity (restarting a previous interest; Carless and Douglas, 2004) were
integral aspects of participating in a new sport or activity. Intially, this is something that
could draw patients towards the activities, because it allowed them to consider or project
their future self. Through activity, patients could consider and be associated with positive
identities, possibly past selves (Carless, 2007). This gave patients a sense that they could get
back to their old self (Forgarty & Happell, 2005) and obtain previously lost feelings,
experiences and interactions. This represented a resumption of being ‘normal’, obtaining
normality, or being restored to a past identity (Carless, 2007). This was important in
drawing the patients towards the exercise.
Patients were inspired by the nature, motivation and knowledge of other patients within the
activity or sports setting (Crone, 2007). The group activity provided a time for sharing
personal experiences and this helped provide a sense of unity with others in the group
(Crone, 2007). In addition to this the new relationships formed within the activity setting
helped develop patients’ identities (Shiner et al., 2008): Belonging to an exercise or sports
activity provided opportunity for patients to develop a sporting or exercise identity, since
most discussions within the setting focused towards this (Carter-Morris & Faulkner, 2003).
This process of sharing and engaging with others in turn influenced patients’ attitudes
towards fitness and motivation for activity (Fogarty & Happell, 2005).
A patient‘s identity would best be maintained following positive and successful activity or
exercise experiences. These experiences helped develop a patient’s identity within the group
and this also helped challenge their identity as a service user (Carter-Morris & Faulkner, 2003).
The patient’s identity could extend to a particular identity within the group and a meaningful
social role (Carless, 2007; Carter-Morris & Faulkner, 2003). This included patients who were
given responsibility for a group (e.g., a person who organised travel arrangements) or a specific
role in the activity (e.g., the captain of a team). Following regular or maintained engagement the
patient’s athletic identity could be transferred from the group setting into other situations such
as their day centre and this in turn could influence other users at these locations (Fogarty &
Happell, 2005). Often this occurred because the activity provided a positive topic of
conversation when reflecting on their day’s achievements (Carless & Douglas, 2004).
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4.1.2 Dependency, control and autonomy
Activity developed autonomy (Carless, 2007) through providing a sense of achievement,
satisfaction (Crone & Guy, 2008), empowerment and perceived confidence (Fogarty &
Happell, 2005; Sparkes & Faulkner 1999). In regard to initial engagement in exercise, prior
knowledge, including benefits, joy or contentment of activity was instrumental to decisions
(Crone, 2007). The interventions in themselves gave the service user opportunity to think
about future activities (Fogarty & Happell, 2005). Goals towards activities varied from
becoming independent and autonomous in the community (Shiner et al., 2008) to
undertaking a normalising activity (Carter-Morris & Faulkner, 2003). For others, activity
provided a chance to change environments (Faulkner & Sparkes, 1999). Being associated
with an athletic identity gave patients a sense of certainty and an idea of who they could
become. This in itself provided a great reason for attending, but also provided a sense of
empowerment and autonomy to the service users.
Autonomy was assisted by the patients being able to associate themselves with the activity
and taking responsbility for the achievement gained (Carless, 2007; Carless & Douglass, 2004).
Thus, through actvity, patients could become less dependent on others and perceive greater
control in social settings, such as community sport or exercise environments (Carless, 2007).
Autonomy was also created within the activity session through support from others. This was
achieved because patients were able to choose when and if they revealed information about
themselves (Faulkner & Sparkes, 1999). The exercise group provided a stable and non
intrusive topic of conversation that was a natural part of the activity. Thus, they didn’t have to
talk about aspects of themselves that they did not want to disclose. The sense of having a
choice to disclose information in a non pressured or judging environment helped the
possibility of a patient returning to the setting and maintaining exercise.
4.2 Barriers
The barriers theme included aspects related to preventing successful uptake and
maintenance of activity. The sub-themes generated included location, access and finances,
medication and symptom change, social support and cognitive.
4.2.1 Location, access and finances
Patients were prevented from engaging in activity if the location of the activity was too far
away or inaccessible (Shiner et al., 2008). However, some patients found that other activities
‘got in the way’ of the physical activity program; for example, daily chores (Crone, 2007).
Thus, both the location of activity and the timing of the activity may prevent patients with
SMI from taking-up exercise. Almost unanimously across the studies activity was prevented
by financial cost (Carless, 2007; Carless & Douglas, 2004; Crone, 2007; Crone & Guy, 2008;
Shiner et al., 2008). Activities such as walking could be recommended as a low cost
alternative (Fogarty & Happell, 2005). If the tangible, emotional or esteem support following
the completion of research was not continued then the possibility of patients maintaining
activity long-term could be severely diminished (Faulkner & Sparkes, 1999).
4.2.2 Medication and symptom change
Medication had an influence on all patients (Crone & Guy, 2008); it often influenced their
level of drowsiness, motivation and could slow patients down, taking the ‘shine’ off their
ability to undertake exercise or physical activity (Carter Morris & Faulkner, 2003). One of
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the biggest factors that influenced participation was changes in symptoms (Carless, 2007) or
a fluctuating medical status (Shiner et al., 2008). One consequence of this was the need to
allow patients to withdraw (Crone, 2007), even though withdrawal is generally considered
undesirable (Carless & Douglas, 2004). In other words, patients’ medication and symptoms
interacted to cause a universal barrier against the uptake and maintenance of activity; this
meant consistent and sustained engagement in exercise was unlikely.
4.2.3 Social support
In order for patients to initiate activity, social support was essential. However, the wrong type
of support contributed to increased resistance towards activity engagement. For example,
resistance to exercise increased when little support or empathy was expressed by health care
professionals in regard to the negative side effects of medication (Carter-Morris & Faulkner
2003), or when health care professionals had low expectations (Carless & Douglas, 2004). If
patients are not encouraged by friends and family (Crone, 2007) they are unlikely to initiate or
maintain exercise. A lack of consistency of support through the physical activity process
(Carless, 2007) can act as a barrier to maintaining activity. This may be because of the feelings
of being isolated. Social support can become problematic if support is dependent on one or
few people involved with activity or at the end of the activity program where no further
provision for support has been accounted for (Faulkner & Sparkes, 1999).
4.2.4 Cognitive
The patient’s cognitions during activity had an important influence on activity attendance.
These cognitions often occurred in new situations where patients experienced a lack of
personal control (Carless, 2007) due to the unknown or uncertainty of a situation (Crone,
2007). Barriers could be created within settings (Carless & Douglas, 2004); for example, the
confidence of the patients could be tested in a ‘new’ situation that might be perceived as
threatening (Faulkner & Sparkes, 1999) or could be lower as a result of the illness (Shiner et
al., 2008). Additionally, some patients did not like competitive circumstances (Carless &
Douglas, 2004). If patients did not want to participate they could experience an increase in
their symptoms for example, voices multiplying (Faulkner & Sparkes, 1999). Alternatively,
the patients’ symptoms, moods or emotions could prevent them from exercising (Shiner et
al., 2008). As such, changes to a patient’s identity, mood and emotions, and motivation for
activity can take a long time to be developed. Carless (2007) suggests such a process can take
years. Thus, experiencing or reflecting negative experiences may be a consistent barrier to
patients initiating and maintaining activity.
4.3 Facilitators
The facilitators theme included aspects related to successful uptake and maintenance of the
activity. The sub-themes generated included location, positive experience, physical and
psychological benefits, and social support.
4.3.1 Location
The location provided a patient with a new situation and a chance to grow and express
themselves. Patients valued the chance to leave their normal residence (Faulkner & Sparkes,
1999) and engage in the wider community (Carter-Morris & Faulkner, 2003). Patients
suggested that there was a sense of excitement in trying a new activity or in seeing new
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places (Crone, 2007). For some patients, the travel and scenery provided enjoyment and the
activity could represent something to look forward to and be associated with (Carless, 2007).
Successful experiences were required in order to maintain activity.
4.3.2 Positive experience
Various conditions impacted on a patient’s ability to initiate exercise. Patients suggested that
motivation comes from actually doing something (Carless, 2007) or breaking from a
stagnant routine (Faulkner & Sparkes, 1999); at the most basic level, doing something was
better than doing nothing (Crone & Guy, 2008). Some patients like to start slowly when
engaging with exercise (Carless & Douglas, 2004); on the other hand, some wanted a chance
to push themselves (Forgarty & Happell, 2005). This ‘choice’ aided their confidence and
competence (Carless, 2007) and it meant patients created memorable experiences (Crone,
2007). Thus, the patients could be excited and hopeful about a new experience, but required
a choice of how to engage with the process from the uptake activity.
The key process required for the maintenance of activity was if the patient found the
experience of undertaking physical activity to be rewarding. Patients experienced a valued
sense of achievement in being able to reflect on an activity and in being associated with it
(Carless, 2007; Crone & Guy, 2008). Exercise provided a distraction from voices, or
something that provided assistance in controlling voices (Faulkner & Sparkes, 1999),
together with helping to prevent social withdrawal (Carter-Morris & Faulkner, 2003). The
physical activity provided patients with some form of comfort towards a goal and sense of
control (Faulkner & Sparkes, 1999) or responsibility about an activity (Carless & Douglas,
2004). Simply put, exercise engagement helped patients progress from not feeling able to
respond or challenge their illness to feeling more able to incorporate physical activity
alongside it (Crone, 2007).Thus, a goal that can be established by and through activity is for
a patient to become more autonomous and independent.
4.3.3 Physical and psychological benefits
Following activity consistent psychological changes were reported by many studies,
including mood elevating effects, anxiety reducing effects, improved concentration,
increased self esteem and social competence (Faulkner & Sparkes, 1999; Crone & Guy, 2008).
Exercise and sport also provided an opportunity to unwind, reducing stress levels and
promoting a sense of calmness (Faulkner and Sparkes, 1999; Carless & Douglas, 2004),
leading to greater motivation and enjoyment (Fogarty & Happell, 2005). Patients also had a
better body image (Faulkner & Sparkes, 1999). Exercise may also benefit a patient’s
psychotic symptoms and delusional belief systems, and also reinforce a more positive
version of reality (Faulkner & Sparkes, 1999; Carter-Morris & Faulkner, 2003). With more
exposure to activity, patients could also benefit from a decrease in anxiety towards
community involvement (Shiner et al., 2008).
Physiological changes were also reported, including positive bodily change (Carless, 2007),
better sleep (Crone, 2007; Faulkner & Sparkes, 1999), better health and well-being, increased
fitness and weight loss (Forgarty & Happell, 2005), and increased energy levels (Crone &
Guy, 2008; Faulkner & Sparkes, 1999). There were also changes in other aspects of well being
such as better hygiene, seeking out opportunities for counselling, and taking the initiative to
acquire information for themselves to engage further in community activities (Faulkner &
Sparkes, 1999). Patients that can experience even some of these psychological or
physiological changes will clearly have a greater chance of maintaining activity
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4.3.4 Social support
Social support is central to the uptake and prolonged engagement in physical activity.
Before the physical activity has been initiated the social needs of patients have to be
considered. To ensure the most productive uptake of physical activity all staff are required
to provide individualised and structured support for a patient (Forgarty & Happell, 2005);
for instance, informing a patient of who was leading the activity session (Crone & Guy,
2008). It was important that staff did not place expectations on patients, particularly if a
patient was unfit (Fogarty & Happell, 2005). Therapists were required to encourage patients
in overcoming motivational barriers, be knowledgeable about sport, as well as being
sensitive and supportive through the activity process (Crone, 2007; Crone & Guy, 2008;
Shiner et al., 2008). All interaction with patients had to be initiated in a safe and comfortable
way (Faulkner & Sparkes, 1999). There was no need or request for staff at the activity or
sports setting to discuss a patient’s mental illness, symptoms or problems. Support revolved
around encouraging engagement and creating positive experiences for patients. It was
important to be with others and share experiences (Crone, 2007). Health care professionals
that supported the program acted as gatekeepers of it (Crone, 2007; Crone & Guy, 2008). In
essence, to ensure uptake of exercise patients needed to feel they were entering a known,
safe and supporting environment.
During the physical activity experience social support acted as a foundation for prolonged
engagement. Social time had to be a part of any physical activity setting for service users
(Carless & Douglas, 2004; Faulkner & Sparkes, 1999). Known and trusted friendships
developed between staff and patients (Carless, 2007; Carter-Morris & Faulkner, 2003) and in
other studies a training partner provided support and encouragement (Forgarty & Happell,
2005). These friendships could be associated with changes in the patient’s symptoms (Shiner
et al., 2008; Faulkner & Sparkes, 1999). The cohesive nature of the exercise group helped to
encourage a patient’s interest and ongoing activity (Fogarty & Happell, 2005); friendships
facilitated positive cognitions and attitudes towards exercise (Faulkner & Sparkes, 1999),
and enhanced the possibility of further and prolonged engagement.
Following successful activity participation, exercise or sport became an avenue for
conversation and interaction (Carter-Morris & Faulkner, 2003), and there was enjoyment in
spreading the word about participation in an activity (Carless & Douglas, 2004). The social
interaction helped increase social confidence (Crone, 2007; Crone & Guy, 2008) and
provided initiation for life improvements (Faulkner & Sparkes, 1999). Thus, the
development of patient’s social skills can be seen as part of a productive process that helps
reinforce and maintain a sporting identity, and this in turn indicates a desire to maintain
and develop activity and exercise engagement.
4.4 Considering the process of activity involvement
This theme illustrates how identity can change with physical activity involvement. Two subthemes make up this theme: (1) phases of activity, and (2) evolving identity.
4.4.1 Phases of activity
Physical activity involvement was established through phases. Three primary phases were
identified during the patients involvement with physical actvitity. Pre activity – considered the
time before activity is initated. During this time patients are dependent on staff and others to
inform them of the activity, including potential benefits. In thinking about the future activity,
they could be faced with uncertainty about what could happen and worries from past
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experiences. For those who took part previously, they may have different associations or more
confidence. Within activity – this stage is associated with time when particpants are engaged
with the physical activity setting from the moment when they enter the activity environment
to the moment they exited the environment. Post activity – this considers times following
activity and includes reflecting on the experiences of activity. Table 1 details how participants‘
autonomy and identity is influenced and changed, and how patients may come to exit from
the experience and the need for support during this phase.
Phase
Preactivity

Evolving
autonomy
Dependency
Patients depend
on support,
encouragement
and information
from others.

Evolving Identity Exiting activity
Existing identity
The patients are
defined by their
current condition,
their current
preoccupation
(illness, passivity).

Limited interest
Don’t enjoy sport
or physical
activity

No support
Not enough
Uncertainty
information,
Projected identity
Patients have
motivation or
informing worries They may have
assistance from
anticipation about others.
about situation,
who will be there, who they could
Uncertainty
what will or could become, or reNot enough
happen and what establishing who
known about the
they were.
to expect from
activity. Too
activity.
greater change
change attempted
or required is too
much.

Within
Activity

Past experience
Negative
experiences may
predetermine
perception.
Achievement
Bad interaction or
Distraction
Going through the Enabling activity experience
process provides a through removing Existing from
getting to location,
sense of
concerns. Sport
within location or
achievement and identity engulfs
following location
perceived control. existing identity.
Being heard
Distraction can
Uncertain
From taking part, enable or disable
environment –
being heard and
identity change.
Experiences
listened to there is
Positive Experience become negative,
value in a patient
participation
Enthusiasm and
being able to

External Phases of
Support
The value of support
A known
environment
becomes a more
certain
environment,
important of
knowing the
people and the
facility.
Primary Role of
HCPs
Encouraging,
motivating,
educating and
directing patients.

Distracting
Support within
sessions helps
provide a
distraction to
experiences
Listening – SMI
user control
content of
conversation.
Reflective
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Post
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Evolving
autonomy
express
themselves.
Opportunity to be
heard.
Expression of self
Activity provides
a context to
express feelings
through
movement.
Considering
experiences
Positive
experiences,
valued
friendships.
Developing
autonomy
confidence to do
more activity
Developing
independence
Through seeing
achievement,
acknowledging
possibilities
Development of
motivation
towards more
activity and other
global activities.
Reflecting
Modifying
existing
knowledge of
environment,
interaction and
ability.
Challenging
uncertainty and
unreliability of
new situations

Evolving Identity Exiting activity
Enjoyment of
ceases.
activity draws
patient away from
existing identity.
Group Interaction
Identity of others
impacts on
patients.

Reflections
Reflection within
self and with
others through
interaction.
Projected identity
is enforced. Past
identity is
remembered.
Reflective processes
Acceleration and
evolution of
identity.

Bad experiences
Experience or
interaction,
reaction to
experience
(increasing voices)
was negative.
Limited control
Was present and
process becomes
unsafe and
uncertain.

Expanding identity
Identity impacts
on patients
outside the
exercise setting.
Becoming
Part of the identity
is incorporate into
self.

Table 1. Illustrating three phases of physical activity involvement

External Phases of
Support
questioning Provide change
for reflection and
evolving phase.
Social
Increasing
network of
support and
known
environment.
Monitoring
experience
Evolving and
encouraging
activities and
transferring and
supporting other
engagement.
Listening and
valuing
Patient
expressions of
their experiences
are important as
they
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4.4.2 The evolving identity
From the above sub-theme it can be established that one primary goal of physical activity is
to develop a patient’s identity through physical activity and sport. Thus, physical activity
can help the patient transfer from being someone who may consider community activities
passively towards someone who is proactive towards activities. Alongside this the patient’s
existing identity is challenged through a number of key processes to become an evolved
identity. Figure 1 provides an idea of how activity challenges a patient’s existing identity
and facilitates the evolution of identity.
Existing Identity
-Looking forward to
exercise
- Uncertainty
towards experience

Evolved Identity
-Looking forward to
exercise
- Less uncertainty
- More confidence
and courage

Re-evaluating
Identity
-Becoming,
transcending,
evolving
-Interacting outside
group with others
-Reflecting

Experience of
activity
-Biases
-Control
-Autonomy
-Distracting
-Enabler
- Past experience
Developing Identity
- Positive
experiences
-Interacting within
group
-Reflecting

Developing Identity
- Negative
experiences
-Uncontrolled
-Uncertain

Identity change
Interupted
Individual drops out
of process
Time

Fig. 1. The evolving identity cycle
The evolving identity cycle shows that the perception or experience of activity is vital in
helping develop the patient’s identity. The cycle demonstrates the challenges to identity that
can exist before the activity has begun and during the activity. These challenges are
illustrated by the barriers mentioned in section 4.2 and are clearly more significant in regard
to the uptake of physical activity. Barriers are generated by worry, caused by an unknown
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or uncertain experience, and then again during activity where perceptual biases, ambiguous
or negative interactions and inadequate support may act to prevent the patient embracing
the experience. Following a negative experience the ability to change, evolve and adapt the
patient’s identity is likely to fail. Conversely, following a positive experience a patient is able
to use interaction and reflection to transform their identity. A more positive cycle exists once
the patient is able to consider the activity as more of a certain, safe and supported
experience. This positive cycle is essential in supporting the maintenance of activity.

5. Discussion
Engagement in physical activity for patients with SMI requires careful consideration.
Exploring the psychosocial experience of physical activity and exercise for patients with SMI
has provided a useful understanding of the processes involved in initiating and maintaining
activity, as well as establishing barriers and facilitators of activity. This information is well
placed to inform both patients with SMI as well as those who have a support role such as
health care professionals, carers, and family members. This discussion will look to
summarise the barriers and facilitators of activity before turning attention to both
psychosocial phases of activity and the evolution of a patient’s identity.
5.1 Initiating activity
Two of the biggest physical barriers for patients with SMI included being too tired to
exercise or being unable to exercise because of their illness (Ussher et al., 2007). Stability in
symptoms of illness is a good precursor to initating activity (Carless, 2007). Part of this was a
direct result of their medication and its side effects (Gorczynski & Faulkner, 2011; Roberts &
Bailey, 2011). Another consistent and challenging barrier to activity participation was the
location of the activity and the costs involved with the activity. The problem of finances is
compounded by the problem of frequent unemployment and dependence on benefits
(Hodgson et al., 2011). Carless and Douglass (2008a) suggest that tangible support is
required for patients to address these barriers.
There are difficulties patients with SMI can initially experience that are not experienced long
term, such as an unknown setting, experiences and interactions. These aspects of engaging
in physical activity challenge the patients self-esteem, courage, autonomy and motivation
(Butterly et al., 2006; Soundy, 2007). Being able to attend activity sessions provides an
opportunity to become more independent (Shiner et al., 2008). However, beginning activity
can be difficult as patients may have a lack of initiative (Roberts & Bailey, 2011). Patients
need to perceive what the experience will involve because not being sure of what is required
of them during exercise, being self-conscious, feeling unsafe, and being afraid to get injured
are common barriers to activity (Gorczynski & Faulkner, 2011; Ussher et al., 2007). In
addition, problems can be created in new and uncertain social environments where patients
may be more sensitive to interactions and experiences (Soundy, 2007).
The benefit of activity can be simply undertaking a new situation, creating a sense of
meaning or purpose and an opportunity to break old routines. Positive experiences before
the activity (achievement, positive memories) help provide more enthausiasm (Carless,
2007). The structure of programs before delivery should consider certain aspects, such as
being informative (Carless & Douglas, 2008a), providing users with a program that meets
their own pace (Gorczynski & Faulkner, 2011), and has in place a good motivational leader
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(Richardson, 2005). Aspects such as the journey to the new environment can be something to
be received positively (Crone, 2007). Being able to do something that can add to or change
their lifestyle and routine was highly valuable to patients with SMI. Physical benefits were
also present and included the general effects of participating in activity like weight loss
(Fogarty & Happell, 2005; Chiverton et al., 2007) or indeed just having knowledge of the
benefits of a more healthy lifestyle (Tetlie et al., 2009; McDevitt et al., 2006).
Before activity is initiated, feelings of isolation can prevent activity engagement (Hodgson et
al., 2011; Roberts & Bailey, 2011). A good support network is required to combat the
experience many users have of social isolation, marginalisation and stigmatisation (Ellis et
al., 2007; Gorczynski & Faulkner, 2011). Patients must be carefully supported from the initial
interaction with services. The right kind of individualised support service that
acknowledges patients’ preferences and experiences is required to achieve a more successful
adoption of exercise. Support is needed in different ways including encouragement, finances
and listening (Carless & Douglas, 2008a). It should also be provided by known mental
health professionals (Hodgson et al., 2011).
5.2 Maintaining activity
Autonomy for the activity was slowly provided for users as they took responsibility for
attendance (Carless & Douglas, 2004). A sense of autonomy and achievement and purpose
is obtained from activity (Crone, 2007). Prolonged engagement is enhanced once a sense of
acheivement, purpose and enjoyment is obtained.
Psychologically being able to experience achievement, to realise goals, to experience a sense
of control, to have a distraction from negative aspects of the illness provides a basis for
enjoying activity. The exercise group provides a setting that empowered the patient to share
information about them self (Faulkner & Sparkes, 1999). A postive and enjoyable experience
can provide an important part of conversation within and outside the exercise settings
(Carless & Douglas, 2004).
Much of the appreciation from patients who undertake an activity can focus on the routine
nature of the activity; this enhances rapport and relationships and the enjoyment of a
meaningful activity (Marzolini et al., 2009). Support is required once activity begins: one-toone support (from staff and by other users or patients) can provide an important distraction
and encouragement for patients (Carless & Douglas, 2008a; Crone & Stembrige, 2007;
Roberts & Bailey, 2011; Soundy, 2007). There is an important role for instructors within this
to provide appropriate support, as Richardson et al., (2005) state “Enthusiastic, knowledgeable,
and supportive exercise leaders are as important as the actual exercise prescription itself” (page 327).
Accordingly, social support provides certainty and confidence when engaging in new
environments. However, it is still possible for patients to experience or percieve threats or
problems with the environment such as anxiety attacks (Carless, 2008). Providing a safe,
welcoming and friendly environment is needed to acheive adherence over the long term,
where some inconsistency in attendence can be expected (Soundy, 2007). Indeed a caring
and relaxed environment can help patients enjoy the experience (Carless & Douglass, 2004).
A chain of supportive networks is needed from identifying a program of activity to
maintaining that program of activity. Some of the most positive results of physical activity
are achieved in inpatient settings where there are greater levels of day-to-day support (Ellis
et al., 2007). The attributes of those supporting the intervention are essential as a faciliator to
continued activity (Chiverton et al., 2007; Soundy, 2007); conversely, the stigma associated
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with mental illness from patients working in exercise settings may be a barrier (Crone &
Stembrigdge, 2007). Group based activities are often associated with higher levels of
adherence than patient programs. One of the reasons given for this is because group
activities that are supervised can eliminate the avoidable barriers to exercise (Marzolini et
al., 2009). In addition, group activities promote social interaction and contribute to a more
enjoyable experience (Fogarty and Happell, 2005; Holley et al., 2011). One role of activity is
to create and maintain supportive social relationships (McDevitt et al., 2006). Thus, being
able to provide and maintain a social network within the activity setting is important for
prolonged engagement. The utilization of social networking devices may be a way to
encourage and develop patient’s social expression, unity, support and identity (Killackey et
al., 2011). Conversely, a limited network or isolated support can create reliance and
dependency on health care professionals which can have negative effects (Faulkner &
Sparkes, 1999; Soundy, 2007).
5.3 The creation and evolution of a social identity
One of the biggest challenges when working with patients with SMI is how to maintain the
users engagement with an activity program (Hodgson et al., 2011). Programs that use
behaviour modification principle, like social support or goal setting are more effective than
more simple programs (Richardson et al., 2005). Following the support that is gained early
in promoting activity further development of different and sustainable relationships are
required and obtained in the group setting. This greater range of relationships means
patients have less reliance on a smaller support network (Soundy, 2007). Successful
achievement within the exercise setting helps provide patients with an increased sense of
self-efficacy (Richardson et al., 2005). Indeed, engagement in exercise increases a
participant’s confidence in social settings and provides them with a sense of a social identity
which enables them to further engage with fellow exercise participants.
Belonging to a group and attending physical activity sessions provides users with a sense of
purpose and creates a social confidence that can then be transferred to new settings
(Hodgson et al., 2011). A sense of belonging also influences how patients redefine their selfidentity (Shea, 2009). Exercise and physical activity in a community setting provides a
setting that can help promote a sense of belonging and therefore provides an excellent
opportunity for refining their self identity (Shea, 2009). For some users this may be a sense
of returning to who they used to be and or towards normality (Carless & Douglass, 2008b).

6. Implications for health care professionals
A network of supportive relationships that are sustainable is required in order for successful
participation in exercise. Health care professionals need to consider the provision of support
from introducing the patient to the idea of becoming more physically active through to
introducing patients into a new setting. Clearly, there is also a need for health care
professionals to be able to recognise the different dimensions (informational, tangible,
emotional and esteem) of socal support (Carless & Douglas, 2008a).
It is essential that patients feel able to talk to others about negative experiences and
interactions; this provision within the mental health setting and community setting is
needed to address the identified barriers to activity. We urge HCPs to invest time in
listening to and sharing in patients‘ experiences. Capturing changes in social support that
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occurs through engagement in exercise and physical activity may be best achieved by using
existing inventories; for example, Sarason et al., (1987) provide a short form inventory that
considers the social support that others provide in an individual‘s environment.
The psychological changes during exercise may be best captured by considering how
patients confidence, self-efficacy and self-identity is challenged and shaped through the
process of exercise, from intial to sustained engagement in exercise. The means of assessing
these may be made through observations, informal conversation or through non-taxing
inventories; for example, Bandura (1997) proposes a way to develop an inventory tool for
self-efficacy. Improvement in any of these psychological domains will have a clear impact
on the patients lifestyle and well-being.

7. Future recommendations
There is a need for research to consider assessing how interventions can influence
confidence, self-identity, self-efficacy and social support following physical activity
interventions. It is important that further research is able to distingush the best tools that can
be used to assess such effects. More specifically, we suggest there is a need for future
research to consider each of these psychosocial variables in greater detail. For example, in
regards to social support, reseach could explore the most effective ways to capture change in
the network and structure of patients‘ support. In addition to this, research could establish
whether perceived availability of support and/or enacted (received) support exerts positive
effects upon outcomes.

8. Conclusion
The development of a social identity is a natural and very beneficial aspect of undertaking a
physical activity or sports based group. There are barriers that prevent initiation to activity
as well as barriers that exist once activity has begun. Physical activity and sport has the
potential to break down the barriers and help create a new social identity for the user.
Undertaking activity helps develop the user’s confidence and courage and through realising
a new and changed identity users appear more able to engage with community based
physical activity.
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1. Introduction
Children of mentally ill parents are considered a high-risk population for the development
of psychological disorders although the reported rates of affected children vary between
studies. Whether or not a child will develop a mental illness himself depends on risk factors
as well as protective factors. This chapter presents findings concerning the mental health
status and the quality of life in children of mentally ill parents (N = 86). The results reveal an
increased relative risk to develop psychopathological symptoms being 3 to 7 times higher
than in children of the general population. At the same time, the quality of life in children
with a mentally ill parent is substantially decreased. The psychological disturbances of the
children are associated with the parents’ perceived impairments caused by their mental
illness. The results support the need for prevention programs for this special group of
children.

2. Psychopathology in children of mentally ill parents
Children of mentally ill parents represent a high-risk population for the development of
psychiatric disorders (Ramchandani & Psychogiou, 2009). The majority of studies examined
the mental health status of children with a parent suffering from depression. The results
reveal an increased symptomatology being 3 to 4 times higher compared to control samples
(Weissman, Fendrich, Warner & Wickramaratne, 1992, 2005; Fergusson, Lynskey &
Horwood, 1993; Gelfand & Teti, 1990). A study with children of parents suffering from
diverse psychiatric disorders indicates a three- to sevenfold rate of psychopathology
compared to the general population (Wiegand-Grefe, Geers, Plass, Petermann & Riedesser,
2009). Due to the psychiatric illness, psycho-social risk factors accumulate and determine
each other (Mattejat, Lenz & Wiegand-Grefe 2011). Financial problems, resulting from an
illness-related job loss, for example, constitute an additional burden on the family. In
addition, the parent-child-interaction is often impaired, being highly associated with mental
health problems in the children and a decreased quality of life. These risk configurations do
not directly lead to developmental problems and psychiatric disturbances in the children,
but rather interact with the children’s vulnerability and resilience (Noeker & Petermann,
2008). The term resilience characterizes a hardiness against extreme stresses and straints that
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may emerge within the children’s environments. Resilient children overcome the sometimes
potential traumatic conditions in a compensatory manner that allows them to surmount the
adversities, displaying a healthy psychological functioning in the long term. Resilient
children exhibit a balanced temper, high self-esteem, active coping mechanisms, good
problem solving skills and an effective and competent social behavior. They have a secure
attachment to at least one attachment figure and exhibit a clear value orientation (Noeker &
Petermann, 2008). Resilient children are also very capable of showing empathy and
expressing their own emotional states (Lenz & Kuhn, 2011). Which moderating factors can
foster the children’s mental health despite adverse living conditions is a central question for
the development of effective prevention programs. In families with a mentally ill parent, the
parental style of coping with the illness as well as reliable family relations are considered to
be crucial protective factors for the children’s development (Wiegand-Grefe et al., 2010a;
Wiegand-Grefe, Halverscheid & Plass, 2011).

3. Quality of life in children of mentally ill parents
To date, little research has been conducted to assess the quality of life in children of mentally
ill parents (Wiegand-Grefe et al. 2010b; Bullinger, 2011). Research in this area focuses rather
on children’s and adolescents’ own somatic or psychiatric illness (Ravens-Sieberer &
Bullinger, 1998; Ravens-Sieberer et al. 2006, 2008; Bullinger et al., 2008; Mattejat et al. 2005).
Studies have shown that mentally ill children have a lower health-related quality of life
(HRQL) than healthy or somatically ill children (Mattejat & Remschmidt, 2003; RavensSieberer et al., 2008). In several Australian cities, N = 3597 children at the age of 6-17 years
were assessed in their quality of life (Sawyer et al., 2002). The sample consisted of three
psychiatric subsamples (ADHD, major depression and conduct disorder), two groups of
children with physical illnesses, and a healthy control group of children. All children were
assessed through parental evaluations. Children with mental health problems had
decreased levels of quality of life in comparison to healthy children. In four out of five
scales, they also displayed poorer rates in quality of life compared to the children with
physical illnesses.
In a study with depressive and healthy children, aged 7 to 15 years, HRQL proved to be
higher in healthy children (N = 1695) than in children suffering from depression (N = 248)
(Kiss et al., 2009). In relation to the children’s self-evaluations, maternal ratings of HRQL in
depressive children was lower than in the children’s self-assessments, while mothers of
healthy children came up with a higher estimation of HRQL than the children themselves.
The children’s age and gender had no influence on the agreement between self-assessments
and maternal ratings, neither was the mother’s level of education influential.
In the representative German BELLA study with N = 1843 children and adolescents,
adolescents with eating disorders showed lower HRQL scores than adolescents with normal
eating habits (Herpertz-Dahlmann et al., 2008).
In a Dutch study, therapists rated the quality of life of 310 children and adolescents, aged 6
to 18 years, who were either healthy or suffered from one of five different psychiatric
disorders (ADHD, anxiety disorders, pervasive developmental disorders, affective disorders
or other diagnoses). Overall, children with pervasive developmental disorders were
assessed to have the lowest HRQL (Bastiaansen et al., 2004).
Another study conducted by the Dutch research group assessed how quality of life changes
relative to fluctuations in psychopathology. It was hypothesized that HRQL can increase
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even when the severity of psychopathological symptoms does not change (Bastiaansen et al.,
2005a). Thirty-three percent of the 126 children and adolescents aged 7 to 19 years showed
improved rates in psychopathology as well as in their quality of life, 28 % improved in
either one of the two areas, while 38 % of the children revealed no changes in both areas.
However, 11 % of the children and adolescents showed increased rates in their HRQL
within the given time frame, while the severity of their psychopathology did not change.
Thus, psychotherapy should aim at improving patients’ quality of life even though
symptom reduction might not be possible.
In an outpatient-study, various factors besides psychopathology were assessed in their
impact on the quality of life in 252 children and adolescents with mental health problems
(Bastiaansen et al., 2005b). Within the examined child-related factors, decreased quality of
life was associated with low self-esteem, poor social skills and comorbid somatic illnesses.
Regarding the parent-related factors, maternal psychopathology and stress were linked with
low HRQL in the children. In respect to environmental factors, a slight association between
decreased quality of life was found in combination with a low socioeconomic status, little
social support, poor family functioning, and stressful life events. The authors conclude that
the treatment of psychological disturbances should be complemented by enhancing social
competence, self-esteem, family functioning and social support.
Children who experience mental illnesses in their family are exposed to various stressors
that are likely to influence their quality of life (Wiegand-Grefe et al., 2010b). Several studies
of our work group document reduced levels of HRQL in affected children in contrast to
comparative samples (Pollak et al., 2008; Jeske et al., 2009). Studies showed also
relationships between children’s HRQL and parental coping mechanisms (Jeske et al., 2009),
family functioning (Pollak et al., 2008; Jeske et al., 2010) and parental attachment styles
(Jeske et al., 2011).
This chapter presents the results of several studies examining psychopathology and quality
of life in children of mentally ill parents. It is expected that the children are assessed by their
parents to deal with more emotional and behavioral problems, the higher the parental
subjective impairment is. It is also presumed that the quality of life in children of mentally ill
parents is significantly lower than in children of the general population. Furthermore, it is
expected that the HRQL is decreased with growing severity of parental symptomatology
and that children’s quality of life is reduced when the children suffer from emotional and
behavioral problems themselves.

4. Study design
In a 9-month pilot study conducted within the project “CHIMPs – Children of mentally ill
parents” at the University Medical Center Hamburg-Eppendorf, Germany, all patients
referred to the Clinic of Psychiatry and Psychotherapy were registered from August 2005 to
May 2006. For all patients, age, sex and diagnoses were recorded. Patients with minor
children were examined further when they fulfilled the following inclusion criteria: aged 1860 years, having at least one minor child between 0-18 years, receiving stationary treatment
for at least five days, being sufficiently fluent in German language and giving informed
consent for participating in the study. Exclusion criteria were: previous participation in the
study in case of repeated hospitalization, a short duration of stationary treatment less than
five days, and severe psychiatric or cognitive impairments. The patients were asked to
answer questionnaires about their own mental health status and their children’s situation.
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When having several children, parents were asked to give only information on one
randomly selected child in order to ensure the independence of observations.

5. Sample
Overall, 964 patients were registered. Among this sample, 167 (17%) patients had at least
one minor child. Further 558 patients had no children (58 %), 104 patients had grown-up
children above 18 years (11 %) and 135 patients were older than 60 years (14 %). Out of these
167 parents, 42 (25%) were not willing to participate in the study and further 39 parents
(23 %) did not fulfill the inclusion criteria or had to be excluded from data analysis due to a
large number of missing data. Overall, N = 86 parents answered the standardized
questionnaires about the children’s health-related quality of life, while a reduced number of
N = 67 parents assessed the mental health status of their children.
The sample consists of 43 fathers and 43 mothers, aged between 23 and 59 years (M = 41
years, SD = 7.9). Forty-four patients are married (51 %), 19 parents are single or divorced
(22 %), two parents are separated (2 %) and one patient is widowed (1 %). The most frequent
school leaving certificate is a graduation from senior high-school (41 %), followed by
graduations from intermediate secondary school (31%) and secondary general school (20%).
Two parents are without school degree, 2 parents have another school leaving certificate.
Regarding the qualifications, vocational trainings (39%) and University degrees (24%) are
the most prevalent qualifications, 15% of the parents have no further qualification, 7 % hold
another qualification. Thirty-one percent are white-collar employees, 20 % blue-collar
workers, 16 % homemakers, 12 % self-employed, 3 % retired, and 2 % each are students or
trainees.
Fifty-five parents (63 %) live together with their child, the remaining 31 patients (36 %) do
not live with their children but have frequent contact to them (at least every two weeks).
Here, a striking gender-specific effect can be observed: while 88% of the psychiatrically ill
mothers live together with their children, only 53% of the fathers do so (χ²=9.46, p=.002).
The children who are not living with their mentally ill parent live either with the other
parent (N = 21, 68 %), with relatives (N = 2, 6 %), in foster- or adoption families (N = 2, 6 %),
in institutional care (N = 3, 10 %) or in their own apartment. The examined children are aged
between 4 to 18 years (M = 11 years, SD = 4.49), the distribution of boys and girls is equally
balanced (50 % each).
As primary diagnosis according ICD-10 (WHO, 2000), 27 patients (32 %) are diagnosed with
an affective disorder, 23 parents (26 %) suffer from either anxiety disorders, an obsessivecompulsive disorder or PTSD, further 20 parents (23 %) engage in substance abuse (mostly
alcohol) and 14 patients (16 %) are affected by schizophrenia. Two parents have a
personality disorder (PD), namely a Borderline PD and an emotional-instable PD. Overall,
61% of the here examined parents have a comorbid psychiatric diagnosis.

6. Measurements
The mentally ill parents were asked to which extent they feel impaired by their illness
through the German version of the Symptom-Checklist-14-R (SCL-14-R, Prinz et al., 2008).
This self-report constitutes a short version of the SCL-90-R (Franke, 1995) and is used as a
measure of general psychiatric symptomatology. It comprises 14 items on a 5-point Likert
Scale, indicating the degree of symptomatology in the last seven days (not at all (0), a little
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bit (1), moderately (2), quite a bit (3), extremely (4)). The SCL-14-R includes three subscales:
Depressiveness, Somatoform Complaints and Phobic Anxiety. The total score is measured
with the Global Severity Index (GSI). The GSI has proven to be a good indicator for the
actual symptom severity.
The psychiatric diagnoses of the parents were given by the attending psychiatrists in
accordance with the diagnostic criteria of the ICD-10 (WHO, 2005).
For the assessment of emotional and behavioral problems in the children and adolescents,
parents were administered the Child Behavior Checklist/4-18 (Working Group German
Child Behavior Checklist, 1994). On the CBCL, parents rate their children on 113 specific
problem items using a 3-point scale (not true (0), somewhat/sometimes true (1), very/often
true (2)). The resulting scales comprise a total problem score, two broadband scores
(internalizing and externalizing problems) and eight syndrome scales (social withdrawal,
somatic complaints, anxious/depressed, social problems, thought problems, attention
problems, delinquent behavior, aggressive behavior).
The health-related quality of life of the children and adolescents was assessed by their
parents with the KINDLR questionnaire (Ravens-Sieberer & Bullinger, 2000). The KINDLR
comprehends 24 items on a 5-point Likert scale. The resulting subscales are: physical wellbeing, emotional well-being, self-esteem, family, friends, and everyday functioning (school
or nursery/kindergarten). Psychometric results revealed a high degree of reliability
(Cronbach’s a ≥ 0.70 for most of the sub-scales and samples) and a satisfactory convergent
validity.

7. Results
7.1 Parents’ subjective impairment by the mental illness
All parents indicate to feel at least “a little bit” impaired by their illness. The Global Severity
Index (GSI) lies around M = 1.7 (SD = 0.79). While “depressiveness” represents the greatest
impact for the patients, phobic anxiety influences the here examined parents to a lesser
degree. In comparison to the clinical norm sample (Prinz et al., 2008), the mentally ill
parents display higher mean values on all scales, reaching significant differences in t-tests
on the GSI, “depressiveness” and “phobic anxiety”. On the scale “somatization”, the parents
differ only in comparison to the general population (Geers, 2006).

M

SD

Comparative
clinical sample
M
SD

1.66

0.79

1.15

Depressiveness

2.26

1.05

Somatoform Complaints

1.38

Phobic Anxiety

1.05

Study Sample
SCL-14-R Scales
Global Symptom
Severity Index (GSI)

General population
M

SD

0.77

#

#

1.49

1.05

0.45

0.58

1.07

1.20

1.01

0.46

0.63

1.13

0.59

0.88

0.17

0.39

Table 1. SCL-14-R values of the study sample (N=62), a comparative clinical sample and a
representative sample of the general population (from Wiegand-Grefe, Geers, Plass,
Petermann & Riedesser, 2009).
Annotation: M = mean value, SD = standard deviation, # = not specified.
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7.2 Psychopathology in children of mentally ill parents
The children’s emotional and behavioral problems, assessed through the CBCL scales, are
listed in table 2 as T-values, taking age- and gender-specific aspects of emotional and
behavioral development into account.
CBCL Scales
Social Withdrawal
Somatic Complaints
Anxious/Depressed
Social Problems
Thought Problems
Attention Problems
Delinquent Behavior
Aggressive Behavior
Internalizing Problems
Externalizing Problems
Total

M
58.11
57.62
58.90
58.00
56.37
58.90
57.33
59.31
57.33
57.58
58.92

SD
9.08
9.32
9.17
8.29
9.36
8.98
6.95
9.68
11.83
10.42
11.47

Minimum Maximum
50
88
50
81
50
83
50
84
50
80
50
83
50
75
50
95
38
82
35
84
38
86

N
61
60
60
58
60
60
61
62
61
62
61

Table 2. Distribution of T-Values of the CBCL subscales and main scales (N=62) (from
Wiegand-Grefe et al., 2009). Annotation: M = mean value, SD = standard deviation,
N = sample size.
In order to assess how many children display psychological problems in the clinical (T ≥ 64),
subclinical (T between 60-63) or normal range (T ≤ 59), the T-scores have been categorized
accordingly. On the syndrome scales, 14 % of the children and adolescents are seen to have
somatic complaints, 13 % suffer from clinical or subclinical levels of anxiety and depression.
On the main CBCL scales, 31 % of the parents report internalizing problems and further 9 %
see subclinical internalizing problems. Regarding externalizing problems, 29 % of the
parents report behavioral problems in the clinical range, another 16 % see externalizing
symptomatology in the subclinical range. Overall, 40 % of the parents report at least
subclinical problems in the internalizing domain, and 45 % of the parents see externalizing
behavior to an at least subclinical degree. Considering the total problem score, 52 % of the
children are rated to lie within the normal range of emotional and behavioral difficulties,
while 32 % are seen to display subclinical symptoms and 14 % to exhibit clinically relevant
symptomatology. Sixty-six percent of the examined children are reported not to display any
clinically relevant symptoms on the syndrome scales. The remaining 32 % of children and
adolescents suffer from clinically relevant symptoms on at least one dimension measured by
the CBCL.
When comparing the relative frequencies of children of mentally ill parents, lying in the
subclinical or clinical range on the CBCL syndrome scales, with those of the general child
population (with the top 5 % constituting the subclinical range, and the top 2 % defining the
clinical range), it can be stated that on all syndrome scales, children of mentally ill parents
display 1.5- to 7-times heightened rates of clinically relevant symptomatology (table 3). It is
striking that the children are especially prone to suffer from somatic symptoms (relative
risk, RR = 7.26). Besides, they have a 6-fold risk to display thought and attention problems
(RR = 6.45) and are five times more likely to engage in social withdrawal in comparison to
the general child population (RR = 5.65).
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Subclinical and clinical range
Reference value in
the general population: 5 %
%
relative risk
16.13
3.23
19.35
3.87
24.19
4.84
17.74
3.55
20.97
4.19
17.74
3.55
14.52
2.90
24.19
4.84

CBCL Subscales
Social Withdrawal
Somatic Complaints
Anxious/Depressed
Social Problems
Thought Problems
Attention Problems
Delinquent Behavior
Aggressive Behavior

Clinical range
Reference value in
the general population: 2 %
%
relative risk
11.29
5.65
14.52
7.26
12.90
6.45
6.45
3.23
12.90
6.45
12.90
6.45
3.23
1.61
9.68
4.84

Table 3. Relative frequencies and relative risk in children of mentally ill parents (N = 62)
displaying CBCL scores in the subclinical or clinical range in comparison with children of
the general population lying in the clinical range (top 2 %) and subclinical/clinical range
(top 5 %) (from Wiegand-Grefe et al., 2009).
7.3 Parents’ subjective impairments and the psychological difficulties of their children
Since a positive linear association is expected between the parents’ subjective impairments
and the children’s psychopathology, SCL-14-R and CBCL scale values are correlated (table
4). Significant positive correlations exist between the parent’s global severity index (GSI), the
SCL-14-R dimensions somatization and phobic anxiety, and all main scales of the CBCL. The
correlative association between parental “somatization” and the children’s “internalizing
problems” represents the highest association with r = .302 indicating a small to medium
sized linkage between the variables. No association has been found between parental
“depressiveness” and psychopathology in children.
Mean Values of
SCL-14-R-Scales
Global Symptom
Severity Index
(GSI)
Depressiveness
Somatoform
Complaints
Phobic Anxiety

r
p
N
r
p
N
r
p
N
ρ
p
N

Internalizing
CBCL-Scale
(T-values)
.297
*
.010
61
.204
.06
61
.302
**
.009
61
.221
*
.043
61

Externalizing
CBCL-Scale
(T-values)
.275
*
.015
62
.176
.09
62
.233
*
.03
62
.279
*
.014
62

CBCL Total Score
(T-values)
.287
.012
61
.182
.08
61
.264
.02
61
.299
.010
61

*

*
**

Table 4. Correlative association between the SCL-14-R-Scales and the main CBCL-Scales
(N=62) (from Wiegand-Grefe et al., 2009). Annotation: r = Pearson product-moment
correlation coefficient; ρ = Spearman rank correlation coefficient; p= level of significance; * p
<.05; ** p <.01; N = sample size.
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7.4 Health-related quality of life in the children
The total score of the KINDLR was transformed with “0“ indicating the poorest and “100“
indicating the maximum value of health-related quality of life (HRQL). In the examined
population of children of mentally ill parents, the total score of HRQL lies by 70.91
(SD = 12.88). The children’s overall score on the dimension physical well-being lies by 71.01
(SD = 18.64), the “emotional well-being” lies around 71.28 (SD = 18.55). The KINDLR
subscales range between 67.50 on the lowest end (self-esteem, SD = 17.22) and 74.26
constituting the maximum value (friends, SD = 13.77). The scales family (M = 68.51,
SD = 19.33) and school (M = 70.00, SD = 18.24) rank in between. In comparison to the
reference sample of the general population, the here examined children of mentally ill
parents display low values in the total HRQL-score that can be explained and specified by
poor results on the scales emotional well-being, family and school (Jeske et al., 2010,
Wiegand-Grefe et al., 2010). When comparing the ratings of mentally ill mothers and fathers,
it can be stated that no differences were found in their assessment of the HRQL in their
children.
7.5 Subjective parental impairment and quality of life in the children
Slight negative associations have been found between the subjective parental impairment, as
measured by the SCL-14-R, and the children’s HRQL dimensions emotional well-being, selfesteem, family, school and the overall total score (table 5).
KINDLR Physical EmotioTotal
wellnal wellScore
being
being
Global
r
-.274
-.189
Symptom
ρ
-.149
Severity Index p
.008**
.094
.048*
(GSI)
N
77
80
79
Depressiver
-.288
-.216
ness
ρ
-.179
p
.006**
.059
.028*
N
77
80
79
Somatoform r
-.261
-.157
Complaints
ρ
-.169
p
.011*
.068
.084
N
77
80
79
Phobic
r
Anxiety
ρ
-.081
.010
-.055
p
.243
.465
.315
N
77
80
79
Mean Values of
SCL-14-R-Scales

Selfesteem
-.259
.012*
75
-.160
.086
75
-.325
.002**
75
-.164
.080
75

Family
-.267
.009**
78
-.289
.005**
75
-.248

Friends
-.038
.373
76
-.027
.408
76

.014*
75

.049
.337
76

-.047
.340
78

-.040
.365
76

School
-.253
.017*
70
-.305
.005**
70
-.207
.043*
70
-.133
.137
70

Table 5. Correlative association between SCL-14-R and KINDLR (N=62) (from WiegandGrefe et al. 2010). Annotation: r = Pearson product-moment correlation coefficient, ρ =
Spearman rank correlation coefficient; p= level of significance; * p <.05; ** p <.01 (1-sided);
N = sample size.
Further significant correlations exist between parental „depressiveness“ and the children’s
HRQL in the total score and the areas of school functioning, family, and emotional well-
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being. Somatoform complaints of the parents are associated with poor “self-esteem” and
decreased values on the dimensions school, family and the total score. No linear association
was found between the HRQL in children and parental “phobic anxiety”.
7.6 Psychopathology and health-related quality of life in the children
When regarding the association between the children’s psychopathology and their healthrelated quality of life, considerable negative associations can be found between the main
CBCL scales and all KINDLR dimensions. According to the results, parents see substantial
losses in their children’s HRQL with increasing emotional and behavioral problems (table 6).
CBCL Scales
(T-values)
Total
Problem
Score

r
ρ
p
N
Externalizing r
Problems
ρ
p
N
Internalizing r
Problems
ρ
p
N

KINDLR Physical Emotion
Total
Wellal WellScore
being
being
-.611
.000***
67
-.492
.000***
66
-.694
.000***
66

Selfesteem

-.522
-.405
.000***
67
-.320
.004**
67
-.561
.000***
66

.000***
66
-.445
.000***
66
-.667
.000***
66

Family

Friends

-.347
-.597
.000***
64
-.453
.000***
64
-.744
.000***
64

.002**
66
-.396
.000***
66
-.272
.014*
65

School
-.442

-.291
.009**
66
-.216
.040*
66
-.278
.012*
65

.000***
65
-.296
.008**
65
-.561
.000***
66

Table 6. Correlative association between CBCL and KINDLR (N=67) (from Wiegand-Grefe et
al., 2010) Annotation: r = Pearson product-moment correlation coefficient, ρ = Spearman
rank correlation coefficient; p = level of significance; * p <.05; ** p <.01; N = sample size

8. Discussion
In comparison to the general population, children of mentally ill parents have a substantial
risk to develop psychopathological symptomatology. On the main scales and the syndrome
scales of the CBCL, the children’s relative risk to develop clinically relevant
symptomatologies is three- to sevenfold. In the existing literature, children of mentally ill
parents are reported to be assessed up to five times more likely to exhibit psychological
difficulties (Kölch, Schielke, Becker, Fegert & Schmid, 2008). In the study at hand, 32 % of
the parents see clinically relevant symptoms in their children. When including the cases of
subclinical symptomatology, even 47 % of the examined children are regarded to be
somehow affected by emotional and behavioral problems. This rate goes along with
reported frequencies in comparable studies (Beidel & Turner, 1997; Hill, Locke, Lowers &
Connolly, 1999; Kelley & Fals-Stewart, 2004; Lapalme, Hodgins & La Roche, 1997;
Merikangas, Dierker & Szatmari, 1998). It may be argued that the percentage of affected
children might even be higher considering the fact that many parents undergo feelings of
guild and shame and therefore tend to minimize difficulties in clinical evaluations. It is
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striking, for example, that adolescents often report more difficulties in self-reports than the
parents indicate in the according ratings (Najman et al., 2000). Thus, it might be expected
that adolescents with a mentally ill parent might even exhibit higher rates of
symptomatology than in the examined parental assessments.
In respect to the characteristics of the parental illness, positive associations were found
between the severity of the illness, parental anxiety and somatic complaints and children’s
psychopathology. This result is analogous to other studies showing that the severity of
parental symptomatology goes along with increased psychopathology in the children
(Brennan et al., 2000; Hammen, Burge, Burney & Adrian, 1990; Keller et al., 1986; Weissman et
al., 2005). It is rather astonishing that, contrary to other studies (Mattejat et al., 2000), no
association was found between depressive symptoms in parents and emotional and behavioral
difficulties in the here examined population of children. It can be assumed that parents with
phobic anxieties and somatic complaints are especially sensitive for their children’s difficulties.
It is interesting that parental somatization is related to psychological problems in children on
all CBCL main scales. This finding underlines that somatic complaints and illnesses in parents
stand in a close relationship with children’s mental health (Romer & Hagen), although
somatizations have to be distinguished from severe somatic illnesses. Since patients with
somatizations and anxieties tend to be over-sensitive towards potential difficulties, the results,
indicating increased symptomatology in the children, should be cautiously interpreted.
In the present study, children with a mentally ill parent display a decreased quality of life in
comparison to the general population. The overall quality of life in children is especially
associated with the global severity of parental symptomatology, as well as parental
somatization and depressiveness in specific. With increasing degree of perceived
impairment, parents rated their children’s HRQL to be poorer. In a previous study, it was
found that children, who were exposed to a parental mental illness for a longer time frame,
exhibited higher quality of life scores on the KINDLR scale “friends”. Presumably, these
children might have mastered their situation by compensating their familial difficulties with
peer group activities.
The psychopathology of the examined children is substantially linked to the quality of life,
as indicated by high correlations between the KINDLR and the CBCL scales.
In respect to methodological constrictions, it has to be underlined that the assessment of the
children’s psychopathology and quality of life is solely based on the parents’ view. The
informative validity of assessments by mentally ill parents has not yet been explored
sufficiently. Hitherto, studies have examined response patterns in parents with depression
and anxiety disorders. Overall, the findings do not allow drawing specific conclusions in
respect to potential response biases. In general, the most credible source for internalizing
disorders are self-assessments of children and adolescents, while externalizing problems are
best assessed by parents (Fombonne, 2002). In the consequent CHIMPs project, families will
be examined as a whole, which will allow contrasting the evaluations of mentally ill parents
and partners with the children’s self-reports. The suggestion to include teacher reports
(Thiels & Schmitz, 2008) would certainly be promising and beneficial, but forms an obstacle
in the shame-related area of parental mental illness.

9. Implications for clinical practice
The present chapter deals with the mental health status and the quality of life of children
with a mentally ill parent. The impairments resulting from the mental illness are associated
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with the children’s mental health and their quality of life. The heightened rates of
psychopathology in the children underline the need to implement appropriate prevention
programs. In the development of such preventive measures, the improvement of the
children’s quality of life should constitute a central component next to the reduction of
psychopathological symptoms.
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1. Introduction
During the last two decades, there has been growing interest in psychology and psychiatry
in the use and possible applications of Virtual Reality and, in general, procedures using 3D
simulation environments as a tool applied to both evaluation and treatment of
psychopathological disorders. It is well known that the enormous advances in recent years
in development of 3D simulation environments have made them increasingly similar to real
life, and the flexibility in creating new and ever more complex Virtual Reality programs has
made it easier to apply this type of procedure as a supporting tool for intervention in the
study, treatment and evaluation of a wide variety of mental disorders.
It should be mentioned that the use of this type of technology is not proposed as a
replacement for traditional intervention procedures and evaluation methods, but as a tool to
be used within the framework of treatment or evaluation used, whether cognitivebehavioral or other. Therefore, it should be emphasized that the use of 3D simulation
environments in clinical practice be understood exclusively in the context of the
psychotherapeutic orientation used, where this technique would make senses along with the
rest of the practices included in each intervention framework. Its use is therefore not
considered alone or as a replacement for other evaluation and treatment procedures used.
As many other researchers in the field of Virtual Reality have mentioned, the use of this type
of technology has numerous advantages over traditional treatment and evaluation systems.
Some of the main advantages of its use are (Scozzary & Gamberini, 2011; Adams et al., 2009;
Botella et al., 2007; Perpiñá et al., 2003):
1. Experiences similar to real life. The main characteristic of this technology is that it allows a
person to experience something similar to what he might in the real world if he were in
that context. Thus VR can cause the same emotions, thoughts, and behavioral responses
in general, as if the person were exposed to the real context that is being simulated by
VR.
2. Safety of the Virtual World. VR environments are presented as a safe context where the
person is not exposed to the risks that he would be in the real world. In this sense, the
person immersed in the virtual world can experience emotions, thoughts and react
knowing that nothing in the virtual environment that really frightens him in the real
world can cause him any harm, which allows the context of therapy to be perceived by
the person as a safe environment where he can behave freely and without any risk.
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Simulation of real world situations. As we all know, the use of 3D simulation allows any
situation in the real world to be realistically recreated. This characteristic is especially
relevant in both evaluation and intervention, since it allows the person to be submerged in
a virtual world with characteristics similar to those in the real world, where their
responses in certain conflictive contexts can be studied, and which could, in turn, improve
the ecological validity of measures using VR instruments over the usual procedures.
4. Presentation of situations at any time. Another important characteristic of VR is that it
enables the desired scene to be simulated at any time, and it is unnecessary to wait until
the situation occurs in the real world. This characteristic would allow the patient to be
exposed to clinically significant contexts as often as necessary, overcoming the
limitation of the usual interventions in which you must wait for a certain event to occur
to expose the person to that context.
5. Control of scenes presented. The use of VR systems allows the therapist greater control
over the stimuli in situations presented. Certain parameters in the scene can be
manipulated, for example the intensity of the stimuli presented. In fact it makes
evaluation and treatment more flexible and adaptable to each person, as well as the
demands of the therapist or researcher.
6. Confidentiality. Indeed, the fact that it is unnecessary to expose the person to real
contexts, as VR environments make it possible to carry out exposure sessions right in
the therapist’s office, total confidentiality of participant responses and his treatment are
guaranteed, since the use of 3D simulation environments allows the person to be
exposed to any context similar to those in real life.
The use of 3D Simulation or Virtual Reality definitely makes it possible to overcome some of
the limitations of the usual procedures in both evaluation and treatment of disorders. That is
why, as seen in the following section, a growing number of studies have been directed at the
application and evaluation of the usefulness and effectiveness of this type of technology
applied to clinical psychology.
3.

2. Applications of 3D Simulation in the field of mental disorders
As mentioned above, many studies have concentrated on the application and study of the
possible usefulness of the use of 3D simulation environments or virtual reality to
psychopathological disorders, and at present there are a large number of studies on it. Thus,
as suggested by Gutiérrez Maldonado (2002), the study done by Schneider in the eighties in
the last century with acrophobic patients, in which he used lenses that could be manipulated
to alter the sensation of depth perceived by acrophobic patients, could be considered a first
pioneering procedure in the field of VR (Schneider, 1982). Although this type of strategy did
not yet use computers, since then there has been growing interest by researchers around the
world in possible applications of VR in clinical psychology and psychiatry.
As it is not within the scope of this chapter to describe the many studies that have used VR
in a diversity of fields related to mental disorders, we go on below to point out some of the
most characteristic, as a sample of some of the main VR applications developed to date for
evaluation, treatment and study of psychological disorders.
2.1 Treatment of anxiety disorders
The field of anxiety disorders has received the most attention by researchers, who have
developed VR scenarios for a diversity of specific phobias, such as fear of spiders, fear of
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flying, agoraphobia, social phobia, claustrophobia, panic disorder with agoraphobia or for
Post Traumatic Stress Disorder (PTSD), among other disorders (Scozzari & Gamberini,
2011).
The applications developed directed at treatment of anxiety disorders have focused on
being able to submerge the person in a VR environment similar to real life where he is
gradually exposed to those stimuli or situations which trigger phobic avoidance responses
characteristic of persons who show some type of anxiety disorder. The purpose of this
exposure is the elimination of the avoidance responses, as well as reduction of the associated
emotional and physiological states by getting the person used to the threatening situations
avoided until then. It is a way of getting the person used to phobic stimuli avoided to which,
as we know, an intense initial response triggered by the situation feared would precede a
gradual decrease in the intensity of these experiences, as well as associated avoidance
responses. Intervention using a VR environment would therefore pose an alternative to the
classic exposure in vivo used traditionally as the treatment of choice for phobias and other
anxiety disorders at present, in which, as we will see, the use of VR has been shown to be at
least equally effective as an exposure technique for treatment of such problems.
2.1.1 Fear of flying
The consequences of a phobic response related to fear of flying can become a significant
problem causing important social problems and difficulties on the job for people who suffer
from it. The huge expense and cost in human resources (buying a plane ticket, travel by
therapist, time used outside of the office, etc.) that in vivo exposure can cause for the
treatment of fear to flying have led researchers to be interested in VR applications to this
disorder very early on.
Rothbaum, et al. (1996) evaluated the efficacy of virtual reality exposure therapy in a case
study of a person suffering from fear and avoidance of flying diagnosed formally as a
specific phobia. To do this, these authors developed a virtual environment that reproduced
the interior of an airplane, where the person was seated, exposed to take off and landing as
well as several different weather conditions during the flight (calm and storm). The patient,
equipped with head-mounted display (HDM) and audio (which reproduced the typical
sounds of a flight), was also able to hear the therapist’s recommendations during each of the
stages of exposure carried out. The results showed the effectiveness of virtual reality
exposure therapy (VRET) in reducing fear of flying of the participant. Since then, other case
studies have separately demonstrated the effectiveness of virtual reality exposure therapy,
for example in a helicopter simulator (North et al., 1997). Furthermore, several controlled
studies have demonstrated the effectiveness of this type of VR exposure compared to the
usual treatment for this type of problems. Both VRET and in vivo exposure proved to be
equally effective both in reducing the symptomology and in the number of participants that
continued getting on a real plane after treatment. These results were maintained in a 12month follow-up, and the majority of the participants said that if allowed to choose the type
of treatment, they preferred virtual reality to real exposure (Rothbaum, et al., 2000;
Rothbaum et al., 2002; Maltby et al., 2002; Mühlberger et al., 2003; Rothbaum et al, 2006;
Botella et al., 2004).
2.1.2 Acrophobia and claustrophobia
In an attempt to expose people to contexts generated by anxiety, such as fear of closed
spaces (claustrophobia) or heights (acrophobia), virtual simulation environments have also
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been developed to solve some of the problems exposure usually has, such as going outside
the therapist’s office. In a controlled study by Rothbaum et al. (1995), the efficacy of virtual
reality graded exposure treatment was compared to a group with no treatment. The virtual
environments simulated included a bridge or walk over water, balconies and a glass
elevator. The results showed significantly better improvement in persons subjected to the
VR environments than the group with no treatment. However, in this study, no comparison
was made with a group that had undergone the classic in vivo exposure. Emmelkamp et al.
(2002) developed VR environments for this similar to those used in in vivo exposure in order
to compare the two treatments. The simulation environments created included a four-story
shopping center with stairs and railings, the fire escape ladder of a building and a roof
garden on a university building from which the plaza below could be seen. The results
showed that VR exposure was as effective as in vivo exposure. Something else observed in
other studies regarding the effectiveness of this type of treatment in people with acrophobia,
is that these results are maintained in follow-ups after several months (Krijn et al., 2004).
The group of Botella and collaborators did a first case study focusing on exposure to
enclosed spaces (claustrophobia), in which the patient was exposed to a total of three
scenarios with graduating difficulty, recreating a balcony or small garden, a small room
with doors and large window and, finally, an even smaller room than the one before with
no furniture or windows in it. This exposure with VR reduced all the avoidance and fear
measurements, providing evidence on the effectiveness of VR exposure (Botella et al., 1998).
These results were confirmed by another controlled study, and after three months, the
follow-up showed that exposure with VR was an effective treatment for fear and avoidance
behaviors in people with claustrophobia (Botella et al., 2000).
2.1.3 Fear of spiders and fear of driving
Fears related to insects, and in particular, fear of spiders, have also received attention by
researchers, who have developed Augmented Reality (AR) environments, which are a type
of virtual simulation environment in which real-life images not computer-generated are
combined with computer-generated images. It could be said that it is a combination of
exposure in vivo, since the person is seeing the objects and real life events that surround him
at all times, and VR images. For example, case studies have been performed in which the
person is exposed to virtual spiders, with which the person is able to interact, for example,
by picking them up or simply letting them pass over their hands. A first exposure in a case
study proved to be successful in reducing fear of spiders, observing after treatment that the
patient’s dysfunctional behavior related to spiders was reduced considerably, as was, for
example, the reduction observed in obsessive-compulsive rituals this person did before
treatment (Carlin et al., 1997). García-Palacios et al. (2002) also did a controlled study in
which VR treatment was compared to a group without treatment, observing here also the
effectiveness of treatment with VR, in which 83% of the participants assigned to the VR
group showed a clinically significant improvement compared to 0% observed in the group
without treatment.
In a case study dealing with fear of driving, a virtual simulator consisting of six scenarios
including different weather and driving conditions, such as snow, fog, rain, etc., was used.
The 3D simulation equipment included a steering wheel, controls for accelerator and brake
and virtual glasses. In general, persons subjected to these VR environments showed a
decrease in their dysfunctional behavior in activities in daily life, showing reduced anxiety
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and avoidance, not only after treatment, but also throughout the sessions, and these results
were maintained in a follow-up after seven months (Wald & Talor, 2000). Similar results
have been observed in other studies, showing that this type of exposure is promising for
treatment of people with this type of phobia (Wald & Taylor, 2003).
2.1.4 Social phobia and panic disorder
Many studies have concentrated on the study of applications and possible benefits of using
VR environments for exposure to social contexts in persons diagnosed with social phobia
and specifically, fear of public speaking. The use of VR environments improved some of the
problems or limitations presented by in vivo exposure as the treatment of choice for this type
of problems, given the difficulty of controlling the variables when a person is exposed to
this type of social context. Therefore, the use of VR environments provides better control of
stimuli, persons and scenarios presented, improves the confidentiality of the participant
when exposed to public situations, etc. For example, a study by Anderson et al. (2005)
evaluated the usefulness of cognitive-behavioral treatment for anxiety of public speaking
with VR in ten persons diagnosed with social phobia or panic disorder with agoraphobia,
where the main symptom was fear of public speaking. A scenario with a virtual podium
was simulated from which the participant had to talk to an audience which varied in
number, and that audience could also be controlled by the therapist, for example, showing
them to be interested, bored, etc. After treatment, the participants showed significant
improvement in the self-report measures, expressed satisfaction with the treatment and
maintained these improvements in a three-month follow-up. The study done by Wallach et
al. (2009), in which he carried out a randomized controlled trial in persons diagnosed with
phobia of public speaking should also be mentioned. Again, the results showed similar
results both for traditional cognitive-behavioral treatment and VR treatment, both showing
significantly higher results than those in the group without treatment on the waiting list.
Several controlled studies on panic disorder have been carried out with promising results
(Vincelli et al., 2003). For example, the VR program developed by Botella et al. (2007)
enabled the perceptions and bodily states associated with a panic attack to be simulated. It
was able to simulate palpitations and difficulty breathing, with three intensity or severity
levels, visual sensations such as clouded vision, double or tunnel vision. The program
consisted of 6 scenarios, a training room, a house, subway, bus, shopping mall and a tunnel.
One of the most outstanding characteristics of this VR exposure program was the possibility
of controlling the “difficulty” of each of the scenarios available, since it was possible to
control the number of people in the scene, the duration of each scene, adversities such as an
elevator getting stuck between floors, etc. This VR exposure treatment was then compared
to the classic in vivo exposure, and to a group on the waiting list (no treatment). Just as in
other studies which have compared both types of treatments, the results showed that the
improvement observed after the VR treatment was similar to what was observed using in
vivo exposure, and in turn, both were significantly more effective than the waiting list.
2.1.5 Post Traumatic Stress Disorder (PTSD)
Several themes have been used as simulated scenarios by different programs recently
developed for the treatment of post traumatic stress disorder (PTSD). There are VR
simulators for veterans of the wars in Vietnam, Afghanistan and Iraq, for victims of the
attack on the World Trade Center in New York and traffic accidents (Rothbaum et al., 2001;
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Difede & Hoffman, 2002; Wiederhold & Wiederhold, 2010). This type of program usually
recreates the usual real contexts in this type of situation, for example, a convoy of vehicles
going down a road in the desert of Afghanistan, where the convoy is attacked by guerillas
who block the road, or a helicopter flying over the jungle in the Vietnam War. One example
of these scenarios which has shown good results insofar as the efficacy of this type of
technology for the treatment of PTSD is the one developed by Rizzo et al. (2010), which
simulates a Middle Eastern city where a market place, devastated streets, checkpoints,
ramshackle buildings, warehouses, mosques, shops and dirt lots strewn with junk can be
seen. The buildings can be entered. Furthermore, in an attempt to generate as much realism
as possible in the scenes simulated, moving vehicles and people walking down the street
can be seen outside. Case studies have demonstrated the effectiveness such VR exposure in
improving symptoms associated with this disorder (Rothbaum et al., 1999), and controlled
studies done to date have also shown the effectiveness of VR exposure in reducing the
associated symptoms (Gamito, et al., 2010; MacLay et al., 2011).
2.2 Substance abuse and addictive behaviors
An already classic procedure in the study and evaluation of addictive behavior is related to
exposure to stimuli and use contexts (cue reactivity) in the field of substance abuse. What is
pursued in such procedures is to evaluate the craving response that is triggered by exposure
to stimuli and situations related to substance use. Traditionally, this exposure has used
videos, photos or imagination. However, the results have not been very promising, both
because of the lack of standardization of traditional procedures and little generalization of
behavior in therapy with regard to what these persons do when they find themselves in a
real drug use context (Bordnick et al. 2004).
VR procedures have been created that consist of presenting the client with different objects
and persons related to drug use, by showing him the substances evaluated themselves,
objects or “paraphernalia” related to their use, leisure places associated with use, etc., to
produce and evaluate the craving response that is triggered by such stimuli. Then this
information is used for the treatment, trying to lower the craving response through
extinction, change of cognitions and other techniques that have been shown effective for
treating these problems.
In the area of addictions, one of the fields that have received the most attention has been
treatment of craving behavior and smoking. Bordnick et al. (2004) did a controlled pilot trial
in which they compared the intensity of the craving response in 13 participants who were
addicted to tobacco when exposed to an immersive VR environment with neutral stimuli
and stimuli related to smoking, including an unanimated room where there were objects
such as packs of cigarettes, an ashtray, a lighted cigarette, an electric coffee pot, etc. At the
same time, in another room, a party is simulated, where other people are smoking and
drinking, and they offer the participant a cigarette. The results show a significant effect in
the intensity of the craving responses for those situations related to smoking. Based on these
results, the authors underline that, in view of the capacity of VR environments for elicitation
of craving responses in users, this type of technology is presented as a valid standardized
method for the study of addictive behavior. At the present time, these results have been
corroborated again by several studies in adult populations (Carter et al., 2008), in young
adults aged 19 to 24 (Traylor, et al., 2008), and in teenagers in a case study (Bordnick et al.,
2005). VR environments have also been designed for group viewing on a desk top computer
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monitor (Baumann & Sayette, 2006), as well as in an internet-based 3D simulation
environment (Woodruff et al., 2007). In all the studies cited, results were similar with respect
to the effectiveness of VR environments for eliciting craving responses in smokers.
VR environments have been used for alcoholics to diminish the craving response as part of
cue-exposure therapy. A study by Lee et al. (2007) used different VR scenarios in which they
recreated two types of bars (Western and Oriental), where different types of people (alone or
accompanied) appear having a drink. Objects related to drinking, like bottles with alcoholic
beverages (beer, whiskey), appetizers next to them, and a poster advertising liquor on the
wall are also shown, along with the typical background noise of this kind of establishment.
The results showed the effectiveness of the VR cue-exposure therapy in reducing craving.
Other studies have concentrated on specifically evaluating whether, as occurs with other
substances, exposure to stimuli related with alcoholic consumption trigger craving
responses. To do this, Bordnick and his team developed a scene in a kitchen, a party and an
office (during a conversation). Viewing these scenes was accompanied by smell and
auditory stimuli, with significant results in eliciting craving (Bordnick, et al. 2008). This has
been corroborated in other studies comparing the craving responses of drinkers and nondrinkers (Ryan et al., 2010).
Concerning the use of other substances, particularly stimulants, in a study in which a 3D
simulation environment was developed for evaluation of craving responses in users of
crack-cocaine, shows people using these substances. Again the results backed the
effectiveness of this type of VR scenario in eliciting craving (Saladin et al., 2006). This was
also found for use of methamphetamines on the Internet using the online platform Second
Life (Culbertson, et al., 2010).
Finally, we just point out that these results have also been validated in VR situations for other
types of substance, such as cannabis (Bordnick et al., 2009) or heroine (Kuntze et al., 2001). For
example, the study on cannabis used two scenarios showing key objects associated with it use,
in which one of them showed different objects or paraphernalia related to use of cannabis,
while in the other situation, animated characters were observed consuming cannabis.
2.3 Food and body image disorders
Various groups of researchers have shown interest in studying the reactions of people with
this type of disorder when immersed in VR contexts compared to other types of exposure,
because of VR’s possible therapeutic applications as a tool for evaluation and treatment of
alterations in body image.
One of the groups that have shown the most interest in studying and in the possible
applications of VR to this field has been Riva and collaborators. This group created a 3D
simulation environment called Virtual Environment for Body Image Modification or VEBIM
(Riva, 1999) which was directed at treating body image distortion and dissatisfaction with
one’s body which is usually associated with this type of disorder. This treatment, which has
become known as Experiential Cognitive Therapy, combines traditional cognitivebehavioral intervention with the use of VR environments. Taking a look at the
characteristics of 3D simulation environments designed, the first scene is used to weigh the
person and find out his real weight. Then two scenes are shown, a kitchen and an office,
which show different types of food and drink, where the participant can eat anything, and
the program notes the calories in each one eaten. After that, a new scene is shown in which
images of models (men and women) are posing like in advertisements for the purpose of
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breaking with associated emotions and beliefs. In the following scene, the participant is
shown a mirror where he can see her own real image. Again, this exposure is used to apply
several different cognitive intervention methods. The last scene consists of a corridor which
ends in four rooms of different sizes where the person can only go through the door that
coincides with the width of his body. Case studies have shown the effectiveness of this type
of treatment in improving awareness of own body image and significantly reducing
dissatisfaction with it, and as the authors point out, the person showed strong motivation to
change after intervention (Riva et al., 1999). At the same time, these results have been
confirmed by other studies with (Riva, et al. 2000) and without controls (Riva et al., 2002,
2003).
Perpiñá et al. (1999, 2002) also developed six VR environments for treating body image,
which are very similar to those developed by Riva et al. (1999), recreating scenes similar to
those described above, simulating a kitchen where food can be eaten, where the person has
to say what his weight is after eating, and his subjective and desired weight. After that, there
is a scene with different body constitutions. The following scene simulates two mirrors,
where a 3D image of a body in one of them can be varied until the participant thinks it
represents his own body. The second-to-the-last scene shows a door where the participant
has to calculate the space for his to be able to get through. And in a last scene, different body
parts have to be varied and the person is asked to model his subjective and desired body,
and the shape that, according to his, a significant other would have of his. These authors
compared the effectiveness of the VR treatment described above with cognitive-behavioral
treatment for this type of disorder in a controlled study. The results showed significant
improvement with both treatments. However, those who were exposed to VR environments
showed a significant improvement in general psychopathology measures, measures specific
to anxiety disorders, and also more satisfaction with their body in social situations, less
negative thinking and attitudes about their own body, less fear of gaining weight, and less
fear of reaching their healthy weight (Perpiñá et al., 1999). These results were maintained
and even improved one year later (Perpiñá et al., 2004). Another study by these authors
should also be mentioned (Perpiñá et al. 2003), this time on binge eating disorder. They
developed a virtual environment comprised of a kitchen where different kinds of food with
high calory content (pizza, hamburgers, etc.) were shown, and another with low calories,
considered safe (apples, salad, etc.). In this scene, the participant had to choose something to
eat, and was then asked how anxious he was, urge to binge, guilt and sense of reality of the
experience. It was observed that eating in this virtual world triggered responses of anxiety,
urge to binge and moderate to high levels of guilt. Furthermore, the participants indicated
that it felt very real. These results definitely show the ability of VR to provoke the
characteristic responses present in people with binge eating disorders (Perpiñá et al., 2003).
In another study to evaluate the type of responses triggered by VR environments in this
type of problem, Letosa-Porta et al. (2005) developed a tool for perfecting some of the
technical limitations of previous studies called Body Image Assessment Software (BIAS).
BIAS provided greater freedom in modeling body proportions of the virtual person (avatar)
to make it as similar as possible to the participant’s measurements, and at the same time it
allowed modification of specific body parts while maintaining a holistic vision of the avatar.
Furthermore, this application was designed to be applied in any desktop computer, which
facilitates its use and makes it available to large populations. The authors first evaluated the
capacity of this program to produce responses related to exposure to these contexts, such as
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anxiety and depression, in people with eating disorders, with positive results (GutiérrezMaldonado et al., 2006, 2009). Furthermore, the psychometric characteristics of this VR
program were evaluated, showing good reliability and validity (Ferrer-García & GutiérrezMaldonado, 2008).
2.4 Psychotic disorders
VR applications in the field of psychotic symptoms have focused mainly on the simulation
and study of the experiences that these people have, that is, their psychotic symptoms, such
as visual and auditory hallucinations, and also, for rehabilitation and evaluation of their
cognitive and social skills.
Environments have been developed for evaluation of social skills of schizophrenic patients
that are directed at specifically evaluating their social competence or behavior by simulating
scenes in which the participant is involved in common conversations, such as being
introduced to a stranger, making a date with a friend and talking about business with a
person from work (Park et al., 2009). In this study, the usefulness of this virtual simulation
program for differentiating significantly between persons with and without diagnosis of
schizophrenia was observed in the measure of their functional skills. In another study, the
usual treatment for training in social skills with role-playing was compared to VR roleplaying. After this comparison, the VR group showed more interest in training in social
skills and better generalization of the skills acquired, observing that the VR group acquired
more conversational skills and assertiveness than the group with the usual treatment (Park
et al., in press). At the same time, continuing with evaluation of activities in daily life,
Josmann et al. (2009) used VR environments to simulate a supermarket. This program was
designed for use in desktop computers. The main results showed the presence of statistically
significantly differences in the action of schizophrenic subjects and those without any
clinical diagnosis in this context. This again supports the use of VR systems in this type of
population.
Freeman and collaborators have performed several studies on psychotic symptoms in the
general population, assessing paranoid ideation in particular. They evaluated the
effectiveness of VR environments for producing persecutory thinking in a non-clinical
university population (Freeman et al., 2003), in which they simulated a library with different
neutral avatars. Although most of the participants attributed positive attitudes to the
characters, a few had referenced ideas and attributed ideas of persecution to the different
characters that appeared. Later, in another study, the effect of virtual exposure in a scene in
a subway car was evaluated in a clinical and non-clinical population (Fornells-Ambrojo et al.
2008), and in a non-clinical group alone (Freeman et al. 2008). The promising results showed
that both populations had a high proportion of persecutory thinking and ideas related to the
situation and the characters included in the 3D simulation of the subway car.
The Virtual Reality Apartment Medication Management Assessment (VRAMMA) was
created for evaluating medication management skills in schizophrenic subjects. This VR
program simulates an apartment in which the person is evaluated for the type and time of
use of psychiatric drugs to find out how well he follows medication treatments, shown by
the people in the VR context, and to validate the instrument used for such purposes. Results
were significant insofar as it differentiated correctly between the actions of schizophrenic
subjects and those with no diagnosis, observing more errors in those with schizophrenia in
both the number of pills taken and the right time to take them (Kurtz, et al.2007).

46

Mental Illnesses – Evaluation, Treatments and Implications

Finally, programs have also been developed to simulate the type of visual and auditory
hallucinations that schizophrenic persons may have. For example, a living room where
voices are heard and different visual hallucinations, such as a picture frame in which the
persons face or expression changes, the television turns on or off by itself, etc. In this same
project, in a second stage to increase the realism of the hallucinations used, a psychiatric
ward was recreated where the type of auditory and visual hallucination of a particular
patient could be simulated. In this new scenario, an image of the Virgin Mary appears and
speaks to the participant, and other animations, such as the word “death” in the headlines of
a newspaper, or random flashes of light, which were included in this study, according to the
patients themselves, were closer to the type of hallucinatory experiences that these people
usually have. Finally, it should be mentioned that these scenes were developed for use in
personal computers, thereby guaranteeing wider diffusion of this program among students
and mental-health-care center workers (Banks, et al., 2004). Another study, by Yellowlees &
Cook (2006) recreated a psychiatric ward which included self-critical voices, a television on
which someone is criticizing the patient, and a mirror in which the person reflected seems to
be dying. Among the participants in this study who used the program, 76% said that the
simulated scenes improved their knowledge of auditory hallucinations and 69% of visual
hallucinations.
2.5 Other disorders
Having reviewed the main disorders VR has been applied to, some of the most relevant
studies concentrating on the possible utility of VR for application in other disorders are
described below.
In first place, one field that has received much attention because of the possible advantages
to be derived from the use of VR has been the evaluation of Attention Deficit Hyperactivity
Disorder (ADHD). The main application of VR to this type of disorder has been directed at
persons by adapting more commonly used computerized evaluation tools, such as the
Continuous Performance Task (CPT), to evaluation of this type of behavior. The possibility
of the therapist experimentally controlling the distracting stimuli that are presented in the
3D simulator enables these attention evaluation tasks to be perfected, and therefore to
improve the ecological validity of the measures used. For example, Rizzo et al. (2001)
developed a virtual classroom for evaluation of attention and the deficits associated with
hyperactivity, in which the usual elements that appear in this context, like a teacher, desks, a
window with a view outside, etc. are simulated. In this context, the child had to respond to
certain auditory and visual stimuli, similar to traditional sustained attention tests, and also
provides the evaluator with the possibility of using sounds, simulated objects or a
combination of both distractions for the task. Later, other authors have evaluated the
effectiveness of this program for evaluating children with this type of problem. The
Continuous Performance Task Virtual Classroom has been demonstrated to be sensitive for
discriminating between students with ADHD and those without, and could also have
advantages for other similar measures insofar as its validity given the similarity of VR
simulated scenarios to real life (Adams, et al., 2009).
In the field of cognitive rehabilitation, one of the applications that is awakening the most
interest in researchers is the use of VR for improving the skills of patients with some
disorder in the autistic spectrum. Several tools have been developed in which virtual worlds
are created that are being used for training certain deficient skills in people with this type of
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diagnosis. The study by Strickland et al. (1996) marked the beginning of VR program
development for evaluating functional skills in daily life, such as training how to cross a
street with cars in it. In the last ten years, other more recent studies have pursued evaluating
the potential usefulness of VR as a tool to develop social skills in children with autistic
disorder. Several simulated scenarios have been developed for this, such as a bar where two
people are sitting talking to see whether the participant avoids getting between them
according to social conventions, or whether he steps on flowers and plants in a park, or in a
typical social situation in a café. In general, good results have been found that show
evidence of the usefulness of VR as a technique for study and improvement of social skills in
persons with this type of disorder (Mitchell et al., 2007, Parsons et al., 2004, Parsons et al.,
2005).

3. New developments in 3D simulation
After reviewing some studies that have used VR environments in their applications to
different mental disorders, two new developments of this type of technology for addictions
and other related mental problems are described below.
3.1 My-School: Detection of drug use and bullying in young people using 3D
simulation environments
The group directed by Adolfo J. Cangas and collaborators from Spain has developed a threedimensional simulation tool for evaluation called My-School (MS), which is specifically
directed at detecting drug use and bullying in young people of school ages.
The MS program, which was designed to be used in personal computers (Windows),
consists of 17 scenes through which participant reactions to conflictive situations are
evaluated. MS recreates some of the most significant situations in which drug use and
bullying problems usually appear to young people in educational, family and leisure
contexts. The specific scenes recreated in MS take place in the school playground, in a
classroom, in a park and at the participant’s home. The participant finds himself immersed,
in the style of contemporary video-games, in scenes where he is faced with different
conflictive situations and has to say what he would do in each.
In general, scenes related to bullying show situations in which the participant is bullied by
schoolmates, another in which he sees how another schoolmate is bullied and one in which
it is the participant who is bullying another student. The substance use scenes evaluate use
of alcohol, tobacco, cannabis, MDMA or “ecstasy” and cocaine. The My-School 3D program
also evaluates family dynamics, and their relations with other students (Carmona et al.,
2010a).
My-School has been shown to have good psychometric properties showing adequate
reliability and construct validity, and above all, has shown its usefulness in early detection
of substance use, particularly alcohol, tobacco and cannabis (Carmona et al., in press;
Carmona et al., 2010), as well as for detection of cocaine and MDMA or “ecstasy” (Carmona,
et al., 2010b). In conclusion, My-School is presented as a new 3D simulation application that
has shown its usefulness for the detection of risk behaviors in young students. At present,
this same group is improving the graphic engine of the original program to increase the
realism of the scenes, the characters and interactions included in the first version in addition
to developing new scenes related to behaviors associated with eating disorders. On the
other hand, it is being adapted for direct application online over the Internet. In this sense,
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the MS program only needs an ordinary PC for its use, which would allow it to be applied
to large populations, thus facilitating its diffusion and application.
3.2 The Playmancer Project: A video game for the treatment of addictive behaviors in
adults
The main purpose of the European Playmancer Project is the creation, development and
validation of a video game (serious game) directed at treatment of mental disorders and
rehabilitation of people with chronic pain.
This research group has developed a video game for treatment of mental disorders
specifically directed at persons with eating disorders and pathological gambling. The game
scenario is an adventure game called Islands where the patient is confronted with various
challenging situations, in which the affective state of the patient has a strong influence on
the game. The aim is to change underlying attitudinal, cognitive-behavioral and emotional
processes of patients in order to teach the patient to control his emotions, plan and learn to
relax when he finds himself immersed in conflictive situations. These same scenes are used
for rehabilitation of chronic pain, by attempting to improve physical functions, including
inadaptive cognitions and emotions related to pain, for example, fear of moving (Moussa &
Magnenant, 2009).
Although at present the Islands video game is still under evaluation and validation of its
clinical efficacy, preliminary results with this 3D simulation tool have already shown that
there is a relationship between playing the video game and the appearance of emotional and
physiological reactions associated with its use (Jiménez-Murcia et al., 2009). It is therefore
being shown to be a promising tool in the area of use of new technologies and, specifically
in video games (serious games) for mental illnesses, given its capacity to provoke specific
cognitive and emotional reactions.

4. Conclusion
This chapter has reviewed some of the main studies that concentrate on possible
applications of virtual reality (VR) to the field of study, evaluation and treatment of mental
disorders.
The main clinical studies that have used VR environments in their application to different
mental disorders have focused on evaluating the usefulness of these scenarios for generating
the behavioral, cognitive and emotional reactions in the person immersed in the virtual
world that these same contexts would produce in real life, something which has been widely
proven in the many applications studied (e.g., Bordnick et al., 2008; Ferrer-García et al.,
2009; Culbertson et al., 2010). Moreover, a large number of studies have concentrated on
comparing the effectiveness of this new type of treatment with VR with the usual
interventions used, and to date, many case studies, non-systematic studies and controlled
studies have shown the effectiveness of VR treatments in a wide range of disorders, such as
anxiety, eating disorders, or in addictions, among other alterations (Gutiérrez-Maldonado,
2002). Specifically, in the studies reviewed in this chapter, Virtual Reality Exposure Therapy
(VRET) has been shown to be at least equally effective as in vivo exposure in the framework
of traditional cognitive-behavioral treatments for this type of disorder, and significantly
more effective than absence of treatment (Riva, 2005; Scozzari & Gamberini, 2011). The use
of VR environments has also been shown by several authors to have certain advantages over
classic in vivo exposure, for example not having to wait until a certain event occurs in real
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life, greater control by the therapist of the stimuli and situations presented to the participant
or the safety of this kind of environments, as nothing the person is afraid of really happens
in the virtual world (Perpiñá et al, 2003).
It might be mentioned that to date, studies concentrating specifically on comparison of
treatment by traditional exposure with exposure to 3D simulations have not been many
compared the much more numerous studies evaluating the usefulness of 3D environments
for triggering certain responses in persons exposed to these contexts. So focusing on the
comparison of the two types of treatment, several questions could be pointed out.
In first place, several of the abovementioned studies have demonstrated that, in general, the
effectiveness of the two types of treatment in their application to people with different types
of mental disorders is very similar. Specifically, as discussed above, both procedures are
equally effective in the various clinical applications studied (Scozzary & Gamberini, 2011).
However, the choice of one or the other treatment (virtual reality exposure versus in vivo
exposure) could be influenced by some of the characteristics that are derived from the use of
3D simulation environments instead of the classic exposure usually used. For example, the
preference of some people with fear of spiders for one treatment or the other was evaluated,
and significantly more motivation was found for participating in the VR exposure treatment
than the traditional one, which could lead to more people unwilling to go through in vivo
treatment accepting this type of treatment because of the greater acceptance and motivation
generated by 3D simulation environments (García-Palacios et al., 2001). Furthermore, it has
been observed that people who are subjected to this kind of 3D simulation environment
prefer this type of procedures with VR to the classic in vivo exposure in the real world
(Rothbaum et al., 2000, 2006). On the contrary, there is also evidence concerning possible
advantages in using in vivo exposure instead of VR exposure, as shown by Wolitzky-Taylor
et al. (2008), who found after a meta-analysis study in which the effectiveness of this
treatment was compared to VR exposure for various specific phobias, that in vivo treatment
is more effective than other types of interventions right after the application of the
treatment, including VR exposure among these other interventions. Nevertheless, in the
follow-up, that is, in the long-term, these differences were not maintained, and both VR and
in vivo exposure treatments were equally effective. As similar results back both the
usefulness and effectiveness of treatment with VR and traditional treatment usually used,
the selection of one or the other would therefore be a matter of psychotherapist choice,
depending on other variables, such as the inclination or preference of the patient for one or
the other type of treatment, the time or cost of the treatment chosen, or the personal
preference of the therapist, keeping in mind the empirical evidence backing the choice of
one or the other.
In view of the results found in the various studies reviewed here, the use of 3D simulation
environments is shown to be a promising tool in the area of evaluation, treatment and study
of mental disorders, having demonstrated its usefulness and effectiveness in a wide variety
of studies made to date.
Finally, it should be mentioned that future VR environment developments should make
acquisition and use of 3D simulation systems in clinical practice less expensive. In this sense,
several studies have shown that it is unnecessary to use costly 3D simulation systems (Krijn
et al., 2004; Letosa-Porta et al., 2005; Carmona et al., in press). One of the great challenges for
the future of VR environment development is therefore creation of effective 3D simulation
programs which were more economical and easy to use, and thus more affordable to more
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therapists interested in the advantages of this type of technology for use in clinical practice
and research.
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1. Introduction
The growth of Internet usage has been phenomenal in the last decade. According to the
latest statistics on worldwide usage of the Internet, there has been a 4-times increase in the
number of users.1 In terms of regional distributions by geographic locations, Asia is the area
with the highest number of Internet users in the world in 2009 with more than 764.4
millions.1 With such a large population of Internet users, misuse and loss of control in the
use of the Internet should not be expected rare events.
Problematic Internet use has been identified as a potential mental health issue that exhibits
some signs and symptoms similar to other established additions since the mid-90s.2-5 Since
then the term “Internet Addiction” has been proposed and different opinions have been put
forward as to whether problematic Internet use should be considered as a psychiatric
disorder or a mental illness similar to other well established addictive disorders.6-11 Until
now, “Internet Addiction” is not included as a disorder in the latest version of the
Diagnostic and Statistical Manual of Mental Disorders-IV Text Revision (DSM-IV-TR) as
well as in the International Classification of Diseases-10 (ICD-10).12-13
The major contention of whether the problematic use of the Internet should be considered as
an addiction in the conventional sense, such as in the case of substance dependent disorder,
is how well Internet addiction can fulfil the validation criteria as a psychiatric disorder.14
Robins and Guze, who first proposed a set of formal criteria for establishing the validity of
psychiatric diagnoses, suggested five criteria.15 These include: a clear clinical description of
the disorder; evidence from laboratory studies; exclusion of other disorders; follow-up
studies; and family studies.15 In terms of the first criterion, a volume of work by many
researchers has provided an informative debate.6-11 Evidence from laboratory studies
implies the possibility of bio-markers and validated psychiatric and psychological
assessments. Recent studies using imaging techniques have provided some results for
supporting differences in brain activities between problematic and normal Internet users.1618 Studies on the co-morbidities of problematic Internet use have been paving the way for
the establishment of a clear picture for differential diagnoses of “Internet Addiction”.19
Follow-up studies, as suggested by George, reflect the ability of demonstrating temporal
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stability of the diagnosis and family studies suggest the possibility of a genetic basis for the
disorder.14 These criteria are most difficult to satisfy and there is a lack of evidence in the
area of problematic Internet use. To be able to demonstrate the temporal stability of a
diagnosis of “Internet Addiction”, distinct clinical profiles of symptoms are to be
maintained overtime and not evolved into a different disorder. In order to demonstrate the
temporal stability of a diagnosis of “Internet Addiction”, cohort studies with repeated
assessments using a validated instrument are necessary. So far, no such report has been
identified in the literature.
The primary aim of this study is to bridge the knowledge gap in providing information on
the temporal stability in the assessment of problematic Internet use, or the lack of it, across
different time points among a cohort of young people recruited in a prospective
longitudinal study. Individuals who were identified as problematic Internet users
repeatedly across all time points were considered as “temporal stable” cases.

2. Materials and methods
This prospective cohort study was conducted in Guangzhou city of the Guangdong
Province in Southeast China in July 2008. Guangzhou is the capital city of the Guangdong
Province which is the most populous province in China. It was estimated that the
population size of the city was nearly 10 million in 2006. Institute ethics approval for the
study was granted by the Department of Psychological Education of Elementary and
Secondary Schools of the Province Administration.
The methodologies of the baseline phase of the study were described in previous reports.20
In brief, the sample was generated from the total student population of adolescents who
attended high schools within the region and were registered with the Guangzhou city
secondary school registry. A stratified random sampling method with stratification
according to the proportion of students in metropolitan and rural areas was used for sample
generation. The sample consisted of adolescents aged between 13 and 18 years.
The cohort study was conducted on campus at different schools with baseline data collected
via a health survey carried out within the same week. Selected students from different
schools were recruited with informed consent, either granted by students’ parents or
students themselves depending on their ages, to participate in the survey. Students were
invited to fill in a self-reported questionnaire designed specifically for the study. The cohort
was then followed for 9 months with resurvey conducted on problematic Internet use at 3
months and 9 months after the baseline survey.
Problematic use of the Internet was assessed by the Internet Addiction Test (IAT) also known
as the Young’s Internet Addiction Scale (YIAS) designed by Young.21 The IAT is a 20 item selfreported scale based on the DSM-IV diagnostic criteria for pathological gambling. It includes
questions that reflect typical behaviours of addiction. An example question is: “How often do
you feel depressed, moody, or nervous when you are off-line, which goes away once you are
back on-line?” Respondents were asked to indicate the propensity of their responses on a
Likert scale ranging from 1 (rarely) to 5 (always). Total scores were calculated with possible
scores ranging from a minimum of 20 to a maximum of 100. The severity of addiction was then
classified according to the suggested cut-off scores with 20-49 points as “normal”, 50-79 points
as “moderate”, and 80-100 points as “severe”.21 As only a few students scored 80 points or
higher in this study, the exposure variable was dichotomised into two categories:
“Severe/moderate” and “normal” for ease of data analysis.
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Other information collected in the baseline survey included demographics, metropolitan or
rural schools, location of family residence, whether the respondent was a single child, and
parental education levels. Psychosocial information was also collected on drinking status,
depression, and satisfaction with family relationships. Depression was assessed using the
Zung Self-rating Depression Scale (SDS) and family relationships were assessed using the
Family satisfaction subscale of the Multidimensional Student’s Life Satisfaction Scale
(MSLSS) at baseline.22-23
Data were analysed using the Stata V10.0 statistical software program.24 As this study was
descriptive in nature, variables were summarised with frequencies and percentages.
Temporal stability in the assessment of problematic Internet users, or the lack of it, was
reported as estimated proportions of problematic users identified across different points in
time. The 95% confidence intervals for these estimated proportions were also calculated.
Comparisons of the mean IAT scores between the “temporal stable” and “temporal
unstable” cases at baseline, 3 month and 9 month follow-ups were conducted using
independent Student’s t-tests.

3. Results
A total of 1618 students were recruited and responded to the baseline survey providing
usable information. Of these 1293 students responded to the follow-up questionnaires at the
3 and 9 month follow-ups. This represented a follow-up rate of 79.9%. Comparisons
between the respondents and non-respondents indicated no statistically significant
differences in terms of age, sex, and whether attending city or rural schools. The
characteristics and outcome measures of the respondents were summarised in Table 1.
Slightly less than half of the sample were aged below 15 years (n=619, 47.9%) with a mean
age of 15.0 years (s.d.=1.8). There were slightly more females (n=722, 55.8%) than males, and
about half were studying in a city school (n=650, 50.3%). In terms of demographics, the
majority of the families resided in the city (n=923, 71.4%) and slightly more than half were
the only child in the family (n=735, 57.1%). The majority of their parents attained at least a
level of secondary education, with about 15% of fathers and 11% of mothers receiving post
secondary education levels including university and post graduate education. One hundred
and seventy one (13.2%) students scored moderate to severe on the Zung’s Depression Scale
and about 10 percent (n=132) of respondents reported drinking 3-4 times within a month
prior to the baseline survey. More than a quarter of students indicated that they were very
dissatisfied with their family relationships (n=280, 21.7%) at baseline.
In terms of assessment for problematic Internet use, 11.1% (n=143) of the sample could be
classified as having a high risk of problematic Internet use at baseline, 8.3% (n=107) at the 3
month follow-up, and 5.6% (n=72) at the 9 month follow-up.
Table 2 and 3 summarised the number of students assessed to be problematic Internet users
across different time points throughout the entire follow-up period. As shown, only 25
students were classified as problematic Internet users at all three time points at baseline, 3
months, and 9 months. These represented less than 2% (1.9%, 95%C.I.=1.3%-3.8%) of the
entire cohort, and 17.5% (95%C.I.=11.6%-24.7%) of the 143 assessed as problematic Internet
users at baseline. Only 32 students (2.5%, 95%C.I.=1.7%-3.5%) were classified as problematic
Internet users consecutively at baseline and at 3 months follow-up, and 13 students (1.0%,
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Variables
Problematic use of the Internet at baseline
Moderate/Severe
Normal
Problematic use of the Internet at 3 months follow-up
Moderate/Severe
Normal
Problematic use of the Internet at 9 months follow-up
Moderate/Severe
Normal
Demographics
Age group
<15 yrs
>15 yrs
Sex
Male
Female
City school
Yes
No
Family located at
Rural
Semi-rural
City
Single child
Yes
No
Father’s education level
Lower than senior high school
Senior high/technical
University of higher
Mother’s education level
Lower than senior high school
Senior high/technical
University of higher
Depression symptom
Moderate/severe
Normal
Dissatisfaction with family relationship
Very dissatisfied
Others
Drinking in the last month
3-4 times
1-2 times or none

Frequency (%)
143 (11.1)
1250 (88.9)
107 (8.3)
1186 (91.7)
72 (5.6)
1221 (94.4)
619 (47.9)
674 (52.1)
571 (44.2)
722 (55.8)
650 (50.3)
643 (49.7)
182 (14.1)
188 (14.5)
923 (71.4)
735 (57.1)
552 (42.9)
433 (34.8)
616 (49.5)
196 (15.7)
570 (44.5)
565 (44.1)
146 (11.4)
171 (13.2)
1121 (86.8)
280 (21.7)
1013 (78.3)
132 (10.3)
1153 (89.7)

Table 1. Frequency distributions of problematic Internet use across time, demographics, and
other variables of adolescents in the study sample (N=1293)

61

Repeated Assessments and Problematic Internet Use

3 months resurvey

Baseline survey
Yes
No
Total
Grand Total

Yes
9 months resurvey
Yes
No
25
32
13
37
38
69
107

No
9 months resurvey
Yes
No
19
67
15
1085
34
1152
1186

Total
143
1150
1293

Table 2. Proportions of problematic Internet user identified by different times of survey
Problematic Internet user identified at
different time points
Normal user across all surveys
Identified only at baseline
Identified only at 3 months resurvey
Identified only at 9 months resurvey
Identified at baseline and 3 months resurveys
Identified at baseline and 9 months resurveys
Identified at 3 months and 9 months resurveys
Identified at all 3 surveys

Frequency
1085
67
37
15
32
19
13
25

Percentage
(95%C.I.)
83.8 (81.6-85.7)
5.2 (4.0-6.5)
2.9 (2.0-3.9)
1.2 (0.7-1.9)
2.5 (1.7-3.5)
1.5 (0.9-2.3)
1.0 (0.5-1.7)
1.9 (1.3-2.8)

Table 3. Frequency and percentages ( 95%C.I.) of problem Internet users by time categories
(N=1293)
95%C.I.=0.5%-1.7%) at 3 month as well as at 9 month follow-up. Comparisons of the mean
IAT scores between “temporal stable” and “temporal unstable” cases indicated significant
differences between groups across all three time points with the “temporal stable” group
scoring higher by 18.0 (95%C.I=12.5-23.4), 15.9 (95%C.I.=10.4-21.4), and 20.7 (95%C.I.=14.826.6) at baseline, 3 month and 9 month follow-up respectively.

4. Discussion
This study aims to examine the assessment profile of problematic Internet usage across time
in a cohort of young people in Southeast China. The main reason for the study is to provide
information on temporal stability in the assessment of problematic Internet usage in
response to one of the requirements of Robins and Guze’s criteria for the validity of a
psychiatric diagnosis for “Internet Addiction”. The results of the study indicated that of the
143 students identified as problematic Internet users at baseline, only 25 (17%) were reidentified as problematic users in the two follow-up surveys. If a criterion that a larger
proportion of individuals assessed to be problematic Internet users were re-identified
repeatedly at all three time points indicated temporal stability, then the results of the study
did not provide strong evidence for temporal stability in the assessment of problematic
Internet use. In terms of the temporal stability of the diagnosis, to the knowledge of the
authors this is the first attempt of the diagnostic validity of “Internet Addiction” as a
potential psychiatric disorder. Due to the lack of a similar study on the same topic, a
comparison of results would be difficult.
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There could be three possible interpretations of the results. First, is that temporal stability in
the assessment of problematic Internet use is difficult to achieve, as it has been noted in
other established psychiatric disorders.14 This may be due to transient characteristics of
problematic Internet use. Results from a longitudinal study on risk factors for “Internet
Addiction” among adolescents suggested that mood state, particularly depression, is
predictive of Internet use.26 Since mood state in adolescents is highly sensitive to
circumstantial as well as their internal physical conditions, mood fluctuations occur
frequently. The transient characteristics of problematic Internet use may just be a
behavioural manifestation of their mood changes. The second interpretation of the results is
that the lack of temporal stability in the assessment of problematic Internet use is because of
a lack of validity and reliability of the assessment instrument. One major criticism on the
proposal of a clinical diagnosis of “Internet Addiction” is that the psychometric properties
of most assessment instruments designed for measuring “Internet Addiction” as a
psychological construct are unsupported by rigorous examinations.27 Of the few reports on
the validation of the IAT published in the international literature, factor structural and
convergent validity were the main focus.28,29 However, no information on test-retest
reliability was provided, thus the temporal validity of the construct that the IAT is designed
to assess is unknown. The results of this study suggest a general lack of temporal validity.
Third, temporal stability can only be achieved for those who are at very high risk of
problematic usage, but not for users with moderate risk. Results of this study render some
support to the notion that “temporal stable” cases scored significantly higher on the IAT
than “temporal unstable” cases consistently across time. The possible explanation of the
results obtained from the study could be anyone one, or a combination, of the above
interpretations.
As in all studies, there are strengths and weaknesses in this study. This is a populationbased study that includes a random sample of students. No significant differences have
been found between respondents and non-respondents suggesting a representative sample.
A potential limitation has been identified in this study. Information on problematic Internet
use is collected via self-reporting. Hence this will constitute a report bias in the outcome
variable. To improve the study quality, in future studies informants should be used in
conjunction with information collected from respondents.
In conclusion, it is important to have a general consensus on the definition of “Internet
Addiction” within the psychiatric and psychological community in order to design and
develop an appropriate assessing instrument that is based on well-framed theoretical
models and is supported by empirical data. Once the appropriate instrument has been
adopted, the temporal stability in the assessment is also an important aspect in establishing
a proper clinical diagnosis for a psychiatric disorder. In the area of problematic Internet use,
given the vast growing population of Internet users, there is an urgent need for researchers
and clinicians to develop a general consensus on the issue as well as to work towards a
proper evidence-based diagnosis and potential treatment strategies for the problem.
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1. Introduction
This chapter describes the evolution of the Youth Comprehensive Risk Assessment (YCRA)
by first describing the need, then the evolution of the assessment tool, and finally studies
that provide validation.

2. The need: Risk factors associated with troubled adolescents
Much has been written about the factors that contribute to troubled adolescence. Hawkins,
et al. (1992) and Hawkins, et al. (2000) found mounting evidence that adolescents who are
most at risk for committing serious and violent crimes tend to display high levels of risk
factors such as alcohol and other drug (AOD) abuse or addiction, lack of parent-child
closeness, family conflict, beliefs and attitudes favorable to criminality, early childhood
aggressiveness, antisocial behavior, and poor peer acceptance. Additionally, juvenile
delinquency has long been associated with certain societal ills, such as easy access to alcohol
and other drugs and family splintering (Hawkins, et al., 2000). Huizinga, et al. (2000) noted
serious delinquency with co-occurring AOD abuse and mental health problems. However,
common clinical practice is to provide broad-based assessment, with heavy reliance on
clinical judgment without a self report component. This is now deemed a major limitation to
distinguishing higher and lower risk youth (Huizinga, et al., 2000).
It is not uncommon for troubled youth who commit serious and violent crime to find
themselves in therapeutic communities (TC) and/or residential treatment facilities (Coll, et
al., 2004; LeCroy & Ashford, 1992: Lyons, Kisiel, Dulcan, Cohen, & Chesler, 1997). Indeed,
MacKenzie (1999) found that out-of-home placements for delinquent adolescents grew 51%
between 1987 and 1996. Not surprisingly, adolescents treated via out-of-home placements
were more likely to report higher levels of AOD abuse and more severe behavioral problems
than adolescents treated via outpatient programs (Coll et al., 2003). Despite the severity of
initial problems, youth in out-of home placements typically reported significantly reduced
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drug use and criminal activities and improved psychosocial development and interpersonal
functioning outcomes after at least six months of treatment (Coll, et al., 2003; Hanson, 2002).
Indeed, the professional literature is replete with reports of beneficial outcomes of
residential treatment for adolescents and society in general including reduction in
recidivism (re-offending), cost-benefit savings for communities and society, and increases in
academic performance, and psychological adjustment (French, McCollister, Sacks,
McKendrick, & De Leon, 2002; Grietens & Hellinckx, 2003). Consistent with
recommendations by Huizinga, et al., (2000) and Hawkins, et al., (2000), Lyons, et al. (1998)
noted that to successfully determine the appropriateness of care for those in residential
settings, the needs of youth must be assessed in a systematic, reliable, and clinically-relevant
manner. Child welfare funding sources are now demanding such information,
recommending a thorough assessment process that covers a number of known risk areas
(Mordock, 2000). Other studies with residential youth offenders have also indicated that
carefully assessing major risk behaviors and promoting intensive, individualized treatment
should become the preferred practices for working with youth in residential treatment
(Burdsal, Force, & Klingsporn, 1990; Grimley, Williams, Miree, Baichoo, Greene, & Hook,
2000). Individualized comprehensive assessment processes are considered paramount for
producing positive outcomes, as is the need to provide information to counselors and other
staff members (e.g., teachers, youth workers) in order to enhance the intentionality of their
treatment and to increase their ability to appropriately customize treatment plans.
2.1 Site
The adolescent residential treatment site is a Joint Commission for the Accreditation of
Healthcare Organizations [JCAHO- now called The Joint Commission (TJC)], accredited 80bed facility with an on-site accredited school located in the Rocky Mountain Region of the
United States. The facility received court-referred adolescents, most of who are involved in
criminal activity. Often these referrals are perceived by officers of the court, parents, and the
adolescent themselves as their “last chance” treatment before being placed in long term and
highly restricted juvenile detention. The residents, ages 11 -18, are court mandated for a
variety of offenses ranging from running away to homicide. Treatment at the facility
typically consists of a full school day; recreational, outdoor, and equine therapy; and
individual, group, and family counseling. Residents average per week one hour of
individual counseling, four hours of group counseling, and thirty minutes of family
counseling. Although efforts to provide objective evidence of treatment efficacy have always
been made by professional staff, pursuit of JCAHO (TJC) accreditation has made this
imperative. Case reviews of residents who did not succeed in the program suggested
prominent factors of substance abuse, aggression, and running away. Based on these early
findings and professional literature reviews, more formal assessment procedures were
instituted by professional staff, which ultimately led to the development of a comprehensive
risk assessment process, now called the YCRA.
2.2 Population
The population typically is 45 to 50% female and 50 to 55% male. The ethnic composition
tends to be about 90% Caucasian, 5% Hispanic, and 5% African-American. The average age
is typically about 14.5 years (range was 12-17). The adolescents are assessed during the first
month of their stay by a team of licensed professional counselors, psychologists, and social
workers.
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2.3 Development of a comprehensive risk assessment process and instrumentation
called the YCRA
Efforts of the staff at the adolescent treatment facility to respond to the aforementioned trends
and recommendations began approximately fifteen years ago. Specifically, professional staff
investigated the presence of common factors among adolescent and child clients who failed to
successfully complete their residential treatment programs. Case reviews suggested that the
most prominent prediction factors for program failure included high run-away risks, multiple
prior placements, aggression, substance use, and poor family resources.
On the basis of these early findings and literature recommendations for individualized
comprehensive assessment (Lyons, et al., 1997), more formal assessment procedures were
instituted as part of the treatment process. Increased early assessment efforts at admission
were designed to ascertain those areas around which youth were the most troubled, needed
longer treatment, required greater supervision, and posed a higher risk to self and others.
Additionally, it was hypothesized that these efforts would help predict which youth would
improve better and/or faster in treatment, and what additional information might be
needed about each youth to further enhance treatment efficacy. Treatment staff in
residential treatment have historically disagreed on whom was “more troubled or less
troubled,” creating clinical discrepancies and inconsistencies. Thus, consistent with
suggestions from the professional literature to discern frequency and intensity of risk
factors, an identification process was developed to contrast those residents who scored high
or “yes” in chemical abuse, conduct-disorder behaviors, criminal thinking, and low family
bonding and those who did not. This identification process was deemed important because
staff often disagreed on treatment approaches, as well as which residents were at higher
risk, needed more help, or functioned most poorly.
To this end, standardized self-report instruments were selected, including the SASSI-A2
(Substance Abuse Subtle Screening Inventory for Adolescents, second edition, Miller, 2001),
and the FACES-III (Family Adaptability and Cohesion Scales, Olson, 1985). Additional
clinical judgment information was gathered at admission and included the presence of any
conduct-disorder behaviors (APA, 1994) and the extent of criminal thinking patterns, which
was based on Samenow’s (1998) 17 errors of criminal thinking behavior. Instruments used in
this investigation adhered to Mordock’s (2000) recommendations that child and youth
assessment processes include both sound clinician-rated measures and standardized clientcompleted measures. A discussion of the measures used in this study is included below.
2.4 Standardized client-completed measures
To measure chemical addiction/abuse, the SASSI-A2 (Miller, 2001) was utilized. The SASSIA2 has been shown to be useful in a broad array of contexts, including court systems and
mental health settings (F. Miller, 2001). According to Miller, the adolescent form of the
SASSI was developed for ages 12 to 18. The SASSI-A2 consists of 52 true/false questions and
26 items with a 0 to 3 scoring format. This allows for self-report of negative consequences of
use of alcohol and other drugs. Through research and clinical trials carried out over 16 years
(Miller), the test has exhibited greater than 90% accuracy in identifying those with chemical
dependency. Miller indicates that items on the SASSI-A2 touch a broad spectrum of topics
seemingly unrelated to chemical abuse, which makes the instrument less threatening to
abusers. Other studies have validated such findings (see Coll et al., 2003).
Olson’s (1985) FACES III was utilized to measure family functioning and specifically family
bonding. FACES III is intended for members of families across the life cycle. The 20 items
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with a 1-4 Likert scale were developed to be readable and understandable to adolescents as
young as 12 years old. For the purpose of this study, the cohesion scale, defined by Olson as
the emotional bonding that family members have toward one another, was used. According
to Olson, internal reliability for the cohesion scale is .77 and test-retest reliability is .83.
Content validity is reported to be very good (Olson, 1985).
2.5 Clinician-rated measures
Behaviors symptomatic of conduct disorder were assessed by the staff counselors (all
holding master’s degrees in counseling or social work and holding state licenses) using
previous records and a DSM-IV-TR (APA, 2000) conduct disorder checklist. These
interviews were conducted after the adolescent was on-site for at least two weeks. A
conduct disorder checklist using the DSM-IV criteria has been recommended in the
literature as an effective way for assessment and monitoring conduct disorder behaviors
(Miller, Trapani, Fejes-Mendoza, & Eggleston, 1995; Zoccolillo & Rogers, 1992).
Criminal thinking was also rated by staff counselors using a scale based upon Samenow’s
(1984; 1998) 17 errors in thinking. On two occasions, Samenow visited the facility and
trained staff in using his criminal thinking assessment process. Sample inquiries include
“For each of the following characteristics, please rate (the youth) on the extent to which he
demonstrates these tendencies or thinking patterns:” pride (e.g., refusal to back down, even
on little points), victim stance (e.g., conveying a sense of the “poor me” attitude), and anger
(e.g., using anger to try and control people). A Likert scale was used to assess each thinking
error (1=almost not at all, 2=some, 3=half the time, 4=frequent, and 5=almost all the time).
Assessing criminal thinking patterns and errors using Samenow’s (1998) approach has been
in clinical use for many years (Coll, Juhnke, Thobro, & Haas, 2003; Coll, Thobro, & Haas,
2004). Examples of such thinking errors include power tactics, refusing to accept
responsibility, and lack of empathy (Samenow, 1984, 1998).

3. The youth comprehensive risk assessment
These assessments were initially piloted and reported under an “umbrella” assessment that
was employed as a comprehensive risk factor summary based on the six factors developed
from the professional literature (listed below). This summary is now used to make level-ofcare decisions (i.e. residential, group home, outpatient care). In the piloting phase, scores
from the SASSI-A2 and FACES-III, as well as historical and anecdotal information from the
client’s record, were included. Additionally, the staff assessments of clients’ criminal
thinking patterns and history of conduct-disordered behaviors were also included in the risk
assessment. This group of assessments and the protocol followed in the administration and
interpretation of the total package became a comprehensive risk factor and social
functioning summary called the YCRA (Coll et al., 2004).
The YCRA was submitted and approved as a performance measurement system with the Joint
Commission for the Accreditation of Health Organizations (JCAHO, now TJC) (1998). Per the
JCAHO approved definition, the YCRA is specifically defined as a clinical assessment process
utilized by trained mental health professionals to systematically gather information and make
clinical judgments related to six risk areas: (a) risk to self (including risk for suicide, self-harm,
becoming a victim, and risk-taking); (b) risk to others (including aggression, sexually
inappropriate behavior, and destruction of property); (c) social and adaptive functioning
(including developmental disorders, handicaps, cognitive disorganization, and social skills);
(d) substance abuse/dependency; (e) family resources; and (f) degree of structure needed
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(frequency of out-of-home placements and need for supervision). Subscales and individual
items from the MPD, SASSI-A2, the conduct disorder checklist, and the criminal thinking
assessment, as well as historical and anecdotal information, are used to determine scores in
five of the six areas (risk to self, risk to others, social and adaptive functioning, substance
abuse/dependency, and degree of structure needed). The FACES III and historical/anecdotal
information are used to measure the level of family resources.
The YCRA has met the rigorous criteria necessary for inclusion on JCAHO’s list of approved
performance measurement systems. The YCRA has met or exceeded system adherence to all of
the JCAHO quality principles, including sampling, standardization, monitoring,
documentation, feedback, education, and accountability (JCAHO, 1998). The YCRA used a
non-equal interval Likert scale of 1 to 4x2 (8) based on the recommendations of child welfare
experts (CWLA roundtable, 1999), with 1 being slight, 2 being mild, 3 being moderate and four
times two (8) being severe and requiring immediate treatment interventions. The distinction
between three and eight (4x2) was deemed very important to bring immediate treatment foci
to these severe areas. An initial research investigation found that the YCRA predicted
adolescent offenders’ struggles with poor social skill development and life meaning (Coll,
Thobro, & Haas, 2004). Currently, clinicians at the adolescent treatment facility where the
YCRA was developed systematically gather information from these assessments and develop
treatment goals and interventions related to the six risk areas. At 6-month intervals, the
residents undergo a re-evaluation, which is designed to make adjustments in treatment
planning and decisions about discharge (including timeframe and placement options). Two
additional research studies are summarized here to provide further validation to the robust
utility of the YCRA for assessment and effective treatment planning and implementation.
3.1 The YCRA distinguishes higher and lower risk youth
In using the YCRA, 13 residents indicated none of the risk factors present at high levels, 19
residents indicated one indicator present at a high level, and 18 indicated two indicators
present at high levels. These 50 residents were categorized as “lower risk”. Twenty-seven of
the residents indicated three indicators present at high levels, and 20 indicated all factors
present at a high level. As clinical and other professional staff (e.g., teachers, administrators)
strongly agreed that this warranted ‘high risk’ status, these 47 residents were categorized as
“higher risk”. These two groups were used in the following analyses.
The “higher risk” residents were compared with the “lower risk” residents. T-test analyses
and effect size calculations (Cohen, 1988; Dunlop, Cortina, Vaslow, & Burke, 1996)
ascertained statistically significant differences and the magnitude of the differences between
the two groups on clinical perceptions from professional staff on the six YCRA areas.
The higher risk residents were reported by staff to have significantly more problems with
social functioning (t = 2.95, df = 95, p = .004; d = .70), substance abuse (t = 2.12, df = 95, p =
.037; d= .44), and needed a significantly higher degree of structure in treatment (t = 2.94, df =
95, p = .005; d = .74). They also exhibited a significantly higher risk to self (t = 2.20, df = 95, p
= .03; d = .48), and to others (t = 3.98, df = 95, p = .000; d = .93). Analyses indicated that higher
and lower risk youth were not significantly different in family resources available, with both
groups reporting high need for such resources.
Cohen (1988) suggested that effect sizes (d) of .20, .50, and .80 be considered small, medium,
and large, respectively. Based on these criteria, effect sizes fell in the medium to large range.
The conclusion can thus be made that these results have not only statistical significance but
also practical significance. Another way to interpret effect sizes is by transforming them into
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percentiles (Gall, Borg, & Gall, 1996). The range of reported effect sizes equates to percentile
differences ranging from 17 to 42 percentile points. The large percentile point differences
between the groups support the practical significance of these findings.
In terms of specific treatment strategies for higher risk to self, Coll, Thobro, and Haas (2004)
noted that depressed adolescents show very different symptomology than adults, typically
with fewer verbal expressions of depression, and with much more disruptive behaviors. As
Capuzzi and Gross (1996) indicated, depressive behavior in adolescents is commonly found
in irritable mood rather than depressed mood, and in somatic complaints and social
withdrawal. Interventions now being implemented for helping depressed adolescents
include asset building, focusing on increasing sense of self-worth and reducing isolation,
teaching stress management, encouraging better communication and problem solving skills,
helping promote inner directedness (e.g., through journaling), and providing appropriate
psychotropic medications (Jongsma, Peterson, & McInnis, 1996).
The results of this study also reveal poor family resources (including low bonding) as a major
treatment issue for all youth investigated. Bowlby’s (1988) therapeutic tasks for building better
attachment and healthy human development are currently being infused into family, group,
and individual interactions at this facility. Two key therapeutic tasks identified for building a
secure base include exploring various unhappy and painful aspects of life with a trusted
facilitator and consistent encouragement, sympathy, and, on occasion, guidance.
In terms of the risk factors of social and adaptive functioning and need for supervision, the
facility staff is currently integrating social skill feedback and intensive supervision (e.g., onon-one supervision) within the context of ‘Life Space Intervention’ (Brentro, et. al., 1998).
Life Space Intervention is a humanistic, developmental approach that accents on-on-one
interactions at ‘teachable moments’ (e.g., when processing recent antisocial behaviors) by
getting the youth’s perspective, clarifying perceptions, and helping youth develop strategies
to succeed. Challenge is inherent in delivering effective treatment strategies for youth
offenders. Progress can be a slow process and the aforementioned interventions require
consistent and compassionate involvement.
The agency is also exploring stepped-care treatment to increase efficiency and effectiveness
(e.g., focusing on less expensive, intrusive writing therapies in combination with more
expensive, intrusive face-to-face counseling). For example, writing therapy and especially
distance writing (between youth and family members, school counselors, et al.) has proven
to be quite powerful (L’Abate, 2011). L’Abate (2011) recently indicated that especially with
impulsive, acting out adolescents, distance writing (with properly targeted workbooks)
greatly helps these adolescents to learn to think before acting.
3.2 The YCRA distinguishes treatment strategies for more ‘disengaged’ youth
The second research study investigated what significant YCRA differences existed between
more family disengaged youth and less disengaged (Per FACES III assessment) and what
were the treatment implications.
For comparison purposes, youths were grouped into “disengaged” (n = 155) and
“nondisengaged” (n = 143), that is, separated, connected, and enmeshed per the FACES-III
cut off scores (Olson 1986). The t-test analysis indicated significant differences between the
groups scoring significantly higher in behaviors related to destruction of property (p = .05,
ES = .25), deceitfulness or theft (p = .002, effect size [ES] = .36), and serious violation of the
rules (p < .000, ES = .56). There was no significant difference between the groups for
aggression to people and animals (p = .578).
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The t-test analysis also indicated significant differences between the groups for
other atrisk behaviors, per the YCRA, with the disengaged group scoring significantly higher in risk
to self (p < .000, ES = .46) and substance abuse (p = .006, ES = .33) and significantly lower in
family resources (p < .000, ES = .52).
Further supporting the statistical and practical significance of this study, based on effect
sizes, are Gall, Borg, and Gall’s (1996) criteria. These researchers noted that another effective
way to interpret small, medium, and large effect sizes is by transforming them into
percentiles. The range of reported effect sizes equates to percentile differences between the
groups, ranging from 17% for smaller effect size differences to 42% for larger effect size
differences. The large percentile point (effect size) differences. Again, the large percentile
point (effect size) differences between the groups in this study support the practical
significance of these findings. (For example, differences between the groups for risk to self
would be at least 25 %.)
A family intervention program to address these and other questions is currently being piloted
at this treatment facility. Components of the intervention include ongoing discussion and
specific goal setting with families based on the FACES-III Cohesion Scale items (e.g., spending
time together and asking each other for help) and thorough asset searching to reinforce
strengths and adoptable functioning of the youths and family. As Olson (2000) recommended,
counselors are being active in structuring and monitoring family interaction to block or
interrupt disruptive family interactions. The youth offender counselors at this agency are also
striving to set modest concrete objectives to be reached through small increments of change to
reduce anxiety and help families maintain change over time, per Olson’s suggestions.
In addition, systemic interventions agency-wide are currently being discussed and have
been inspired by the “Bridge Program” (Crowley & Bishop, 2008). New practices and
policies under review include introducing families to staff members who are involved with
their children, creating a calendar of events to keep families better informed, and inviting
family members to go along on field trips and to attend special activities. Also, as previously
mentioned, distance writing is also being implemented as a less intrusive strategy to
increase family bonding (L’Abate, 2011).
This emerging comprehensive program certainly needs to be empirically tested. Yet,
intentional individual, family, and agency-wide systemic interventions for adolescents and
their families are being developed on the basis of these results. The uses of the FACES-III,
Conduct Disorder Checklist, and YCRA have added needed consistency. The FACES-III,
Conduct Disorder Checklist, and YCRA assessment processes are also reducing subjectivity.
The results of this investigation are being used in more effective policies and practices and
in providing more intentional training of caregivers, clinicians, teachers, families, and others
to understand and help develop youths and their families’ strengths.

4. Discussion
The goal of this chapter was to provide information to the counselors and other staff (e.g.,
teachers, youth workers) so that they could increase the intentionality of treatment and
customize their treatment plans appropriately. Whereas this assessment tool was developed
to improve services at one facility, it also may inform treatment procedures beyond as
indicated by the identification of key mental health risk factors. Based on the YCRA
additional studies explored here, treatment strategies at the facility have been implemented
to assure and improve quality. The following includes an overview of the treatment
provided.
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Most of the referrals to the facility from the county court systems do not indicate a high
need for substance abuse assessment and treatment (typically only about 20% to 30% of the
referrals indicated a possible chemical dependency problem). Through the use of the YCRA,
the facility now has changed its policy of comprehensive chemical abuse assessment from
“when indicated” to “mandatory”. Facility professionals have found Prochaska and
DeClemente’s (1992) stages-of-change model particularly helpful in conceptualizing youth
as related to the YCRA, particularly the five stages of change: precontemplation,
contemplation, preparation, action, and maintenance. Some youth are now more clearly
identified in the “precontemplator” stage of motivation for change, defined as not
considering change in problem behaviors, and lacking significant awareness related to these
behaviors, even though such behaviors have brought a great deal of trouble. Such
conceptualization has assisted staff in providing consistent interventions based upon
Motivational Enhancement Therapy (e.g., Change Plan Worksheet, rolling with resistance)
as well as reducing personal frustration and impatience (Miller & Rollnick, 2002).
YCRA factors such as higher risk to others (e.g. assault, sexual aggression, destruction of
property) and poor social and adaptive functioning are common. Facility professionals are
reporting benefits from YCRA information provided about conduct disorder and criminal
thinking as social interactive dysfunctions that continue across generations and have severe
consequences for others. This social-historical context within which the youth has
functioned is often overlooked, frequently leading to failed treatment (Kazdin, 1993).
Richters and Cicchetti (1993) emphasized the importance of early identification and
treatment of conduct disordered behavior, which occurs when using the YCRA. Some
effective strategies for reducing such risk according to Hawkins, et al. (2000) are being
incorporated at the facility through YCRA assessment, including encouraging youth
involvement in active classroom instruction; emphasizing interactive teaching and
cooperative learning; using tutoring of the socially rejected youth; and providing
assertiveness training. Solution focused counseling and Glasser’s WDEP (wants, doing,
evaluation, plan) approach are also being implemented as sound practices to promote
insight and behavior change (Corey, 2001).
4.1 YCRA limitations and future research
The population is drawn from a single institution. Future YCRA research should include a
larger number of participants from a diversity of residential youth settings. Future research
should follow participants longitudinally to measure treatment outcomes.

5. Conclusion
This chapter provided evidence for the value of using the YCRA to formally assess risk
factors, via clinical observation and self-reports. This emerging process needs to continue to
be empirically tested. Yet, it can be argued that a more efficient system of care is developing
for adolescents at this particular facility. The use of the YCRA has added consistency at this
treatment facility. Lyons, et al. (1997) noted that the current youth offender assessment
procedures rely too heavily on subjective ratings that are strongly influenced by clinician’s
idiosyncratic approaches. The assessment process described here reduces such subjectivity.
The results are now being used in more effective training of caregivers, clinicians, teachers,
families, and others to understand youths’ individual needs and strengths.
For more information visit www.youthriskassessment.com
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1. Introduction
Despite its well-meaning intentions, the movement toward deinstitutionalization has shifted
more and more people with serious mental illness and co-occurring disorders from state
hospitals to jails and prisons (Lamb and Weinberger, 2005; Human Rights Watch, 2003).
There are now more than three times more seriously mentally ill persons in jails and prisons
than in hospitals (Torrey, Kennard, Eslinger, Lamb and Pavle, 2010). The trend has
intensified in recent years as public mental health resources, both at the state hospital level
and at the local community level, continue to shrink. Even before the national recession of
2010 hit government agencies and forced them into profound and drastic cost-saving
measures, reductions in public mental health services were already causing high numbers of
people with severe and persistent mental illness to land in the criminal justice system. As
early as 2007, Wortzel, Binswanger, Martinez, Filley & Anderson (2007) asserted that the
systemic decline of public mental health resources had created a national crisis for persons
judged Incompetent To Proceed (ITP) who are “log-jammed” in jails and prisons across the
country. Calling it “the ITP crisis,” the Wortzel group decried the practice of jailing persons
with psychotic disorders, often for long periods of time, without adequate psychiatric
treatment because there are not enough forensic beds available in state hospital systems.
“Hundreds of patients with severe mental illness deemed incompetent to proceed are
languishing in jails around the nation, unable to access meaningful psychiatric care and not
moving forward in the legal process as they await admission to grossly undersized and
understaffed state hospitals… The combination of inadequate psychiatric care, the stress of
incarceration and the long waits involved have yielded nightmarish results…” (Wortzel, et
al., 2007, p. 357).

2. Alternative approaches
Budget cuts to state hospital systems and deficient community-based mental health
resources will continue to shift the cost and services burden to local emergency rooms,
county jails and law enforcement agencies. Efforts to address the problems of the ITP crisis
have been varied and shown mixed results. Assertive Community Treatment has been
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shown to be effective for releasing high risk forensic patients (Jennings, 2009; Smith,
Jennings & Cimino, 2010), but it is expensive and rarely available for most community
mental health systems. “Outpatient commitment” and “court-to-community programs,”
used in combination with intensive case management, have been tried with some success to
remove mentally ill defendants charged with less serious crimes (Gilbert, Moser, Van Dorn,
Swanson, Wilder, Robbins, Keator, Steadman & Swartz, 2010; Loveland & Boyle, 2007;
Swartz, Swanson, Kim & Petrila, 2006), but they cannot be used for those charged with
violent and dangerous crimes. Housing programs and long-term residential services can
help prevent recurrent relapses and reoffending, especially for homeless persons with
mental illness (Miller, 2003; Trudel and Lesage, 2006), but these strategies cannot be
exercised immediately to avert hospitalizations or detention.
In particular, “mental health courts” have multiplied across the country as a way to divert
mentally ill defendants and substance abusers away from incarceration and toward
appropriate treatment (Redlich, Steadman, Clark & Swanson, 2006; Grudzinskas & Clayfield,
2005). Mental health courts entail a variety of interventions, including non-adversarial process,
training judges in mental health and collaborative inter-agency teams (Wortzel, et al., 2007),
but there is no clear model that can be applied across jurisdictions and states.
As jails and prisons have been forced to take responsibility for greater numbers of persons
with mental illness, they have had to increase and expand whatever mental health services
they can offer. In fact, the largest facilities that house psychiatric patients in the United
States are not hospitals, but jails and prisons (Rich, Wakeman & Dickman, 2011; Torrey, et
al., 2010). Adding more psychiatry time or mental health clinic hours is not enough when
the jail environment itself is highly stressful and can exacerbate symptoms of mental illness.
Large state correctional systems may have more resources than local jails to offer emergency
psychiatry, intensive stabilization, addictions treatment and even hospital-level inpatient
mental health units, but these increased behavioral health services are proportionate to the
ever-growing numbers of inmates with serious and persistent mental illness entering
corrections. More importantly, this does not address the need to identify, evaluate, treat and
stabilize persons with severe mental illness when they are first arrested and detained – well
before they are convicted and incarcerated in long-term state and federal prisons.
The Restoration Of Competency (“ROC”) model is a new approach to the ITP crisis that can
intervene at the earliest point of arrest and detention by delivering forensic psychiatric
evaluations and treatment, intensive stabilization and restoration of competency in a local jail
setting. The ROC model evolved from a pilot project in Virginia in the late 1990’s and has been
further developed into a viable alternative to the ITP crisis. It can significantly accelerate
needed treatment for mentally ill defendants, cut the demand for costly State Hospital forensic
beds, and directly assist local jails and law enforcement in better managing this specialized
high-risk population – yielding major cost savings and improved services for all.

3. Advantages of the ROC model
By diverting state hospital referrals to an alternative short-term restoration program in a
local jail, the ROC model can help eliminate waiting lists for state hospital forensic beds,
decrease the length of time to restore someone to competency, and relieve local jails from
the responsibility of holding mentally ill defendants without adequate mental health
resources. It can cost significantly more for a jail to hold an inmate with serious mental
illness than a non-mentally ill inmate. This does not include the added liability, cost and
personnel strain of managing individuals whose disabilities render them vulnerable to
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suicide, violence, medical emergencies and trauma in the non-therapeutic setting of a jail
and therefore require much more intensive supervision and intervention.
The amount of time waiting in jail for a competency evaluation and/or a state hospital bed
can be significant. There is the time from initial arrest to the defense counsel’s recognition of
competence as an issue; time from recognition until the competence evaluation can be done;
time to complete the evaluation; and time from the receipt of the evaluation report until the
court adjudicates the issue (Christy, Otto, Finch, Ringhoff & Kimonis, 2010). These critical
delays in gaining needed psychiatric treatment can exacerbate clinical symptoms and
problem behaviors. By accelerating access to skilled forensic psychiatric evaluation and
treatment in the jail, the ROC model can make clinical interventions at the earliest onset of
illness, which reduces risk and makes it easier to stabilize the individual and restore and
maintain competency. Moreover, prompt forensic examinations can differentiate the cases
that can be resolved more quickly and will not require full hospitalization (Zapf & Roesch,
2011).
In addition, the ROC model has the major advantage of facilitating access to local attorneys
and the courts and family support. Individuals with mental illness can be evaluated,
stabilized and restored to competency in their home community, eliminating the high cost
of transporting patients to and from state hospitals and the courts. In a large and/or rural
state, the distances can be enormous and expensive.
Finally, there are major cost advantages of performing competency evaluation and
restoration in a local jail setting. The cost of a forensic hospital bed is far higher than a jail
bed, even a jail bed designated for mental health. For example, currently in Virginia, where
this ROC model was developed, the average cost for a patient bed in the state’s maximum
security forensic hospital is $776 per day; whereas, the average cost to house an inmate in
the local Regional Jail is $70 per day (Commonwealth of Virginia, 2010). The challenge, of
course, is how to be able to provide an equivalent level of humane and effective psychiatric
treatment in a jail or prison space that is not designed, equipped or staffed to provide a
therapeutic environment.
The following Table 1 summarizes the multiple advantages of the ROC model for state
hospital systems, local jails, law enforcement and the persons served.

4. Transforming a jail pod into a restoration of competency “ROC” unit
Overcoming the jail environment: The main disadvantage of the ROC jail-based restoration
model, and it is a major one, is that jails and prisons are simply not designed as mental
health units. They are built for security, surveillance and control, not therapeutic calm and
comfort. Jail buildings and units are typically austere, grim, noisy, crowded and
uncomfortable. Even the few classrooms and program areas that are designated for more
positive activities of education, recreation, leisure, visitation, or even treatment, are
understandably limited in a jail – in number, size, appearance and amenities.
Given the harsh physical plant realities of correctional facilities, the success of the jail-based
ROC treatment model therefore depends on how well the available program space can be
modified into a therapeutic environment. This entails a creative combination of (1) physical
renovations to create a more pleasant and practical space for behavioral health treatment,
create a positive environment; (3) specialized behavioral health training and supervision for
correctional officers and unit staff; and (4) consistent, well-coordinated interventions by an
integrated interdisciplinary team in delivering therapeutic services within the secure setting.
while mitigating the environmental risks that mentally ill offenders may use in attempts to
inflict injury upon themselves or others; (2) application of behavioral engineering principles to
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Challenges
•
•
•

•

•

•

•

•

•
•

•

•

•

•

Benefits

For State Hospital Systems
Increasing proportion of admissions to
• Reduces number of individuals
state hospitals are forensic patients.
waiting for competency evaluation and
restoration services.
State hospital systems have insufficient
beds to meet demand.
• Reduces length of stay for restoration
through early intervention and targeted
Large and lengthy “waiting lists” for
treatment.
admission to state hospitals delay needed
treatment.
• Eliminates incentive for inmates to
malinger by seeking “vacation” from
The need to transport and escort
jail or prison.
forensic patients over long distances
causes costly logistical problems.
• More convenient access for local
courts, defense attorneys, prosecutors
Increased court pressure and
and law enforcement, which saves time
administrative costs due to complications
and money and improves outcomes.
and delays in processing, treating and
restoring patients.
• Seamless transition from ROC
program helps maintain competence to
Litigation from Advocacy agencies.
stand trial.
For Local Jails, Emergency Rooms and Law Enforcement
High numbers of mentally ill patients
• Local county saves money by
must wait in the non-treatment jail
reducing the time spent in jail by
setting.
mentally ill inmates.
Jail setting is not designed for treatment • County jail can gain new revenue to
and jail personnel are not trained to
cover the expenses already incurred by
manage mental illness.
holding mentally ill inmates.
It costs much more to house mentally ill • Eliminates the time and cost of
inmates than regular inmates.
transporting patients to and from state
hospitals and jails.
Symptoms and severity of mental
illness can exacerbate without prompt
• Reduces disruptions to jail operations
psychiatric intervention and can further
caused by psychotic and disordered
complicate and extend the time needed to
behavior.
restore competency.
• Reduces risk of suicide, violence,
injury and litigation.
Higher risk of suicide, aggression,
injury, trauma and litigation in non• Reduces costly Emergency Room
therapeutic jail setting.
visits.
High costs of escort staff and long• More convenient access for local
distance transportation to and from state
courts, defense attorneys, prosecutors,
hospitals, courts and jails.
law enforcement and family support.
Increased use of costly hospital
• On-site clinical support can
emergency room visits to manage mental
potentially be extended to support
health crises in the community.
mental health crises for other inmates.
Negative cycle of competency
restoration, relapse in jail while awaiting
trial and re-hospitalization.

Table 1. Advantages of the ROC Model
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Some of the key ingredients for setting up a ROC program in a local jail include the following:
Choice of facility: The ideal site for the ROC model is a jail that has many Incompetent to
Stand Trial (IST) or Incompetent to Proceed (ITP) defendants, who are either waiting for
admission to the state hospital for evaluation and restoration and/or defendants who have
been restored and returned from the state hospital to await court proceedings. Based on the
available space in the jail, the ROC program requires about 20 beds to be cost effective, but it
can be flexed to accommodate a larger capacity of up to 40 or more.
Program space requirements: The ROC provider must work collaboratively with the local Sheriff
or jail authorities to assess and configure the pod, unit or area within the jail that can
separately house the mentally ill inmates (forensic patients) and provide the primary program
space for delivering the restoration of competency services. The main need is to separate the
mentally ill inmates from the general population and establish an area that is sufficiently quiet,
clean, orderly and safe to serve as the therapeutic environment. As illustrated in the case study
below, many activities can be held in the common area of the jail pod, but other cells or multipurpose rooms in the unit or jail can be adapted, if available, into clinician offices, exam rooms
and group rooms. For recreation, the ROC patients should have scheduled access to a gym,
recreation room or exercise yard separate from the general inmate population.
Specially trained security staff: The ROC unit should have its own dedicated staff of specially
trained security officers, who are separate from the traditional correctional officers working
in the rest of the jail. The ROC provider must work closely with the jail leadership to select,
train and coordinate the work of security officers who will be assigned to the ROC mental
health unit. Candidates should be carefully interviewed and evaluated to determine if they
are suited to using a very different approach to managing and interacting with inmates.
They should demonstrate values, attitudes and behavior that will be congruent with the
program’s therapeutic orientation. They will be trained in the recovery model and the use of
positive behavioral techniques and will continually interact with the inmate/patients and
clinical staff alike. They are expected to play an active and meaningful role in maintaining
the therapeutic milieu. A designated ROC Deputy is also recommended to supervise the
other security officers on the ROC unit, serve as an intermediary with jail leadership, and
directly participate as a member of the interdisciplinary treatment team.
Interdisciplinary treatment team: The ROC treatment team would be interdisciplinary like that
of a traditional forensic psychiatric unit, typically including a forensic psychiatrist, forensic
psychologist, psychiatric nurse, social worker, rehabilitation therapist and clerk to
coordinate scheduling, court dates, transports and forensic reports. A larger ROC program
would have a larger team of professionals. The direct care staff would be security officers
(see above), who are dually trained in security and treatment functions.
Approach to competency restoration: The ROC program uses a recovery model that focuses on
individual strengths and targets abilities that are related to competency, including
remediation of deficits and alleviation of acute symptoms. The primary goal for most IST
patients is to resolve the psychosis, when present, to enable the patient to regain general
thinking abilities. The second goal is to educate the patient in court process such that he is
able to cooperate with his counsel in mounting a defense. If there is a failure to achieve
either of the these goals, the third goal is to compile documentation to credibly opine that
the patient is unrestorable to competency. The ROC team combines the proactive use of
psychiatric medications, motivation to participate in rehabilitative activities, and multimodal cognitive, social and physical activities that address competency in a holistic fashion.
This includes the essential component of providing individual tutorials in competency
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issues by a psychologist. Some treatment modules/groups can be offered at two cognitive
levels to better match higher and lower levels of functioning and understanding. The ROC
model also avoids the problem of involuntary psychiatric medication by establishing and
delivering incentives that result in voluntary agreement to medication.
Motivation using a milieu management system: One of the strongest ways to motivate treatment
and medication compliance is the use of a milieu management system that rewards
meaningful participation in treatment and positive behaviors with points or privileges, such
as points to “buy” various canteen items. It is better to deliver such rewards frequently and
at the time of the positive behavior rather than accumulating points over a full day. By
breaking the day into short half-hour periods during which one or two points can be gained,
patients are better able to comprehend expectations, consequences and progress toward
desired goals. For example, if the patient is expected to attend a restoration group at 10 am,
he gets one point if he attends and none if he doesn’t. But he can earn two points if he exerts
earnest efforts to learn the material.
Admission/assessment and treatment planning: Treatment begins with the intake assessment.
The clinical team evaluates the person’s psychological functioning, suicide and behavioral
risk, current level of trial competency, and likelihood of malingering. A standard battery of
psychological tests is used to evaluate cognitive abilities, social and psychological
functioning, psychiatric symptoms and potential malingering. As needed, the ROC
psychologist has other tests/screenings available for specific targeted areas of deficit.
Assessment continues through the course of the admission to measure response to treatment
and identify new problems to target for restoration of competency. A measure such as the
self-developed Competence-related Abilities Rating Scale (CARS) can be used to monitor the
individual’s progress (Hazelwood & Rice, 2011). Based on the assessments, the treatment
plan is individualized and geared toward one of two curriculums for lower and higher
functioning patients. But treatment planning continues to be flexible and vigorous. It is
common for the treatment team to discuss the treatment plan informally on a daily basis
and to formally discuss treatment issues at least once a week.
Rehabilitative services and coordination of medical care: Individuals in the program typically
meet with a treatment professional one-on-one about issues related to regaining their mental
health, or competency issues, at least twice daily, and are engaged in 3.5 to 5.5 hours of
group-based psychosocial rehabilitative activities each day depending on the individual’s
current capacities. (Experience showed that the lower functioning patients could not tolerate
more than 3 to 4 hours of focused work per day.) For the most part, the clinical
professionals can largely work during traditional weekday business hours, but evening and
weekend programming is important for maintaining the therapeutic milieu. The clinical
team can maintain on-call support during afterhours, and if necessary, come into the jail to
evaluate and assist with a psychiatric crisis.
Treatment activities are structured and delivered across four domains: restoration of
competency, mental illness and medication management, mental/social stimulation, and
physical/social stimulation. Basic residential and health care, including all medical care and
medications, can be provided on-site through a service agreement with the Sheriff/jail to
utilize its existing pharmacy, medical records and medical service delivery system.
Discharge planning: Discharge planning begins at the time of admission. The ROC establishes a
link with the designated mental health professional at the referring jail to discuss the case and
provide aftercare information that will assist the jail in managing the inmate/patient upon
return. Information may include continuation of medications based on those available in the
jail’s formulary; use of resources at the jail to help with behavior management (e.g., available
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mental health cells, paraprofessional assistance, etc.); and recommended protocols for
managing the individual, particularly someone who might use malingering for secondary gain
(e.g., restrictions on personal property, defined triggers for acting out behaviors, etc.).
Performance measures: The ROC model is organized to track multiple measures of efficiency,
effectiveness, access to care, reduction in risk, and consumer satisfaction. Key performance
measures can include the timeliness and results of evaluations, length of stay to achieve
restoration, diagnostic and demographic data, hours of service by type and clinician,
interventions, timeliness of court reports, customer satisfaction (including jail personnel,
local law enforcement, courts, defense and prosecuting attorneys, state hospitals, patients
and patient families, advocates and other stakeholders), recidivism and more.

5. ROC Case Study: The Liberty Forensic Unit at Riverside Jail
The pilot program: In 1997, Central State Hospital in Petersburg, Virginia needed to renovate
its aging forensic units to accommodate a growing state-wide demand for forensic beds. The
Department of Mental Health, Mental Retardation and Substance Abuse Services devised a
bold plan to temporarily create a licensed forensic psychiatric hospital unit within the newly
constructed Riverside Regional Jail in nearby Prince George County. A private company
called Liberty Healthcare Corporation was selected to implement the pilot project. In just
four weeks, the jail pod was transformed into an inpatient psychiatric unit with a complete
staff of forensic clinicians, medical personnel, security and direct care staff and received
initial state licensure as an inpatient behavioral health care facility and subsequent JCAHO
certification as an inpatient psychiatric hospital unit. The unit then functioned as the acute,
male admission unit for the state’s maximum security forensic hospital.
Minimal renovation required: The first challenge was to modify the two-level jail pod into an
acute inpatient psychiatric unit without impacting its correctional functionality. This was
achieved with very minimal renovation. Of the 48 single-occupancy cells within the pod, 35
were simply converted into individual patient bedrooms using the original bed, toilet, sink
and dresser/desk. Beds were removed from cells in one quadrant of the pod to create ten
staff offices, one treatment team room and two behavior stabilization rooms (i.e.,
quiet/seclusion rooms). Brighter colored paint replaced the original institutional gray. A
non-secure page-fence was added to the mezzanine walkway to prevent anyone from falling
or jumping.
The creative use of behavioral engineering averted the need for other renovations. As part of
the behavior management system, the mezzanine level bedrooms were designated for
patients who had earned higher levels of responsibility and privilege in the treatment
program. Also, patient movement from the floor to the mezzanine level was restricted to the
central ramp, while the stairs on either side were restricted for staff use only. Otherwise
patients were free to move about the unit. Boundary lines were marked on the floor using
colored tape to delineate the few specific areas where patients were not allowed to travel
without permission, such as the medical records room and the staff offices.
Use of space for treatment and activities: The pod included one small conference room that
could be used for treatment groups, competency groups and other therapeutic activities.
Certain subareas of the common area could also be used for community meetings and
socialization and group activities at designated hours of the day, such as a “Current Events”
discussion group or to watch a psychoeducational videotape or TV program. For
recreational activities, the patients could use an enclosed patio/basketball court and enjoyed
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exclusive use of the prison’s gymnasium at scheduled hours every day, separate from the
general inmate population.
Restoration to competency: Efforts to restore a defendant to competency to stand trial
primarily consist of medications to remediate active symptoms of mental illness, when
present, and group and individual education about court and criminal justice processes with
correlative documentation of response to these efforts at education. Group-based education
included mock court run-throughs in which every patient took a turn at playing the various
roles in court. Individual tutorials in court procedure were provided by the unit
psychologists to move the patient more quickly toward competency and a defensible
opinion for the court (when possible), but also helped document the thorough efforts made
by ROC for cases that concluded in an opinion of unrestorability.
Individual forensic evaluations, psychological testing, clinical interviews and counseling
could be conducted in one of the single rooms or the small group room. One-to-one sessions
were frequent because the psychologist conducted individual competency tutorials with
most patients and each patient would meet regularly with his designated primary therapist.
The host jail provided housekeeping, food services, and laundry. The ROC unit provided its
own primary medical care and pharmacy and would refer serious and emergent medical
issues to the state hospital infirmary or local civil medical hospitals.
Team-based interventions and milieu management: The ROC program was highly proactive and
preventative. Great emphasis was placed on maintaining a therapeutic environment
characterized by calm, quiet, safety, predictability and interpersonal respect. A vigorous
schedule of therapeutic activities helped to prevent boredom and provided opportunities for
positive interactions. The key, however, was use of intensive team-based staff supervision.
The security officers/direct care personnel were trained to be mobile, engaged observers,
who could promptly identify and respond to precursors of disruptive behavior on the unit.
The goal was to intervene gently as a team at the earliest point of concern – well before the
patient might escalate into a full-blown episode of disruption and/or violence that could
quickly undermine the vital climate of calm and safety for the rest of the unit.
When disturbances occurred, as expected with an inmate population that was acutely ill and
volatile, the ROC staff were trained to quickly, but quietly migrate to the scene as a team.
This was accomplished with subtle cues and nonverbal communication between staff and
performed without the need for rushing movements, loud verbal commands or calls for
emergency assistance. Effective prevention and early intervention had the tremendous
advantages of reducing the need for seclusion/restraint as well as lowering the risk of
trauma and injury to patients and staff alike (see outcomes below).
As a team, the staff were continually reviewing the therapeutic environment and monitoring
patient behavior. This teamwork extended across working shifts. Problematic patient
behaviors occurring on one shift were not allowed to carry over onto the next shift. When
new risk factors were identified for patients, the team developed strategies to address
individual needs. For example, patients themselves were taught and encouraged to use
“time out” sessions on a voluntary basis. They understood they could go to a special area
with close staff support if they were beginning to feel agitated or losing personal control.
For all these reasons, the use of seclusion and restraint was minimal. When necessary, the
team used the same calm efficiency in employing physical intervention techniques that were
designed to preclude trauma to patients. In fact, the Local Human Rights Commission
commended the unit for creating and implementing a Protocol for Recurrently Aggressive
Patients because it introduced a lesser restrictive measure than seclusion and restraint, while
enhancing the general safety of the unit.
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6. Patient data and ROC program outcomes
In five years of operation, the Liberty Forensic Unit at Riverside Jail (LFU) evaluated and
treated over 1,400 inmate-patients and completed 572 formal forensic evaluation reports for
the courts. The following patient and outcome data summarizes the work and achievements
of the ROC model at the LFU.
Diagnostic profile: The patients served by the LFU were extremely disordered, suffering from
acute psychotic symptoms, extreme behavioral disturbances, substance abuse disorders,
impaired cognitive functioning, or combinations of these problems. In fact, half (49%)
suffered from a major mental illness, including schizophrenia, schizoaffective, bipolar,
Psychosis NOS, dementia, and major depressive disorders. Nearly one quarter (23%) also
suffered from substance abuse or substance abuse-induced disorders as the primary Axis I
diagnosis. When Substance Abuse was identified as a concomitant diagnosis, the number of
patients with substance abuse/dependence increased to 56%. It is notable that well over one
third of the admissions to the LFU also had an Axis II Diagnosis (43%), including 34% with a
diagnosed Personality Disorder. In particular, 10% of the patients had a diagnosis of
Borderline Intelligence or Mental Retardation.
Criminal offense profile: The most common criminal offenses were Property Crimes (20%),
Assault (18%), Sex Offenses (13%) and Assault on an Officer/Resisting Arrest (13%). Two
thirds of the patients who were charged with violent crimes (67%). Of note, over half (54%)
had committed violence against persons, including 6% charged with murder.
Primary Clinical Diagnoses

Primary Criminal Offenses

Psychotic Disorders

Violent crimes

Schizophrenia

15%

Assault

18%

Schizoaffective

10%

Assault on police/Resist arrest

13%

Bipolar disorder

6%

Sex Offenses

13%

Psychotic Disorder NOS

8%

Robbery

8%

Major Depressive Disorder

8%

Murder

6%

Subtotal

47%

Substance Abuse
Substance Abuse Induced
Mood or Psychosis
Substance Abuse
Subtotal

12%

Arson

5%

Abduction

2%

Domestic violence

2%

Subtotal

67%

11%
23%

Other Disorders

Nonviolent crimes
Property Crimes

21%

Adjustment Disorder

16%

CDS Offenses

6%

Dementia

2%

Weapons (no injury)

3%

Malingering

2%

Parole/Prob. violation

3%

All other diagnoses

8%

Subtotal
Table 2. Diagnostic and Criminal Profile

28%

Subtotal

33%
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Forensic categories served: The Liberty Forensic Unit at Riverside Regional Jail provided three
basic categories of forensic psychiatric service:
• The “Evaluation” category was comprised of patients referred specifically for forensic
evaluations, including pre-sentence evaluations, Competency to Stand Trial evaluations
(CST), Mental Status at time of Offense evaluations (MSO) and combined CST/MSO
evaluations.
• The “Incompetent to Stand Trial” (IST) category was comprised of patients admitted for
the purpose of restoring them to competency to proceed with the judicial process.
• The “Temporary Detention Order” (TDO) category was comprised of pre-sentence and
pre-trial jail transfers in need of acute inpatient psychiatric treatment to stabilize them
and enable them to be returned and maintained in the jail setting. Note: The unit
received acute referrals from dozens of jails across the Commonwealth.
Volume of forensic services provided by type: The following chart summarizes the volume of
patients served by forensic category over the history of the program operation. It also shows
the proportion of patients requiring IST, TDO and Evaluation services shifted from year to
year. In particular, the primary focus of the program shifted from the provision of acute
psychiatric stabilization (TDO) in the first two years to the restoration of competency in the
last two years.

Number of Patients Served by Forensic Category
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Length of stay by forensic category: Over a five year period, the LFU discharged forensic
evaluation cases in an average of 21 days and provided psychiatric stabilization to return
inmate patients to their referring jails in an average of 32 days. The ROC program achieved
an overall competency restoration average of 83% while restoring full competency in an
average of 77 days. Notably, in its final year and a half of operation, the ROC program was
restoring competency in an average of just 69 days.
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Average Length of Stay by Forensic Category
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Seclusion and restraint rates: The LFU maintained very low rates of seclusion and restraint
throughout its five years of operation. Seclusion was almost never used on the unit and was
not employed at all in the final year of operation. Using data from the NASMHPD Research
Institute for comparison, one study compared the number of restraint hours used in the LFU
against the national average for forensic psychiatric units for the same period. Despite the
high volatility and acuity of the forensic patients served, use of restraint on the LFU was
typically less than half of the national average in the same year.

Restraint Hours per 1,000 Inpatient Hours
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Customer satisfaction: The Liberty Forensic Unit at Riverside (LFU) was widely respected for
the consistent delivery of excellent psychiatric and forensic services. It received formal
commendations by the state chapter of the National Alliance of the Mentally Ill and the
Local Human Rights Committee and frequent unsolicited praise from patients, patient
families, Judges, State and Defense Attorneys, local jails, Community Service Boards and
human rights advocates.
Customer satisfaction surveys were given to referring jails, community mental health
centers (called CSBs), courts, attorneys and other entities being served. Results reflected the
exceptional forensic services, high quality treatment and the collaborative responsiveness of
the treatment team. 96% of the CSBs affirmed that LFU staff contacted them within one
week of admission and provided regular clinical updates on the status of the patients. The
clinical and treatment follow-up information provided by the LFU was also highly valued
by both local jail staff and CSB staff. 90% and 87% respectively indicated that they were
better able to manage their patients following treatment at the LFU. 96% of the CSB staff
were better able to perform service linkages based on the information provided from the
LFU. 87% of the referring jails affirmed that they were able to participate in both treatment
and discharge planning for their patients and 93% acknowledged that the LFU treatment
had been helpful. 92% of the referring entities received the discharge plan in a timely
fashion, 97% acknowledged that aftercare recommendations were helpful, and 97% received
some kind of follow-up support from the LFU team. 92% also affirmed that the
recommended medication regimens at discharge remained unchanged for the inmate/
patients served.
Commonwealth attorneys and defense attorneys were also satisfied with the quality of
services received from the LFU unit. Whether on the side of the defense or the prosecution,
the attorneys were nearly unanimous in their satisfaction with the clarity, utility and
timeliness of the forensic reports received. Likewise, all but one attorney were satisfied that
they could readily communicate with the ROC unit about their patients and that their
patients had benefited from treatment at the LFU.

7. Conclusion
At a time when state hospital and community mental health resources are increasingly
limited by critical financial realities, more and more people with severe and persistent
mental illness and co-occurring disorders are becoming involved in the criminal justice
system. In turn, the responsibility of caring for the mentally ill has shifted to the jails and
prisons of America. One of the major areas is the ITP crisis in which inmates with mental
illness are subjected to extended stays in jails awaiting competency evaluation and
restoration. The ROC model is a cost-effective, clinically-effective and more humane model
for this common problem. It calls for the provision of intensive psychiatric stabilization,
forensic evaluation and restoration and maintenance of competency in the local jail
Despite the apparently aversive physical constraints of most jails and prisons, the ROC
model shows that mental health providers can transform a jail pod into a true mental health
facility with a remarkably therapeutic milieu. By combining an effective behavior
management system, a lively treatment schedule, and some simple environmental
modifications, such as marking “boundary lines” on the floor, a well-trained team of
clinicians and direct care/security personnel can maintained a climate of safety,
predictability and respect. The ROC model can accelerate needed treatment and restoration
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for mentally ill defendants, cut the demand for costly State Hospital forensic beds, deliver
competency services at significantly lower cost per bed and directly assist local jails and law
enforcement in better managing this specialized high-risk population – yielding major cost
savings and improved services for all.
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The Vitality of Fragmentation:
Desublimation and the Symbolic Order
Geoffrey Thompson

Saybrook University, San Francisco, CA
USA
1. Introduction
This chapter will focus on theoretical, clinical and personal challenges surrounding my
work as an art therapist in an adult outpatient service of a psychiatric hospital. The
evolution of my thinking pervades my clinical work with the client discussed in the
vignette, as I sought to integrate desublimation from art theory and philosophy with
psychoanalytic theory. (Thompson, 2007). When I first met Evelyn, who is diagnosed with
Schizoaffective Disorder, she was hospitalized, constantly agitated and psychotic with
auditory hallucinations, severe labile mood, disorganization in cognition and behavior and
paranoid delusions, linked to her experience of the polarizing states of grandiosity and
inferiority. She constantly sought to expel the experience of being belittled and hurt by
projections and hostile attacks on other patients and clinicians. As a result, she was
frequently expelled from verbal group psychotherapy after vicious angry attacks on peers
and therapists. She could frequently be seen pacing the hospital corridors while engaged in
an angry verbal monologue of diatribes. Evelyn’s physical appearance was also notable for
her reliance on trailing scarves, jewelry, and numerous bags and necklaces, strung
impossibly around her body. Staff and fellow patients at the center would consciously avoid
her when she approached, anticipating the inevitable hostile barrage of affect, fueled by
paranoid ideation.
In this chapter I will describe the process, challenges and outcome in our work together over
a four-year period. I hoped that the seemingly impossible task of developing a meaningful
relationship with Evelyn, one, that might support therapeutic growth through the
intermediary container of art, could be accomplished. Ironically, some of the later
breakthroughs of our time together were the direct result of a Derridean deconstructive
approach to initial models of art therapy. (Derrida, 1997). Evelyn had become part of the
complex narrative of the institution, the psychiatric hospital, which co-creates shared
meanings. In the case of Evelyn the hopelessness surrounding her pervaded the milieu and
was mirrored leading to a shared sense of marginalization and failure. This was a familiar
narrative when I met her and it extended to her tentative and abortive relationship with art
and art therapy. (Fig. 1) Traditional models of art therapy that are quintessentially
modernist employ some basic assumptions regarding pivotal aspects of art and creativity.
These will be explored in the chapter and include the Symbolic Order, sublimation,
desublimation, and embedded in these areas are the roles of regression, repression, selfidentity, rationality and the irrational.
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Fig. 1. A Tree of Life. Watercolor on paper. 12X18.

Fig. 2. A Gift of Hope and Love. Tempera on paper. 12x18.

2. The Symbolic Order
The Symbolic Order pertains to the conception of art and language within cultural
parameters and is relevant in this case because it can either assist or hinder an
understanding of what constitutes art. Art therapy has historically adopted the symbolic
order of modernism without questioning its validity, and especially its relevance or efficacy
with challenging populations such those individuals seen within the psychotic spectrum
disorders. This approach has contributed to the sense of impasse and failure of art, thus
joining the psychoanalytic understanding that psychotic patients are unable to participate in
the shared discourse of symbolic meanings prominent in language. (Wrye, 1993).
During the course of modernism art has developed along a continuum of new, avant-garde
movements each progressing in a temporal rhythm. Art history has tended towards reading
ontological development of a system codifying visual form. This type of codification is the
substance of the modernist epoch that stressed logical and organic growth so that, at least
officially, it appeared the multiple “isms” flow naturally from one to another. The end game
of modern art became entrenched in what the art historian Greenberg (1965, 2003) described
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as formalism. Formalism, briefly, postulated that modern art was driven to advance only
those characteristics deemed integral to a specific medium. The metaphor of art originating
and developing as an organism bears similarities to developmental theories and especially
psychoanalytic drive theory that stresses mastery and maturation of biologically derived
stages of growth and development.
Both fields harnessed movement towards rationalism and integration but there are
exceptions. The site and the specifics of these exceptions are important because they point
towards alternative means of generating meaning. Exceptions can be seen as ruptures that
provide opportunities to reconfigure the generation of meaning and in this particular case
offer a reparative window through which Evelyn could find beauty and success. As if
anticipating these difficulties and minimizing potential ruptures and impurities, cubism’s
radical departure was interpreted smoothly within this continuum. Differences are swept
aside in the overarching historical reading that stresses the continuum of visual form.
One of these sites is the historical period of Impressionism, where modernism supported the
development in both art and early psychoanalysis of the symbolic order. The graphic
supremacy of the line disappeared in the impressionist’s small individual dabs of color as
the form is designed to appear magically in our own eyes as a direct result of optically
mixing the separate colors. Nineteenth century color theories were influential in lending a
measure of scientific respectability to the avant-garde. The final reading and cognitive grasp
of the painting in the (optical) unconscious took place through the cohering of all the
separate interacting colors. Voila! The haystack, bridge or landscape is there to behold in
Technicolor, magically solidified as the visual proof of the artist’s authentic vision. Clark
(1999) reiterates the connection between the optical mix integral to the impressionists and
both Helmholtz and Freud. Freud (as cited in Clark, 1999) states,
“The intention of this project is to furnish us with a psychology which shall be a natural
science: its aim, is to represent psychical processes as quantitatively determined states of
specifiable material particles and so to make them plain and void of contradictions.” (p. 139)
Clark (1999) explains more on this connection that a young Freud (writing in 1895) is “still
struggling to think the unconscious in a language borrowed from Helmholtz and Fechner.”
(p. 142). The coherence of visual images configured as an aspect of unconscious processing
informed Freud’s psychology of the unconscious and these in turn would then be reapplied
throughout modernism by providing the ready model that Ehrenzweig (1971) used to
advocate a hidden order. Sense can always be made of seemingly irrational images or forms
because all will conform to this biological drive to cohere incoming perceptions. Even
analytic cubism and the drip paintings of Jackson Pollack could then be made conform
to the cultural expectation of the symbolic order, as the significance of the seeming
irrational and sheer incomprehensibility of this radical form of painting suddenly conforms
after all.
The connections between “high art” and psychological theory colluded spawning alliances
such as Winnicott’s (1971) squiggle technique and the use of such spontaneous images in art
therapy. (Cane,1989; Naumburg, 1987). This model has repercussions in contemporary art
and in art therapy practices, where non-conforming art is marginalized, unless it can be
retrieved within the dubious frame of “Outsider” art. In Evelyn’s case her fragmented
paintings (see Fig. 1) embody the frustration that taps the parallel process of her own psyche
and the apparent failure to enter true symbolic communication.
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3. Sublimation and art therapy
Evelyn’s sense of failure emanates partly from the therapeutic frame that can pathologize
intrapsychic fragmentation and from the pivotal model of art therapy that relies heavily on
the psychoanalytic concept of sublimation. Freud (1989) on sublimation explains, “the
transformation of object-libido into narcissistic libido which thus takes place obviously
implies an abandonment of the sexual aims, a desexualization-a kind of sublimation,
therefore. Indeed the question arises, and deserves careful consideration, whether this is not
the universal road to sublimation, whether all sublimation does not take place through the
mediation of the ego, which begins changing sexual object-libido into narcissistic libido and
then, perhaps, goes on to give it another aim.” (pp. 24-25)
An early pioneer of art therapy, Edith Kramer (2001) echoes this, “whereby primitive urges,
emanating from the id, are transformed by the ego into complex acts that do not serve direct
instinctual gratification.” (p. 28). Sublimation completes a temporal sequence that takes
place from the innate and primitive drives culminating in a final form, transformed by the
dynamic mechanism of psychic process that can then communicate within the accepted
norms of cultural speech, the symbolic order. This takes the shape of interpersonal
communication in language or in art the product and its imagery, may be referred to as
Naumburg (1987) did as symbolic speech. Green (1999) charts the original course of
sublimation from Freud’s early work where it was conceived in direct relationship to the
drives acting as a kind of bridge between sexual energy and aims, becoming diverted or
displaced within the matrix of society (p. 217). As regression loosens the ego’s control on
primary process some of the newly tapped energy must escape repression; “sublimation has
indeed to be considered in relation to repression: namely, as the outcome of a certain drive
quota which has partially escaped its action.” (p. 218). Green explains that the duality of
repression and sublimation is a continual process, with repression occurring, “each time
there is a return of the repressed liable to ‘let through’ repressed material.” (p. 218).
Sublimation, according to Green (1999) is a “vicissitude of the drive but also as a deviation
of this same vicissitude.” (p. 218). This deviation particularly interests Green because it
focuses on the negative or anti-sexual aspect of sublimation. Green describes this negative as
reinforcing the narcissistic self from “a retreat into the ego, corresponding to a
desexualisation, [that] results in a unification, a kind of total unity [and] the ego, thus
invested (through identification) with the finery of the object, has desexualized its relations
with the latter and, ceasing to love it, sets itself up as its rival.” (p. 226).
Kramer (1971) proposed five distinct ways of using art materials, precursory activities,
chaotic discharge, art in the service of defense, pictographs and finally formed expression
(p. 54) The five stages echo developmental theory and constitute a hierarchy with formed
expression as the most advanced and desirable. As such it is also where sublimation has
been most successful; it attains “the production of symbolic configurations that successfully
serve both self-expression and communication.” (p. 55). With all systems of hierarchies
inferiority lurks and so it is with these stages that privilege a certain pedigree of aesthetic
form. The form that is favored by Kramer is usually representational and aspects from the
earlier stages are described using the focus on what is lacking or deficient, for example
“scribbling, smearing; exploration of physical properties that does not lead to creation of
symbolic configurations, [or] banal conventional production… pictographs are, as a rule,
crudely executed” (p. 54). Kramer linked the five stages to the relationship between the
sublimated images to how successful the therapeutic encounter as a measure. When
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difficulties arise with sublimated art, Kramer sometimes used the term pseudo-art, a term
that resembles Green’s (1986) characterization of pseudo-sublimation.
Henley (1992) weighs in on Kramer’s linkage of sublimation of formed expression with how
successful a given therapeutic intervention is, coming down with some reservations, in
support. Henley believes that “a model of aesthetics and even art criticism can be
constructed that is commensurate with the aims of therapy without diluting the intent of
either discipline.” (p. 153). Henley questions Kramer’s criticism of the primitivism
associated with Art Brut that “an intelligible communication is either obscured or so alien
that it invites speculation regarding the problems of its maker.” (p. 154). Primitive art is
irreconcilable in Kramer’s paradigm because it fails to meet certain judgments regarding its
ability to communicate inviting Kramer to speculate about the health of the artist/client.
Severe psychopathology characteristic of extreme regression of psychosis can compromise
artistic integrity and at such times “aesthetic expectation should be all but suspended.”
(Henley 1992. p. 161). Knafo (2002) describes the way that regression in the service of
creativity can produce mental states that have similarities to psychosis, stating:
“These processes resemble childlike states or characteristics generally associated with
madness…[except]…they are under the artist’s control in the sense that he or she has the
capacity to make the transition from these states to others requiring observation, discipline,
and criticism.” (p. 46)
The ability to step back and forth in this regressed state is the hallmark of creativity and the
specialization of the artist. This phenomenon relates to the function of the observing ego and
the way the art object occupies transitional space (Winnicott, 1971) providing psychic
distance between self and other. Through the use of art the ability to navigate between these
different realms of the psyche could be accomplished.
Given this particular scenario does it really make sense to abandon aesthetic criteria since
this is the substance of the regressive/creative state of mind? This is the intertwined relation
between madness and art and the aesthetic imperative perhaps is to focus on their meeting
rather than abandoning the task. Foucault’s (1973) observation that madness is incompatible
with art persistently shadows this discussion; Foucault stated, “Artaud’s madness does not
slip through the fissures of the work of art; his madness is precisely the absence of the work
of art, the reiterated presence of that absence, its central void experienced and measured in
all its endless dimensions.” (p. 287). Nietzsche’s demise, Foucault explains comes at the
point when the philosopher’s art disappears from the “very annihilation of the work of art,
the point where it becomes impossible and where it becomes silent …[and]… Van Gogh,
who did not want to ask ‘permission from his doctors to paint pictures,’ knew quite well
that his work and his madness were incompatible.” (p. 287).

4. Fragmentation, regression and creativity
A psychoanalytic concept developed by Kris (1952) called regression in the service of the ego
illustrates how creativity is intertwined with regression. Kris was interested in delineating
the role of regression in both pathological and non-pathological states, acknowledging that
with important differences this phenomenon taken to its logical conclusion on the one hand
can lead to the type of psychosis found in schizophrenia and on the other the highest
cultural products in art. Kris (1975) explains the difference between a creative individual
and a “psychotic artist” is the concrete nature of the depictions, “…words are not signs but
acts, pictures tend to become verdicts, and creation may mean ‘making’ in a literal and
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magical sense.” (p. 488). The ability of the ego to loosen control as a result what Freud (1989)
called a flexibility of repression while not becoming engulfed was seen by Kris (1975) to be an
essential element of the creative process. This permits primary process to be used in the
service of the ego, which retains control of the psychic processes, and art is communicative
rather than in psychotic experience, concrete and magical.
The healthier characterization of creativity that Kris (1975) formulated were taken up by the
psychoanalytic theorists that comprise of the group referred to as ego psychology; this
movement was oriented towards an understanding of the adaptive functions and structure
of the ego and its relative defenses. More recently, Knafo (2002) summarized Kris’ theories
regarding creativity and his assertion of two main phases, “During the first inspirational
phase, the artist is passively receptive to id impulses [that are] otherwise hidden and
unavailable, emerge to communicate with the ego.” (p. 26). The second phase of elaboration
“calls for the artist’s active use of such ego functions as reality testing, formulation, and
communication.” (p. 27). This resembles Freud’s (1966) concept of secondary revision, and
Ehrenzweig’s (1971) application of secondary process to locate rationality in art. The artist
displays a flexibility regarding relative control in the dynamic relationship between the ego
and the id and the ability to move back and forth in these levels of consciousness. Freud
(1989) describes the substance of primary process relating to instinctual drives that seek
satisfaction through discharge and, that an instinct deriving from one particular erotogenic
source can make over its intensity to reinforce another component instinct originating from
another source, that the satisfaction of one instinct can take the place of the satisfaction of
another. (p. 43)
The source of energies emanates from the vast store of id characterized by sexual, aggressive
and narcissistic instincts or drives and Freud (1989) theorized that as these energies are
cathected to objects, the satisfaction of instinctual impulses can be displaced. Freud
explained, “it was in dream-work that we first came upon this kind of looseness in the
displacements brought about by primary process.” (p. 44). Freud continues, if this
displaceable energy is desexualized libido, it may also be described as sublimated energy;
for it would still retain the main purpose of Eros-that of uniting and binding-in so far as it
helps towards establishing the unity, or tendency toward unity, which is particularly a
characteristic of the ego.” (p. 44)
Freud (1989) writes concerning obsessional neurosis that “through a regression to a
pregenital organization, for the love impulses to transform themselves into impulses of
aggression against the object.” (p. 55). When the tendency towards unity fails due to severe
pathological states fragmentation can result. The aggression unleashed upon objects can
fragment and potentially destroy the object. While Knafo (2002) and Kris (1952) before her
sought to depathologize regression, the dual processes that lead to either art or psychosis
are linked and share the same foundational psychological processes. Therefore, “if
regression predominates the symbols used in the artwork are egocentric and take on private
meaning” (Knafo, 2002, p. 27) which pushes the work towards the continuum of psychosis.
Egocentric might mean personal and inscrutable because in psychosis the images are often
characterized as private, falling short of partaking in the community of either visual or
verbal forms of symbolic speech.
The psychology of the self and the generation of meaning that is dependent on growth
within the symbolic order could perceive this as precipitating a crisis of faith. This is the
prevalent frame that Wrye (1993) discusses, when “very disturbed patients often begin
treatment unable to enter into the therapist’s verbal-symbolic framework. Without the
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capacity to communicate with and understand symbolic language, experience remains
concrete. Such individuals cannot enter into the world of consensual meaning.” (p. 115). The
incomprehensible images, words and behavior reinforce Evelyn’s and the institution’s sense
of the symbolic void. Desublimation will illustrate an alternative means of generating
meaning where comprehension reigns. The regression to magical procedure might
contribute to confusion with reality but the navigable path out of this could be the same
creative process.
The fragmentation involved in the creative process can find itself at odds within the frame
of art therapy when the broken, fragment, piece, or unintegrated meshes with psychological
conception of splits, schizoid, schizophrenic and psychotic process. An integral part of
creativity is then linked to pathology and may be seen as interesting but unformed and
essentially lacking the integration that is necessary for wholeness.

5. Desublimation in art and art therapy
The transcendent function of art that has been the hallowed ground of the modern era has
been challenged by the philosophy of structuralism and post-structuralism. Krauss (1987)
explains the depth of these ramifications:
“On the one hand, structuralism rejected the historicist model as the means to understand the
generation of meaning. On the other, within the work of poststructuralism, those timeless,
transhistorical forms, which had been seen as indestructible categories wherein aesthetic
development took place, were themselves opened to historical analysis and placement.” (p. 2)
Thinking about a work of art as a structure challenges the dominant ontological model and
permitted radically new discussions of how meaning in art can be generated. One gap or
rupture in the symbolic order is the conception of a revitalized gestalt operating in
analytical cubism (roughly the period between 1908–1912). The desperate attempt to
rationalize the fragmentary and split planes of cubism was required to maintain the
historical evolution of progressive modern art. Form can be reconfigured, as it was in
cubism, so that it will not cohere into a logical and hence progressive order that makes
sense. As the cubist forms lurch, fragment and unravel there may in fact be the flavor of
irrationality, but of a qualitatively different character to the primary process more
characteristic of regression.
Desublimation in my text is not the reverse of sublimation, not pseudo-sublimation or unsublimation, or the type of overt sexual images that Jones (2003) describes as desublimation
occurring in surrealism. (p. 122). Rather, it originates from the insight that gestalt could be
seen as resembling a state of flux as it offers a multiplicity of possible configurations rather
than a correct one that compels the order of the good gestalt. Einstein (2004) wrote “…by
means of art, one attempts to contest deadly generalizations and the rationalistic
impoverishment of the world, to sever the chains of causality, to unravel the web of
significations.” (p. 174).
The separate planes that Einstein refers to in cubism are deliberately fragmentary to subvert
the nature of vision by preventing and interrupting the tendency to order form.
Desublimation works in cubism by undermining the concept of the mnemonic in art,
radically altering the cognitive sense of seeing a work of art as a totality with a fixed
structure. The fragments of planes do not make sense in the usual way of building an image
in the mind from scanning the temporal sequences and utilizing memory and causality to
connect this piece with the next. Zeidler (2004) describes the challenge that was evoked in
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the critical texts of Einstein who began to question the idea of a work of art that exists as “a
sublimated version of everyday experience.” (p. 5). The idea of the art object in modernism
representing an epistemological regime was one of the main challenges of the work of
Einstein. He identified the work produced during Analytic cubism as a testament to a
rupture in the episteme.
Perhaps Ehrenzweig (1971) was right after all when he envisioned cubism as an attack on
conscious sensibilities. However the source of this affront was not the characteristic of
schizoid fragmentation awash in primary process resulting from the alienating destruction
of humanism, that he feared, but rather the optical challenge to the notion of form as a fixed
and hence predictable and logical organism. The desublimated form challenges the idea of
the connection to the work of art transformed into “a reconfiguration of the world into a
‘world seen.’” (Zeidler, 2004. p. 30). In this methodology of embodied vision the artist
presents for the viewer, the potential to construct a subjective identity construction:
“…a world made over into a set of stimuli to be synthesized by a subject’s vision: a world in
which appearance takes precedence over object and where pictorial means no longer served
to clarify the objective order of things.” (p. 30).
The preceding discussion helps to illustrate that art history, theory and even criticism brings
an urgency as well as agency to the pivotal role of art in art therapy. The opening that
desublimation affords changes the context for meaning making and challenges the
prevailing theories outlined. The foundational theory involving sublimation, regression and
repression bends the art to conform to this paradigm, This has resulted in pathologizing
work that reflects incompleteness. Kramer (1971) wrote, “we know in particular that
disturbances in feelings of identity and personal intactness invariably reveal themselves by
distortions and fragmentations of the visual images” (p. 29). The relationship of the unsublimated and fragmented work of art to satisfying the demands of the pleasure principle
will be at best an incomplete wish fulfillment “limited by his pathology, the state of his ego,
his manual skill, his ‘talent,’ and many other factors.” (p. 29). Green (1986) also examined
pseudo-sublimation that might also be named a defensive sublimation or a failed sublimation
and states “undeniably, there do exist sublimations which are the offspring of certain
pathological forms. These can be viewed as emergency exits from conflict” (p. 132).
Green (1986) links pseudo-sublimation to personality types who demonstrate a moral
narcissism and the partial pleasure afforded by incomplete sublimation to the potential of
“the essential part of this observation of the ego is the completion of the constitution of what
Winnicott calls a false self.” (p. 133). The identification with the false self blocks the
connection to the generative inner core where true creativity resides. The false self “also
functions to limit and to block the symbol-making capacities of mental life, because of the
important role that unconscious processes play in the image-making processes of the
mind.”(Dragstedt, 1998. p. 498). This state of “living is superficial, and it often contributes to
states of claustrophobia, preoccupation with self-image, and acting-out archaic relationships
with the body.” (p. 498).
Deconstructing the relationship between sublimation, regression, and art helps to reveal
how subjective identification emerges within culture to circumscribe belief systems.
Dualism informs this or that, high/low, true/false logic whereas desublimation leads to
another kind of mental space free of these stifling parameters. Embedded in these structures
are power relations in which Foucault (1984) sought to understand the “…modes of
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objectification which transform human beings into subjects.” (p. 417). This is primarily
achieved through dividing practices,
“The subject is either divided inside himself or divided from others. This process
objectivizes him. Examples are the mad and the sane, the sick and the healthy, the criminals
and the ‘good boys.’” (p. 417)
Fragmentation in the art in art therapy is enormously difficult to separate from this kind of
dividing practice, where it easily can be linked or interpreted as evidence of pathology or a kind
of “not good-enough” sublimation. The undoing of form, honoring fragmentation as a gestalt
ever changing, permits a dialogue with these archaic relationships to the body, accessing the
regenerative healthy core, giving it form and substance as it pulls apart conventions.

6. Vignette
Evelyn is a sixty eight year old woman who currently attends a Community Mental Health
partial hospitalization service for severely mentally ill adults. She was first diagnosed with
mental illness at age twenty-four after an aborted suicide attempt. She earned a college
degree and worked as a Kindergarten teacher for twenty-seven years before retiring on a
medical disability related to her current psychiatric diagnosis of Schizoaffective Disorder
Bipolar type. She participates in psychotherapy and other therapeutic regimes including art
therapy producing many paintings like the example in Figure 1 and Figure 2 that lend
clarity to the stages described by Kramer (1971). These paintings are crudely executed and
seem to accentuate the fragmented split between Evelyn and the reality of the world around
her. They fit with the following description and as such they seem to fall short of Kramer’s
coveted status of formed expression, (p. 54) belonging instead to the level characterized as
pictographs and “art in the service of defence” (p. 121) reflecting, “bland stereotypes that are
dull, repetitious, and conventional; work that is rigid and stereotyped but presents unusual
or bizarre configurations; work that is filled with false sentiment, such as saccharine
sweetness, hollow heroism, or false piety.” (p. 122)
Evelyn had produced many of these bland paintings with daubed text describing sentimental
messages and depictions of flowers incongruent with her frequent paranoid raging attacks.
Empathic support and various interventions all appeared inconsequential to this repetitive
cycle that provided the artistic equivalent of acute fragmentation with the resulting negativity
and frustration. With traditional materials such as paint and pencils Evelyn stubbornly
derailed any attempts to continue in an engaged, prolonged manner with the images. Green’s
(1999) conception of the negative relates to Evelyn’s wall of incomprehension. Green cites
Bion’s work on the positive (+K) and the negative (-K) attributes of knowledge when “-K is not
content with qualifying the negative in terms of an insufficiency or deficit; it gives it status.
Not-understanding is brought into play by the patient’s psyche when it is in his interest to stop
understanding. This is a widely encountered phenomenon. It is with psychotic patients, or in
Bion’s terminology, with the psychotic part of the personality, that the specific nature of this
mechanism can be pinpointed.” (p. 8-9)
The concept of attack on linking (Bion, 1967) meshes with the process by which Evelyn at
times appears incapable of knowing or understanding. The splitting of parts of the self and
others into bizarre objects that are then perceived “out there” as inhabiting the dangerous and
destructive world infects the milieu. The theories outlined earlier now appear to make sense
with this dynamic, when the art experience follows a format that would require linking,
integration and sublimation, working images towards a sense of completion and wholeness
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the psychic level of fragmentation intrusively impinges upon the process. The smoothness
of paint and the insubstantiality of pencils were quickly sabotaged and aborted as a result of
the fragmented nature of Evelyn’s cognitive and affective chaos, leading to further
disconnection and fragmentation.

Fig. 3. Collage. Tempera & Paper on Paper.
I wanted to introduce what Derrida (1997) calls the absolute break by introducing a radical
newness without discarding the existing framework, instead finding a phenomenological
openness to art, materials and intersubjective space. Part of this orientation involves a slow
temporal discovery of the sense of self as an artist, initially through a sustained focus on the
constituents of artistic sensibility. (Thompson, 2009). After introducing collage to Evelyn
many significant changes took place. Collage confronts fragmentation directly with the
potential to hold disparate ideas and affects while honoring fragmentation and differences.
(Figure 3) I thought of the desire of Close (2004) to use multiple fragments in his paintings to
subvert and prevent the image from cohering into a whole. What would happen if Evelyn
began making images that do not cohere from an aesthetic perspective as opposed to the
incomplete sublimation resulting from regression?
The sculpture that Evelyn titled appropriately “A Portrait of Beauty” (Figures 4 & 5)
resulted from her increased investment, going-on-being (Winnicott, 1986) over the period of
one year, realizing her vision of beauty, standing as a testament to the strong therapeutic
alliance that developed between us. The apparent contradictions in the work are a mark of
its complexity and result in part from the slow temporal unfolding. In this way the
individual history that informs the way the materials are joined has now become a palpable
presence. The sculpture has the embodied affect contained in the visible fragments that are
tied together and the invisibility of the negative three-dimensional space that almost
magically supports the structure.
The sculpture reiterates Lyotard’s (1984) description, “What is important in a text is not
what it means, but what it does and incites to do. What it does: the charge of affect it
contains and transmits.” (pp, 9-10) The desublimated form can harness this affective charge
in a powerful way. Since this sculpture was so large (eight feet tall) the phenomenon of
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Tissue, wood, beads and wire. Height 8’

Fig. 4. A Portrait of Beauty. Syrofoam,

Fig. 5. A Portrait of Beauty. Detail.

being inside heightened the sense of play that Winnicott (1986) describes as transitional
space, the intermediate zone between what is me and not me (p. 45). Stepping in and out and
back and forth was necessary to complete this work and required careful negotiation and
increased self- and body-awareness heightening the physical presence that in turn
strengthened Evelyn’s spatial-kinesthetic sense – previously she had a history of falls (not
explained medically) that now had stopped.
The slow incremental use of the disparate fragments of wood, paper, tissue, wire, beads, and
styrofoam derailed the derailing from the internal attacks on linking. Aesthetic action
(Thompson, 2010) guided Evelyn as she found herself freed from the confines of the
symbolic order. Evelyn discovered that desublimation leads to a new and exciting
configuration where a lack is not a hindrance; the negative becomes knowledge since it is
operating beyond the reach of the dualistic parameters of whole/broken or
integration/disintegration. Thus, it relates to the stage of being or becoming that is related
to unintegration; a value-neutral process of being that Winnicott (1986) describes as necessary
for the development of ego integration. Abandoning convention does not mean spiraling
through a regression where primary process abounds; rather it permits possibility by
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embracing all the separate pieces, fragments, thoughts, affects embodied and worked on
through the safe, meditative action of tying and binding. The abstraction of form also
released the cultural and self-imposed constraints that influence how representational art
should appear as the sculpture now reads as a self-portrait. Evelyn revealed during the
course of this work that she had been estranged from her twin sister for many years, a
disclosure that throws new light on the twin roles that The Portrait of Beauty may hold for
her. Her jealousy of her healthy, successful sister with a loving family had been intolerable
for Evelyn, since she is acutely self conscious of failure, the stigma of severe mental illness
and the debilitating physical effects of Hailey-Hailey’s disease (hereditary skin eczema).
This sculpture had been made during an art therapy group with non-English speaking
patients, an unusual paradoxical example of the positive attributes of the language barrier –
Evelyn felt safe enabling her paranoid ideation to subside and the group-as-a-whole were
blissfully unaware of her anger and sadistic attacks which also rapidly discontinued. The tilt
of the final piece captures Evelyn’s gait and posture and strikingly she shed her bizarre
manner of dress with multiple scarves, necklaces and handbags, as the symbolic equivalents
were bound together in aesthetic form. A Portrait of Beauty exceeds the stage of formed
expression achieved with the fragmentary now sublimated in the desublimated form that
permits this new conception; the fragments remain distinct. The sculpture surprises and
overpowers clinicians and peers alike as testament to the generative power of creativity
allowed to develop and unfold on Evelyn’s own terms. This phenomenon desublimates the
viewer’s sensory experience forcing a radical new appreciation of the artist and her oeuvre.
(Marcuse, 1978). Seasoned clinicians marveled at her work leading to a positive reappraisal
of Evelyn, unimaginable prior to this undertaking! It was selected from over several
hundred submissions to an Outsider art Exhibition in New York City and later exhibited
and subsequently sold, in the gallery at the hospital she attends, completing the cycle from
studio to gallery within the institution that is confronted with Evelyn, now visible as a
unique, skilled and beautiful person, rather than a patient with severe mental illness
(Thompson, 2009).
Desublimated art can alter form, freeing it from the stifling repressive symbolic order, to
permit coherence within an alternative paradigm while remaining fragmentary.
Desublimation is the aesthetic dismantling of form, supporting the multiplicity of self. The
sculpture shows the process of Evelyn’s attempt to construct recognizable and knowable
patterns and arrangements that contain new patterns. Amidst these new patterns the poetic
containment of trauma, ruptures, attacks and nihilistic yearnings can be empathetically
perceived, as perhaps the sculptural form of desublimation accesses both the return of the
repressed and the dissociated experiences caused by trauma. (Van der Kolk and Van der
Hart, 1995). The holistic totality of this experience had several parallel effects on the
therapist, the client, and the institution itself leading to openings based in the real and
tangible feeling and experience of success and hope. Evelyn now at times co-leads groups
with therapist and has returned to more conventional painting that is now invested with
tremendous care, love and she has progressed closer to the goal she shares with the notable
artist Agnes Martin, (1992) to find inspiration and beauty in oneself and in the world.
Evelyn has after all integrated self, accepting imperfections while tolerating many stressful
situations that previously may have triggered severe decompensation and possible
hospitalization.
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1. Introduction
In Sweden, the prevailing model for combating homelessness has been, and to a large extent
still is, the disciplining staircase model, which stresses absolute sobriety as a criterion for
eligibility for municipally organized special housing. The model builds on a view of the
homeless as individuals incapable of independent living, albeit ones who are (potentially)
able to become capable of independent living and (at least theoretically) of securing an
ordinary apartment for themselves on the regular housing market, with the help of
discipline and self-regulation (by adhering to the principle of absolute sobriety and
complying with a number of other rules). In the staircase model, self-regulation is
characteristically seen as a necessary precondition for this gradual improvement in the help
receivers’ housing standard, their increasing independence (living without rules,
regulations, and surveillance), and the stability of their living situation more in general
(Sahlin, 2005).
Of the country’s population of nine million, approximately 17,800 are homeless, in the latest
estimate of the National Board of Health and Welfare (National Board of Health and
Welfare [NBHW], 2006). According to the same statistics, 62 percent of the homeless have
problems with addiction and 40 percent suffer from a variety of mental disorders. The
Board’s figures, however, likely fail to accurately capture the size and nature of the
homeless problem in the country. Due to respondent selection issues in its survey, there
was, for example, no way to adequately assess the number of homeless individuals not
suffering from addiction or mental health problems; nor could the number of homeless
families be ascertained. Nonetheless, if the results are to be trusted, in 2005 there were 2,620
homeless persons in Gothenburg, Sweden’s second largest city, with the municipality
becoming singled out as having proportionally speaking the highest number of homeless in
the country (54 homeless per 10,000 inhabitants).
In subsequent years, new measures to combat homelessness have been introduced in a
number of municipalities in the country. In 2007, for example, the city of Gothenburg
officially abandoned the staircase model it had been using until then (see Hansen Löfstrand,
2010), adopting in its stead the so-called Housing First model, as it was named when
originally launched in the United States (see Tsemberis et al., 2004). In Gothenburg, the new
approach has thus far been limited to a few housing units assigned for the experimentation
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with it. However, even though is the fundamental principle behind the Housing First model
is to provide homeless with first-hand apartment contracts, this has thus far not been done
in the Gothenburg case; instead, the city has settled into providing what amounts to
permanent special housing for the homeless. In effect, what this has meant, as I will argue
below, is that instead of marking a genuine shift in the city’s homeless policy, the new
model has simply been adapted for old purposes: the purpose of finding a way to deal with
the problem of “the truly homeless.” Who those “truly homeless” are, how they are
identified and diagnosed, and what the prognosis is claimed to be is what I will elaborate on
in what follows.
More broadly, in this chapter I investigate two concurrent trends in Swedish homelessness
policy: the increasing medicalization of the homeless and a shift towards the Housing First
approach, with its attendant emphasis on what among the local practitioners is called
“symptom tolerance.” How should these trends be understood in the particular country
context in question, both in isolation and in relation to one another? At first glance, they
might seem even contradictory, but, as my analysis will show, they are in fact all mutually
related. Indeed, the medicalization of the homeless provided a prerequisite for the
consideration of the Housing First model as a possible solution in the first place. However,
in the Gothenburg context, the policy recommendations regarding normal housing
arrangements based on first-hand apartment contracts that the model implied were taken to
simply mean permanent housing arrangements with no expectation of sobriety, sometimes
referred to as symptom-tolerance housing, which were based on second-hand rentals.
Symptom-tolerance housing or, as it is also called, low-threshold housing has subsequently
become a popular solution in the homeless policy of many of the country’s larger cities,
building on the basic idea that it is necessary to “relinquishing previous demands on people
to be drug-free before they are offered housing” (Olsson & Nordfeldt, 2008, p. 165).
The local adaptations of the Housing First approach in contexts generally prescribing
disciplinary measures have thus led to two different models coexisting in parallel. The first
of these I call “homelessness as an incurable condition,” and it used mostly for homeless
deemed incurably ill, or to be suffering from an incurable condition. The goal is to provide
permanent special housing and palliative care, which is regarded as a last-resort solution
adopted only on account of the perceived failure of medical institutions to accept their
responsibility for this group among the homeless: the best solution for it, in this view, would
be hospitalization. The second model could be called “homelessness as a curable condition.”
This model is used for those homeless who are assumed to still be able to develop into
capable and independent individuals with the help of regulation and self-regulation applied
through the housing staircase model. The goal is for the homeless individuals to ultimately
be able to obtain and manage an ordinary apartment of their own, although few actually
reach this stage. The reasoning behind the two models goes, respectively, as follows: If
suffering from an incurable condition, the homeless individual should be entitled to
permanent housing (special housing units for the homeless) even when he or she acts in
contravention of the relevant rules (continues to use alcohol, acts violently, threatens others,
etc.), for which reason “housing first” is prescribed. If not incurably ill (i.e., still “curable”),
the individual has to earn his or her way to housing, by demonstrating ability to comply
with the demands of the disciplining staircase system. In other words, when the
homelessness of the individual is considered an incurable condition, housing is to be
facilitated and “the coercive social control strategies” of the staircase model should be
bypassed (Willse, 2010, p. 156). Following Willse, what I will be arguing in what follows is
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that an important precondition for this new initiative was the “invention of chronic
homelessness” (Willse, 2010, p. 157).
The research on which this chapter is based was carried out within a broader project entitled
“Homelessness as Business: The Marketization of Social Housing in Gothenburg” and
funded by the Swedish Council for Working Life and Social Research. The empirical
material collected for it thus far consists of transcripts of 36 interviews (with politicians, civil
servants, NGO and company representatives, homeless individuals), tenders submitted in
the latest two procurement processes for special housing for the homeless, internal
documents related to the try-out phase of the municipality’s Housing First project, and the
returns of a telephone questionnaire distributed to social service offices in the municipality
of Gothenburg. For this chapter, I analyzed in depth the interviews with politicians and civil
servants responsible for managing the problem on homelessness in the city, along with the
interviews with nonprofit and for-profit providers of special housing for the homeless. A
central analytical question guiding this analysis was: How is the problem of homelessness –
and homeless persons – understood and how is the category of “the homeless” constructed
and defined among the city’s decision-makers and administrators? In addition, recent policy
shifts and the planning and implementation of the local Housing First project in the city of
Gothenburg were examined investigated. In the sections that follow, I will first review the
main arguments put forward by Willse concerning the policy shifts that implementing a
Housing First model implies and the possible motives behind it, before presenting my main
theoretical framework. The presentation of the research findings then proceeds as follows: I
start out by analyzing the views of key politicians and civil servants regarding the issue of
homelessness in the city of Gothenburg. After that, I discuss the recently launched Housing
First project in Gothenburg (its target group, main features and principles). Finally, I
examine the way in which nonprofit and for-profit service providers interpreted and
adapted their activities in response to the ongoing changes in the city. The chapter ends with
a few concluding remarks on what the policy shift in question has really meant and what
likely motivated it.

2. The Housing First model: The end of medicalization?
In the US American – just as in the Swedish – context the invention of (chronic)
homelessness as a medical problem is connected to the basic idea behind the modern social
service agencies, that it is necessary to “work on oneself” in order to gain access to and keep
an apartment of one’s own:
Medicalization treats housing deprivation as a symptom of personal pathologies that
must be cured by experts…. Thus, the medicalization of housing insecurity or
deprivation opens a ground for the intervention of disciplinary techniques. (Willse,
2010, p. 165)
The dominant model in combating homelessness has for long consisted of a social worker
who “assumes responsibility for guiding the client, or case, through a process of selfevaluation to determinate the individual causes at the root of their problem” (Willse, 2010,
p. 165). This process has often involved drug and/or alcohol addiction treatment or
comparable. Very frequently, absolute sobriety has thus been made a precondition for
eligibility for special housing units for the homeless, in both Sweden (Hansen Löfstrand,
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2010) and in the United States (Willse, 2010). This is described by Willse (2010) as an
instance of the medicalization of homelessness. The Housing First approach, Willse (2010, p.
166) suggests, “represents a potential break” from such medicalized models since it involves
a “separation of shelter provision from health and social services.” Precisely because of this,
the model was initially viewed with suspicion by social workers working within a system
built on the assumption that health and social services are necessary “for making people
‘housing-ready’” (Willse, 2010, p. 166). In a like fashion, the model, upon its introduction,
met with skepticism by the local authorities in both Gothenburg and elsewhere in the
country. Only recently have there been signs of interest among the country’s municipalities
in giving the approach a green light.
As Willse (2010, p. 168) has pointed out, to understand the developments in the United States
that lead to the shift in focus and the subsequent introduction of the Housing First model, one
has to understand “the economic dimension of the invention of chronic homelessness.” Some
American researchers (Culhane and his colleagues) have successfully argued that, apart from
its other positive contributions, the Housing First model is also a more economical way to
manage homelessness. At the municipal level where fiscal constraints and budget cuts must
frequently be accommodated, the model has indeed come to be viewed as an economically
more viable and efficient solution. It is thus the limited economic resources of the
municipalities rather than the needs and wants of the individual help-seeking citizens that has
to a large extent motivated the policy change (Willse, 2010, pp. 169–172). For many cities and
municipalities, the Housing First model has become “the most economically efficient means of
managing [the homeless] population” (Willse, 2010, p. 172; emphasis in the original). In this
fashion, notes Willse, researchers have been able to “mobilize a neo-liberal discourse on costs
and efficiency to advocate successfully what humanist and ethical discourses have failed to do
– that people in need of shelter should be housed as quickly as possible,” thus by “recasting
housing insecurity in terms of financial costs their research provides an economic justification
for permanent, long-term housing” (Willse, 2010, p. 171).
In the Swedish context, too, the neoliberal discourse on cost and efficiency has doubtless
played a part in influencing the willingness of municipal authorities to try out the model.
While a great majority of the Swedish municipalities still adhere to the old model based on
disciplining techniques, sobriety, and personal development as prerequisites for eligibility to
housing and keeping one’s apartment or room, several of them today show a positive attitude
towards experimenting with the new Housing First-based model. The main argument used in
favor of this policy adjustment has been that the established way of managing homelessness
has become too expensive without still bringing the desired results, with the rhetoric
remaining silent about the (previously express) goal of reestablishing homeless individuals in
the regular housing market or the (hitherto implied) desire to transform deviant individuals
into disciplined citizens complying with societal norms, rules, and regulations. Yet, at least in
Gothenburg, the willingness to try out the Housing First model has been premised on a more
pervasive medicalization of homelessness, rather than bringing about the kind of demedicalization often associated with Housing First initiatives in the research literature.

3. Theoretical framework
3.1 Medicalization
Medicalization is “a process by which nonmedical problems become defined and treated as
medical problems, usually in terms of illnesses and disorders” (Conrad, 1992, p. 209). At the
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same time, the medicalization of a problem does not automatically mean that it has been
assigned to the jurisdiction of the medical profession (Conrad, 1992, p. 210). This is made
clear in Conrad’s own definition of the phenomenon:
Medicalization consists of defining a problem in medical terms, using medical language
to describe a problem, adopting a medical framework to understand a problem, or
using a medical intervention to “treat” it. This is a sociocultural process that may or
may not involve the medical profession, lead to medical social control or medical
treatment, or be the result of intentional expansion by the medical profession. (Conrad,
1992, p. 211)
It is important to bear in mind that medicalization of – a medical gaze at – the problem at
hand usually does not “fully supplement earlier modes of social control”: the medicalization
might remain incomplete, competing definitions might exist, or “remnants of previous
definition [may] cloud the picture” (Conrad, 1992, p. 218). The coexistence of previous
and/or competing definitions will then naturally affect the degree of medicalization itself
(Conrad, 1992. p. 220). Furthermore, drawing attention to the process of medicalization, or
disclosing instances of medicalization, is not the same as saying that the problem should not
be looked at as a medical problem (Conrad, 1992, p. 212). Nevertheless, medicalization may,
at least potentially, result in a problem’s (such as homelessness) becoming decontextualized
and individualized (Conrad, 1992, pp. 223–224), leaving any structural causes overlooked
with the result that the responsibility for solving the problem becomes more easily rejected
by politicians and civil servants. For this reason, the process whereby deviant behaviors are
given medical meanings is always a profoundly political one, one, moreover, that has “real
political consequences” (Conrad & Schneider, 1992, p. 1). In the concluding part of this
chapter, I will return to some of such consequences that the process of the medicalization of
the homeless brings. It is, however, even at this stage important to bear in mind that what
we are discussing here is a very specific version of medicalization: while to some extent the
problem of homelessness is defined in medical terms – the “truly” homeless as mentally ill
substance abusers suffering from severe functional impairments – what is nonetheless
prescribed is care and (in some cases) medication rather than comprehensive treatment.
While the “truly” homeless are certainly viewed as needing the kind of treatment that
medical professionals working in mental hospitals provide, these institutions are criticized
for rejecting what is claimed to be their caring responsibility. Thus, what is actually
provided is not a kind of medical intervention that “treats” the problem, that is, one which
makes the “truly” homeless housing-ready and capable of independent living in an ordinary
apartment, but instead palliative care – easing of the symptoms of an incurable condition –
and access to a permanent special housing unit meant for the homeless clients of the social
services.
3.2 Diagnosis and prognosis
As Conrad and Schneider (1992, p. 8) have argued, “the authority to define certain
behaviors, persons and things” is the “greatest social control power.” This authority belongs
to institutions and the people who represent them. In this section, I discuss how the people
with this authority, in the Swedish city of Gothenburg, define the problem of homelessness
and diagnose homelessness in persons. In this same connection, I will also bring up what the
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politicians and civil servants interviewed for this study stated about what they thought
should be done to successfully combat homelessness.
My analysis is inspired by the theoretical concept of framing as first put forth in the work of
Erving Goffman and subsequently developed by others. The framing processes can be of
many different kinds. In their study of homeless social movement organizations, Cress and
Snow (2000), for instance, have made a useful distinction between diagnostic and prognostic
frames. Diagnostic frames “shape how the issue is perceived, and identify who or what is
culpable,” while a prognostic frame “stipulates specific remedies or goals” (Cress & Snow,
2000, p. 1071). In my analysis in this article, I focus on “accounts of the problem and who or
what is to blame (diagnostic framing), and what needs to be done in order to remedy it
(prognostic framing)” (Cress & Snow, 2000, p. 1072). The two types of frames are generally
“mutually facilitative,” but “prognostic frames might sometimes develop in the absence of
articulate diagnostic frames” (Cress & Snow, 2000, pp. 1099–1100).
The focus on diagnostic and prognostic frames as expressed in accounts means that I look
mostly at the way in which claim-makers such as politicians and civil servants construct a
condition, in this case homelessness. Loseke (2003, p. 59) has defined diagnostic framing as
the activities by which claim-makers “construct a condition as a particular type of condition
[while] this, in turn, constructs blame and responsibility.” The first step in the analysis of
actors’ accounts of the problem (who or what is to blame) and what is to be done about it
was thus to find out if the diagnostic frame constructed the causes as social – that is, as
something having to do with the social structure (the housing market or the welfare system)
– or as individual (the behavior, personality, or condition of the unique individual or
individuals of this type). According to Loseke (2003, p. 61), successful claim-making
strategies ignore the complexity of the issue, relying instead on the construction of simple
diagnostic frames.
Social problems are, by definition, “conditions we believe can and should be changed”
(Loseke, 2000, p. 97). A central analytical question is therefore: According to claim-makers in
the field of homelessness, what should be done in order to combat the problem and who is,
explicitly or implicitly, made responsible? Prognostic framing concerns precisely this
question:
Prognostic frames [answer] audience members’ questions about what should be done.
This frame constructs a general line of action (what should be done) and it constructs
the responsibility for that action (who should do it). These claims are important because
they legitimize some solutions (and not others), they construct some indicators of
success (and not others), they assign some people (and not others) the responsibility for
changing the condition. (Loseke 2000, p. 98)

4. Homelessness as an incurable condition
What made it possible for Swedish politicians and civil servants to at once medicalize the
issue of homelessness and introduce (aspects of) the Housing First model into the context of
local homelessness work? While, in light of the discussion thus far, it may seem like a
contradiction from a more theoretical point of view, for local politicians and civil servants
the intensified medicalization of homelessness in fact served as a precondition for the
introduction of the Housing First model, or, as we shall see, a certain key aspect of it:
permanent (but not regular) housing.
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4.1 Politicians’ position: Homelessness as a psychiatric care problem forced on the
municipal special-housing provision
The driving force behind the medicalization – and I would say, more accurately, the
intensified medicalization – of homelessness in the city of Gothenburg was a local politician
responsible for the homeless questions in the city government. His own long professional
career in psychiatric nursing might have contributed to the new problem construction. In his
interview for this study, he stated that for patients experiencing psychoses, it is detrimental
to change their daily environment by moving them to another room or apartment:
What I’ve seen also in my own work [as a psychiatric nurse] is that it may take three,
four, five years for a person suffering from a psychosis to adapt to his or her new
environment, and then, if you have to move [to another place], the process starts all
over again and so on.
The politician’s previous knowledge about mental health patients was transmitted onto a
from his perspective new group of clients: the homeless. What he held to be true about
mental health patients was thereby thought to be true also of the homeless. Taking his
previous professional experience as his starting point, and using it as his main frame of
reference, the politician therefore decided to recommend the dismantling of the existing
housing staircase model, which was built upon the idea of stepwise progression until the
achievement of the end goal, an apartment of one’s own in the regular housing market. To
replace the idea of housing staircase, the politician introduced the metaphor of an elevator:
instead of moving through all the steps of the staircase to gradually come closer and closer
to the final destination of gaining an apartment of one’s own, an individual should take the
elevator directly to the correct floor, get off there, and permanently stay there. The longterm strategy he outlined to make all this possible was to turn the city’s stock of short-term
housing for the homeless into permanent housing units, so as to change the policy of
providing temporary accommodation for the homeless.
Another decision the politician made was to initiate collaboration between, on the one hand,
the city’s social authorities having the responsibility for the local homelessness work and, on
the other hand, the local university hospital. This he thought was needed for the necessary
outreach programs. During his interview, he stated that “if there is a person who lives in a
tent in the woods and does not want any help from us,” the first thing to do was “to check
that this person does not have any psychiatric problems,” something which in his opinion
was ideally done through a joint outreach intervention by staff from the local social services
and the university hospital. A third decision he took was then to make it the responsibility
of the municipality to offer housing to those who were excluded from, or refused by, the
city’s current special-housing system. The city’s stock of special housing units for the
homeless had been expanding, but even though a lot of new units were built, “the most
difficult cases,” or the categories of homeless individuals declared as the official target
group of the city’s special-housing organization, were still excluded from them (Hansen
Löfstrand, 2010; Löfstrand, 2005):
So we were complaining about that, and then we said, “No; everything we build from
now on should be for the most difficult cases.” And then we got [two new housing
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complexes], you know. And they’re specifically for the double-diagnosis cases, the
really tough ones, with lots of staff there and so forth…. And then we also hired three
nurses to work there to help them with their medication and so on. Because – well, I
come from psychiatry, so I know that when a person ends up at a psychiatric ward,
after a month or so they feel better, they get their medication and so on, and then they
are discharged and sent to the outpatient clinic, then they go there, get a bag of
medicines which they will not take, and after two or three months they are just as
aggressive again and that’s when they are discharged from there and left on their own.
So now we employ nurses to deal with this problem.
The strategy that the municipality came to employ – of defining the problem in medical
terms, dismantling the housing staircase model, and offering long-term and even permanent
special housing to the homeless – did, however, not agree with the requests coming from the
municipality’s social service offices for access to regular housing for their clients. While the
interviewed politician stated that he was “aware of” such requests, he had nevertheless
opted not to act on them, continuing instead with the process of further medicalization of
the homeless as incurably ill, with the intent of securing more special housing units for the
municipality where this category of homeless individuals could live permanently while
receiving medical care. While indeed he did much to contribute to the continued
medicalization of homelessness, it is true that also his predecessor had focused on those in
the wider category of the homeless who are often referred to as double-diagnosis cases,
arguing them to be ill but not ill enough to be admitted to the hospitals’ psychiatric wards.
In the interview excerpt below this politician expresses his frustration with “psychiatry”
which, according to him, rejects its responsibility for the “mentally ill people” among the
homeless population:
Politician: They are too ill to be managed in ordinary housing, but they are not ill
enough for us to have them forcibly hospitalized in a psychiatric ward. The
municipality doesn’t have any means of coercing them, apart from the cases where
somebody is about to die from drug use…. If you are mentally ill and do a little drugs,
it’s not possible to force anyone…. So here’s a group, then, that’s not doing well but
nobody takes the responsibility for.
Interviewer: But a group nonetheless that has been regarded as a target group for the
municipality’s own special-housing system?
Politician: Yes, exactly, but they are usually refused or excluded on work environment
grounds as they create problems for the staff working there.
To be able to handle this group of homeless individuals more effectively, it was decided to
employ staff with previous experience of working within mental health care at some of the
special housing units for the city’s homeless.
When analyzing the two politicians’ accounts about the problem of homelessness, it
becomes clear that the diagnostic framing operating in them constructs homelessness as
something caused by mental illness that is self-medicated through use of alcohol and drugs,
with the diagnostic term used for the condition being “double diagnosis.” Nothing is
mentioned about other possible causes, such as factors related to the housing market.
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Although the first interviewed politician knew of the local social service offices’ express
need for something completely different for their clients, their requests for access to
ordinary housing in no way featured in his ways of acting on, talking about, or redefining
the problem. His case, then, provides an example of the more general tendency to ignore the
complexity of the issue in order to construct simple and thus more convincing diagnostic
frames (Loseke, 2003, p. 61).
In their accounts about the problem, both of the politicians individualized the problem and
presented it as something having to do with illness. One consequence of this way of
constructing the homeless as individuals who are ill and suffer from an incurable condition
is that they cannot be then held responsible for their homelessness in the manner that other
homeless persons are. This, in turn, has enabled the municipality to effect a partial change in
its policy: in contrast to the previous situation where the double-diagnosed “most difficult
cases” – often referred to as “the truly homeless” – became constantly evicted from different
special housing units due to rule breaches, the new policy is to put a stop to the recurrent
evictions and offer these individuals permanent special housing. Housing offered by the
municipality’s special-housing organization is thus regarded as a permanent solution for them
(as far as the municipality is concerned). A by-product of the solution is the fact that the
homeless individuals benefiting from these new permanent housing arrangements are no
longer subject to the kind of disciplining rules and regulations that characterized the
housing staircase model. A central concept of the new policy – and something that is
required from nonprofit and for-profit providers of social housing for the homeless – is
“symptom tolerance”: as a provider of special housing for the homeless, one has to tolerate
the symptoms of the illness, especially since the illness is regarded as an incurable condition.
Furthermore, as evident from the interviews with the above two politicians, public medical
services were seen as having the primary responsibility for this category of homeless
citizens. Both of the two – and, as we shall see, also the civil servant responsible for the
municipality’s own special-housing organization – nonetheless claimed that the city’s
medical services had failed to accept this responsibility by refusing or otherwise excluding
these “incurably ill” patients as “not ill enough.” This fact, in turn, was then construed as
causing the homelessness problem as the two interviewees had come to know it. The
problem was thus not construed as a housing problem, but was instead described as a
medical care problem. Both the politicians and the high-ranking civil servants interviewed
for this research thus effectively claimed the city’s medical services to be responsible for
both causing and solving the problem, but, since they refused to recognize this
responsibility, the municipal special-housing organization was forced to deal with it in
practice.
How did it become possible, then, that some version of the Housing First model could be
introduced locally? From a purely theoretical point of view, constructing homelessness as an
incurable medical condition while simultaneously presenting it as a housing problem seems
like a contradiction of terms. As shown by Cress and Snow (2000, pp. 1099–1100), the
diagnostic and prognostic frames need not always be “mutually facilitative.” From a
perspective in which homelessness is regarded as a housing problem, the emergent
prognostic frame (access to permanent housing first) does not follow from the diagnostic
frame (homelessness as incurable illness), but seems to have evolved rather independently
of the latter. One possible interpretation for this is that the “modern” solution provided by
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Housing First, which was vocally advocated in Sweden by (some parts of) the research
community, and the criticism that the municipal special-housing organizations were not
functioning very well and were costing too much, made it possible to introduce the solution
even though it really did not marry well with the prevailing diagnostic frame. As evidenced
by the two Gothenburg politicians above, the city’s preferred solution was in fact medical
treatment and medication, but since the medical services system, according to the
perception of the decision-makers, in effect denied its responsibility for those “incurably ill”
in the wider homeless population, the next best solution, which was permanent special
housing for this category of the homeless, was resorted to instead. This was also presented
as the rationale for the new policy of employing mental health care workers as staff at the
city’s special housing units, and for hiring nurses to pay regular visits and provide medical
(somatic) care to the clients at some of the special housing units for the homeless
(Sennemark, 2009). In the below quote, an interviewed civil servant in charge of
Gothenburg’s municipal special-housing organization discusses this new initiative:
The idea is that, since these people rarely come for treatment at our healthcare facilities
or in some other way get to receive medical care, we now have a two-year project where
we hire three nurses who will work at some of our special housing units, and then we’ll
follow up on it to see if it makes any difference in these people’s lives that they get
access to medical care, get their wounds looked after, get to talk to a nurse who might
get them to go to a psychiatrist if they need that, or whatever their problem might be….
Then we will review all this and see…if their lives indeed became any better, if their
quality of life improved at all.
The first special housing unit in Sweden offering medical care to its homeless clients opened
in Stockholm in 2005 (Ingermarson & Holmdahl, 2010). A few years later, in 2007, medical
care to homeless persons staying at special housing units was put on the political agenda
also in Gothenburg (Sennemark, 2009). Also the establishment of healthcare centers catering
for homeless persons only, in Stockholm in 2001 and in Gothenburg in 2005, provides an
example of the medicalization of homelessness, reflecting the tendency to regard
homelessness not as a housing issue but as a medical/healthcare problem. The homeless
were seen as excluded from the scope of the ordinary healthcare and medical treatment
system, which nevertheless was supposed to be equally serving all citizens, or as not really
fitting within it well. They were, moreover, considered as needing three different types of
medical care: psychiatric care, addiction treatment, and somatic care. The choice to then
create separate solutions for the homeless – special housing and special medical care
institutions – has, however, only exacerbated their exclusion, as they thereby de facto
become treated as almost non-citizens.
What is important to bear in mind is that, in reality, the term “homeless” is a very
heterogeneous category. In considering the kind of instances of medicalization of
homelessness as described above (homelessness framed as a result of mental illness and selfmedication with alcohol and/or drugs), it needs to be noted that, for instance, those
presenting the diagnoses in the above quotes are laymen and not part of the medical
establishment. Furthermore, these interviewees had no experience of direct contacts with
homeless clients. The street-level bureaucrats at local social welfare offices often propose
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and act on definitions of their homeless clients as either double diagnosis cases or not, at
least implicitly in their decisions about where to refer them for placement (to which kind of
special housing unit). Like politicians and high-ranking civil servants in general, they lack
the medical education ordinarily considered as necessary for performing such diagnoses. It
is, moreover, also important to bear in mind that it was primarily politicians and civil
servants who contributed to the intensified medicalization of homelessness, in the
Gothenburg context at least. As powerful claim-makers, their diagnosis of homelessness as
an incurable condition, accompanied by their prescription of special housing where
homeless clients can receive palliative care and medication, had a great impact in the policy
process. Even though (some of) the street-level bureaucrats claimed that there was a great
need for ordinary housing for the homeless clients of the city’s social services (and for
homeless help-seeking individuals and families refused by the social services as not
suffering from any “medical” or “social” problems), the solution put forward was
nevertheless permanent special housing for the “truly” homeless, or those suffering from an
incurable and irreversible condition and deemed never to be able to live in an apartment of
their own in the regular housing market.
4.2 Civil servants’ position: The “truly” homeless as individuals with brain damage,
functional disabilities, and a need for permanent special housing
In her interview, the civil servant responsible for the municipal special-housing organization
in Gothenburg connected the problem of homelessness with a contested major reform in
psychiatric care that was initiated in Sweden in 1995. The reform, aimed at reducing the
number of mentally ill living in large institutions and integrating them more in society, has
been widely criticized for leaving mentally ill persons isolated and without proper care.
While indeed the proportion of homeless persons regarded as mentally ill has increased
since the introduction of the new care policy, no direct correlation has nevertheless been
found between the two (Halldin, 2000; NBHW, 1998). All the same, the interviewed civil
servant claimed that many of those in the city’s homeless population today in the past “used
to live in mental institutions.” According to her, the psychiatric reform “changed the whole
concept of homelessness,” because with it, the target group changed so that it now included
many more mentally ill homeless. She described the mentally ill as individuals with
“functional impairments.” Also those in the wider category of the homeless who abuse
alcohol were described by her as suffering from such “functional impairments,” caused by
damage to the brain from prolonged alcohol abuse. These two subcategories were then seen
as together constituting the category “the truly homeless” that formed the most important
target group for the municipality’s special-housing organization. As the interviewee herself
described it:
Before, one wasn’t even really aware of what long-term alcohol or substance abuse does
to the human brain and one’s abilities…. Of course, the hard part is the human beings
with functional impairments…who also suffer from brain damage. Many of them do.
The interviewee further explained that even though integration into society might serve as a
fine ideal, one nevertheless had to face “the reality” – a reality in which the public medical
services cannot cope with the homeless addicts, as can neither the psychiatric care services
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nor the wards for somatic care or hospice care. Accordingly, it was the local social services
that had to deal with homelessness as a medical care problem:
The fact that they are here [being cared for by the municipal special-housing
organization] is because the medical care system cannot manage the integration [of the
homeless]…. Have you ever seen a double-diagnosed homeless person at a local
healthcare center?
Just like the politician responsible for homelessness in the Gothenburg municipality, the
interviewed civil servant in charge of the municipality’s special-housing organization
pointed to the recent changes in the local policy that brought an emphasis on permanent
placement at special housing units. Initially, she interpreted this political will as a will to
offer the homeless more or less ordinary apartments, albeit within the framework of the
municipal special-housing organization (without first-hand contracts and normal lease
terms). In her understanding, the need for “ordinary housing” had meant “ordinary
apartments,” at least when it came to their material standard:
When I started out here [in the municipal special-housing organization], I thought: “We
have to refashion [one of the special Gothenburg housing units] into fully adequate
apartments and then people may stay on.” For precisely this group of people with early
disturbances – those who are violent, those who look for conflicts, who brawl and fight
at the social service offices and are refused admission…. And then, instead, we’d be
like: ”Here you’ve got your key, now you have your apartment, you can do whatever
you want, here you may live, you can take care of yourself here…you never need to
move” – things like that, you know.
The interviewee then went on to describe a process of gradual realization and increasing
comprehension, a process leading her to understand that there nonetheless were some
people – those in the homeless population who can be categorized as suffering from an
incurable illness – who should not be placed in regular-type housing. She could not view an
apartment in the regular housing market through a first-hand contract as a good solution or
even an appropriate end goal for the process of integration into society, because “integration
will never be possible.” On the other hand, according to the interviewee, this category of the
homeless should not be placed in housing units either where, due to predictable rule
breaches, they were liable to be moved to another special housing unit “every other night.”
Accordingly, permanent special housing for the homeless, instead of permanent regular
housing first, became the preferred political model to combat long-term homelessness in the
municipality. The interviewed civil servant claimed this kind of homeless to be unable to
live in ordinary apartments:
We cannot heal people just because we’re the municipal special-housing
organization…. Sometimes people in general don’t realize what kind of functional
impairments there actually are out there…because they have never in their entire lives
made a cup of coffee or boiled an egg or even a kettle of water. You don’t think that
there are that types of functional impairments…. But they can stay there in any case, we
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say, as long as they want. We don’t think that…the pathway out of homelessness is an
apartment of one’s own.
In consequence, some of the city’s housing units that had previously functioned as shortterm shelters were converted into long-term special housing units. Today, these units are to
offer a permanent solution for those homeless diagnosed as suffering from an incurable
condition. This policy shift was described by the interviewed civil servant as a result of a
learning process in which she, too, initially thought that everyone should have their own
apartment “with a kitchen and all that.” However, her new colleagues with a long
experience in homelessness work had made her revise her initial thinking that subsequently
appeared almost naïve:
Then they started telling me, “But have you thought about this, that it might not be –
that they might not be able to enjoy it; on the contrary, it might prove an obstacle to
their coping.” So we gave up on the idea of providing them with regular, fully
functioning apartments. We could be wrong, too, of course – I don’t know. But that’s
the way we do it, anyhow.
Another interviewed civil servant, who at the time of the interviews was responsible for
coordinating the outreach work carried out by the municipality in collaboration with certain
nongovernmental church-based organizations, explained that many of the homeless
individuals encountered by the outreach staff had been refused admittance to the special
housing units “because they threaten the staff or other people staying there, which is
actually very common.” In fact, a list of barred persons had been created at the unit where
the interviewee worked, which was maintained by the municipality and offered shelter-like
temporary accommodation. Contrasting with these individuals, there was “a group of
people who land in [name of the housing unit] and don’t have social problems” and thus
did not end up on the list of barred persons. The interviewee differentiated this latter
category of “the houseless” from “the homeless,” who were “barred” not only from the
regular housing market but also from most units within the city’s special-housing sphere
(Löfstrand, 2005). She described “the homeless” as individuals with mental disabilities who
proved a challenge for the organization to handle: they were often “people who come in
here with guns…. It’s not all that easy [to deal with them as] the staff are human beings,
too.” Just as the politicians and the civil servant quoted above, also this civil servant
depicted “the truly homeless” as mentally ill. The interviewee further claimed the general
public to think that “nobody cares” about this group of homeless persons; this was an
illusion, however, since:
these are persons we have worked with for many years already, basically trying to lure
them into the van [used in the outreach work] just so that they would come with us and
not be harmed, and drive them to hospital.
“The truly homeless” thus suffered from an illness, and homelessness was portrayed as an
incurable condition, impossible for the local social services authorities to manage. The “truly
homeless” were, moreover, in need of medical treatment and healthcare, not ordinary
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housing. The city’s longstanding special-housing organization, based on a disciplinary
model where access to housing required both regulation by others and self-regulation, had
thus not been replaced by a Housing First model based on the idea that regular housing
(including first-hand apartment contracts) provided a necessary precondition for the ability
to handle all other possible problems (economical, medical, mental, or addiction problems).
What thus happened when the new trend – the Housing First model – was interpreted
within this specific local professional culture, becoming used for its own particular ends,
was that only some of its aspects were incorporated into the framework of the local specialhousing organization. A catchword used in the debates around the new model was
permanent housing for the homeless. This suited the municipal politicians and civil servants
who wanted to put an end to the endless movement of the homeless between shelter-like
special housing and sleeping in the rough. Correspondingly, it became possible for the
municipality to introduce special housing as a permanent solution for the homeless (as well
as for the municipality). In this way, the in reality rather old solution (special housing for the
homeless with “symptom tolerance,” which had been the norm for long until the period of
the preceding staircase model commenced in the 1980s) could thus be made to appear as
something modern, simply by refashioning it in terms of the latest trend – the Housing First
model. This way of on the surface adapting to the latest trend while in reality still following
the old model has been described as path dependence, in which previous choices affect
which decisions will be taken in the future, with the path already taken rendering some
choices and decisions seemingly unthinkable while leaving others appear only natural
(Pierson, 2000). The local interpretation of the Housing First approach deviated from the
original model in at least one important aspect: while a first-hand apartment contract with
normal terms of occupancy formed the most important aspect of the new model, the same
starting point did not inform the local interpretation and adaptation of it. Since, as it was
perceived, the medical service and healthcare system rejected its responsibility for “the truly
homeless” (the homeless who are mentally ill or addicts or have brain damage) suffering
from an incurable condition marked by functional impairments, permanent special housing
was introduced as a solution to serve both these individuals and the municipality itself. It
remains to be seen if, with the new hybrid model in place, the endless evictions for rule
breaches will cease and, to the extent that happens, what kind of sanctions might remain for
the city’s special-housing agency to use for its purposes, since the principle is now that the
homeless individual is to be allowed to stay on permanently even when he or she
“misbehaves” by acting in contravention to the agency’s rules.
4.3 The Housing First model translated
In fall 2010, the local social service authorities in Gothenburg started planning for a new
project openly influenced by the Housing First model as originally developed in United
States. The model had been advocated by Swedish researchers working on homelessness
issues, especially at Lund University where the Housing First model was heavily promoted
as the best choice for Swedish municipalities. According to some of the key figures working
at the university (Heule et al., 2010), the basic principles relied on by the model are the
following: (1) Homelessness should first and foremost be considered as a housing problem;
(2) homeless persons should be reestablished in the regular housing market as quickly as
possible; (3) access to housing of one’s own forms an important precondition for
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subsequently solving other problems; (4) permanent and safe housing is to be considered a
basic human right that belongs to everyone. The authors recommend that these basic
features be incorporated into local homelessness work in general, with the long-term goal of
integrating them into the municipal special-housing organizations and their overall
operation as their constitutive principles. As important preconditions for its successful
implementation, it is generally considered that the model depends on access to ordinary
housing through first-hand rental contracts, that the support offered through it should
always be optional, and that the homeless should be allowed to stay in their apartments
permanently. In addition, any social and geographical segregation is to be avoided by
incorporating the apartments offered to homeless persons into the city’s ordinary rental
housing stock (and not confined to separate apartment buildings for the homeless clients of
the social services). To facilitate the achievement of these goals, Lund University offers the
municipalities willing to try out the model a range of education and evaluation services,
along with access to research on the topic (see http://www.soch.lu.se/o.o.i.s/21367). Some
of the Swedish municipalities have, as a result, expressed interest in giving the model a try.
The factors behind their reasoning often relate to the high cost of their current programs to
combat homelessness and the persistence of the problem of homeless individuals sleeping in
the rough. While the city of Gothenburg is among the municipalities not receiving guidance
from the researchers at Lund University, its approach is nevertheless very much inspired by
the Housing First model as promoted at Lund University and by US American researchers
such as Tsemberis and his colleagues.
In a manner much like in the municipalities acting in direct collaboration with Lund
University, in 2010 politicians and civil servants from Gothenburg’s municipal specialhousing organization issued a statement to the effect that the city was going to try out the
Housing First model, by launching a small-scale project in which a few apartments were to
be acquired for the purpose of offering direct access to independent housing to homeless
individuals thus far excluded from the city’s special-housing services as too “difficult” to
manage within their framework. There was one major difference, however: the homeless
clients were not to be offered first-hand apartment contracts, not in Gothenburg nor in any
other municipality trying out the model. In Gothenburg, the civil servants responsible for
homelessness were well aware that this meant significant deviation from the original model.
The method was, consequently, interpreted as being all about housing as the first
intervention and a foundation:
In its original and orthodox form [the model] means first-hand apartment contracts,
issued directly and without any intermediaries or conditions other than those stipulated
in the Rental Act. Most of those who adopt the approach are not very “orthodox” in
every respect, however. [In many municipalities] the possibility offered to the homeless
comes with additional terms and limiting conditions or initially issued second-hand
rental contracts. (City of Gothenburg, 2011, p. 1)
The Housing First project in Gothenburg was named “Housing as a Foundation,” and it was
launched when an opportunity for it arose with one of the city’s a special-housing units
scheduled for closing towards the end of 2010. The facilities involved, consisting of sixteen
individual apartments in one building and an additional nine apartments spread out in the
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area, were then adopted for use in the Housing First project. The apartments were rented by
the local social authorities and then sublet to these authorities’ homeless clients; in other
words, the local social services signed the first-hand contracts, with their clients then
entering into second-hand contracts with the social services. No additional terms and
conditions for occupancy were included other than those enumerated in the country’s
Rental Act that apply to all tenants in the regular rental market. The formerly homeless
clients occupying the apartments were considered to need support in their everyday life (to
make sure they paid rent, did not disturb their neighbors, took care of their apartments),
and the involvement of medical care and addiction care institutions was considered
necessary (City of Gothenburg, 2011).
The local adaption of the Housing First model to combat homelessness in the form of the
this project was presented as a way to solve an urgent and long-standing problem: the
exclusion of certain categories of homeless individuals not only from the regular housing
market, but also from the city’s special-housing sphere consisting of all the beds, rooms, and
apartments offered to the homeless clients of the city’s social services and run by different
actors (municipal, nonprofit, and for-profit) (see Löfstrand, 2005). The task at hand was to
provide housing for a small group of homeless persons who were regarded as exceptionally
hard to handle for all the practitioners and authorities involved (Holm, n.d.). The size of the
target group in the municipality is described as “fairly limited,” estimated at 15 to 30
persons. These are described as individuals whose behavior (as either violent or otherwise
excessively unpleasant) has made them unsuited for living together with others in ordinary
conditions. They are, furthermore, described as mostly men who are well known to the
city’s social service offices, nongovernmental organizations, and medical care institutions.
The support to these individuals was to be organized in line with the “case management
model,” in that all authorities in contact with homeless individuals were to gather together
in working groups so as to coordinate their efforts in a more efficient manner and that way
help facilitate and enhance the support work and possible interventions. The groups meet
regularly and share the responsibility for the clients in question (Holm, n.d.). The approach
adopted by the municipality thus clearly mixes elements of the Housing First model with
disciplinary interventions associated with the hitherto dominant housing staircase model.
4.4 The adaptation of nonprofit and for-profit housing providers to the “new” politics
of “symptom tolerance”
In keeping with the prevailing policy as practiced until now, the municipality, nonprofit
organizations, and (to a lesser extent) private companies had been evicting special-housing
residents on the grounds that they had appeared at their housing units under the influence
of alcohol or consumed alcohol on premises. The new policy, however, clearly stated that
the actors involved – whether municipal, nonprofit, or for profit – were to provide longterm special housing without the ability to consider relapses as grounds for eviction. The
housing providers are to explicitly describe how they “work with symptom tolerance.” As
noted above, among the municipal authorities the “truly homeless” are regarded as
suffering from an incurable condition. The new catchword of “symptom tolerance” then fit
very well with the manner homelessness was defined in medical terms: the symptoms of an
incurable condition (such as incapacity to abstain from alcohol and/or drugs) had to be
tolerated. In consequence, the non-municipal providers of special housing (both nonprofit
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and for-profit ones) therefore had to adapt their practices to the new policy, introduced to
put an end to the endless circulation of “the truly homeless” between shelter-like housing
units and sleeping in the rough. In response to the question of what sort of providers
(among the nonprofit and for-profit ones) the municipality should contract for its initiative,
the interviewed civil servant responsible for the city’s special-housing organization
explained that, contrasting with the earlier situation, the effect of the new policy was that:
[The providers of special housing for the homeless] can no longer come in here and just
offer housing where everybody’s required to stay sober; we also need housing
where…[the principle of] symptom tolerance is observed. But even then you can still
say that boozing is not allowed here. They can’t do that at [the municipality’s own
special-housing units], either. You can come home when you are drunk, but you can’t
have a drinking party in your apartment or on premises, to put it that way. You can’t
do that at our own units, either. But then [the providers] have to explain to us how they
work with symptom tolerance, how they deal with relapse cases.
In a focus group interview with nonprofit providers of special housing for the homeless,
these providers linked what they termed “the new municipal strategy” to “symptom
tolerance,” which was described as “the dominant term everywhere right now” and as “a
key phrase.” To more effectively pursue its goal of minimizing the constant drift between
temporary accommodation and sleeping in the rough among the city’s more problematic
homeless population, the municipality made a decision to give precedence in the official
procurement process to providers who offered special housing where the principle of
symptom tolerance would be followed. Organizations that for one reason or another are
unable to provide “symptom tolerance housing” have in consequence had hard time
surviving. Indeed, the nonprofit providers often understood the new policy to imply that
the clients could “have relapses a hundred times over and still be able to stay on [in their
apartments],” which made the new policy unpopular and difficult to implement in their
eyes, as, over the years, they had slowly but steadily just managed to adapt to the previous
policy of drug-free units and absolute sobriety as preconditions for housing. According to
the interviewed nonprofit providers, the central message from the politicians to the civil
servants and actors involved in the provision of special housing for the homeless was: “As
little people as possible on the city streets.” The interviewees criticized what they saw as the
new official view of the municipality: that there are “hopeless cases” unable to “escape their
situation” (which for them meant “unable to overcome their addiction”). This was regarded
as something that only contributed to cementing the marginalized situation of certain
categories of the homeless, leaving them permanently outside of the regular housing market
and society. According to the nonprofit providers, the municipality construed “the truly
homeless” as ill individuals who were fundamentally “incurable” and thus represented
what amounted to hopeless cases: “Addicts who have been taking heroin for five, six years
are incurable…. They have this idea that these people, they have to live with their
symptoms, this illness; it’s more and more about that sort of thinking.”
Although the new policy has resulted in fewer homeless people on the streets of the city
center, it has at the same time become even more difficult for those among the homeless
population who are categorized as “truly homeless” to reestablish themselves in the regular
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housing market or even gain access to self-contained “reference apartments” in the city’s
special housing units, which in the prevailing system provide a chance for them to prove
their readiness for and practice independent living. As noted above, the politician in charge
of the problem of homelessness issues in the Gothenburg city council had received signals
from the municipality’s local social service offices that what was really needed for their
homeless clients was apartments integrated into the regular rental market. The interviewed
nonprofit providers of special housing judged the need in the same way: “There are far too
few [of such] apartments; they [the homeless residents of special housing units] cannot
advance, they will only get stuck.”
Regardless of what was requested from them, then, the politicians and civil servants in
charge of homelessness in the municipality have continued to develop local homelessness
policy in just the opposite direction. To be sure, this has happened, to some extent at least, as
a result of a feeling that their hands are tied, given their basic inability to provide regular
apartments due to a general housing shortage and the current housing market situation in
the city, the reluctance of local landlords, and other similar factors curtailing their leverage.
At the very minimum, however, the politicians in charge should, at least in theory, be able
to influence the rental policy of the municipal housing companies. To a significant extent,
the current shift in policy has thus come about a result of the more or less conscious
construction of “the truly homeless” who are diagnosed as suffering from an incurable
condition. The prognosis for them reads as follows: housed permanently in municipally
provided special housing units or in units provided by other actors providing symptomtolerant special housing, they will never gain access to an apartment of their own in the
regular housing market.

5. Conclusion
The “new” politics of “symptom tolerance” and (more or less) permanent special housing
for the homeless as a way of combating long-term homeless in the city of Gothenburg very
much resembles an earlier model followed by the municipality up until the end of the 1980s:
the hostel system. The one notable exception is that during the earlier period, the
“symptoms” of the incurable condition could be, and also were, “tolerated” at hostels that
provided no more than temporary accommodation for the homeless individuals targeted,
whereas today they are offered permanent or semi-permanent but in principle fully
functional small apartments. The apartments, to be sure, are not fully ”standard,” coming as
they do for example without a proper kitchen and a first-hand rental contract. Both before the
disciplining staircase model was introduced in the late 1980s, and after it was officially
abandoned in 2007 (see Hansen Löfstrand, 2010), homeless persons were – and still are –
portrayed as suffering from an incurable condition, with the solutions to the homelessness
problem based on that premise. The current model for combating homelessness, the
Housing First approach, is, however, even where officially adopted, at best embraced at
arm’s length (Åkerström, 2006). Where it has been put in place and made operative, it (or,
rather, some selected aspects of the original model) has been harnessed for the
municipality’s own, locally defined and determined purposes. As a result, individuals who
are long-term homeless continue to be denied any possibility for first-hand apartment
contracts.

Homelessness as an Incurable Condition?
The Medicalization of the Homeless in the Swedish Special Housing Provision

123

Willse (2010, p. 165) has connected the invention of (chronic or long-term) homelessness as a
medical problem to the basic notion inspiring the work of modern social service agencies,
namely, that it is necessary to “work on yourself” to gain access to and keep an apartment of
your own. In this respect, the Housing First model, as already noted, promises to bring a
break from the medicalized models by separating shelter provision from health and social
services (Willse, 2010, p. 166). Much as a consequence, the reactions to it among social
workers, still working on the old assumption that health and social services are necessary
for preparing homeless clients for independent living, have been notably reserved. In the
city of Gothenburg, too, where some of the model’s features have been adopted for use, the
approach has been modified to fit locally defined and largely inherited purposes. In line
with the original model, the importance of immediate access to permanent housing is
emphasized by the municipality, with the result that “the truly homeless” – the homeless
regarded as incurably ill – are now being made eligible to it. The housing in question,
however, is not regular housing obtained from the rental market that comes with a firsthand rental contract, but instead special housing that is adapted to the perceived special
needs of the homeless and comes without standard facilities and standard terms of
occupancy. In other words, certain aspects of the Housing First model have been
strategically incorporated by adopting them for use for local purposes that, paradoxically
enough, are still centered on the framing of long-term homelessness as a medical problem.
At the same time, by adhering to the principle of the Housing First model that stresses the
need for permanent housing solutions for the homeless while simultaneously defining the
problem of homelessness in medical terms, the fact that the goal is no longer to reestablish
the homeless in the regular housing market is legitimized. By linking policy shifts to a
model perceived as “modern” and “legitimate,” the morally questionable strategies of
diagnosing homeless people as suffering first and foremost from an incurable condition and
of prescribing them permanent special housing in combination with treatment and medical
care are camouflaged and thus made less vulnerable to criticism. In effect, then, one might
even conclude that the moral legitimacy of the Housing First model is being strategically
used for (other) local purposes, to hide from sight what is going on in actual reality: an
intensified medicalization of homelessness and a constant narrowing of the category of “the
truly homeless.” The politics of homelessness manifest in, and in turn propelling, such
developments can then but render the pathway out of homelessness even more difficult to
traverse. For as long as “the truly homeless” are depicted as suffering from an incurable
illness, the problem of homelessness can be “solved” by permanently housing the homeless
in special housing units falling short of ordinary standards, with the occupants lacking firsthand rental contracts. Meanwhile, the attention to the structural causes (such as the housing
market, housing politics and welfare politics) producing homelessness may comfortably
lapse (cf. Conrad, 1992; Lyon-Callo, 2000).
While not ultimately guiding the actions of the decision-makers and high-ranking civil
servants in Gothenburg (or in Sweden more broadly), then, where it was used only
strategically and selectively for local, pre-existing purposes, we might nevertheless note that
the Housing First model with its key objective of promoting access to regular housing with
first-hand rental contracts has been fully and successfully implemented elsewhere, for
instance in the United States (see Padgett, Gulcur, & Tsemberis, 2006; Stefancic & Tsemberis,
2007; Tsemberis et al., 2004), providing a precedent to follow. Furthermore, besides
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prescribing palliative care and medication to homeless clients considered incurably ill (and
placing them in long-term or semi-permanent special housing), as was done in Gothenburg,
also other measures could have been resorted to that have been offered for consideration as
potentially effective means for dealing with mental and physiological problems in this
respect. For instance, approaches have been proposed that stress the benefits of extended
social networks (the health benefits of good relations with friends, family, partners, and
pets), activities for enjoyment and relaxation, nutritious food, and involvement in groupdiscussion programs (Harwood and L'Abate, 2010; L'Abate, 2007b). Through self-initiated
and self-administrated self-help where good social relations, enjoyment of life, and general
well-being are the goal, it might be possible to promote rehabilitation and self-reliance in
this area as well. Such measures to promote good health seem, moreover, to be not just
effective but also notably cost-efficient (Harwood & L’Abate, 2010; L’Abate, 2007a; L’Abate,
2007b). It is hard to see why they could not be considered in the context of the Swedish
special-housing provision as well, as a measure to address the mental and physiological
problems among the country’s homeless population. At the same time, however, one might
ask whether the image increasingly promoted of homelessness as an incurable condition –
with the “truly homeless” depicted as the hopeless cases – might effectively prevent this
from happening, at least in the foreseeable future.
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1. Introduction
Establishing “community” decreases isolation and social stigma and supports both physical
and mental well-being (Ralph & Corrigan, 2005) for many individuals marginalized by the
consequences of a mental illness. This chapter will focus on the role of intentional recovery
communities in supporting wellness among people living with mental illness. The chapter
will introduce the reader to the concept of recovery from mental illness, a broad variety of
approaches designed to facilitate and support recovery as well as recovery oriented
environments such as clubhouse programs, peer-run drop-in centers, and peer support
groups (e.g., Schizophrenia Anonymous, 12-Step). For example, The FRIENDS program,
which is based on the philosophy that social networks evolve from building a strong caring
intentional community, has been found to increase and maintain social networks over time
to impact overall functioning (Wilson, Flanagan, & Rynders, 1999). Thus, the central values
of many peer- based recovery communities recognize that mental health well-being has a
direct relationship to the involvement with others. Therapeutic communities constitute an
important aspect in the treatment of mental illness and substance abuse disorders. These
‘bottom-up’ approaches have a long history as adjunctive services to psychotherapy and
psychiatry and provide a valuable, if not essential, component for many seeking recovery
from mental illness and substance related disorders.
Mental illness can have devastating effects on an individual’s family and social relationships.
Individuals with chronic or persistent mental illness can experience the loss of support from
friends, family or partners, resulting in small or restricted social support resources. Small
social support networks have been associated with mental health concerns such as isolation
(Brewer, Gadsden, & Scrimshaw, 1994), and an increased likelihood of depression (Lin, Ye, &
Ensel, 1999). Poor or inadequate social support networks have also been associated with
increased mortality rates among the general population (Berkman, 1995; Berkman, Glass,
Brissette, & Seeman, 2000; House, Landis, & Umberson, 1988). One of the earliest research
studies on social networks and mental health began with Emile Durkheim’s empirical
examination on the effects of the lack of social network ties and community integration and
the rate of suicide in metropolitan areas (see Durkheim, 2001). Between 1969 and 1985, the
interest in social network and mental health research proliferated with over 1,300 published
research articles (Biegel, McCardel, & Mendelson, 1985).
Social support networks among people living with severe or chronic mental illness such as
schizophrenia, are typically small, and predominately consist of family members or mental
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health professionals (Davidson, Hoge, Merrill, Rakfeldt, & Griffith, 1995; Goldberg, Rollins, &
Lehman, 2003; Hardiman & Segal, 2003; Perese, Getty, & Wooldridge, 2003). Research has
shown that small or restricted social networks threaten psychological and emotional wellbeing (Green, Hayes, Dickinson, Whittaker, & Gilheany, 2002), quality of life (Tempier, Caron,
Mercier, & Leouffre, 1998), and increase the likelihood of psychiatric re-hospitalization
(Goldberg, Rollins, & Lehman, 2003). Cut-off or estranged family relationships have also been
correlated with increased psychological distress and functional impairments (Doane, 1991;
Fisk, Rowe, Laub, Calvocoressi, & DeMino, 2000; Froland, Brodsky, Olson, & Stewart, 2000).
Individuals living with chronic and persistent mental illness experience functional
impairments in daily living skills and social skills. These impairments can negatively impact
social opportunities. Traditional medical model approaches continue to view these negative
consequences of serious mental illness as inevitable, which can result in a loss of hope,
despair, and chronic grief. The notion of recovery from mental illness has received
increasing attention in the mental health field in the last decade. Emerging evidence
indicates that social network supports play a significant role in the experiences of recovery
from mental illness (Corrigan, & Phelan, 2004). State and Federal mental health
organizations are beginning to recommend recovery oriented practices in the treatment of
mental illness, emphasizing the importance of social ties as an integral part of the recovery
process (Hogan, 2003). Longitudinal studies spanning the last 30 years have documented
recovery from serious mental illness, such as schizophrenia (DeSisto, Harding, McCormick,
Ashikaga & Brooks, 1999; Harding, Brooks, Ashikaga, & Strauss, 1987a; 1987b). These
longitudinal studies challenge traditionally held beliefs about chronic mental illness, and
provide support for programs that increase social and vocational opportunities.

2. Peer support and recovery communities
The value of peer support is articulated succinctly in the words of John Woodman, a military
veteran and resident of the Gordon H. Mansfield Veterans Community in Massachusetts:
“[We are] like a band of brothers who have a natural affection for each other. We’ve seen
things nobody should see” (Abrahms, 2011). Those who live with mental illness, addiction,
PTSD and other psychiatric health challenges often inherit the burden of isolation, exclusion
and stigmatization (Kelly & Gamble, 2005). Limited options for treatment and a mistrust of the
system can hamper recovery efforts (Littrell & Beck, 2001), as can cultural bias and culturalbound resistance to treatment (Landrine, 1992). Studies have shown that the more socially
isolated a person is, the more likely he or she is to experience negative outcomes (Stahler,
Shipley, Bartelt, DuCette , & Shandler, 1995). Structured social support functions not only to
unite individuals in a common social network, but also to provide them with positive social
influence. A sense of purpose and the dignity of ‘belonging’ can serve as the catalyst to
motivate an individual toward pro-social behaviors that enhance self-care (Kawachi &
Berkman, 2001). Participating in household chores and recreational opportunities can also help
clients to become active participants in their lives and recoveries -- making choices and
decisions that directly affect their day-to-day existence. This helps them move beyond the
conventional treatment model of passively adjusting to their circumstances and into actively
engaging with and acknowledging their strengths and limitations (Ridgway, 2001). In
addition, peer networks and peer-provided services have been shown to be as effective at
relieving symptoms and improving quality of life as non peer-provided support (Solomon,
2004). Paraprofessionals are not only able to relate to those they serve, they have the capability
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to act as a conduit to mental health providers -- providing trusted support for peers who may
be at a lower-functioning stage of recovery.
The peer principle is based on the shared experiences and values characterized by mutuality
and reciprocity -- that is, peer relationships implies equality (Clay, 2005). Peer support services
and programs are designed and delivered by people who have both experienced a mental
health disorder and/or recovery from a substance use disorder. These services go beyond the
traditional treatment setting of the “clinical office” and extend into a community of people
seeking to achieve or sustain their recovery. Peer support programs provide individuals with
non-hierarchical relationships that support goals and recovery from mental health and/or
substance abuse disorders, which is a significant departure from hierarchical relationships
often found in the medical model between physicians and their patients. According to mental
health services researchers Davidson et al., (2006) defines peer support as support provided to
a mental health or substance abuse service recipient, from a peer in recovery working with
another peer who is beginning their recovery journey. Peer support, in its purest fashion,
involves an “asymmetrical relationship with at least one designated service/support provider
and at least one designated support recipient (Davidson, et al., 2006, p.2).”
Peer support also involves social support, such as providing emotional, informational,
instrumental, and affiliation support. Emotional peer support involves demonstrating
empathy, caring, and bolstering confidence. Informational support includes sharing
knowledge and information about community resources, housing supports, parenting
classes or information about wellness and recovery. Concrete assistance, such as helping
others to accomplish tasks is often referred to as instrumental support, whereas affiliation
support links people to others who share similar experiences in mental health and substance
use recovery. Affiliation support includes opportunities to socialize, to engage in a ‘recovery
community’ and to acquire a sense of belonging.
Involvement in a peer support program has been positively correlated with higher
appraisals of social support, greater involvement in external community activities, and
improved quality of life over time (Nelson & Lomotey, 2006). Individuals often report that
joining peer support programs provide a sense of belonging, which supplants loneliness and
isolation (Clay, 2005, p.13) and offers an opportunity to utilize peer support (Shutt, 2009).
However, simply ‘being peers’ does not automatically translate into ‘peer support’.
Recipients of peer support describe peer support as an adjustment and developmental
process. New members may experience feelings of vulnerability of entering a new
community and thus may have an adjustment period before engaging with others (Mead,
Hilton & Curtis, 2001). In a qualitative study involving recipients of peer support, this
process involves developing trust, withholding information, and connecting with peers who
appear to have achieved a higher level of wellness then that of themselves (CoatsworthPuspoky, Forchuk, & Ward-Griffin, 2006). This may also serve to increase self-esteem and
decrease perceived self-stigma of living with a mental illness since connecting with others
who are similar to themselves or have achieved a greater level of recovery provide a model
for wellness (Verhaeghe, et. al., 2008).
The drive to pursue a greater understanding of the potential for recovery from serious
mental illness emerged from consumers of mental health and psychiatric services, public
health policies, and data from longitudinal studies. Research suggests that recovery occurs
among many people suffering with debilitating psychiatric illnesses (Davidson, et al., 2007;
Onken, Craig, Ridgway, Ralph, & Cook, 2007). Recovery has been studied as a subjective
experience through qualitative studies (Deegan, 1988; 2003), as well as an objective outcome
measuring level of functioning and the absence of symptoms (Harding et al., 1987a).
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Subjective accounts have described recovery from mental illness as “reawakening of hope
from despair; breaking through denial and achieving understanding and acceptance;
moving from withdrawal to engagement and becoming an active participant in life; it is
active coping rather than passive adjustment (Beale & Lambric, 1995, p. 5).” Recovery
oriented philosophy in mental health has revolutionized service delivery options, including
more peer support programs and psychosocial psychiatric rehabilitation.
A crucial part of recovery is the support of a social network of people who believe in the
capacities and the strength of the individual challenged or impaired by a psychiatric disability.
Family members are often primary caregivers of people living with a serious mental illness
and experience the caregiver burden at a higher rate than other types of chronic conditions
(Hatfield & Lefley, 1987, 1993). Cross-cultural studies among people living with schizophrenia
revealed differences in recovery rates due to familial connections. In Calabrese and Corrigan’s
(2005) review of the World Health Organization’s cross-cultural research on schizophrenia, the
author’s noted that individuals living in developing countries were 30% more likely to meet
recovery criteria from schizophrenia than those living in more industrialized countries like
Germany or the United States. The authors contend that cultures in developing countries place
greater importance on maintaining family and social relationships and social roles (e.g.,
teacher, mother, worker), while Western cultures tend to place greater emphasis on autonomy
from the nuclear family and de-emphasize the importance of extended family members. The
role of the community support movement in the U.S. provided families and former mental
hospital patients more opportunities for recovery in the community. The goal of intentional
recovery communities, such as clubhouses, is to provide individuals with alternative sources
of support and to promote independence and recovery.
The extent to which programs nurture hope has been commonly reported by consumers as
encouraging recovery (Young & Ensing, 1999). Successful recovery neither erases traumatizing
experiences from memory, nor does it necessarily eliminate symptoms. Rather, successful
recovery simply means that the person has adapted to new perspectives of himself and his
world (Jacobson & Curtis, 2002; Ridgway, 2001). The experiences of the illness, while still
important, are no longer the primary focus of the person’s life (Anthony, 1993). The National
Consensus Statement on Mental Health Recovery outlines ten components related to the
process of recovery which reflect both aspects of the person and recovery environment (U.S.
Department of Health and Human Services, 2006). Described as an essential value of the
recovery process, self-direction is characterized as leading, controlling, or exercising choice over
and determining one’s own path of recovery by optimizing autonomy, independence, and
control of resources. Environments that emphasize individualized and person-centered planning
provide multiple pathways to the recovery process based on the unique strengths and
resiliencies of the consumer. Empowerment is described as the authority to choose from a range
of treatment and service options as well as to participate in all decisions that will affect the life
of the consumer. Holistic services encompass important aspects of the consumer’s life by
recognizing the interplay between mind, body, spirit, and community. This awareness not
only pertains to supporting physical and mental health needs, but also to housing issues,
employment, education, spirituality, and opportunities for social connection. As part of
holistic approaches, the larger community also recognizes it “play[s] a crucial role in creating
meaningful opportunities and roles for consumers (U.S. Department of Health and Human
Services, 2006).” Recovery services and environments recognize the non-linear process of
recovery which “is not a step-by step process but one based on continual growth, occasional
setbacks, and learning from experience” (U.S. Department of Health and Human Services,
2006)
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3. Brief history of development of therapeutic recovery communities
The history of psychiatric hospitalization in the United States supported the notion of very
limited social status and obligation and created environments in which the individual’s
autonomy was stripped away through supervised institutional care, closed and locked
psychiatric wards and limiting adult rights and duties (Whitakar, 2002). The
deinstitutionalization movement occurred as the result of the passage of several
governmental acts (e.g., Barden-Lafollette Act, 1943; National Mental Health Act, 1946)
which required federal and state governments to provide rehabilitation and vocational
services to individuals with serious mental illness in outpatient treatment centers
(Accordino & Hunt, 2001). During the late 1950’s numerous studies were conducted by the
National Institute of Mental Health (NIMH) and the Joint Commission on Mental Illness and
Health that ultimately led to recommendations to increase the understanding of treatment,
improve training of professionals, and enhance treatment services for individuals with
serious mental illness (Accordino, et al., 2001). The 1960s saw further support of
deinstitutionalization as well as protecting the civil rights of individuals with serious mental
illness with the passing of the Community Mental Health Act (1963), which supported
treatment in least restrictive environments (Accordino et al., 2001). During this time,
consumers of mental health services became more vocal and active in the treatment and care
they received, thus inspiring a movement in the delivery of psychiatric services to attend to
consumer strengths, natural supports, and decrease social isolation (Davidson, et al., 2007;
Drake, 2005; Resnick, Fontana, Lehman, & Rosenheck, 2005).
Rationale supporting the development of intentional communities for people living with
mental illness stems from a number of psychological and socio-cultural positions, for
instance, as pioneers in this area, Fairweather and Onaga (1993) emphasized the
developmental incongruences among the statuses of those with mental illness and those
without. They note that social rights and obligations increase as humans move from
childhood through adolescence and eventually adulthood. In the absence of coming from a
family history of wealth and power, most Americans are able to achieve “personal power,
increased income, and prestige” through attaining education and skilled employment
(Fairweather & Onaga, 1993, p. 4). However, because of deviation from accepted societal
norms and behaviors, people living with a mental illness have greater challenges in
achieving a socially equitable status in society and following a developmental trajectory
comparable to their counterparts without mental illness.
The community support movement of the 1970s ushered in a new era in the treatment of
mental illness in the United States. Mental Health services in the era following deinstitutionalization have strongly followed a social support framework of intervention,
attempting to formalize a model of peer support and increase social contact and engagement
by increasing social network resources. During that time, mental health policy in the U.S.
utilized informal social networks and support systems as resources for mental health
patients transitioning into the community following long-term hospitalization. From a
policy and services standpoint, less reliance on formal professional support systems and
services helped to contain costs associated with providing a continuum of care. In 1977, the
National Institute of Mental Health developed one of the first national initiatives to utilize
the social network research and psychosocial rehabilitation services began assisting persons
with chronic mental illness with housing, daily living skills, employment and socialization
opportunities (Turner & TenHoor, 1978).
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As part of the shift from institutional care to community based care, the concept of recovery
from a serious mental illness has become a reality for many individuals and their families.
However, the social cost of deinstitutionalization resulted in many people returning to
homes where they were unwanted or to families who were unable to care for them. To stave
off the isolation and stigma often associated with mental illnesses such as Schizophrenia or
Bipolar disorder, individuals began congregating and creating support groups to buffer the
transition back into society. This resulted in the creation of small communities of support.
Today, mental health programs that intentionally bring similar people together to share
experiences, provide support, and facilitate skill development are referred to as intentional
recovery communities. Intentional communities were founded on the principle of consumersurvivors providing mutual support to help each other reintegrate into the community
following long-term hospitalization from a serious mental illness. Building an intentional
community based on the value of recovery serves as the foundation of the intentional
recovery community of the clubhouse (Herman, Onaga, Pernice-Duca, et al., 2005).
Many of the intentional communities found in the U.S. and abroad include the psychosocial
rehabilitation model (a.k.a Clubhouse), which acknowledges the influence of the group in
hastening recovery from serious mental illness (Pernice-Duca & Onaga, 2009). To date, there
are over 300 clubhouse programs worldwide (www.iccd.org). As of 2011, the U.S. Substance
Abuse and Mental Health Services Administration (SAMSHA) has listed the Clubhouse
Model on the National Registry of Evidence-Based Practices and Programs (NREPP)
clubhouses (http://www.nrepp.samhsa.gov/)

4. Intentional recovery communities for addiction and mental illness
4.1 12-step peer support groups
Peer support groups have been in existence for several decades but, by far, the best-known
modality is the 12-Step Model (Alcoholics Anonymous, 2001). Formed under the principal that
one alcoholic helping another could bring about lasting change and that “faith without works
is dead” (AA: Alcoholics Anonymous, 4th Ed., 2001, pp. 76), the 12-steps of Alcoholics
Anonymous have become synonymous with recovery support groups. Started in 1935 by
former New York stockbroker Bill Wilson and medical doctor Bob Smith, AA took root in
Akron, Ohio after Wilson, an alcoholic struggling against taking a drink while on a business
trip, reached out to Smith – an acknowledged alcoholic also battling the disease (Kurtz, 1979).
Wilson and Smith employed principals founded by U.S. temperance organizations like the
Emmanuel Movement and the Oxford Group as an early blueprint for AA, but it was Wilson’s
experience with Rowland H., an alcoholic treated by Carl Jung in Zurich, that provided what
he described as “the foundation stone upon which our society has been built” (Schoen, 2009,
pp. 10). Jung believed that chronic alcoholism was, in essence, a “spiritual thirst (for a) union
with god” (Schoen, 2009, pp. 18). In his transmissions with Wilson, Jung invoked the ancient
aphorism: spiritus contra spiritum which, loosely translated, suggests that one spirit “drives
out” the other (Miller & Bogenschutz, 2007, pp. 433). Employing Jung’s philosophy, Wilson
moved away from the strictly Christian theological underpinnings of the Oxford Group and
into a concept that emphasized personal responsibility and an individualized interpretation of
a “power greater than ourselves (Alcoholics Anonymous, 2004, p. 59)”.
Though recovery, from a 12-Step perspective, is phenomenological (as evidenced by AA
sayings like “Recovery is an inside job”), the emphasis is on the power of the group. As the
first tradition of AA states: “Personal recovery depends on AA unity” (Alcoholics
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Anonymous, 1953, pp. 129). Though 12-Step concepts are still scrutinized by many scientific
concerns due to a dearth of empirical evidence (Fiorentine, 1999), they constitute the treatment
model of choice in most rehabilitation facilities and serve as the foundation for other self-help
groups -- Debtors Anonymous, Overeaters Anonymous and Gamblers Anonymous among
them. The largest and most popular program in the world for people wishing to recover from
alcoholism (Tongin, Connors and Miller as cited in Barbor & Del Boca, 2010), much of AA’s
success may rest in its adherence to what has since been described by Irving Yalom as the 12
“therapeutic factors” of group psychotherapy (Yalom & Leszcz, 2005). The group session is
seen as information-sharing and, as a process, includes a number of these factors; namely
imparting of information, installation of hope, group cohesion, catharsis (sharing has no
consequences and can be extremely emotional), imitative behavior (those with long-term
sobriety are often revered by peers and their aphorisms passed on to other groups and
members), interpersonal learning (the exchange between members that occurs both inside and
outside of the group environment) and self-understanding. Perhaps its most salient
therapeutic factor is altruism. The essence of the 12th step, which asks that recovering
alcoholics “carry the message” to others who still suffer (Alcoholics Anonymous, 4th. Ed., 2004,
pp. 60), is an essential part of the process and a key factor in the proliferation of AA and other
12-Step organizations. While there is significant empathy within the fellowship, altruism
seems to be the factor that brings about the most lasting change. As the saying goes “We can
only keep what we have by giving it away” (personal communications, AA and NA meetings,
1995-2010). With no governing forces and employing only administrative service workers, AA,
as an institution, relies solely on the desire of its members to congregate and share their
experiences. This intentionality places the responsibility of recovery squarely on the
individual, but emphasizes the power of the group in terms of providing support.
4.2 The clubhouse
Approximately 7.5 million Americans belong to as many as 1.5 million self-help groups
(Lieberman & Snowden, 1994). Consumers often report joining peer support programs for
social support, such as seeing friends, feeling a sense of family, socializing, and exchanging
ideas (Mowbray & Tan, 1992). The power and influence social support provides to overall
mental well being is not surprising given that humans are a social species meant to live in
groups and not in isolation (Weisfeld, 1999). Thus it is apropos that a group of patients that
had recently been discharged from a state psychiatric facility banded together to form a
support group known as “We are not alone” or WANA. In the 1950’s with the assistance of
more volunteers, the group became known as the Fountain House which became the
template for the development of Clubhouses (Anderson, 1998).
The clubhouse program, which is based on psychosocial psychiatric rehabilitation principles
rather than a medical model of treatment, values social relationships and social participation
as an active agent of rehabilitation and recovery (Mastboom, 1992). The specific psychiatric
rehabilitation environment of the clubhouse is guided by a philosophical orientation
reflecting consumer empowerment, competency, community, and recovery (Beard, Propst,
& Malamud, 1982;Pernice-Duca, 2009; Warner et al., 1999). These orientations are
operationalized in the clubhouse setting through shared decision-making, skill training, and
vocational services. The clubhouse program however, can also been described as an
exemplary model of the operant-environment (O-E) interaction found in human ecosystems.
From this perspective, the social environment creates an atmosphere in which change is
possible and interactions within the environment serve to enhance quality of life and hasten
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the recovery process. However, the O-E interaction is limited and does not explain the
humanistic qualities of the social environment. Clubhouses have been designed to increase
social connections for individuals with little family or social network ties (Beard, 1992b).
Further, they have also been cited as catalysts to recovery in the narratives of clubhouse
members (Beard, 1992b; Ely, 1992; Deegan, 1988; Paul, 1992; Peckoff, 1992).
A key component of the Clubhouse psychiatric rehabilitation program is to establish or
maintain social relationships. Clubhouses offer individuals opportunities to meet new friends
to expand personal networks, as well as to identify themselves as someone other than a person
living with mental illness (Macias & Rodican, 1997). Four fundamental principles guide
clubhouse programs: (a) the clubhouse belongs to its members, (b) daily attendance is desired
and makes a difference to other members, (c) members feel wanted as contributors, and (d)
members feel needed (Beard, Propst, & Malamud, 1982). Clubhouse programs offer a range of
community supports such as housing assistance, employment training and placement, and
self-help resources. The clubhouse model has an egalitarian social structure with members and
staff sharing in clubhouse work and decision-making. The central tenet of the clubhouse
model is what is known as the "work-ordered day." It mimics a normal workday in that the
day begins at 9:00 A.M. and essentially ends at 5:00 P.M., with social activities and support
groups occurring after hours. The work-ordered day is designed to provide individuals with a
workday structure that incorporates work ethics and social skills needed to prepare one for
community reintegration. Clubhouse members work side-by-side along with clubhouse staff,
interacting through the work-ordered day activities. Clubhouse participants are referred to as
“members,” and membership is voluntary.
The clubhouse was designed to address the needs of people living with chronic or persistent
mental illness who have encountered losses in social skills, friendships, family connections,
and employment (Mastboom, 1992). As a rehabilitation program, clubs assist people in
leading more productive, community oriented lives by encouraging skill development
within an environment that supports them to meet the demands of daily living,
socialization, and employment (Anthony, Cohen, Farkas, & Gagne, 2002).
According to Beard, Propst, & Malmund (1982), social interaction is an important aspect of
the program. These authors assert that members “feeling needed” is one of the three core
elements of the clubhouse model. Therefore, it is contended that through clubhouse
participation, members gain a sense of connection with others, thereby reducing isolation
while increasing social ties. Further, members also elicit support from their social support
networks and engage in mutually supportive reciprocal interactions with network supports.
Clubhouse members make use of the clubhouse model in the purpose of creating change in
their lives, specifically in forming significant relationships, promoting educational and
employment aspirations and improving one’s social life (Norman, 2006). Members adopt the
philosophy that the dissimilarities among peers are a resource rather than a limitation. This
philosophical and relational attitude has been found to be important in creating a
supportive, intentional recovery community.
4.3 Peer-run drop-in centers
Peer-run drop-in centers, or consumer operated services (COPS), are services planned,
operated, administered and evaluated by people who have a psychiatric disability
(SAMHSA, 1998) or those who utilize mental health services. Peer delivered services are
services provided by individuals who identify themselves as having a mental illness and
deliver services for the primary purse of helping others with mental illness (Solomon, 2004).
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Non-consumers may be involved in the service or program, but their inclusion is within the
control of consumers. A primary consumer is a direct recipient of mental health services
either public or private. Peer programs are peer-driven, peer-run and peer-operated. They
give people choices, decision-making roles, and positions of authority. Successful peerdelivered services are based on the values of equality and respect, encourage active
participation by primary consumers, and offer support of consumer autonomy in services
delivered. Programs are based on the values of empowerment, self-determination,
acceptance and support. Peer support programs and services rely on experiential knowledge
gained by the personal experience of having a psychiatric disability.
The President’s New Freedom Commission for Mental Health in the U.S. (2003) advocated for
a shift in resources to a recovery-based model, including more consumer-run services and
programs. The recovery orientation suggests that “adjuncts and alternatives to formal
treatment, involvement of self-help groups, and social opportunities at local drop-in centers
foster empowerment and provide opportunities for a more meaningful life (Forquer & Knight,
pg. 25).” These peer-run programs provide consumers opportunities to learn and share coping
skills and strategies and move into more active assistance and away from passive patient roles,
and build/or enhance self-esteem, and self confidence. Peer delivered or consumer-run programs
may include peer-operated drop-in centers, peer-run crises centers, housing programs, peer
counseling, peer case-management, advocacy training, and peer support self-help groups.
The peer-operated drop-in center concept originated as a response to the lack of inclusive
options in the community. It began as friends helping friends and is based on the value that all
individuals deserve to be treated as human beings with rights, respect, and dignity, and to have
the opportunity to live their lives in the community. Drop-in centers are a form of peer-support.
They are run by primary consumers that provide mutual, social, emotional, and instrumental
support to those who share a mental health condition. Drop-in centers have some paid staff and
a significant number of volunteers and services are embedded within a formal organization as a
freestanding legal entity. The concept of voluntary attendance and participation remains one of
the primary attributes of any drop-in center. Drop-in centers serve as an important outreach
access point and welcoming place for consumers who want to benefit from peer-delivered
services but may choose to not be part of a traditional clinical milieu. Drop-in centers are places
that are free from therapy, formal skills training, and clinical supervision. They provide an
informal, supportive, intentional community to assist in the recovery process. These recovery
experiences may include opportunities to learn and share coping skills and strategies with
fellow peers. Peers serve as role models to others with psychiatric disabilities; they are able to
navigate through systems and advocate for others who share the disability based on their own
experiences. Knowing peers who are successfully coping with their illness leads to more
hopefulness and optimism (Saltzer & Liptzin-Shear, 2002).

5. Conclusion
Recovery occurs among many people suffering with serious mental illness (Corrigan & Ralph,
2005; Davidson, et al., 2007; Onken, Craig, Ridgway, Ralph, & Cook, 2007). The drive to pursue
a greater understanding of the potential for recovery from serious mental illness emerged from
consumers of mental health and psychiatric services, public health policies, and data from
longitudinal studies. Also, consumers of mental health services have become more vocal and
active in the treatment and care they receive, thus inspiring a movement in the delivery of
psychiatric services to attend to consumer strengths, natural supports, and decrease social
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isolation (Davidson, et al., 2007; Drake, 2005; Resnick, Fontana, Lehman, & Rosenheck, 2005).
Psychosocial rehabilitation programs provide numerous services including self-help and
mutual-help groups, community residential services, peer run drop-in services, supported
education and employment services, and clubhouses (Lucca & Allen, 2001). Research has
identified the benefits of many of these programs in providing effective treatment for
individuals with serious mental illness. For example, self-help groups have been found to
increase social support, and create a sense of belonging, and a sense of empowerment
(Hardiman & Segal, 2003). Approximately 7.5 million Americans belong to as many as 1.5
million self-help groups (Lieberman & Snowden, 1994). Consumers often report that joining
peer support drop-in centers provide opportunities for social support, such as seeing friends,
feeling a sense of family, socializing, and exchanging ideas (Mowbray & Tan, 1992). Identifying
with a group may act as a shield in protecting individuals form stigma (Karidi, et al., 2010),
improving quality of life and improving social relationships (Schonebaum, et al., 2006).
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1. Introduction
Approaches to mental health problems can historically be grouped into three theoreticalmethodological systems, i.e. the psychological, the bio-pharmacological and the socioenvironmental. Operators often tend ideologically to support one of these approaches,
thereby emphasizing a distinction that originates from an old-fashioned separation between
body and mind, and between individual and setting. The therapist with a biological
education thus often brings the issue down to choosing the appropriate drug to eliminate
the symptom; the therapist with a background in psychology is only interested in giving
patients the most fitting interpretation of their symptoms to enable the latter to deal with
them; and the educational therapist tends to search for social breakdowns (seen as the
reason for the patient’s pathological behavior) and suggest more adequate relational
models. The different types of therapist remain locked in their own world and often mistrust
the other possible approaches, running the risk of misunderstanding the patient’s needs and
providing only partial or ineffective intervention as a result.
Many studies have focused on and compared the benefits of different treatment settings for
different mental disorders (psychoses, eating disorders, mood disorders, behavioral
problems, ADHD, etc), and reviewed the various treatment methods that have proved
helpful in managing young patients (Bachmann et al., 2008a, 2008b; Connor et al., 2006;
MTA, 2004; Velligan et al., 2009). Although different settings and a multimodal treatment
approach (including individual psychotherapy, pharmacology and family-based
interventions) are described and recommended, evidence-based findings on the effects of
the various treatment methods are still limited (Herpertz-Dahlmann & Salbach-Andrae,
2009; Masi et al., 2008; Nützel, Schmid, Goldbeck & Fegert, 2005; Steiner & Remsing, 2007).

2. Theoretical and clinical background
2.1 Clinical assessment and diagnosis in adolescence
Adolescence, more than any other stage in an individual’s life cycle, poses the problem of
normality and disease; it is a period of development characterized by discontinuity, rupture
and existential uncertainty. Though it is difficult to trace a precise boundary between
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normality and disease in adolescence because of the complexity of this period of
development, with its characteristic multiple behavioral deviations and often contradictory
psychological functioning, it is of fundamental importance to arrive at a correct diagnosis in
order to plan effective treatment strategies and establish a prognosis. What makes the
psychopathological diagnosis of an adolescent’s condition so particular is its prognostic
aspect, i.e. the risk of a disorder interfering with the adolescent’s global developmental
process and consequently on their acquisition of a stable identity, which is the premise for
an adequate social and relational adaptation (Pissacroia, 1998).
Adolescent disorders are strongly characterized by evolutionary elements and psychological
traits specific to this time of life, so efforts to understand and diagnose the disorder cannot
avoid considering the broader, more complex dynamics of the individual’s development as
a whole. The clinical evaluation of mental disorders in adolescents must consequently be
intimately correlated with the specificity of the psychological development theory and
models of psychic functioning in this age group (Ammaniti & Sergi, 2002). Every
psychopathological symptom must be seen as part of the child’s development process (Gatta
et al., 2005a) and analyzed in relation to the various settings in which the child is involved,
be it the family, or peer groups, or society at large; it is essential to consider this expanded
relational context, or "enlarged psychic space" (Jeammet, 1980).
For this purpose, clinicians and researchers increasingly use empirical assessment tools that
enable them to shed light on the risk factors, the processes and the etiological mechanisms of
psychopathology in adolescence, including the fundamental role played by environmental
variables, be they interpersonal or contextual, in relation to the specific dynamics of this
period of life.
The understanding deriving from individual differences in adaptive and maladaptive
functioning, both in normal development processes and in dysfunctional and
psychopathological conditions, is useful in the prevention, diagnosis and care of patients in
the adolescent age-group.
Given the intrinsic characteristics of adolescence (bodily changes and interest in the self,
psychological separation from internalized parental figures and the search for objects outside
the family, construction of an identity in its psychological, social and sexual expressions) that
make value the boundaries between normality and disease vague, the problem of which
criteria or theoretical references to adopt in assessing any pathological conditions - be they
transient or at risk of persisting and evolving - becomes particularly difficult.
The psychodynamic approach emphasizes the clinical assessment of the case – rather than its
psychiatric diagnosis – in which symptoms are placed in relation to desires and fears,
defenses, cohesion and stability of the self, types of objective relationships, and quality of
affective control. A psychiatric diagnosis restricted to considering these domains seems
more like a formal procedure than a method capable of explaining the complex nature of
mental suffering. On the other hand, the medical model on which most of current psychiatry
relies is characterized by important, closely correlated elements: 1. a study of the etiology, 2.
an analysis of the set of signs and symptoms that tend to be associated and significantly
repetitive; 3. a diagnosis based on an analysis of the clinical course and the underlying
causes; 4. a possible prognosis; 5. a differential diagnosis; 6. a study of the epidemiology; 7. a
choice of therapy. Although the etiopathogenetic aspects are unsuited to psychopathologies
because the causes of mental disorders are not known, the use of such model is justified by
the strong logical link between diagnosis and therapy, which underscores the role of the
diagnostic process per se; it is also fundamentally important to be able to use a universal
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diagnostic language to facilitate communication between specialists in the field. It is thus a
matter of interweaving the data relating to the set of signs and symptoms, which
phenomenologically identify a psychiatric disorder using descriptive criteria, with details on
an individual’s psychological functioning interpreted in the light of the developmental role
of adolescence.
2.2 Adolescent patients and how they are taken into care
According to a recent study by Costello et al. (2005), as many as 12% of adolescents suffer
from a psychiatric disorder severe enough to interfere with their functioning. From the
various data available in the literature it also emerges that many disorders of developmental
age (60% on average) continue into adult life (Bittner et al., 2007; Hofstra et al, 2001; Kessler
et al., 2005; Kim-Cohen et al., 2003). Moving from this finding, many authors have
wondered about the variables capable of better predicting the stability or susceptibility to
change of developmental-age psychiatric disorders. For the time being, however, no general
model has been developed to explain the mechanisms behind the continuity or discontinuity
of a psychopathological condition (Rutter et al., 2006).
There are still no global epidemiological data on the long-term future of patients who had
various problems in adolescence, nor any comparative studies on the nature of these
difficulties and their treatment. Clinical experience and the various studies conducted on
some such disorders would nonetheless converge in suggesting a strong correlation
between disorders of adolescence and even severe problems in the long term (Fava
Vizziello, 2003; Jeammet, 1980).
Most studies in the literature on these issues have focused on following up patients with
various psychiatric diagnoses, and the persistence of a given disorder would depend
primarily on its diagnostic category (Fonagy et al., 2003). Other studies indicate, however,
that the degree to which the disorder interferes with the patient’s functioning is equally
important for prognostic purposes, even in the absence of a diagnosis of frank
psychopathology (Angold et al., 1999; Gatta et al., 2009a, 2010a, 2010b). In the light of these
considerations, and given the worrying epidemiological data pointing to a marked
persistence of such problems, it is worth taking a look at the type of work done by the
services for developmental age to treat and prevent psychopathologies in adolescents.
In this setting, a central role is occupied by services designed specifically for adolescents, for
this age of transition from childhood to adulthood involving changing and personality
structuring processes that lay the foundations for and shape the type of functioning of the
future adult. Sadly, it is for this particular age group that we often find shortcomings in the
health services and inadequacies in their specialization, in Italy at least - to such a degree
that it is still true to say, as De Martis said many years ago (1997), that the organization of
health care mirrors the problems of identity typical of these individuals, giving rise to a no
man's land (neither children or adults) where we often see a destructive game in which
competences and responsibilities are batted backwards and forwards between psychiatrists,
hospitals, families, schools, social services and, in many cases, even the police and the law
courts.
While the more recent literature reflects the uncertainty of the services, there is clearly still a
paucity of documentation – even on an international level - on the efficacy of therapeuticrehabilitation treatments offered by the services for developmental age, as regards the
methods for taking them into care without resorting to hospitalization for cases with
moderate-severe disorders (Gatta et al., 2009, 2010a, 2010b). Day centers would seem to be a
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good resource for the more severe cases, thanks to their flexibility and capacity to adapt to
different circumstances, but unfortunately not enough research has been done to compare
the efficacy of residential treatments as opposed to day centers or the patient’s living
environment for the various types of patient and severities of their conditions (Green, 2002).
All too often, the available studies report generic outcome measures in relation to different
psychiatric disorders without specifying the type of therapeutic intervention provided,
while studies comparing groups of hospitalized patients with groups treated elsewhere are
still entirely inadequate in providing practical indications on how to organize the services
(Shepperd et al., 2009). Unlike the situation for other types of therapeutic intervention in the
living environment (such as multisystem therapy and case management), we could find not
one comparative study including intensive treatments at day centers or in semi-residential
settings (Lamb, 2009).
Given the lack of information from controlled randomized studies, in a recent meta-analysis
published in Cochrane, Shepperd et al. (2009) pointed to the need to conduct prospective
studies at the various services, based on clear clinical and demographic parameters at the
time of a patient’s admission and using precise, standardized outcome measures at the time
of their discharge.
As for the best approach to these patients, studies are focusing on the hypothesis that a
multimodal and multidisciplinary approach is more effective than single, sectorial
approaches (Dimigen et al., 1999; Gatta et al., 2010a; Pazaratz, 2001) and that this approach with a coordinated action involving several operators sharing in the project- may be best for
taking adolescents into care in many situations in which their psychopathology is severe.
The multi-professional therapeutic team shares the investment between people in different
relational settings, while remaining united in its global view of the project, offering a
response that facilitate the process of differentiation between dependence and development,
so difficult to achieve without the aid of a "third party". Clearly, focusing on the numerous
aspects of the relationship with the patient and working as a team can contribute to a better
outcome and improve the clinical efficacy of the intervention (Palareti & Berti, 2010;
Pazaratz, 1996). This therapeutic method is applicable to various mental disorders, both in
developmental age and in adults, and its efficacy has been acknowledged internationally
(Bartels et al., 2004; Bond et al., 2001). Within this network, it is also worth emphasizing the
importance of the cooperation with the adolescents’ families and the proper exploitation of a
personal relationship with them so that they can share the experiences of suffering caused
by their child’s disorder, also with a view to reinforcing the working alliance with them
(Gatta et al., 2009b, 2010b, 2010c; Hawley & Weisz, 2005; Marcelli, 2009; Woolfenden et al.,
2009).
2.3 The Semi-residential Adolescent Psychopathology Service
The study involved patients attending the Daily Service for Adolescents at the
Neuropsychiatric Unit for Children and Adolescents in Padua. The main purposes of this
service are the care and rehabilitation of adolescents with severe psychopathological
disorders (mood disorders, psychotic disorders, antisocial behavior and personality
disorders), particularly optimizing their welfare and providing intervention for these young
patients through an integrated clinical and pedagogical approach. Various professional
figures cooperate on the therapeutic project and this multi-professional team includes a
child and adolescent neuropsychiatrist, a psychologist and two educators and a social
worker. Adolescents attending the center undergo an initial diagnostic process, leading to a
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psychiatric diagnosis formulated according to the ICD 10 (World Health Organization, 1992)
and the therapeutic project involves attending a day center.
The centre receives adolescents (males and females from 12 to 18 years of age) with various
types of psychiatric and behavioral disorder of moderate to severe degree: it has a capacity
to treat approximately 25 patients in all and can simultaneously accommodate up to six
adolescents, with the ratio of one operator to every two patients.
The adolescents attend from Monday to Friday from 09.00 to 17.00. Access to the structure is
based on individual projects prepared by the team, which establishes the number of weekly
visits and their duration. The educators can also implement tailored and/or home-based
interventions in situations where an adolescent suffers from significant social isolation, and
in acute cases requiring temporary hospital stays, acting as companions and providing
support while the patient is in hospital. Patients can also be received in emergency
situations (moments of acute crisis, or when a "buffer intervention" is needed while a patient
is waiting to join a residential community). These latter interventions do not follow the
normal enrolment protocol.
The general goals of the service are:
 to optimize the patient care and education measures for adolescents in situations of
particular mental illness and at particularly crucial times;
 to support the families in their educational role;
 to construct an integrated clinical and pedagogical project with the various services on
different levels and with different institutional roles;
 to improve the social involvement of adolescent in their living environment.
The multidisciplinary team consists of: a developmental neuropsychiatrist responsible for
the service, a psychologist-psychotherapist, two educators, a social worker, a coordinator,
and an administrative assistant.
There are also trainee psychologists, trainees on the degree course for professional educators
at the Faculties of Education Sciences and Psychology, and physicians training in
developmental neuropsychiatry.
The team holds the following meetings:
 a weekly meeting to coordinate their clinical-pedagogical work and program the
educational activities;
 a weekly team meeting to discuss the cases;
 periodical meetings with social-sanitary operators and clinicians to report on the cases
being treated in the semi-residential setting to discuss the clinical issues, assess the
adolescent’s progress, and recommend new patients for the treatment;
 a monthly supervisory team meeting with an outside psychiatrist-psychotherapist.
2.3.1 Protocol for enrolling new patients at the semi-residential center
The phase for assessing and enrolling an adolescent at the semi-residential center for
adolescent psychopathologies is completed according to the following protocol.
1. The case is presented to the team operating at the semi-residential service for adolescent
psychopathologies by the psychologist or neuropsychiatrist proposing their enrolment
at the Neuropsychiatric Unit for Children and Adolescents and a file is prepared for the
patient being recommended.
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The case is discussed and, where applicable, a preliminary period of observation and
assessment of the adolescent is decided.
A meeting is held with the patient and family to formalize the proposal to start with a
preliminary period for the adolescent to get to know the semi-residential service. In
addition to patients and their parents, this meeting is also attended by the clinician
referring them and an educator.
The observation period starts, normally involving four meetings according to the
following schedule:
the first meeting is for introductions, observations and free activity (playing,
computer, exploring spaces);
the second meeting is when an observation file is completed (a semistructured
interview) by a "third party" educator, i.e. an educator who has had the least to do
with the adolescent so far, in order to guarantee the utmost neutrality in the
administering the assessment tool. Then activities are proposed in small groups to
see how the adolescent functions in group situations;
at the third meeting activities are proposed on the basis of the adolescent’s interests
emerging from the previous interview;
the fourth and last meeting is where, in addition to the activities already begun at
the third meeting, there is also space for a conversation and exchange of ideas with
the adolescent, to provide feedback relating to the previous meetings, the
adolescent’s mode of participation and greater or lesser willingness to enroll at the
semi-residential center.
The reference educator completes an initial observation file on the trend of the four
meetings.
The team assesses the observation period within two weeks after its completion and
decides whether to recommend that the adolescent continue with the semi-residential
experience or terminate it.
The patient and family are informed about the child’s progress so far and there is an
exchange of ideas relating to the adolescent’s and the family’s experiences and
motivations. If all concerned agree to the semi-residential program, this decision is
shared and signed jointly by the family and by the physician referring the case to the
team, and these parties agree on a first integrated, tailored therapeutic and educational
project, and an initial schedule for the adolescent’s attendance at the center.

2.3.2 The path for taking the patient into care
1. Formulation of the tailored educational project and schedule of attendance at the semi-residential
center
This phase is completed by the working team and the object is to prepare a first project in
the light of the findings during the preliminary observation period. A record is made of
patients’ and their families’ demographic details, the motives for enrolment on the program,
the internal and external activities conducted, the established goals, the general and specific
objectives of the course of therapy, a description of the integrated intervention designed for
each adolescent of and the timing for assessing their progress and the project.
Access is always formulated on the basis of a tailored individual project and the adolescent’s
weekly attendance is constantly monitored. Punctuality and adherence to the agreed
frequency of attendance is an important tool for assessing the adolescents’ and their
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families’ compliance with the agreed educational project, as well as being a necessary
premise for implementing the semi-residential program. For each patient, a schedule is
agreed with the family, the specialist and the adolescent concerned, starting from a
minimum of two attendances a week (lasting four hours each).
2. Periodical clinical interviews and progress monitoring
For each patient, there are periodical clinical meetings with their own doctors to monitor
their psycho-developmental trends and personal response to the therapy. The parental
couple is also followed up with regular meetings with a clinician (neuropsychiatrist or
psychologist), possibly with the support of an educator.
This action on the families needs to be supported and empowered to help parents establish
a different image of their child from the one they knew before, and make sense of the
changes taking place in the child during the period in semi-residential care, as well as
providing input on how the parents themselves need to respond to the child on a daily
basis. A course of psychotherapy proper for both the adolescents and their parents is often
recommended and implemented.
3. Completion of a file for recording changes and reviewing the therapy
After the first six months of attendance at the semi-residential centre, the educational project
is reviewed, and the goals and/or operating methods are expanded and/or diversified,
based on a first structured assessment of the adolescent’s progress that involves completing
and checklist of specific indicators relating to the various areas of intervention (relational,
social, autonomy).
4. Ongoing assessment
The ongoing assessment of the adolescent’s progress is based on various methods:
 periodic team discussions,
 periodic meetings with reference clinicians
 periodic meetings with family
 periodic meetings with teachers
 periodic assessment of files completed by the reference educator
 observation/assessment charts recorded before and after laboratory activities
 the periodic administration of standardized tests (Youth Self Report 11-18) at the
baseline, when the patient is taken into care and subsequently every six months
 the periodic completion by the team of the Global Assessment of Functioning test (GAF)
(at the time of compiling the therapeutic and educational project and subsequently
every six months).
This assessment and constant monitoring procedure enables the ongoing adjustment of the
objectives of the integrated individual projects, which is normally done every 3-6 months.
The tests can also be used as a tool for pre- and post-assessment of the effects of the
intervention at the start and end of a specific laboratory activity to evaluate it efficacy.
5. Discharge
The end of the course of therapeutic intervention can be decided by various factors. In the
most favorable of outcomes, the project may be concluded because the preset goals have
been achieved and the adolescents have regained their social contacts and schooling
experience, and the course of therapy undertaken can be consolidated.
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Attendance at the centre may also be interrupted due to poor compliance on the part of the
adolescent and/or the family (with repeated and unjustified failures to attend appointments
at the semi-residential centre or meetings with clinicians, or inadequate cooperation). The
program may also be stopped by the need to include the patient in a residential community.
In each case, the conclusion of the project is confirmed during the course of a final meeting
attended by all the parties involved (the adolescent, the family, the reference educator, the
psychologist and the neuropsychiatrist).
2.3.3 Pedagogical activities
The object of the pedagogical activities is to support the adolescents in the course of their
development by means of a relationship with the figure of the educator, who serves as an
"auxiliary ego" and consequently as a supportive companion. This is achieved by providing
a space, which takes practical shape in the rooms at the semi-residential centre, and by
designing a project that involves customized objectives and timings.
In experiences of research applied to different educational settings, various functions have
been identified on which the educator’s action is concentrated. The educator thus has
several functions (Marcelli & Braconnier, 1989; Pani et al., 2009):
 as a mediator between the adolescent and the adult world;
 to provide protection in relation to the adolescent’s interior conflicts;
 to accompany the patient on a path towards a normalizing educational context;
 as containment, providing stability and helping the adolescent to manage the dynamics
of his/her daily life.
The general educational goals of the educational process providing the starting point of an
individual educational project tailored to each patient include:
 helping the adolescents to gain awareness of their own sentiments, impulses and
behavior;
 helping them to test their abilities in a protected setting and to raise their self-esteem;
 helping them to realistically assess their living environment.
The activities in which the psycho-educational process takes shape are designed to achieve
the individual objectives of each adolescent’s project and rely on fundamental tools, such as
providing a setting as a framework in which to enable to the experience of meeting, using
the operator’s capacity for empathy to create a relationship that can help the adolescent to
let their emotional experiences resound inside themselves and thereby increasingly gain
control over them, promoting organized behavior patterns, abilities and motivations that
can pave the way to satisfactory social relations and an adequate performance in the
completion of tasks and the achievement of goals. During their attendance at the center, the
adolescents conduct activities designed to develop their personal interests, acquire skills and
reinforce their self-esteem. Outings, the preparation of a newspaper, painting, watching
films, playing, writing, and dramatizations are activities conducted at the center,
individually and in small groups, in the constant presence of the educators. There are also
structured laboratories involving pet therapy, horse therapy, art therapy and naturalistic
experiences at teaching farms organized in cooperation with other associations, as well as
participation in therapeutic winter and summer holiday camps. For many young people,
these activities are the only opportunities they have to put themselves to the test away from
their usual living environments, to measure themselves against an adventure outside the
home, and thereby testing their capacity to manage on their own, to experiment with
detachment from the family, to live in groups and share the group’s behavioral rules.
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Finally, courses are also organized to support the adolescents’ formal education in
cooperation with their schools. This involves formulating tailored teaching programs and
the presence of teachers at the semi-residential centre.

3. Clinical study
3.1 Aim
The aim of this study was to analyze the psychopathological manifestations and
psychosocial functioning of a sample of 67 adolescents attending the semi-residential service
for adolescent psychopathologies at the Neuropsychiatric Unit for Children and Adolescents
of the local public health services in Padova (Italy) between 2006 and 2009.
This analysis aimed to assess the efficacy of a multi-professional (educational, psychological,
pharmacological) integrated therapeutic intervention, in terms of the patients’ clinical
progress, psychopathological changes and global psychosocial functioning, 12 months after
starting the program.
3.2 Sample
The study sample consisted of 48 males (71.6%) and 19 females (28.4%), aged between 13
and 19 years when they began to attend the semi-residential service, divided into three age
groups, i.e. 13-14 (46.3%), 15-16 (41.8%) and 18-19 (11.9%); 29.9% of the sample were
attending lower secondary school, 34.3% were at higher secondary school, and 35.8% had
abandoned school.
3.3 Materials and methods
The patients’ functioning and psychopathology were assessed using the Global Assessment
of Functioning (GAF) scale and the Achenbach Youth Self Report 11-18 (YSR), respectively,
which were completed at the beginning of the semi-residential treatment and repeated after
12 months.
The GAF (Startup et al., 2002) is a scale used by operators to rate a patient’s psychosocial
functioning and activities, regardless of the nature of their psychiatric disease. It
corresponds to Axis V of the DSM-IV (APA, 1994). The GAF scale comprises 10 levels
(further divided into 10 points) and each patient is assigned to a given level on the strength
of a scoring system: the higher the score, the better the patient’s psychosocial functioning.
The levels of functioning are described as it follows: 91 - 100 Superior functioning in a wide
range of activities, life's problems never seem to get out of hand, he/she is sought out by
others because of his or her many positive qualities. No symptoms. 81 - 90 Absent or
minimal symptoms (e.g. mild anxiety before an exam), good functioning in all areas,
interested and involved in a wide range of activities, socially effective, generally satisfied
with life, no more than everyday problems or concerns (e.g. an occasional argument with
family members). 71 - 80 If symptoms are present, they are transient and expectable
reactions to psychosocial stressors (e.g. difficulty concentrating after family argument); no
more than slight impairment in social, occupational, or school functioning (e.g. temporarily
falling behind in schoolwork). 61 - 70 Some mild symptoms (e.g. depressed mood and mild
insomnia) OR some difficulty in social, occupational, or school functioning (e.g. occasional
truancy, or theft within the household), but generally functioning pretty well, has some
meaningful interpersonal relationships. 51 - 60 Moderate symptoms (e.g. flat affect and
circumstantial speech, occasional panic attacks) OR moderate difficulty in social,
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occupational, or school functioning (e.g. few friends, conflicts with peers or co-workers). 41 50 Serious symptoms (e.g. suicidal ideation, severe obsessive rituals, frequent shoplifting)
OR any serious impairment in social, occupational, or school functioning (e.g. no friends,
unable to keep a job). 31 - 40 Some impairment in reality testing or communication (e.g.
speech is at times illogical, obscure, or irrelevant) OR major impairment in several areas,
such as work or school, family relations, judgment, thinking, or mood (e.g. depressed,
avoids friends, neglects family, and is unable to work; child frequently hurts younger
children, is defiant at home, and fails at school). 21 - 30 Behavior is considerably influenced
by delusions or hallucinations OR serious impairment, in communication or judgment (e.g.
sometimes incoherent, acts grossly inappropriately, suicidal preoccupation) OR inability to
function in almost all areas (e.g. stays in bed all day, no job, home, or friends) 11 - 20 Some
danger of hurting self or others (e.g. suicide attempts without clear expectation of death;
frequently violent; manic excitement) OR occasionally fails to maintain minimal personal
hygiene (e.g. smears feces) OR gross impairment in communication (e.g. largely incoherent
or mute). 1 - 10 Persistent danger of severely hurting self or others (e.g. recurrent violence)
OR persistent inability to maintain minimal personal hygiene OR serious suicidal act with
clear expectation of death.
The YSR 11-18 (Achenbach, version for 11-18 year-olds) (Achenbach, & Rescorla, 2001) is
one of the most commonly used scales for rating juvenile behavior and it is used
internationally in the clinical setting and in research. It is in the form of a questionnaire
completed by adolescents, and it has been translated and validated for Italians too (Frigerio
et al., 2006; Ivanova et al., 2007). The questionnaire yields two profiles: one for competences
(activities, social functioning, school performance) and one for behavioral and emotional
problems, which can be assessed as “normal”, “borderline” or “clinical” on 8 specific
syndrome scales. The syndrome scales relating to the various psychopathological pictures
are: anxiety/depression, withdrawal, somatization, social problems, thought-related
problems, attention problems, aggressive and role-breaking behavior. The problems are
grouped into: internalizing problems (anxiety, depression and withdrawal, somatization);
externalizing problems (aggressive and role-breaking behavior); and other problems (social
problems, thought-related problems, attention problems).
The adolescents’ clinical progress was assessed after 12 months by completing the Clinical
Global Impressions (CGI) (Guy, 1976) – for the part relating to Global Improvement. This
was done by the clinician who had conducted the psycho -diagnostic assessment prior to the
adolescents’ enrolment on the semi-residential program: patients were judged to have
improved clinically when they scored 1-2, to have remained unchanged if they scored 3-5,
and to have deteriorated when their score was 6-7.
The Working Alliance Inventory – Observer, Short version (WAI-O-S) was used by an
outside observer (a psychologist trainer) to assess the bond between the parents and the
therapist, and how much they agree on the action to take and the goals of the therapy.
The WAI-O-S has been shown to have a good reliability (r=0.81; Gelfand and DeRubeis,
unpublished manuscript), and research has also produced strong support for the
reliability of the WAI scales in general, and for their validity (Hanson et al., 2002; Horvath,
1994). The WAI-O-S has been translated into Italian and validated for Italians (Di
Giuseppe et al., 1996; Horvath, & Greenberg, 1989; Lingiardi, 2002). This scale consists of
12 items, 10 positively worded and 2 negatively worded, rated on a 7-point Likert-type
scale. The items are divided into three subscales of 4 items each. The subscales, based on
Bordin’s (1979) working alliance theory, are Goal (agreement about goals of therapy; e.g.
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"The client and therapist have established a good understanding of the changes that
would be good for the client"), Task (agreement about the purposes of the therapy; e.g.
"There is agreement on what it is important for the client to work on"), and Bond (the
bond between the client and therapist; e.g. "There is mutual trust between the client and
therapist"). Given our aim to evaluate parents’ capacity to cooperate in the adolescent’s
treatment, we chose to select the WAI-O-S’s Task subscale (items 1, 2, 8 and 12). Ranging
from a minimum of 0 to a maximum of 28, the ratings were coded as follows: no working
alliance (scoring 0-9) , a partial working alliance (10-19) and a good working alliance (2028). The items were rated considering the parental couple as a client asked to become
involved in and commit to their child’s treatment when the team reported to them on the
outcome of the initial assessment procedure and presented its tailored educationaltherapeutic project (see section 2.3.1 item 7).
The adolescents’ participation was evaluated by the educators, considering certain qualities
of the adolescent-educator relationship and the adolescents’ participating modalities during
the first three months.
After three months of the adolescents attending the day center, the educators filled in four
items for each client:
1. General attitude to the activities proposed at the day center: active (a), passive (b),
ambivalent or oppositional (c);
2. Mode of talking about his or her self and tackling tests: active (a), passive (b),
ambivalent or oppositional (c);
3. Recognition of the existence of an emotional disorder: present (a), indifferent (b),
rejected (c);
4. Attitude to the educator: trust (a), indifference (b), mistrust (c).
The patient’s participation mode was thus classified as follows: active (prevalence of “a”),
passive (prevalence of “b”), ambivalent or oppositional (prevalence of “c”). If two answer
modes were seen with the same frequency, the more conservative profile was to be chosen,
but no such cases actually occurred.
Compliance with treatment was assessed for each patient according to their adherence to the
educational-therapeutic project in terms of their attendance at the center to take part in the
educational-pedagogical and clinical activities established in each adolescent’s project:
adherence to the therapeutic project was judged to be adequate when patients attended 75100% of their appointments, discontinuous if the percentage was 50-74%, and inadequate if
it was less than 50% or the therapeutic intervention was interrupted early.
Statistics: the statistical analysis was conducted using the following variables: gender, age,
cultural level of the families of origin, formal education, situation of the parental couple,
psychiatric diagnosis (ICD 10), reason for requesting to join the program, attendance at the
semi-residential centre, period of stay at the semi-residential centre, adherence to the
therapeutic project, working alliance with the parents (WAI-O), type of intervention, mode
of participation, principal educational goals, clinical progress (CGI), individual and/or
group approach, scores on the syndrome scales in the Achenbach YSR questionnaire, and
scores on the GAF scale.
The data collected were input in a database and subsequently processed using the SSPS
statistical software, rel. 14; a value of p < 0.05 was considered significant. After completing
the frequency analysis, the chi square test was used as a statistical model (calculating the exact
value of p) to analyze the gender-related differences in relation to all the above-listed
variables. To assess the efficacy of the therapeutic intervention, we used Student’s t-test for

152

Mental Illnesses – Evaluation, Treatments and Implications

paired samples, comparing the results obtained with the YSR before (T1) versus after the
intervention (T2). To compare the results of the GAF assessment between T1 and T2 (T1) we
used the General Linear Model for repeated measures. The same statistical model was also used
to compare the differences in the mean GAF scores between T1 and T2 vis-à-vis the
variables of interest, and the most relevant data (interaction effect between GAF and gender,
frequency of attendance at the semi-residential center, integration of the therapeutic
intervention, and type of intervention).
3.4 Results and discussion
3.4.1 Socio-demographic characteristics of the sample
The sample consisted of 48 males (71.6%) and 19 females (28.4%).
Their age at the time of enrolment on the semi-residential program was mainly distributed in
the 13-14 year-old (46.3%) and 15-16 year-old (41.8%) age groups, while 11.9% of the
adolescents were between 17 and 19 years old. Males and females were equally distributed
in the three age groups (χ2 = 1.20, df = 2, pexact = n.s.).
In our sample, 29.9% of the patients were attending lower middle school, 34.3% were at
higher middle school and 35.8% had abandoned school: the reasons this last group was
related both to academic difficulties and to major behavioral issues or symptoms of mental
illness and isolation that interfered significantly with school attendance. According to the
ISTAT survey of 2008, the national rate of adolescents abandoning their education in the
first year of high school was 11.1% (ISTAT, 2008).
The drop-out phenomenon in our sample was clearly connected to these adolescents’
psychiatric disease and it is also important as a prognostic indicator when considered in
terms of the adolescent’s psycho-educational growth.
There were no statistically significant differences between males and females as concerned
their school education (χ2 = .17, df = 2, pexact = n.s.).
The cultural level of the family of origin, judging from the formal education received by each
of the parents (lower middle school, high school, university), was mainly medium-to-low: it
was low for 32.8% of the sample, medium for 53.7%, and high for only 13.4%. This finding
confirms, on the one hand, the trend of previously published studies on the inverse
relationship between mental disorders in general and the families’ socio-cultural level
(Chandra et al., 1993; Flouri et al., 2010; WHO 2004), on the other, it goes to show that the
intervention implemented is readily accessible to all, not discriminating between families in
economic or cultural terms.
No significant differences emerged between males and females for this variable (χ2 = .30, df
= 2, pexact = n.s.).
In 76.1% of the cases, the families consisted of an intact parental couple, while in 23.9% the
family was single-parent. No statistically significant differences emerged between males and
females for this factor (χ2 = 12, df = 1, pexact = n.s.).
3.4.2 Main psychopathological signs in our sample of adolescents, their diagnosis
and the assessment of their psychosocial functioning
For 40.3% of our patients, the reason for referral to our service was for behavioral problems,
23.9% had affective-relational and family problems, 19.4% had schooling problems, and
16.4% suffered from social isolation. The reason for requesting the service varied according to
the gender of the sample considered (χ2 = 8.82, df = 3, pexact = .03): male patients were more
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likely to ask for therapeutic intervention for behavioral problems (43.8% of the males vs
31.6% of the females), problems at school (20.8% of the males vs 15.8% of the females) or
social isolation (20.8% of the males vs 5.3% of the females), while females were more likely
to need to deal with affective-relational problems (14.6% of the males vs 47.4% of the
females).
The sample consisted of adolescents who had been attributed a diagnosis according to the
ICD 10 of psychotic disorders in 25.4% of cases, personality disorders in 34.3% (20.9% of
them as a single diagnosis, 13.4% with comorbidities), behavioral disorders in 11.9%,
phobias, stress-related and somatoform disorders in 10.4%, mental retardation in 9.0% and
affective syndromes in 9.0% (Table 1).
Diagnosis

% (fq)

Psychotic disorders (F20-29)
Personality disorders (F60-69)
Two comorbid diagnoses (F60-69+ F30-48)
Behavioral and emotional disorders (F90-F98)
Phobias, stress-related and somatoform disorders (F40-48)
Affective disorders (F30-39)
Mental retardation, psychological development disorders (F70-89)

25.4 (17)
20.9 (14)
13.4 (9)
11.9 (8)
10.4 (7)
9.0 (6)
9.0 (6)

Total

100.0 (67)

Table 1. ICD 10 diagnoses.
No statistically significant differences emerged between males and females in relation to the
diagnosis ICD 10 (χ2 = 9.72, df = 6, pexact = n.s.).
These data do not confirm the literature on psychopathology in developmental age, in
which gender variables are reportedly highly significant; for instance, psychosis,
somatization, depression and eating disorders all have a different, gender-related
prevalence and incidence (Costello et al., 2006; Frigerio et al., 2009; Kessler & Wang, 2008).
It is well known that problems of aggressive behavior, mental retardation and psychosis are
more frequent in males, while eating disorders and internalizing disorders are more
common among females.
The scores obtained by our patients in the Achenbach YSR (YSR 11-18) at the baseline
assessment were grouped into three clusters, i.e. cluster 1 (“normal”) comprises scores in the
range of 50 to 64; cluster 2 (“borderline”) scores from 65 to 69; and cluster 3 (“pathological”)
scores from 70 to 100, as recommended in the manual (Achenbach & Rescorla, 2001).
Table 2 shows the percentage of scores obtained at the time of the initial YSR assessment in
the three clusters (normal, borderline and pathological) on the eight syndromes scales. Three
questionnaires were not considered because they were incomplete. It is worth noting that
half the patients were “borderline” or “pathological” on the subscales for anxiousdepressive disorders, social problems, and attention disorders. The same applied to the
subscales for social withdrawal.
As concerns the gender-related differences (Table 3), there were no statistically significant
differences except for the scales for somatization, anxious-depressive disorders and social
problems, where the differences by gender tended towards significance.
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YSR syndrome scales
Social withdrawal
Somatization
Anxious-depressive disorders
Social problems
Thought-related disorders
Attention disorders
Delinquent behavior
Aggressive behavior

50-64
65-69
70-100
(normal) (borderline) (pathological)
% (fq)
% (fq)
% (fq)
50.0 (32)
20.3 (13)
29.7 (19)
79.7 (51)
15.6 (10)
4.7 (3)
37.5 (24)
26.6 (17)
35.9 (23)
39.1 (25)
25.0 (16)
35.9 (23)
73.4 (47)
18.8 (12)
7.8 (5)
48.4 (31)
29.7 (19)
21.9 (14)
84.4 (54)
10.9 (7)
4.7 (3)
68.8 (44)
14.1 (9)
17.2 (11)

Table 2. YSR 11-18 pretest: percentages and frequencies (for 64 subjects).
In particular, there was a larger proportion of females with somatization and social
problems among the “borderline” patients, and the girls prevailed for anxious-depressive
disorders and social problems among the ”pathological” cases.

YSR syndrome scales
Social withdrawal
Somatization
Anxious-depressive
disorders
Social problems
Thought-related
disorders
Attention disorders
Delinquent behavior
Aggressive behavior

50-64
(normal)
% (fq)
Male Female
52.2
44.4
(24)
(8)
87.0
61.1
(40)
(11)
45.7
16.7
(21)
(3)
47.8
16.7
(22)
(3)
78.3
61.1
(36)
(11)
54.3
33.3
(25)
(6)
80.4
94.4
(37)
(17)
71.7
61.1
(33)
(11)

65-69
(borderline)
% (fq)
Male Female
21.7
16.7
(10)
(3)
8.7
33.3
(4)
(6)
26.1
27.8
12)
(5)
21.7
33.3
(10)
(6)
17.4
22.2
(8)
(4)
23.9
44.4
(11)
(8)
13.0
5.6
(6)
(1)
10.9
22.2
(5)
(4)

70-100
(pathological)
% (fq)
Male Female
26.1
38.9
(12)
(7)
4,3
5.6
(2)
(1)
28.3
55.6
(13)
(10)
30.4
50.0
(14)
(9)
4.3
16.7
(2)
(3)
21.7
22.2
(10)
(4)
6.5
0
(3)
(0)
17.4
16.7
(8)
(3)

χ2, df, pexact
1.03, 2, n.s.
6.2, 2, .06*
5.59, 2, .07*
5.29, 2, .08*
3.19, 2, n.s.
3.02, 2, n.s.
2.14, 2, n.s.
1.40, 2, n.s.

*Tending towards significance

Table 3. YSR 11-18: comparison between males and females in the three clusters of scores,
normal, borderline and pathological (64 subjects).
To enable their comparison, the percentages of males and females for each syndrome scale were
calculated out of the total of the respective subsamples.
In the operators’ assessment of global functioning using the GAF scale, the range most often
found was 51-60, with 29.9% of the adolescents revealing moderate symptoms, e.g. flat affect
and circumstantial speech, occasional panic attacks or moderate difficulties in their social,
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occupational or school functioning (few friends, conflict with peers, etc.); this was followed by
23.9% of the patients with scores of 41-50 (more severe symptoms e.g. suicidal ideation, severe
obsessive rituals, frequent shoplifting or any serious impairment in social, occupational, or
school functioning, e.g. no friends, unable to keep a job) and 22.4% in the range of 31-40, with
even more severe symptoms (some impairment in reality testing or communication, e.g.
speech is at times illogical, obscure, or irrelevant, or major impairment in several areas, such as
work or school, family relations, judgment, thinking, or mood, e.g. depressed, avoids friends,
neglects family, and is unable to work; child frequently hurts younger children, is defiant at
home, and fails at school) (Fig. 1).

Fig. 1. Percentages of patients on different GAF scoring levels at T1.
3.4.3 Characteristics of the therapeutic project
The main goals of the educational-therapeutic project tailored to each patient were to help
them achieve autonomy and improve their self-esteem (41.8% of cases) and socialization
(29.9% of cases). Support for the family was identified as one of the priorities in 19.4% of
cases, support in the adolescents’ schooling in 9.0%. No statistically significant differences
emerged between males and females for this variable (χ2 = .22, df = 3, pexact = n.s.).
The majority of the adolescents attended the semi-residential centre for a period of time that
exceeded three months; 50.7% of them attended for more than nine months (Table 4).
Attendance at the semiresidential centre
<3 months
3-9 months
>9 months
Total

% (fq)
14.9 (10)
34.3 (23)
50.7 (34)
100.0 (67)

Table 4. Period of attendance at the semi-residential centre.
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No statistically significant differences emerged between males and females concerning the
duration of the treatment (χ2 = 2.15, df = 2, pexact = n.s.).
Approximately half the adolescents (49.3%) came to the semi-residential centre for 5-15
hours a week, 28.4% of them for less than 5 hours a week and 22.4% for more than 15 hours a
week.
Their attendance at the semi-residential centre varied significantly as a function of gender in the
sample considered (χ2 = 11.88, df = 2, pexact = .002): most of the females attended the centre
for less than 5 hours a week (47.4% of the females vs 20.8% of the males), or for more than 15
hours a week (36.8% of the females vs 16.7 of the males), while the majority of the males
attended the centre for between 5 and 15 hours a week (62.5% of the males vs 15.8% of the
females).
In 23.9% of the cases considered, there was an unscheduled interruption of the therapeutic
project, within three months of joining the semi-residential centre in 14.9% of them; the
difference between males and females was not significant (χ2 = .09, df = 1, pexact = n.s.).
The type of therapeutic intervention for the majority of cases was of the integrated type (73.1%)
with no differences between the genders (χ2 = 1.34, df = 1, pexact = n.s.) (Table 5).
Type of intervention
Mainly educational one
Multi-professional integrated
Total

% (fq)
25.4 (17)
74.6 (50)
100.0 (67)

Table 5. Type of intervention.
In particular, the different psycho-educational therapy proposals are summarized in Table 6,
where it is clear that in 41.8% of the cases a multi-professional integrated intervention
(educational, psychological and pharmacological) was used, while an integrated educational
and psychological intervention was applied in 28.4%, and a mainly educational-pedagogical
type of intervention in 24.5%.
Integration of the intervention
Educational
Educational and psychological
Educational and pharmacological
Educational, psychological and pharmacological
Total

% (fq)
25.4 (17)
28.4 (19)
4.5 (3)
41.8 (28)
100.0 (67)

Table 6. Integration of the intervention.
No statistically significant differences emerged between males and females for the
integration of the intervention (χ2 = 2.63, df = 3, pexact = n.s.).
Going into more detail on the therapeutic project, as concerned the educator-adolescent-group
relationship, there was a prevalence of individual interventions (65.7%) over group
interventions (34.3%), with no significant differences between males and females (χ2 = 2.07,
df = 1, pexact = n.s.).
This can be explained in relation to the global usage of the service, characterized by cases of
even severe psychiatric illness, for whom a dual relationship may be easier for the
individual to tolerate and less risky from the point of view of any break down.
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As for the patients’ adherence to their therapeutic project, this was adequate in the majority of
cases (68.7%), while in 17.9% it was discontinuous, and in 13.4% it was inadequate, i.e. the
treatment was abandoned ahead of schedule or patients attended less than 50% of their
scheduled appointments. There were no gender-related differences for this variable (χ2 =
1.02, df = 2, pexact = n.s.).
The adolescents’ mode of participation at the semi-residential centre was judged as active in
46.3% of cases, ambivalent in 29.9%, passive in 14.9% and oppositional in 9.0%, with no
gender-related differences (χ2 = 3.60, df = 3, pexact = n.s.).
The working alliance with the parents was generally adequate (53.7%), sometimes partial
(35.8%) and occasionally lacking (10.4%). Here again, there were no significant differences
between males and females (χ2 = .49, df = 2, pexact = n.s.).
As for the overall clinical progress (CGI) of the sample considered, over the course of 12
months there was an improvement in 56.7% of the cases, while 10.4% of the patients
deteriorated; in 32.8% the adolescents’ clinical conditions remained unchanged. There were
no significant differences between males and females (χ2 = 3.09; df = 2, pexact = n.s.).
3.4.4 Assessment of the efficacy of the therapeutic intervention
To assess the efficacy of the intervention, we used Students t-test for paired samples to
compare the results of the YSR obtained at the baseline (T1) and a year later (T2) (Table 7).
For all the domains of the YSR except for thought-related disorders (n.s.) and somatization
(which tended towards significance), the patients had significantly lower mean scores at T2.
YSR syndrome scales

T1

T2

t

df

p.

Social withdrawal

1.83

1.49

2.83

58

.006

Somatization

1.27

1.17

1.76

58

.08

Anxious-depressive disorders

2.02

1.49

4.50

58

.000

Social problems

2.02

1.61

3.75

58

.000

Thought-related disorders

1.37

1.34

0.63

58

n.s.

Attention disorders

1.71

1.32

4.16

58

.000

Delinquent behavior

1.22

1.07

2.42

58

.02

Aggressive behavior

1.49

1.22

3.78

58

.000

Table 7. Student’s t-test for paired samples comparing YSR scores at T1 and T2.
On the GAF scales too, the operators’ mean assessments identified a significant remission of
the symptoms, which changed from “severe” at T1 to “moderate” at T2 (Table 8).

GAF

T1

T2

F

df

p

49,22

57,24

39.74

1

.000

Table 8. General linear model (GLM) on GAF scores obtained at T1 and T2.
Figure 2 shows that higher scores were obtained on the GAF reassessment, with a rightward
migration of many of the patients (GAFT2), indicating a significant improvement in their
global functioning. In particular, the percentage of patients in the range of 31-40 (which
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indicates a severely impaired psychosocial functioning) decreased considerably from T1 to
T2, while there was a considerable increase in the number of patients judged to have only
mild symptoms and a good general functioning (scores 61-70). It is also worth noting that it
was only at T2 that some of the patients were judged to have an optimal functioning and no
symptoms (scores 91-100).

Fig. 2. Percentages of patients in the various ranges of GAF scores at T1 and T2.
The interaction with the time of administration of the GAF (T1 and T2) and the genderrelated variables showed a trend towards statistical significance. In fact, according to the
operators’ assessments, females who started from a more severe assessment at T1 had a
greater improvement at T2 (Table 9 and Fig. 3).
Gender

GAF
T1

GAF
T2

Male

52.46

57.96

Female

43.58

55.42

Interaction between GAF and gender
F
df
p.
3.74

1

.06*

*Tending towards significance

Table 9. General linear model (GLM) for the GAF scales: interaction effect between GAF and
gender.
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Fig. 3. General linear model (GLM) for the GAF scales: variation in mean GAF scores for
males and females at T1 and T2.
The improvements seen in the GAF at T2 correlated with the number of hours the
adolescents spent at the semi-residential centre. Table 10 shows a significant interaction
between these two variables; although they had the lowest mean scores for the sample at T1,
patients who attended the centre for more than 15 hours a week obtained the best
improvement in absolute terms at T2. Moreover, the more the number of hours of weekly
attendance at the centre increased, the greater the improvement seen in the GAF scores at
T2, and this was particularly evident for patients who spent more than 15 hours a week at
the centre (Fig. 4).
For multiprofessional intervention to be effective, in adolescent patients requiring treatment
for such severe psychopathologies as those identified in our series of patients, naturally
takes much longer and a more intensive treatment.
Attendance at the
semi-residential
centre

GAF
T1

GAF
T2

Improvement in
GAF score
(T2-T1)

1-5 hours a week

51.21

56.21

5.00

5-15 hours a week

49.48

56.00

6.52

>15 hours a week

46.13

61.27

15.14

Interaction between GAF and
attendance at the centre
F
df
p
5.25

2

.008

Table 10. General linear model (GLM) for the GAF scores: interaction effect between GAF
and attendance at the centre.
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Fig. 4. General linear model (GLM) for the GAF scores: variation in mean GAF scores from
T1 to T2 by time spent at the centre.
The interaction between the variation in the GAF scores between T1 and T2 and the type of
intervention (mainly one-to-one or multi-professional integrated) was noteworthy, even
though it was not statistically significant: the integrated intervention coincided with a
greater improvement between T1 and T2 (Table 11 and Fig. 5).
This finding is confirmed in the literature by various studies supporting the greater efficacy
of multimodal intervention in this mental health setting. In various different clinical
pictures, the validity of a multimodal treatment approach comprising individual
psychotherapy, pharmacology and family-based interventions is emphasized and
recommended, even though evidence-based findings on the effects of different treatment
methods are limited (Gatta et al., 2010a; Herpertz-Dahlmann & Salbach-Andrae, 2009; Masi
et al., 2008; Nützel et al., 2005; Reeves & Anthony, 2009; Steiner & Remsing, 2007).
The interactions between the type of intervention (individual or in groups) and the
variations in the GAF scores from T1 to T2 was not significant, indicating that both types of
intervention are equally effective (Fig. 6).
GAF
T1

GAF
T2

One-to-one

52.72

57.17

Integrated

47.94

57.27

Integration of interventions

Interaction between GAF and
integration of interventions
F

df

p

2.98

1

.09

Table 11. General linear model (GLM) for the GAF scores: interaction effect between GAF
scores and integration of interventions.
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Fig. 5. General linear model (GLM) for the GAF scores: variation in mean GAF scores at T1
and T2 by type of intervention.

Fig. 6. General linear model (GLM) for the GAF scores: variations in mean GAF scores at T1
and T2 by type of operator-adolescent relationship.
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The adolescents’ clinical progress (improved, unchanged, deteriorated, based on the CGI) was
correlated with the time spent at the semi-residential centre and a prevalence of patients
who deteriorated (71.4%) emerged among those who attended for less than three months
(while 13.6% of these patients remained unchanged and 5.3% improved); coinciding with a
treatment period of 3-9 months, there were more than 1 in 3 of the patients who improved
and another 1 in 3 of those who remained unchanged (36.8% and 36.4%, respectively), as
opposed to 14.3% of those whose condition deteriorated. Among those attending for more
than nine months, we found a majority of the patients who improved and remained
unchanged (57.9% and 50.0%, respectively) and 14.3% of those who deteriorated (χ2 = 20.51,
df = 4, pexact = .001).
In addition, among the patients who abandoned the treatment ahead of schedule we found
71.4% of the adolescents whose condition deteriorated, 13.6% of those who remained
unchanged and 21.1% of the patients who improved. On the other hand, among the cases
who completed the treatment agreed with the operators, we found a marked prevalence of
the patients judged to have remained unchanged or improved (86.4% and 78.9%) as
opposed to a minority of those whose condition deteriorated (28.6%) (χ2 = 10.4, df = 2,
pexact = .006).
A study conducted by Luk et al. in 2001 on the drop-outs among young patients accessing
mental health services showed that the adolescents who were not compliant were those
judged to be less likely to improve at the time of the initial assessment and those whose
parents found the treatment less well-organized, which goes to show the importance of
parental compliance for patients of developmental age.
As for the relationship between compliance and clinical progress, an adequate adherence
correlated with a positive clinical progress after 12 months. Among those whose compliance
was adequate we found 86.8% of the patients who improved, 54.5% of those remaining
unchanged and 14.3% of those who deteriorated (χ2 = 24.64, df = 4, pexact = .000).
A more positive clinical course in the longer term also correlated with a more positive
cooperation with parents (χ2 = 10.44, df = 4, pexact = .04) (Table 12)
Working
alliance
Adequate
Partial
Absent
Lacking

Clinical progress (CGI)
Improved
Unchanged
Deteriorated
% (fq)
% (fq)
% (fq)
68.4 (26
36.4 (8)
28.6 (2)
28.9 (11)
45.5 (10)
42.9 (3)
2.6 (1)
18.2 (4)
28.6 (2)
100.0 (38)
100.0 (22)
100.0 (7)

Table 12. Comparison between the clinical course and the type of cooperation obtained from
parents.
The working alliance with parents is an important variable that influences the therapeutic
program for adolescents, correlating significantly with the latter’s compliance. Among our
patients who adhered adequately to the therapeutic project we found a clear majority of
parents who also cooperated adequately (86.1%), more than half of the parents who
cooperated only partially (54.2%) and only 28.6% of the parents who were uncooperative; on
the other hand, among the patients who interrupted their treatment ahead of schedule
(although there were only nine instances of this), we found none whose parents had been
adequately cooperative (χ2 = 20.79, df = 4, pexact = .001) .
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Likewise, among the adolescents who participated actively in the semi-residential project,
we found a high percentage of parents who cooperated adequately (63.9%), 25% of those
who cooperated only partially, and 28.6% of those who failed to do so (χ2 = 12.04, df = 6,
pexact = .006).
It is worth noting the finding concerning the adolescents’ mode of participation in the semiresidential activities, which influenced their subsequent clinical progress: those who took an
active part had a more positive follow-up assessment on their clinical progress, while those
who were oppositional or ambivalent fared less well in the late assessment (Table 13.).
Mode of
participation
active
passive
oppositional
ambivalent
Total

Clinical progress (CGI)
Improved
% (fq)
65.8 (25)
13.2 (5)
2.6 (1)
18.4 (7)
100.0 (38)

Unchanged
% (fq)
27.3 (6)
22.7 (5)
13.6 (3)
36.4 (8)
100.0 (22)

Deteriorated
% (fq)
.0 (0)
.0 (0)
28.6 (2)
71.4 (5)
100.0 (7)

Table 13. Comparison between clinical progress and the adolescents’ mode of participation
at the semi-residential centre.
The above results relating to the relationship between compliance with the therapy,
participation, alliance with the parents, and the patient’s clinical progress are consistent
with a number of published studies dealing with these topics.
The alliance with the parents proved to be a sine qua non for undertaking any therapeutic
intervention with their children and for this to be successful (Gatta et al., 2005b, 2009b,
2010c, 2011; Marcelli, 2009).
Some authors emphasize that treating young patients it is very important to deal with their
parents too (Diamond & Josephson, 2005; Hawley & Weisz, 2005, Nock & Ferriter, 2005;
Nock & Kazdin, 2005), particularly when the young patients have behavioral disorders
(Kazdin et al., 2006; Schaeffer & Borduin, 2005) like many of the patients attending our semiresidential service. It is also important to consider that a semi-residential intervention
enables adolescents to remain in their habitual living environment and consequently
demands a certain degree of cooperation on the part of their parents, or at least for the
family environment not to be harmful to the adolescent.
It may sometimes be useful to take action on the parents themselves, as emerged from recent
research conducted on several patients at our semi-residential service to investigate the
influence of direct intervention to modify the parents’ perception of their caregiving
experience in relation to children with mental disorders (Gatta et al., 2010b): it emerged
from our study that paying particular attention, in the course of several meetings, to aspects
of the parents’ experience and burden can improve their perception of the caregiving
experience as well as reinforcing the therapeutic alliance. As in psychotherapy, the alliance
can provide a corrective emotional experience sufficient to induce the reprocessing of
internalized models relating, in this case, to caregiving. There is a risk of the treatment being
abandoned prematurely every time an adolescent is taken into care and this risk increases
when the parents take part in and exacerbate the patient's resistances. Moreover, any
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conflict between the parental couple, previously masked by the attention the pair was
paying to the adolescent’s problems, may come to the surface and find expression in
aggressive projections of each party to the couple on the other. Supportive treatment for the
parental couple should therefore be recommended also with a view to protecting their child
against the parents’ acting out.
As regards the correlation between the alliance with the parents and the adolescents’ mode
of participation, it is clear once again that one of the variables most capable of influencing
the therapeutic process is the parents’ cooperation, which is probably an expression of their
more global attitude to their growing and increasingly independent child. The children of
parents who are cooperative benefit more from the proposed therapy and can invest
successfully in the new interpersonal relationships offered by the semi-residential
environment, and this leads to higher scores on the scales for social competences. The
opposite applies to the children of uncooperative parents, who are unable to invest strongly
enough in the relationships offered and promoted in the setting of the centre. This finding
reveals all the ambiguity of these adolescents as they oscillate between dependence and
independence: their parents’ support still seems to be a fundamental condition for them to
be able to invest in new relationships outside the family.
Judging from the data emerging from our study, the alliance with the parents seems to be
linked to the type of family nucleus involved. Among those with whom an adequate
alliance was constructed we found a slight prevalence of adolescents who were the offspring
of intact parental couples (56.9% intact couples vs 43.8% single-parent families), whole among
those with whose parents it was impossible to construct an effective working alliance, we
found a marked prevalence of adolescents coming from single-parent families (31.3% singleparent families, 3.9% intact parental couples). This finding can be placed in relation to the
lack of a sufficiently supportive family environment, as documented by previous studies,
and to the fact that single-parent families have to be seen as a possible factor of risk both for
the onset of psychopathologies and for the failure of their treatment (Gatta et al., 2009a,
2009b; Hanington et al., 2011; Manzano et al., 1993).

4. Conclusions
The results relating to our patients’ clinical progress after 12 months, the data deriving from
administering the YSR and the scores on the GAF scale demonstrate the validity and
efficacy, in the approach to adolescents with a mental illness, of a treatment based on an
integrated psychological, psychiatric and educational-pedagogical intervention. We were
able to reveal the importance of factors such as the active involvement of the adolescents,
the parents’ compliance with the therapeutic project, and the positivity of a
multidisciplinary approach to their taking into care.
In particular, an important factor emerging from our research is the role of the adolescent’s
active participation. Shared objectives configure in the educational background an area of
shared intentionality that succeeds in touching on different levels of change to expect from
the therapeutic program, from educational goals that stem from a lack of motivation and
interest to relational and even interior goals relating to the adolescent’s of growing process
of identification (Pasqualotto, 2005). The theoretical premise for each shared process lies in
the need for these individuals to regain control of the competences and abilities impaired by
their mental illness, thereby reasserting their fundamental rights as citizen in the sense of
feeling a part of their affective, relational and productive world (Saraceno, 1995).
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The educational-therapeutic experience aims to expand the patient’s field of experience and
offers new opportunities (see the aims of the service) in which the adolescents can feel an
active part, a carrier of change in themselves and in their surrounding environment, not a
passive receptor or someone who submits to decisions made by others. In this sense, the
adolescents’ active participation in their therapeutic project becomes a favorable prognostic
factor of a positive clinical evolution because it stimulates the patients’ interior resources to
contribute to their personal evolutionary process.
Another fundamental point to emphasize and draw attention to is the parents’ cooperation:
to establish an adequate therapeutic alliance with the parents appears to be a factor
fundamental to a successful clinical course. The parents act as a bridge and give us access to
the patient, determining which treatments are acceptable at family level, and the
intervention can use them as a vehicle in the sense that a change in their representations of
their child and of their role as parents, and a change in the parents’ attitudes and mode of
interacting with their child are all an important stimulus for mobilizing their child's
development (Fava Vizziello et al., 1991; Gatta et al., 2010b).
Given the small size of our sample and the psychopathological heterogeneity characterizing
our cases, combined with the limited period of follow-up and the paucity of literature on
this specific topic, it is still impossible to generalize from our results as concerns the efficacy
of this type of treatment. Our findings should therefore be considered as preliminary and
need to be confirmed in future by prospective studies on larger, more homogeneous
populations, as mentioned elsewhere in the literature (Shepperd et al., 2009; Lamb, 2009).
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1. Introduction
Health economics, like other applied fields of economic study (such as transport economics,
regional and urban economics, international trade), draws on a common body of economic
and econometric theory. However some scholars, such as Blaug (1998), argue that health
economics involves more than the standard application of the tools in the economists’
toolkits. One of his emphases was on the complications arising from the fact that medical
practitioners demand health services on behalf of patients, given the imperfect information
that patients have about diagnosis and therapy, i.e. the imperfect agency relationship. In
addition, he emphasised the difficulties of measuring (and evaluating) health outcomes, as
well as the work in defining (and measuring) equity, following Le Grand’s (1987) pioneering
paper.
But it is Arrow’s (1963) seminal article that points out the differences in health care that
make economic analysis somewhat difficult. The eleemosynary dimension of the health
sector (involving not-for-profit institutions), as well as other factors (such as various
dimensions of uncertainty), explain societal responses to the numerous market failures in
the health sector. Thus, work in the health sector is somewhat different from economic
analysis of the meat industry (Beggs, 1988), the car industry (Madden, 1988) etc.
However, mental health economics is even more difficult than health economics. This point
is indicated by the following statement: “Mental health economics is like health economics
only more so: uncertainty and variations in treatments are greater; the assumption of patient
self-interested behaviour is more dubious; response to financial incentives such as insurance
is exacerbated; the social consequences and external costs of illness are more formidable”
(Frank & McGuire, 2000, p. 895).
This chapter is concerned with another dimension of “difference” (and difficulty) that exists
in the analysis of mental well-being. In general reference to all societies, the following
statements are axiomatic: vegetarians do not buy meat for their own consumption; people
who do not own cars do not buy petrol; and so forth. Such axiomatic statements cannot be
made in the context of mental health sectors. Some people with no clinical mental illness
consume mental health services; and simultaneously some other people who have clinical
manifestations of mental illness do not consume mental health services for various reasons.
The term that can be applied to these two problems is “structural imbalance”.
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The next section will provide some further background on structural imbalance. Section 3
will elaborate on the economic dimensions of structural imbalance commencing with a 2 x 2
matrix. Enumerating the cells of this matrix forms the basis of empirical work. Section 4
discusses the trends that are exacerbating structural imbalance, and their economic basis.
Section 5 discusses various policy matters. The Chapter then provides some qualifications in
Section 6 and draws conclusions in Section 7.

2. The economic ‘mismatching’ tendency of mental health services
The term, structural imbalance, is applied to describe the resource misallocation between
“need” and “service use”. The problem has been noted in the United States (U.S.
Department of Health & Human Services, 1999), Ontario (Canada) (Lin et al., 1996), New
Zealand (Oakley Browne & Wells, 2006), and also Australia [Doessel et al., 2010) using crosssectional data, and in time-series data (Doessel & Williams, 2011)]. The purpose of this
Chapter is to describe this particular source of resource misallocation in mental health
sectors under health insurance, to present some empirical results, and to discuss policy
implications of this structural imbalance.
Resource misallocations of various types are ever-present in any economy and in this sense
mental health services are no different; however the structural imbalance in mental health
services is “a little different”. This mismatch in mental health services is not found in other
sectors of the economy, as commented in the introduction above: some people without a
mental illness do consume mental health services. It is not suggested here that service use
and illness are completely misaligned in mental health sectors. Some people with no current
symptoms are prone to relapse and require a “maintenance” approach to therapy (Druss et
al., 2007).
It is instructive to note that the connotation of “need” here is epidemiological, i.e. a
synonym for “people with a mental illness/disorder” or “people having a diagnosis”; and
“non-need” means “people without a mental illness/disorder”, i.e. no diagnosis of mental
illness. The use of this terminology is not to ignore the perspective of the economic literature
on “need”, which is but one factor in consumer demand. The term “need” with respect to
health has several connotations, and an economic classification is now available (Williams &
Doessel, 2011). Note also that an optimal implementation of existing therapies, given the
current state of knowledge, is implied in the present study. See Andrews (2006).
The evidence from both time-series and cross-sectional data indicates that the structural
imbalance in mental health services is extensive. Given that the economic nature of
structural imbalance, and its sources, warrants further investigation, and that appropriate
policy approaches have not yet been devised to address the problem, it is appropriate here
to begin to fill the lacuna.

3. Economic dimensions and empirical evidence
This Section considers structural imbalance first with the conceptual tool of a 2 x 2 matrix.
When “need” and “service utilisation” are cross-classified, structural imbalance can be
clearly delineated, and it can be measured. There are four (co-existing) concepts that are
relevant to the analysis of this problem. “Unmet need” is a term in clinical use which is
applied by Andrews (2000) and Whiteford (2000) to describe non-use of services by someone
who has a diagnosable mental illness. See also Cosgrove et al. (2008). Andrews (2000) and
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Whiteford (2000) applied “met non-need” to the case where some people with no mental
disorder consume mental health services. There are two other components to this analysis,
met need and unmet non-need. The major proportion of a population is in the “unmet nonneed category”: people without any illness and not receiving services is of little interest here.
“Met need" is the term that applies where people with illness are receiving services. These
terms complete the four elements that cross-classify need and service use.
To quantify structural imbalance, several steps are undertaken. The first step involves an
exercise in enumerating these four above-mentioned components using the cross-classified
population sub-groups of “need” (i.e. presence of mental illness) and “service utilisation”
(i.e. consumption of mental health resources). See Table 1. This Table suggests an exercise
like the tabular form conceived of by Yerushalmy (1947) in his cross-classification approach
for determining the sensitivity and specificity of diagnostic tests in medicine. In this Table,
the Total population can be summed by rows that form the final column “Total utilisation”
and “Total non-utilisation”. The columns can also be summed according to the presence of
mental illness i.e. “Total need” and “Total non-need”, as indicated by the final row.
A useful technique for depicting structural imbalance is to employ Venn diagrams, as
shown in Fig. 1. This figure establishes in a visual manner the polar cases, which serves as a
structural framework. Conceiving of the polar cases enables the definition of the extreme or
“perfect” cases i.e. “structural balance” and “structural imbalance”, which then allows us to
measure the degree of structural imbalance. The use of polar cases is often employed in
economics such as in the Public Finance literature on pure public goods and pure private
goods. This approach is also somewhat like establishing maximum and minimum values of
an index, such as the Hirschman-Herfindahl Index, the Gini Index etc. In addition, Venn
diagrams are relevant to conceive of resources shortages, as shown in Doessel et al. (2010).
Consumption of
mental health
resources

Presence of mental illness
Totals by row
Present (MI+)

MHR+

Cell 1
“met need”

MHR-

Cell 3
“unmet need”

Totals by column

Total need

Absent (MI-)
Cell 2
“met nonneed”
Cell 4
“unmet nonneed”
Total non-need

Total
utilisation
Total nonutilisation
Total
population

Source Doessel, Williams & Nolan, 2009
Notes MI+ Persons with mental illness; MI- Persons without mental illness; MHR+ Persons consuming
mental health resources; MHR- Persons not consuming mental health resources

Table 1. A 2x2 matrix showing mental illness and consumption of mental health resources
The data on both need and utilisation to implement this conceptual approach, which is
indicted above in Table 1 and Fig. 1, are available from the Australian Bureau of Statistics
(ABS). The first epidemiological survey by the ABS, Mental Health and Wellbeing..., was
undertaken in 1997 (ABS, 1998). Another survey was conducted in 2007 (ABS, 2008). Table 2
reproduces the structural imbalance quantified on 1997 data (which were the available data
at the time of the study). The numbers in the cells can also be shown as proportions, and
these are reproduced in Figure 2. Details are available in Doessel et al. (2010).

174

Mental Illnesses – Evaluation, Treatments and Implications

(a)
PERFECT CORRESPONDENCE

(b)
PERFECT NON-CORRESPONDENCE

MHN
MHN

MHR

MHR

Notes: MHN: Persons with mental health need
MHR: Persons consuming mental resources
Met Need
Unmet Need
Met Non-need
Unmet Non-need

Fig. 1. Two polar cases: structural balance and structural imbalance in the mental health
sector (with sufficient resourcing)

Consumption of mental
health resources
Consumption MHR+
Non-consumption MHRTotals by column

Presence of mental illness
Present (MI+)
“need”
905,600
“met need”
1,477,500
“unmet need”

Absent (MI-)
“non-need”
591,600
“met non-need”
10,490,100
“unmet non-

Totals by row

2,383,100

11,081,700

13,464,800

1,497,200
11,967,600

Source Doessel et al. (2010)
Notes
i. The notation is as for Table 1. ii. In this epidemiological study Mental Illness includes
Anxiety Disorders (panic disorder, agoraphobia, social phobia, generalised anxiety disorder, obsessivecompulsive disorder and post-traumatic stress disorder), Affective Disorders (depression, dysthymia,
mania, hypomania and bipolar affective disorder) as well as Substance Abuse. iii. Mental health services
include the following: the services of GPs, psychiatrists, psychologists, nurses, pharmacists, ambulance
officers etc. iv. The data employed here relate to Australian adults, i.e. persons 18 years and over, not
the total Australian population.

Table 2. Utilisation of “mental health resources” by adults with, and without, mental illness,
Australia, 1997
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Source Doessel et al. (2010)

Fig. 2. Structural Imbalance between the Australian Adult Population with Mental Illness,
and the Australian Population Consuming Mental Health Resources, Australia, 1997
Table 3 and Fig. 3 indicate that structural imbalance has a gender-related dimension. The
proportions relating to the met non-need and unmet need are not constant across males and
females from the 1997 ABS cross-sectional data. Further details are in Doessel et al. (2010).

Mental health need
Mental health resources
Met need
Unmet non-need
Unmet need
Met non-need

Male
(%)
17.4
8.1
5.1
79.6
12.3
3.0

Female
(%)
18.0
14.0
8.3
76.3
9.7
5.7

All Adults
(%)
17.7
11.1
6.7
77.9
11.0
4.4

Source Doessel et al. (2010)
Notes
The relevant denominator for these calculations is male adults, female adults and all adults,
respectively.

Table 3. Percentage shares of six categories of mental health/illness to the relevant
population, male, female and all adults, Australia, 1997.
Empirical evidence of structural imbalance in Australia’s mental health sector is found also
in time-series data (Doessel & Williams, 2011). The results of that study determine that the
“structural imbalance” is extensive, a result that reflects a sector beset with incomplete
information (discussed briefly in Section 3). These results will be summarised here briefly.
The research hypothesis in that study is that if there is high correspondence between the
people with diagnosed mental disorders, as determined by ABS epidemiological surveys,
and the consumers of mental health services, then structural balance exists. It follows that if
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Doessel et al. (2010)
See Fig. 2

Fig. 3. Unmet Need for Four Groups of Mental Disorders and Total Mental Disorders as a
Percentage of the Population (Males, Females and Persons), Australia, 1997
there is “correspondence” between the two populations, some measurable characteristic of
both groups would be similar. To determine “correspondence”, a variable that can be
measured in both groups is analysed: the ratio of females to total persons1, expressed as a
percentage. If statistical evidence indicates that the “gender composition” for the available
epidemiological data on people with mental disorders is not consistent with the “gender
composition” for the available Medicare2 data on utilisation of mental health services, then
we conclude that evidence of structural imbalance exists. The study measures the
correspondence of the two above-mentioned ABS (representative sample) epidemiological
surveys of mental disorders (ABS, 1998; 2008) and the data that provides an enumeration of
consumers of mental health services under Australia’s universal health insurance scheme,
i.e. Medicare. The results are summarised here briefly.
Table 4 is a summary of the data from the two data-sources and Figs 4, 5 and 6 are
reproduced here from the data analysis in Doessel & Williams (2011). The data analysis,
involving several steps, will be outlined briefly. First, the data were modelled by applying
Ordinary Least Squares regression. Three equations were estimated describing the
temporal variation in the data for the three categories of mental health services. A set of
fitted values (in which some confidence can be placed) for each of these data sets, were
It makes no difference whether the female, or the male, ratio is analysed.
Medicare is Australia’s universal, compulsory health insurance scheme. It is financed from general
taxation revenue and an ear-marked tax. Medicare enables the payment of subsidies for private fee-forservice medical services (in and out of hospital), the provision of subsidies for private fee-for-service
allied services (which, in terms of mental health services, includes psychologists, occupational
therapists etc), hospital services to “public patients” at zero prices at “recognised public hospitals”, and
subsidies for approved pharmaceuticals.
1
2
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obtained; various extraneous factors associated with modelling these data (seasonal
variation, serial correlation etc.) were taken into account, and two dummy variables were
inserted for the outliers. Linear equations were found appropriate for all three data sets.
We then constructed confidence intervals (CIs) around the fitted values for each of the
three data sets. These three Figures depict the comparisons of the gender composition of
consumers of three types of mental health services with the gender composition, in
percentages, of people with mental disorders. Figure 3 depicts a comparison of the gender
composition of consumers of specialist Psychiatry services with the gender composition,
in percentages, of people with mental disorders (as determined from the two
epidemiological surveys of the prevalence of mental disorders). There are 48 fitted
observations depicted in Figure 3 for the time-series data on Psychiatry services from
Medicare Australia with 99% upper and lower CIs, and two data points for the 1997 and
2007 epidemiological surveys with their 99% CIs. Figs 4 and 5 present the gender
comparison for two other types of service utilisation, the mental health plans prepared by
general practitioners (primary care physicians) and allied mental health services. For
further details about the statistical estimation and the figures, see Doessel & Williams
(2011).

Source

See Doessel & Williams (2011).

Notes

•Point estimates (fitted values) with 99% CI, equation estimated on Medicare data as
O

analysed in Doessel & Williams (2011)
Point estimates with 99% CI from sample epidemiological survey data, as analysed
in Doessel & Williams (2011)

Fig. 4. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental
Disorders in the 1997 and 2007 Epidemiological Surveys for Australia, and the Gender Share
for Specialist Psychiatry Services under Medicare, for 1997(1) to 2008(4).

178

Mental Illnesses – Evaluation, Treatments and Implications

Table 4. Some Characteristics of Two Epidemiological Data Sets and Three Mental Health
Service Utilisation Data Sets on Gender Composition (Female-to-Persons Ratio), Australia,
1997-2008
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Gender Ratio (%)
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70.0

65.0

60.0

GP mental health plans
under Medicare

55.0

2007 epidemiological
Survey data

50.0

45.0

2006(11) 2007(1) 2007(3) 2007(5) 2007(7) 2007(9) 2007(11) 2008(1) 2008(3) 2008(5) 2008(7) 2008(9)

Year (Month)

Source
Notes

Doessel & Williams (2011)
See Fig. 4.

Fig. 5. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental
Disorders in the 2007 Epidemiological Survey for Australia, and the Gender Share for GPprepared Mental Health Plans under Medicare, for 2006(11) to 2008(10)

Source
Notes

Doessel and Williams (2011)
See Fig. 4.

Fig. 6. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental
Disorders in the 2007 Epidemiological Survey for Australia, and the Gender Share for Allied
Mental Health Services under Medicare, for 2006(11) to 2008(10).
It is clear from these three figures, indicating the location of the fitted observations and the
CIs, that the consumers of the three types of mental health services are statistically different
from the people with mental disorders, as determined by a population-based, representative
sample survey of adult Australians. Further details are in Doessel & Williams (2011).
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Some scholars, e.g. Jorm (2006), contend that unmet need is a “myth” (his term): imperfect
data lead to phenomena that are artefacts of “data imperfection”. There has been no
empirical research reported to substantiate Jorm’s assertion.
It is noted earlier that the other main economic problem in mental health is underresourcing. This is a separate economic problem from structural imbalance, and yet both
problems have a similar effect: under-resourcing of the sector also results in some people
who need services not being served adequately by the system. For further details, see
Doessel et al. (2010).

4. The economics of structural imbalance
Several forces underlie structural imbalance and they arise from different sources. The
relevant economic analysis is in Williams & Doessel (2010), which gives an economic
account of the effect of two trends in the West, one trend being towards the medicalisation
of normal sorrows and the other major force relevant to psychiatric diagnosis, the impact of
the DSM-III innovation. The emphasis in this Section is placed upon information and
diagnostic efficacy. The efficient allocation of resources in mental health depends not only
on the use of efficacious therapies, but also on correct diagnosis.
4.1 Two concurrent trends in western countries
The first of the two trends is the medicalisation of normal sorrows. Among those having no
clinical mental illness but using mental health services are the “worried well” (Bell, 2005).
The growth of the “worried well” is a result of the “depression culture” that has developed
in Western society (Horwitz & Wakefield, 2007; Williams, 2009; Williams & Doessel, 2010).
Empirical evidence is now available about the “worried well” and related issues (Wagner &
Curran, 1984; Horwitz & Wakefield, 2007). Another group comprises some mental health
professionals taking an interest in issues other than mental illness, such as managerial
performance (Sperry, 1993) and sport (Begel, 1992). Various studies have sought to
enumerate the problem of mental health services not being taken up by those in need of
services (e.g. Cosgrove et al., 2008; Byles et al., 2011). While these approaches help to indicate
a problem of some type, the underlying economic processes need to be elucidated and
measured in conceptually appropriate ways. Effective policy responses also can thereby be
developed.
The second trend is a widening of the diagnostic net of mental illness which has occurred as
a by-product of the paradigm shift brought about after 1980, with the publication of the
third revision of the diagnostic manual, the Diagnostic and Statistical Manual of Mental
Disorders, by the American Psychiatric Association (APA). The third edition and later
revisions (APA, 1980, 1987, 1994, 2000) incorporated a major innovation.
A detailed account of the demand-side and supply-side effects of the DSM-III innovation in
psychiatry is in Williams & Doessel (2010). Figs 7 and 8 tell an abbreviated version of that
economic analysis. Although the DSM-III has improved the diagnosis of mental illness to
some extent (thus lowering the false negative rate), it has also been one mechanism by
which the diffusion of some misconceptions associated with mental illness has occurred
(Williams, 2009). Using conventional price–quantity space, with a focus on the quantity
dimension in this space, Williams & Doessel (2010) consider the impact of the concurrent
forces on the false positive rate in the diagnosis of mental illnesses in the West. They show
that diagnostic efficacy is relevant to resource allocation in the mental health sector. The

181

“Mental Health Services are Different”: Economic and Policy Effects

policy implication is that diagnostic practices in the mental health sector need to improve
and funding innovation in these practices is of vital importance.

PD

(c) Post DSM-III Innovation
with Culture of Medicalisation

(b) Post DSM-III Innovation

(a) Pre DSM-III

PrevalSMD

PD

PrevalOMD

PD

PrevalSMD

PrevalOMD

SMD

Preval

PrevalALL MD

PrevalALL MD

PrevalALL MD

PrevalOMD

Q1A LL MD
0
1
Q1OMD Q SMD

QDPC

0

Q 2SMD

PC
Q2 OMD Q 2ALL MD QD

0

Q3SMD

Q3OMD

Q3ALL MD

QDPC

Notes
PrevalSMD is the per capita prevalence of “serious mental disorders”, and is constant in the
three time periods; PrevalOMD is the per capita prevalence of “other mental disorders”, and is not
constant in the three time periods; PrevalALL MD is the per capita prevalence of “all mental disorders”,
and is not constant in the three time periods; PrevalALL MD is the sum of PrevalSMD and PrevalOMD; PD is
the price of a diagnosis of a mental disorder; QDPC is the per capita quantity of diagnoses of mental
disorders.

Fig. 7. The (Stylised) Per Capita Prevalence of SMD, Other MD and All MD in Three Periods
of the Twentieth Century

Notes See Fig. 7. Note also that the per capita prevalence lines in (a), (b) and (c) are the same per capita
prevalence lines indicated in Figure 1. D1D OMD is the demand curve for per capita diagnoses of other
mental disorders in period 1. S1D OMD is the demand curve for per capita diagnoses of other mental
disorders in period 1, and so on.

Fig. 8. A Stylisation of the Markets for Per Capita Diagnoses of Mental Disorders in Three
Periods of the Twentieth Century
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One way of understanding these matters is in terms of there being a continuum. Fig. 9
illustrates a diagnostic continuum, which conceives of a spectrum from mental illness,
mental health to human potential at any point in time. Note that ‘‘medicalisation’’ over time
can be shown by enlarging the area of ‘‘core mental illness’’, while performance
enhancement can be shown by expanding the boundaries of human potential. The
specification of “cut-offs” becomes an important variable in achieving the optimal use of
resources. At a very general level, these various societal trends indicate that concepts and
practices in psychiatry are influenced by culture.
4.2 Moral hazard
A second aspect of the economics of structural imbalance is the suggestion of moral hazard
in the mental health sector. Markets and organisations are both subject to moral hazard. For
a review, see Milgrom & Roberts (1992). A very general definition of moral hazard is as
follows:
...actions of economic agents in maximising their own utility to the detriment of others, in
situations where they do not have to bear the full consequences or, equivalently, do not
enjoy the full benefit of their actions... (Kotowitz, 1987, p. 549).

Coping with stress
and distress

Enhancing
human
potential

Core mental disorders

Source: Klerman & Schechter (1981)

Fig. 9. A diagnostic spectrum
Moral hazard is a type of economic behaviour that can occur in markets subject to imperfect
information. It is particularly associated with an asymmetry in the distribution of
knowledge between the buyer and seller, or a third party insurance carrier. Informational
“incompleteness” takes several forms including an asymmetry in the distribution of
knowledge in a market or organisation, or factors in the level or quantity of information
being uncertain, missing, unavailable, or not yet known (Kotowitz, 1987).
Informational problems are noted in several contexts, e.g. quality uncertainty for various
products, such as used cars (Akerlof, 1970), credit (Stiglitz & Weiss, 1981) etc, and in the
labour market (Spence, 1974). However, the case of moral hazard described here is rarely, if
at all, discussed in the health economics literature, or the general economics literature. Some
have argued (e.g. Scitovsky, 1990) that asymmetric information gives scope for second-best
contracting. Notwithstanding that case, and also ignoring for now the perspective that
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moral hazed is so pervasive that one may as well be resigned to it, the general case is that
information imperfections lead to inefficiency in resource allocation (Bator, 1958), which
suggests an appropriate policy response.
The allocative inefficiency arising from moral hazard in the health sector can require
government action. For example, Arrow (1963) argued the case for financing health services
by health insurance. Those arguments were highly influential in the introduction of
Australia’s system of publicly financed, universal medical and hospital insurance
(Medicare) (Scotton, 1968; Scotton & Deeble, 1968). In health insurance, the context in which
moral hazard is often discussed is that of an insurance carrier having incomplete
information about the health status of insured consumers. In such circumstances, the
existence of insurance creates incentives for people to behave in an inefficient fashion, by
consuming health services beyond the level at which the marginal benefit equals the
marginal social cost. This inefficiency is measured by the welfare loss associated with this
“extra” consumption (Pauly, 1968).
Moral hazard is usually described in terms of the effect it has on one party in a transaction.
But it can also arise for both parties, i.e. both buyer and seller.3 It could be argued that a
multi-dimensional case of moral hazard exists in mental health sectors under insurance:
moral hazard can be observed on all sides of transactions in private mental health services,
i.e. buyers, sellers, and the insurer as well. A “three-sided” conception of moral hazard in
this sector may help to illuminate the source of quite severe resource misallocation in this
sector, for which empirical evidence is mounting. Mental health services present a more
particular, and complex, sector: specific informational problems associated with mental
health issues exist for all three parties to the transactions. On the demand side, consumers
may be subject not only to their own incomplete knowledge about health status but
misinformation as well. On the supply side, a veil of ignorance exists for the suppliers of
mental health services for several reasons. Thirdly, the insurance carrier (say, government)
adopts a particular stance on information. If insurance processes do not provide diagnostic
information that delivers well-aligned resource allocation, then directing some attention to
reforming the processes is relevant. Thus, it is conceivable for moral hazard to develop in
these three contexts.
Some reflection indicates that mental health issues are characterised by imperfect
information on the part of patients/consumers, mental health professionals and health
insurance organisations. Consumers generally do not know what is wrong with them;
mental health professionals, in large part, rely on what consumers tell them; and,
furthermore, the “state of knowledge” of the aetiology of mental disorders is not perfect.
There is an information armamentarium of efficacious therapies available. Also, health
insurance carriers are subject to imperfect knowledge.

5. Policy effects
This Section will focus attention on two main policy issues. One issue relates to improving
diagnostic efficacy in mental illness. The second point concerns institutional factors.
However, to put these points in context, it can be said generally speaking that the adverse
3 This is discussed in Rubin’s (1978) study of franchising. The term, double moral hazard, or doublesided moral hazard, was subsequently applied in 1985 to discussions of share-cropping responses to
market behaviour (Eswaran & Kotwal, 1985) and product warranties (Cooper & Ross, 1985).
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achievements of mental health sectors internationally remain a societal disgrace. The
resource insufficiency in these sectors can be alleviated with larger mental health budgets,
but structural imbalance cannot be mitigated with more dollars. The misallocation of
resources to which this sector is prone may even contribute to the persistent reluctance by
governments to provide adequate budgets for people with a mental illness. However, an
understanding of structural imbalance is fundamentally important for the economic
development of this sector and the improved living standards of mentally ill people who are
“in need”. The political will to fund mental health sectors adequately is relatively weak, and
resourcing waxes and wanes. It is therefore important that the economic causes of structural
imbalance are well understood.
The point needs to be emphasised that diagnostic efficacy is not just relevant to treatment; it
is relevant also to improving resource allocation in the mental health sector. The
quantification of met non-need here provides the evidence that some people without mental
disorders are consumers of mental health services. No public policy issue exists if such
people fund these services from their own incomes, but if those mental health services are
funded either by pooled private health insurance contributions or by partially, or fully,
subsidised taxpayer-funded schemes, then there is a policy issue. This issue can be
addressed by a requirement that a firm diagnosis of mental disorder is established (by valid
psychological instruments) with a further requirement that the (positive) diagnosis so
obtained is the pre-condition for receiving subsidised mental health services.
Inefficacy in the diagnostic processes of the mental health sector has two effects: met nonneed is being funded; and mentally ill people are receiving inadequate treatment. It means
that scarce mental health resources are not put to their highest possible use. Those resources
are misallocated, i.e. wasted. There is a vital place for innovation in the diagnostic practices
in the mental health sector and also for such innovation to be financed by government.
Institutional factors are specific to the institutional setting of a particular country. This
Chapter reflects the economic forces present in Australia’s institutional setting. In the
Australian institutional setting, the major insurance carrier (the government) presently
provides little financial incentive for implementing efficacious therapy for mental illness. In
the Medicare Benefits Schedule (which lists Schedule fees for all medical services, and the
relevant subsidies), separate diagnostic services of a mental health kind are not listed or
subsidised. There are no financial incentives for diagnosis for private mental health services
embedded in the Medicare system. Thus, it is correct to hold the view that “throwing more
money” at the pre-existing structures may do nothing to address Australia’s structural
imbalance problem. It is relevant to note that, at the epidemiological level in Australia,
diagnostic test instruments are applied i.e. at the population level!

6. Qualifications
There are other issues of concern in Australia’s mental health system (Williams & Doessel,
2008). However, the qualifications relating to this Chapter will be mentioned here.
Ideally, a measure of expenditure would be applied in order to measure structural
imbalance, but in the absence of such data, we use “people” as a proxy for the ideal concept
of expenditure. Further work is also required on the extent to which services are
“mismatched” with resources in public mental health services. Those services are also
subject to information asymmetries amongst consumers, producers and the government
funder. There is mounting anecdotal evidence of public sector mental health services not
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“meeting” the “unmet need”, but whether that phenomenon is due to resource
misallocation or to resource shortages in this part of the public sector, or both, is a subject
for further research. Also, it is not possible from available data to determine how much “met
non-need” is due to the “worried well”, and how much is due to those who use
government-subsidised services for other reasons (sport, executive performance etc).
Where one “draws the line” between “mental health” and “mental illness” involves treating
a continuous variable as discrete; cut-offs need to be implemented. A stylisation of this point
is provided in Fig. 9. When “better” epidemiological data become available, sharper
depictions of “met non-need” will become available.
The structural imbalance problem analysed here is a different type of problem from the
inefficiency arising from the application of inefficacious therapies in this sector. Several
large studies of Australian mental health service providers indicate evidence that, even with
strong training and support systems, these providers have yet to adopt the concept of
fidelity to evidence-based protocols (Deane et al., 2006; Kavanagh et al., 1993). Comparisons
undertaken between prescriptions for medications and diagnosis find evidence suggesting
the degree of inconsistency or “aberrant prescribing” is not trivial (Dodwell & Esiwe, 2008).
Delivering inefficacious treatments, when known efficacious treatments exist, increases the
size of the unmet need problem. Expenditures are being incurred for little, or zero, change in
mental health status. The relevant conceptual economic framework is in Liebenstein (1966).

7. Conclusion
Some recent Australian studies demonstrate, on cross-sectional data as well as time-series
data (albeit less-than-perfect data) that there is extensive structural imbalance for the adult
Australian population between those with mental illness and those who use mental health
resources. Our analyses of ABS Mental Health and Wellbeing... data, summarised here, find
that 11 per cent of the adult population are subject to “unmet need” and 4.4 per cent of the
adult population are consuming mental health resources despite not having a mental
disorder. Those studies find also that the problem of “unmet need” is smaller for females
than it is for males, and yet the problem of “met non-need” is larger for females than for
males. Considerable differences exist between aggregations of disorders too. Substance Use
has, by far, the largest problem of “unmet need”, followed by Anxiety Disorders and
Affective Disorders. The results suggest that re-allocating the resources used by the “met
non-need” (4.6 per cent of the population) to the “unmet need” category (11 per cent of the
population) would improve the mental health outcomes of this sector. Although it is
imperative that better data are collected, this Chapter provides a benchmark for future
exercises in quantifying structural imbalance.
The two sources of structural imbalance discussed in this Chapter are as follows: trends in
Western society; and moral hazard. These forces are seldom mentioned in public discourse
on mental health issues. In particular, the problem of “met non-need” in Australia, i.e.
people with no mental illness consuming mental health resources, is hardly ever discussed.
Those discussions are very relevant as they direct attention to the policy implications. Thus,
the lack of public discourse is unfortunate. Through time, the self-interested forces
underlying “unmet need” and “met non-need” solidify into service delivery practices in the
mental health sector.
In general, the moral hazard problem arises from imperfect information, which in turn can
lead to an imperfect agency relationship between the patient/consumer and the supplier of
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services. These informational problems are more severe in the area of mental illness
compared to physical illness. In physical medicine, medical professionals have access to a
wide range of diagnostic procedures, whether radiology, other imaging technologies (MRI
etc), pathology tests and so forth. These diagnostic technologies have the effect of reducing
imperfect knowledge in the clinical context. By comparison, diagnosis in mental illness and
in mental service delivery is embryonic.
As these problems are not self-correcting, two policy implications will now be outlined in
conclusion. First, in order to alleviate the “unmet need”, public education and awareness
campaigns about mental illnesses and the services available are appropriate responses. Also,
the systemic factors that continue to obstruct access to services by those who are mentally ill
need addressing. “Unmet need” is alleviated also by imposing reform in this sector: public
research funding into developing efficacious therapies that are not just developed, but are
applied and adopted as well, and into the financing of efficacious public preventive
strategies.
Second, of those people without mental disorders who are consumers of mental health
services, it is important to realise that there is no public policy issue if such people fund
these services from their own incomes. However, if those mental health services are funded
either by pooled private health insurance contributions or by partially, or fully, subsidised
taxpayer-funded schemes, then there is a policy issue. It can be addressed by a requirement
that a firm diagnosis of mental disorder is established (by valid psychological instruments)
with a further requirement that the diagnosis so obtained is the pre-condition for receiving
subsidised mental health services.
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1. Introduction
This chapter chronicles the shift in scientific assumptions and the ensuing consensus on
treating people with a co-occurring mental illness and a substance misuse problem. In this
chapter, the term co-occurring disorder refers to a person with both a mental illness and a
substance use disorder. The paradigm shift and subsequent technology transfer in the fields
of addictions and mental health is extremely important for the lessons learned in the effort
to integrate the two modalities. There are lessons from the process of moving new ideas
based on science into practice. These lessons give us direction for treatment and knowledge
transfer in the future. And, finally there is a need to examine critically the underlying flaws
that were exposed in the philosophy and practice tradition of both models when they were
integrated.
Fundamentally, the attempt to develop and deliver appropriate treatment to persons with a
co-occurring disorder illustrates one of the self-correcting mechanisms of science.
Unchallenged, clinicians in mental health and substance abuse treatment would have had
little motivation to examine the science underlying their practice. In the history of mental
health and substance abuse treatment there have been few revolutionary changes in care
and treatment that have made life better for people suffering from an addiction or mental
illness. Based on a rapidly evolving science and a better understanding of the treatment
needs of people with co-occurring disorders, the expectation at the turn of the 21st century
was that by integrating the two models, effective treatment could be provided for people
with a co-occurring disorder.
Driven by the growing number of persons identified with a co-occurring mental health and
substance misuse disorder the tipping point had been reached by the mid 1990s. Declared a
crisis in the United States, the number of people being identified as having a co-occurring
disorder was estimated to be much higher than thought. The higher rates of failure in
treatment and repeated treatment episodes were an unnecessary burden on the treatment
community, individuals, families of people with co-occurring disorders, and the community
in general. In 2002, Charles G. Curie, Administrator of the Substance Abuse and Mental
Health Services Administration (SAMHSA) announced that “addressing the needs of
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persons with co-occurring disorders had become one of the highest priorities for the
agency” (Center for Mental Health Services, 2004). The cost in human capital and the
financial strain had become unacceptable. Events that followed, especially those predicated
on the idea that the two fields of practice should be integrated, revealed a number of
strengths and the effectiveness of some approaches; while at the same time exposing ideas
and concepts used in both mental health and addiction treatment that are ineffective and
harmful.
To begin this exposition on the evolution of knowledge and services for people with a cooccurring disorder, a brief review will examine the cause for the initial growth in awareness,
development of consensus, and recommended treatment approaches for people with cooccurring disorders of mental illness and addiction. In the final section of this chapter, based
on what we learned trying to combine the two traditions, Integrated Treatment (integrated
mental health and addiction treatment interventions) will be deconstructed and an outline
for a third treatment technology will be proposed. This proposal will provide a way forward
to improve treatment outcomes of people with a co-occurring disorder as well as people
with a mental health and addiction disorder.
Motivated by a growing awareness that people with a co-occurring disorder were being
underserved, researchers and practitioners in the field of addictionology and mental health
finally received support from two major government initiatives in the late 1990s; one in
Canada, followed shortly by a major Federal program in the United States managed by
SAMHSA. The program in the United States was supported by an infusion of Federal grant
money to support a number of state Co-occurring State Incentive Grant (COSIG) projects.
The SAMHSA initiative supported integrating the two treatment models. At SAMHSA, the
consensus was that collaboration between professionals working in mental health and
substance misuse treatment using their different approaches and interventions would
complement each other and produce better outcomes for people treated for a co-occurring
disorder. Instead, the effort to integrate the two treatment systems revealed flaws in
philosophy and concepts in both models that are incompatible and ineffective.

2. A growing consensus
By the late 1970s, clinicians working in the mental health and substance abuse treatment
communities were reporting anecdotal evidence of a large number of people who had both
a mental illness and an addiction disorder. As research evidence accumulated, concern grew
among policy makers, program planners, clinicians and support workers. The concern about
the high prevalence of people with co-morbid disorders focused on treatment for these
disorders: concerns about effectiveness of the treatment, other support services needed, and
the cost of treatment during the lifetime of an individual with a co-occurring disorder. The
early studies supported this concern. Evidence from researchers in the field of substance
abuse treatment declared that people being treated for an addiction were much more
difficult to treat when they presented with depression or anxiety (McLellan & Druley, 1977;
Ritzler, Strauss, Vanord, & Kokes, 1977). By the 1980s, practitioners and researchers in
mental health were reporting a growing number of other mental health disorders that were
made more difficult to treat as a result of a concurrent substance abuse problem (de Leon,
1989).
Two major approaches (parallel and sequential treatment) that were thought to effectively
treat people with the co-morbid problems of mental illness and substance abuse began to
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emerge in the mid 1980s. Although, some mental health programs were making adjustments
in the way services were delivered to better treat people with the co-occurring problem of
substance abuse in the early 1980s, little in the way of specific programming for people with
a co-occurring disorder had been developed. This began to change when a New York State
outpatient psychiatric facility in 1984 implemented various interventions from the addiction
treatment community, typically interventions used in Treatment Communities (Sciacca,
1991).
The circumstances that created the pressure for these changes involved a constant drumbeat
from practitioners and clinicians in both fields, who wanted change and who were
challenging the scientific duality of mental illness and addiction. During the 1980s, the
chorus of dissenters became louder. Even so, the term 'dual diagnosis' referring to people
with the co-morbid disorders of mental illness and addiction did not appear in the subject
index of the journal of Hospital and Community Psychiatry until 1989. Drake and colleagues, in
1996, argued that naming the disorder was an important event. He points out that when the
complexity of a co-occurring disorder was given a simple medical term, interest in problems
caused by substance use among people with a mental disorder resulted in “a mandate for
recognition and treatment” (Drake, Osher, & Bartels, 1996).
In the 1990s, substance abuse treatment programs were reporting somewhere between 50%
and 75% of the people they treated also had a mental health problem. At the same time,
mental health programs reported between 20% and 50% of the people they served had a cooccurring problem of substance use or abuse. The major treatment innovation during this
period to accommodate people with a co-occurring disorder was from the addiction field
where the modified Therapeutic Community (TC) for mentally ill chemical abusers was
developed (Sacks, Sacks, De Leon, Bernhardt, & Staines, 1997). The modified TC basically
added provisions for residents who needed to take psychotropic medication. On a positive
note, it does give addicted people with a mental illness a safe place to stay while they
struggled with the transition back to a life without their drug of choice to help modulate
their mental illness.
On the mezzo level, an important event occurred in the United States in 1999. In what Kuhn
(1962) called a “paradigm shift,” in his seminal book, The Structure of Scientific Revolutions, a
collaboration was established between the National Association of State Alcohol and Drug
Abuse Directors (NASADAD) and the National Association of State Mental Health Program
Directors (NASMHPD). Their stated purpose was to pursue scientifically based knowledge
and treatment for people with a co-occurring disorder (NASMHPD-NASADAD, 1999). This
national effort intended to: “foster improvements in treatment,” “provide a classification of
treatment settings,” “reduce the stigma associated with both disorders’” and “increase the
acceptance of substance abuse and mental health concerns as a standard part of healthcare
information gathering.”
Another major push forward came from a series of SAMHSA monograms, SAMHSA’s
Report to Congress on the Treatment and Prevention of Co-Occurring Substance Abuse and Mental
Disorders (SAMHSA, 2002). The President’s New Freedom Commission on Mental Health Final
Report(SAMHSA, 2003b); Co-Occurring Disorders: Integrated Dual Disorders Treatment
Implementation Resource Kit (SAMHSA, 2003a), and Substance Abuse Treatment for Persons With
Co-Occurring Disorders: A Treatment Improvement Protocol—TIP 42(SAMHSA, 2005); Overview
Paper 3: Overarching Principles To Address the Needs of Persons With Co-Occurring Disorders
(SAMHSA, 2006a). These and other SAMHSA publications have done much to fill the void
caused by the dearth of information on people who experience a co-occurring disorder. This
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was critical information for program planners, community developers and other decision
makers. They were working in an environment where many states and public treatment
facilities began trying to retool in an effort to provide more effective services for people
admitted with a co-occurring disorder.
In the midst of producing these publications, SAMHSA at a more systems level asked for
and received funding from the U.S. Congress to provide Co-Occurring State Incentive
Grants (COSIG) to support state efforts to improve treatment for people with co-occurring
disorders seeking treatment in their state. These initiative grants provided the following
standards for service. Treatment services provided to people with a co-occurring disorder
are to be:
1. consumer driven,
2. delivered from an integrated system of care that fosters an equitable distribution of
services,
3. the best recovery practices available,
4. welcoming and based on a no wrong door concept (you’re in the right place), and
5. culturally competent.
By the late 1990s, there was a consensus among leading experts in the fields of addiction and
mental health treatment that sequential treatment (treatment from one provider, than
treatment from another) or parallel treatment (treatment by two different providers at the
same time) was not an effective and efficient model for with people with a co-occurring
disorder (Clement et al., 1993). Instead of improving outcomes for people with a cooccurring disorder, over time the failure rate in treatment for people with a co-occurring
disorder remained high. Subsequent research found that sequential and parallel treatment
tended to plunge the person seeking treatment into a vicious cycle of treatment failures
(Flynn, 2001). These high rates of failure were discouraging to consumers, counselors, and
the politicians who had to find a way to pay for expensive and multiple treatment episodes
(Cherry, Dillon, Hellman & Barney, 2007).
A consensus slowly formed around the idea that treating people for a co-occurring disorder
using a parallel or sequential model of treatment was disjointed and ineffective. Individuals
with complex, overlapping conditions were ill-prepared to negotiate disjointed and
fragmented systems of care (SAMHSA, 2002). Based on his work, McGovern (2008) reported
that as many as 50% of people with a co-occurring disorder never receive concurrent
treatment for both disorders.”
The implications for a failure to provide effective treatment are far-reaching. By way of an
example, individuals with substance use and mental health disorders are highly
overrepresented in the criminal justice system. Bureau of Justice Statistics in the United
States report 74% of incarcerated individuals have a lifetime prevalence of substance use
disorders and 49% report symptoms consistent with a diagnosable mental health condition.
This is a rate that far surpasses those found in the general population (Peters, Bartoi &
Sherman, 2008).
2.1 The solution: Integrative treatment
The solution, that was proposed, was to integrate the two treatment systems of mental
health and substance abuse (Minkoff, 1993). It was believed both problems can be dealt with
simultaneously using an integrative approach. Minkoff suggested collaboration between
mental health and substance abuse clinicians when treating a person with a co-occurring
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disorder. The model is based on concomitant treatment, using the concept of treatment
stages in treatment planning, and employing interventions derived from the fields of mental
health and substance abuse. During the 1990’s integrated treatment continued to evolve, and
several models of an integrated system of care were delineated (Drake & Mueser, 1996;
Lehman & Dixon, 1995; Minkoff, 1991; Solomon, Zimberg, & Shollar, 1993).
Even though leading experts in both fields recommend integrating the two models, there are
vital questions that need to be asked. Is an integrative model possible? Can these two
traditions with their different philosophies and treatment modalities be combined
effectively? And, just to be on the safe side, if neither technology nor a combination of both
technologies are effective in treating people with a co-occurring disorder—what other
technology is available? Before exploring these questions in more detail, it will be
instructive to review a consensus definition of a co-occurring disorder and the numbers; the
prevalence rate, and the demographic characteristics of people identified with a cooccurring disorder in the United States.
2.2 What is a co-occurring disorder
The clinical definition of a co-occurring disorder of mental illness and addiction began to
take form in the mid-1990s. Roughly defined as the effect of a comorbid mental illness and
substance misuse, the effect each has on the other was identified for the primary subgroups
among people with a co-occurring disorder.
Researchers and consensus panels made a number of important observations based on
assumptions of the day (SAMHSA, 1995; Landry et al., 1991a; Lehman, Myers & Corty, 1989;
Meyer, 1986). These researchers and practitioners concluded that behaviors related to
substance misuse could mimic psychiatric symptoms and even psychiatric disorders. The
effect of substance misuse on the symptomology of a mental illness had also been observed
to be related to the type of substance used, the amount of the substance used, and the
chronicity of substance misuse. Acute and chronic substance misuse has also been shown to
cause a mental illness to emerge or reemerge, and to increase the severity of an existing
mental health disorder. Withdrawal from drugs or alcohol, in some people, has also been
observed to produce psychiatric symptoms and diagnosable psychiatric disorders. Then
again, substance use can have a number of positive benefits for some people with a mental
illness. For some people, drugs and alcohol helps manage, reduce and can be used to hide
severe psychiatric symptoms.
Among diagnosticians, mainly those who specialize in addiction assessment, psychiatric
symptomatology (particularly mild symptoms) are often misidentified as drug-related. If a
person presences at intake and reports any substance use in any amount, his or her
dysfunctional and maladaptive behaviors, emotional and social problems are all too often
attributed to alcohol and drug abuse and dependence. In the same way, a lack of
engagement in treatment is often interpreted as an unwillingness to embrace sobriety. This
may be an accurate analysis given a specific individual case, however, a person's treatment
compliance and participation in a recovery program can also be affected by
symptomatology associated with specific psychiatric diagnoses. The negative symptoms
associated with schizophrenia, the lack of energy and interest associated with depression,
and the fear of new situations associated with anxiety, at times, can make treatment or
aftercare participation and compliance too stressful or distressing. The difference is that one
interpretation blames the person; the other interpretation can be used to identify
interventions to overcome the stress of participation in treatment.
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In 2006, a COSIG committee was formed to forge a consensus on an operational definition of
a person with a co-occurring disorder. An operational definition was needed so that people
with a co-occurring disorder could be identified through screening and assessment. This
type of definition would standardize the collection of data and provide a more accurate
count of those being identified and treated with a co-occurring disorder. The major mistake
with this approach for identifying the operational definition occurred when the committee
agreed that the definition should be consistent with the conceptual underpinnings of the
COSIG curriculum and training. This makes the definition tautological. The conceptual
underpinning for a definition of a co-occurring disorder should be symptom and syndrome
not an ideological construct that is a basis for curricula development and training.
The COSIG committee proposed a broad definition and three sub definitions. The
committee used standard Diagnostic and Statistical Manual of Mental Disorders (DSM)
diagnostic criteria as a guide for developing their operational definition. In a broad sense,
they suggested that a person with a co-occurring disorder is a person who meets the
diagnostic criteria for a major Axis I Mental Disorder or Axis II Personality Disorder (a
diagnosis not used in most of the world) and a major Substance Related Disorder. The
criteria were fairly specific. Diagnoses of these disorders must occur simultaneously or
within a one year time frame of each other. The figure below is a basic diagram of the cooccurring disorder definition, revealing that a portion of this population is accounted for by
individuals who simultaneously present with both types of disorders and is also inclusive of
individuals who present with both disorders in a relatively close proximity (one year).
Qualifying conditions in rendering diagnoses:
i. Substance Dependence Disorders that meet criteria for either early or sustained
remission can be diagnosed and will be counted toward meeting the diagnostic
parameters of the co-occurring disorders definition. Note: Use of controlled
environments, drug replacement therapies, or intensive therapies for abstinence
maintenance (substance disorder remission) should not be counted in the time period
for remission. Such instances should be diagnosed as an active disorder and will be
counted toward meeting the diagnostic parameters of the co-occurring disorders
definition.
ii. Mental Health Disorders that are in remission due to the use of controlled
environments, pharmacotherapy, or intensive psychosocial treatments should be
diagnosed as the appropriate mental disorder that is in remission; and these disorders
will be counted toward meeting the diagnostic parameters of the co-occurring disorders
definition. (COSIG Clinical Protocol Committee, 2006, p.1)
2.3 Locus of care by quadrant of severity
Apart from specific diagnoses, when organized by severity of their mental health and
substance abuse disorders, individuals with co-occurring disorders fall into one of four
broad categories:
Category I. Less severe mental disorder/less severe substance disorder.
Category II. More severe mental disorder/less severe substance disorder.
Category III. Less severe mental disorder/more severe substance disorder.
Category IV. More severe mental disorder/more severe substance disorder.
Based on the severity of an individual's co-occurring disorder, people with co-occurring
mental health and substance abuse disorders would receive treatment in one of the
following settings:

Mixing Oil and Water: Developing Integrated Treatment
for People with the Co-Occurring Disorders of Mental Illness and Addiction

197

Setting for Quadrant I. Primary care physicians, community health clinics; no care.
Setting for Quadrant II. Mental Health system (public and private).
Setting for Quadrant III. Substance Abuse system (public and private).
Setting for Quadrant IV. State hospitals, jails, Department of Corrections, forensic units,
crisis facilities, and ER’s.
Using this schema, a simplified categorization and severity of the co-occurring disorder can
be easily matched with the locus of care and treatment. Theoretically, individuals at various
stages of recovery from mental health and substance abuse disorders could move back and
forth among these categories during the course of their treatment (See Figure 1).
Category III
Severe SUD, Mild MI
Locus of Care
Addiction Treatment
Category I
Mild MI, Mild SUD
Locus of Care
Primary Health Care

Category IV
Severe MI, Severe SUD
Locus of Care
Hospitals, Jails, ERs
Category II
Severe MI, Mild SUD
Locus of Care
Mental Health System

Fig. 1. The Four-Quadrant Model

3. The numbers
Epidemiological estimates of the number of people with a co-occurring disorder of mental
health and substance misuse have changed over time. Despite the reality that there is a lack
of undisputed data on the number of people with co-occurring disorders, there is no dispute
about the gravity of the situation. In part, the absence of uniform numbers is related to the
lack of knowledge among practitioners about co-occurring disorders and the lack of a
universally accepted definition for a co-occurring disorder. Even so, the growing body of
epidemiological studies consistently shows that the number of people with a co-occurring
disorder is greater than once thought.
In the early 1990’s, the prevalence of people in the United States with a mental health
disorder, a substance use disorder, or a co-occurring disorder was estimated to be between
28% and 30%. This estimate was based on two epidemiologic surveys, one in the 1980’s, the
Epidemiologic Catchment Area (ECA) study (Robins & Regier, 1991), and the other, the
National Comorbidity Survey (NCS) conducted in the early 1990s (Kessler et al., 1994).
These epidemiologic surveys used a standard definition of mental illness found in the
Diagnostic and Statistical Manual of Mental Disorders (i.e., DSM-III and DSM-IIIR). These
surveys estimated that during a one-year period, about 19% of the adults or some 38 to 40
million people had a diagnosable mental disorder. Approximately, 3% had both a mental
illness and an addictive disorder; and roughly 6% had an addictive disorder alone (Regier et
al., 1993; Kessler et al., 1994).
Studies that followed continued to add to the growing empirical data on the number of
people needing treatment for a co-occurring disorder. Research from the substance abuse
treatment community suggested that between 50% and 75% of the people they treated also
had an obvious mental health problem(s). Mental health researchers studying the cooccurring population in their treatment facilities found between 20% and 50% of the people
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being treated had a co-occurring problem of substance abuse or dependence (Sacks, Sacks,
De Leon, Bernhardt, & Staines, 1997). As epidemiological data from the accumulating
studies begins to stabilize, the best estimate in the early years of the 21st century is that about
1 in 4 adults in the United States had been diagnosed with a mental disorder, roughly
58,000,000 people. An estimated 5 million people out of that group of individuals had a cooccurring disorder (Kessler et al., 2005).
These national studies also reported that approximately 50% of people with a severe mental
health disorder are also affected by substance misuse. Furthermore, 37% of alcohol abusers
and 53% of drug abusers have at least one serious mental illness. Among all the people
diagnosed with a mental illness in the United States, an estimated 29% abuse alcohol and
drugs (See Figure 2)

Data compiled from: Robins & Regier, 1991; Kessler et al., 1994; Kessler et al., 2005; CSAT, 2007.

Fig. 2. Prevelance of Alcohol abusers, Drug abusers, Sever Mental Illness (SMI), and Cooccurring disorders in the U.S.
Among individuals with an addictive disorder that lasted at least 12 months, 42.7% reported
at least one mental health disorder. Of those who reported a mental health disorder over the
previous 12 months also reported at least one addictive disorder. Not surprisingly, the
Epidemiologic Catchment Area survey found that people with a severe mental health
disorder were at significant risk for developing a substance use disorder during their
lifetime. For instance, 47% of people with a schizophrenic disorder also reported a substance
misuse disorder. This percentage was over four times higher than what was found in the
general population. Among people with a bipolar disorder, 61% had a substance misuse
disorder. This percentage was over five times of that found in the general population.
Overall, these studies indicate that among individuals experiencing a co-occurring disorder,
psychiatric relapse is most often associated with the use of alcohol, marijuana, and cocaine.
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Whereas, the most common cause for relapse among people addicted to alcohol or other
drugs is the presence of an untreated psychiatric disorder.
3.1 Co-occurring disorders among adolescents
Research since the 1980s indicate that up to 80% of individuals entering publicly funded
treatment for substance use disorders have one or more co-occurring psychiatric disorders.
Yet only 16% of adults and 26% of adolescents have a co-occurring disorder documented in
their intake assessments (Hills, 2007). Adolescents are another important population of
individuals with a co-occurring disorder. Children and adolescents were ignored for the
most part until the early 1990s. Previously, professional papers and monologues that
describe the prevalence of children and adolescents with a co-occurring disorder were based
on the rates, behavior, and treatment of co-occurring disorders in adults. Two major
epidemiological studies in the early 1990s provided the initial demographic statistics on cooccurring disorders among children and adolescents. The two epidemiological studies, The
Epidemiological Catchment Area Study (Robins & Regier, 1991), and the National
Comorbidity Survey (Kessler et al., 1994) reported that almost half of adolescents, who were
not receiving treatment for a mental health or substance misuse disorder, still met DSM
criteria for a substance use disorder and DSM criteria for at least one psychiatric disorder.
In an epidemiological monogram published in the United States, called the New Freedom
Commission on Mental Health (SAMHSA, 2003b), it was estimated that more than one in
five children (21%) between the ages of 9 and 17 had a diagnosable mental health or
substance use disorder associated with at least minimum impairment. An earlier
investigation, the Methods for the Epidemiology of Child and Adolescent Mental Disorders
(MECA) Study by Shaffer and associates in 1996, found that in many cases, onset of the
disorders occurred in children as young as 7 to 11 years of age. Among children in this age
group, an estimated 11% experienced significant emotional and behavioral problems at
home, at school, and with peers. A smaller number of children and adolescents in this group
(5%) experience severe mental health and substance misuse impairment (Shaffer et al., 1996).
Institutional settings for children with a co-occurring disorder are a special case. Studies
have shown that mental health disorders were higher than expected among children and
adolescents who were mired in the child welfare or juvenile justice system. The best
numbers (Putnam, 2000) suggest that between 30% and 40% of the children who were in an
out-of-home care placement had a serious mental health disorder. In a similar institutional
setting, an estimated 70% of children and adolescents in the juvenile justice system in the
United States met criteria for one or more mental health disorders
These numbers of adolescents (in these two institutional settings) with a co-occurring
disorder indicate a major need for adolescent mental health, substance abuse, or more
appropriately services for a co-occurring disorder. These institutions are government
entities and agencies created and funded to care for children and adolescents who were
removed from the supervision and care of their parents or custodian. These institutions are
legally surrogate parents. Subsequently, the expectation is that all children in the care of
these institutions who have a co-occurring disorder would receive at least minimal
treatment. To the shame of the United States government, only 20% to 25 % receive mental
health services. Even among children in these institutions who had insurance, as many as
75% of the children still had unmet mental health service needs (Kataoka, Zhang, & Wells,
2002).
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Children and adolescents with substance use disorders fare no better. Use of alcohol and illicit
drugs among children and adolescents has been estimated to be around 73% for alcohol and
27% for illicit drugs (SAMHSA, 2003a). By 2004, estimates were suggesting that approximately
1.4 million young people had a substance abuse problem that required treatment, but only
10% of those needing substance abuse treatment actually received any treatment at all
(SAMHSA Office of Applied Studies, 2005). Among adolescents in substance abuse treatment,
more recent studies have indicated that as many as 50% to 90% can be diagnosed with a cooccurring disorder (Reebye, Moretti, & Lessard, 1995; Roberts & Corcoran, 2005).
For illustration purposes, findings from studies that have focused on adolescent substance
use patterns and treatment outcomes, when mental health issues are involved, help describe
the complex nature of these comorbid disorders. Researchers studying adolescent substance
abuse treatment suggest that there are critical differences between an adolescent in
substance abuse treatment with only a substance abuse problem and adolescents with a cooccurring disorder. Children and adolescent with a co-occurring disorder tend to have an
earlier onset of substance use, are more frequent users of substances, and can be expected to
use substances over a longer period of time. They have increased rates of family, school, and
legal problems than their peers, and these emotional and social relationship problems began
at an earlier age (Libby, Orton, Stover, & Riggs, 2005; Kessler, Beglund, Demler, Jin &
Walters, 2005; Rowe, Liddle, Greenbaum., & Henderson, 2004).
Other studies point to the complexity of treating children and adolescents with a cooccurring disorder at a substance abuse treatment program. These studies report that
children and adolescents with a co-occurring disorder are significantly more likely to drop
out of substance abuse treatment and have a poor long-term prognosis (Wise, Cuffe, &
Fischer, 2001, Crowley et al. 1998). This is very similar to findings among adults who were
treated in either a mental health facility or a substance abuse treatment program (SAMHSA,
2005). A common conclusion among practitioners and researchers is that working with
adolescents who have a co-occurring disorder is more challenging than working with the
child with only a mental health or only a substance abuse disorder (Rowe, Liddle,
Greenbaum., & Henderson, 2004). At the beginning of the second decade of the 21st century,
our understanding of co-occurring disorders among adolescents is still in its early stages.
Much more needs to be done. Effective screening, assessment and effective treatment
interventions are still in the future.
3.2 Putting a face on people with a co-occurring disorder
The typology presented here is based on intake data on more than 38,000 adult men and
women who were assessed during intake or who were assessed and treated by 28 model
agencies and four (4) control agencies between 2005 and 2008 in Oklahoma, U.S.A. This
epidemiological study was one component of a state COSIG project to improve services for
people with a co-occurring disorder. A focus group of professionals who were actively
involved with treating people with a co-occurring disorder were recruited to help validate
and refine the typology developed from this data.
To provide adequate treatment and services, knowing the prevailing rate of people with a
co-occurring disorder is essential for any behavioral health service system (McGovern, Xie,
Segal, Siembab, & Drake, 2006). Agencies need data on the prevalence so as to better allocate
scarce resources. This includes, developing clinical and staff trainings on using “best
practices” and developing other support services that will reduce the high rates of treatment

Mixing Oil and Water: Developing Integrated Treatment
for People with the Co-Occurring Disorders of Mental Illness and Addiction

201

failure and relapse among people with a co-occurring disorder. Additionally, Drake and
others (2005) have asked that research in the future investigate and refine interventions; and,
that researchers continue to clarify a typology of people with co-occurring disorders. The
following analysis provides a typology of people who were admitted for treatment with an
indication of a co-occurring disorder.
3.3 People with a co-occurring disorder differ in many ways
When a clinician meets a person with the co-occurring disorders of mental illness and
substance abuse at admission, people with a co-occurring disorder will probably have many
of the following characteristics. One of the overarching impressions, based on these data is
that people with a co-occurring disorder have more in common with each other than they
do with people who seek treatment for only a mental health or an addiction disorder. As a
group they are different in many important ways.
There was a difference in the percentage of people identified as having a co-occurring
disorder between the model programs (defined as co-occurring treatment capable) and the
control programs providing typical treatment. Model Program staff, over three years,
identified approximately 38% of their clients as having an indication of a co-occurring
disorder. The Control Programs identified discernibly fewer people as having a co-occurring
disorder over the same period (average = 22%).
3.3.1 Differences by gender
Over the three years of data collection, there was only a slight change in the gender of those
admitted to the model and control programs. As would be expected, there were more males
admitted for treatment for a co-occurring disorder than females. Albeit, only slightly more
males (52%) than females (48%) were admitted for treatment to the Model Programs. The
Control Programs admitted slightly more females (53%) than males (47%). Men tend to be
more challenging and defiant in treatment. The comprehensive training in treating people
with a co-occurring disorder seems to have reduced staff resistance to treating men with
more difficult behavioral problems.
3.3.2 Differences in age
There was no meaningful difference in age among people with a co-occurring disorder, and
only a slight difference in the age of males and females. As a group, the age of men in this
sample was approximately 36.5 years of age. Females with an indication of a co-occurring
disorder were slightly younger (35 years of age). This appears to be a stable characteristic of
people with a co-occurring disorder admitted to treatment in Oklahoma.
3.3.3 Difference in education
Education is important because one needs a minimal level of education to able to benefit
from most treatment models. In these data, there was no significant difference in education
between males with an indication of a co-occurring disorder and males without an
indication of a co-occurring disorder. Women, however, with an indication of a co-occurring
disorder had slightly less education than women without an indication of a co-occurring
disorder. Educational levels tend to be a stable characteristic. Among men there is no
significant difference in education. Conversely, women with a co-occurring disorder had
slightly less education than women without an indication of a co-occurring disorder.
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3.3.4 Difference in income
Income can be a determinant in treatment effectiveness. The average yearly reported income
for all men ($7,358, U.S, Dollars) admitted to treatment was slightly higher than all women
($6,562, U.S, Dollars) admitted for treatment. The per capita income in the community
where these people with a co-occurring disorder resided in 2008 was $38,415, U.S. Dollars.
Clearly, co-occurring disorders that reach a level of severity that need treatment sorely
interferes with an individual’s ability to support themselves or a family.
3.3.5 Differences in homelessness
When a co-occurring disorder is so severe it interferes with one's ability to earn a living the
repercussions can be devastating. Both men and women with an indication of a co-occurring
disorder are at risk of becoming homeless. In this sample, 8% of people entering a treatment
facility were homeless. Of the 6,300 people who were homeless, 2,960 (47%) of the homeless
were individuals with an indication of a co-occurring disorder. Of these homeless individuals
with an indication of a co-occurring disorder, 65% were male and 35% were female. About half
of the homeless individuals entering treatment will have a co-occurring disorder. Men with an
indication of a co-occurring disorder who are homeless will outnumber women who are
homeless with a co-occurring disorder by 2 to 1. More intense case management services will
be needed when a person with a co-occurring disorder enters treatment as a homeless person.
3.3.6 Differences in admission status
Admission status is important when designing a treatment plan in mental health and
substance abuse treatment. In this study, the group of people with a co-occurring disorder
had significantly fewer ‘voluntary admissions’ among men and women with an indication of
a co-occurring disorder than people admitted for treatment without a co-occurring disorder.
More men and women with an indication of a co-occurring disorder were admitted by
‘court commitment.’ More men and women with an indication of a co-occurring disorder
were also admitted with ‘emergency detention orders’ (See Table 1).
Voluntary Admissions
Men
Women
Civil Commitment
Men
Women
Emergency Detention
Men
Women

NO COD
64%
75%
NO COD
45%
70%
NO COD
47%
60%

COD
34%
25%
COD
55%
30%
COD
53%
40%

Table 1. Admission Status
One can expect fewer men and women with an indication of a co-occurring disorder to be
admitted voluntarily. Both men and women with an indication of a co-occurring disorder
are likely to be admitted with some form of detention order. Both men and women with an
indication of a co-occurring disorder are more likely to come into treatment as a result of
legal intervention.
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3.3.7 Difference in domestic violence
There was no significant difference among women diagnosed with a co-occurring disorder
and women with only a mental health or addiction disorder in terms of domestic violence.
Over 44% of women admitted for treatment in any facility where data was gathered
reported having a history of domestic violence. Over 10% of women in this sample reported
being battered while pregnant. Among the women on which we have data, 3.5% reported
that they were the perpetrator of the domestic violence that they were involved in.
Among women admitted for treatment during the four years of this study, the rate of
domestic violence tended to be similar year after year. The number of women reporting a
history of domestic violence was stable over the four years of this study. As well, the
number of women reported being battered while pregnant also remained stable over the
four years of this study. In the professional literature researchers assert that domestic
violence rates are higher among women with a mental illness or any substance misuse
disorder than among women without significant behavioral problems. In the U.S.
population at large, over their lifetime, 25% of women experience domestic violence (Tjaden,
& Thoennes, 2000). The findings about the extent of domestic violence, in this study, are in
line with the professional literature. In this study, domestic violence was over 50% higher
among women entering treatment than women in the general population.
3.3.8 Difference in arrest history
A history of being jailed for behavior related to a mental illness or addiction is slightly more
common for people admitted to treatment for a co-occurring disorder than people with only
a mental illness or an addiction. Men and women with an indication of a co-occurring
disorder were arrested more often 30 days before admission (2% were arrested) than men
and women with no indication of a co-occurring disorder (1.2%).
3.3.9 Difference in people identified with a serious mental illness
At admission 66% of adult men and 68% of adult women in this sample were assessed as
being seriously mentally ill. At discharge, 64% of adult men and 67% of adult women were
assessed as still being seriously mentally ill. Within this group of women assessed as having
a serious mental illness, 29% were also identified as having a co-occurring disorder. This is a
ratio of 1 to 3.4 or 1 woman with an indication of a co-occurring disorder for every 3.4
women assessed as having a serious mental illness. n this group of men with a serious
mental illness 41% also had an indication of a co-occurring disorder. This is a ratio of 1 to 2.4
or 1 man with an indication of a co-occurring disorder for every 2.4 men identified as
seriously mentally ill.
3.3.10 Difference in GAF scores
The Global Assessment of Functioning (GAF) scale used in the mental health field is a
numeric scale where zero (0) indicates the poorest level of functioning and 100 equals the
highest possible level of functioning. It is a common behavioral health scale used by mental
health clinicians and physicians in the United States. In the DSM-IV TR, it is described as a
subjective scale to rate the social, occupational, and psychological functioning of adults. The
range of scores reflects how well one is meeting various problems-in-living.
Men and women in this sample identified as having a co-occurring disorder were given
significantly lower/worse GAF scores than men or women with no indication of a co-
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occurring disorder. At discharge, nonetheless, there was no significant difference in the GAF
score between people with an indication of a co-occurring disorder and those with no
indication of a co-occurring disorder. This finding implies that, at least while in treatment,
people with a co-occurring disorder (based on the judgment of clinicians) improved
significantly.
The average GAF score for a person with no indication of a co-occurring disorder was
significantly higher; the person was healthier (No COD GAF = 47, COD GAF = 41). At
discharge, there was little or no difference in the GAF score between people with an
indication of a co-occurring disorder and those with no indication of a co-occurring disorder
(No COD GAF = 50.72, COD GAF = 49.45).
3.3.11 Differential DSM-IV TR diagnosis by discharge type and gender
Substance Use Spectrum Disorder: Over the four years of the study, on average 60% of men
and women with an Axis I diagnosis of a substance use spectrum disorder completed
treatment, while 18% left Against Clinical Advice (ACA).
Psychoses Spectrum Disorder: Approximately 68% of men and women with a psychoses
spectrum disorder completed treatment. About 12% left ACA.
Mood Spectrum Disorder: In this group of men and women with an Axis I diagnosis of a
mood spectrum disorder, 55% completed treatment; 20% left ACA.
Anxiety Spectrum Disorder: Among the men with an Axis I diagnosis of anxiety spectrum
disorder: 22% completed treatment; 40% left ACA; 15% were administratively discharged.
Women with an Axis I diagnosis of anxiety spectrum disorder did slightly worse in
treatment; 20% completed treatment, but 44% left ACA.
Undeniably, the people in this treatment sample seeking mental health or substance abuse
treatment and who were diagnosed with an anxiety spectrum disorder, were failing in
treatment. This could be an anomaly, but the emotional and financial burden on both the
individual and society is unacceptable. There is a critical need to investigate treatment
effectiveness and outcomes of people in other settings who seek treatment for an anxiety
spectrum disorder.
3.3.12 Discharge type among people with a co-occurring disorder and without a cooccurring disorder
Notwithstanding, the reality that completion of treatment at a treatment facility does not
ensure long-term recovery; as well, leaving treatment ACA does not ensure relapse and
readmission, men and women with an indication of a co-occurring disorder in this study
tended to complete treatment more often and leave less often ACA.
Both men and women with an indication of a co-occurring disorder completed treatment
significantly more often and left treatment ACA less often than people with no indication of
a co-occurring disorder. These findings defy conventional wisdom and the impression of
many practitioners and researchers that people with a co-occurring disorder are more
difficult to treat than people with a single disorder of mental illness or addiction. In fact,
both conditions may be accurate. People with a co-occurring disorder that enter treatment
are serious about obtaining treatment for their disorders and so they persist in treatment
and do complete treatment hoping that they will be able to overcome their mental health
disorder and addiction. Despite their efforts, however, treatment for co-occurring disorders
is less than effective and long-term positive outcomes tend to be dismal at best and harmful
at worst (See Table 2).
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Men No COD
Men COD
Women No COD
Women COD
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Completed Treatment
44%
62%

Left ACA
30%
16%

38%
58%

35%
20%

Table 2. Discharge Status

4. Moving science to service
Moving scientific discoveries to service, in a way that is sustainable, is more about changing
the organization than it is about the science or the services provided. To describe how these
scientific discoveries made their way into practice, the COSIG project, a SAMHSA initiative
carried out in the United States between 2002 and 2011 can be used as a case study. In this
construct, a logical role for a federal agency like SAMHSA is designing and funding
programs to move science to service. The Annapolis Coalition report on the Behavioral Health
Workforce, in the Executive Summary of that report (published by SAMHSA) entitled, An
Action Plan for Behavioral Health Workforce Development delineated the problems caused by
the 10 year lag time between the validation of an intervention and its use in the field (Hoge,
et al. 2007).
To conceptualizing the why and how changes occurred, we begin with the knowledge that
the COSIG Project was designed as an intentional change effort with specific goals and
objectives. These goals and objectives were linked to measures and preferred outcomes that
could be used and compared to observed changes. Moreover, using this approach, it was
also possible to identify the tools (events, activities, and initiatives) used by the
implementation teams in their attempt to make changes in these complex, large
organizational systems and agencies that provide mental health and addiction treatment
services.
In 2002, SAMHSA released a landmark report to Congress on Co-occurring Disorders that
suggested a model of integrated services and treatment that was showing unprecedented
success in the treatment of people with co-occurring disorders. The report and the
subsequent money appropriated by Congress set the stage for the SAMHSA program called
COSIG. The Congressional appropriation was used to provide funding, leadership, and
support for state efforts. The COSIG project provided a one-time grant to fund States that
wanted to develop or enhance their infrastructure to increase their state’s capacity to
provide accessible, effective, comprehensive, coordinated/integrated, and evidence-based
treatment services to persons with co-occurring substance abuse and mental health
disorders. The COSIG project was funded for 10 years (2002-2011) (Center for Substance
Abuse Treatment, 2007).
4.1 Definition of evidence-based treatment
Practices and treatments in behavioral health that have been shown empirically to have
statistically significant better outcomes are identified as Evidence-based Practice (EBP) and
Evidence-based Treatment (EBT). For the professional organizations of behavioral health
practitioners (e.g., American Psychological Association, the American Occupational Therapy
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Association, American Nurses Association, the American Physical Therapists Association,
and comparable organizations internationally) have made EBP not just a recommendation,
but a practice requirement based on ethical principles.
Opponents of designating EBP interventions as the only acceptable standard for
professional practice argue that all hard scientific evidence may not be applicable in real life.
Knowing what a tested medication can do is entirely different from knowing what method
works with an individual with a behavioral health issue. Treatment effectiveness depends
on a host of ancillary factors, not the least of which is therapist’s style, personality, and
training (Thomas & Pring, 2004).
As demonstrated in this instance, moving science to service is a complex and laborious
process. Changing large and even small organizations can be difficult, problematic, and
even awkward. By nature, organizational change creates anomie within the organization.
One of the responses to anomie (caused by the threat of change) is resistance from staff and
administrators. Resistance to change from clinicians can be countered by presenting the
science behind the need to change. Much more difficult, is resistance among administrators
and bureaucrats. Although it sounds crude, more money and threat of job loss are the
primary motivators for administrators and bureaucrats. If resistance cannot be assuaged,
efforts to make positive changes will likely fail.
A metaphor that might help in understand how change occurs in large institutions such as
SAMHSA and state health departments (as well as other government institutions,
corporations and conglomerates, universities, and mega non-profit corporations) come from
watching supertankers (Ultra-Large Crude Oil Carriers that weigh-in at 625,000 tons when
full) navigate the Atlantic Ocean off the coast of Florida. Fundamentally, these institutions
are indistinguishable from supertankers in terms of the energy and time it takes for them to
make a significant course change. A friend whose fishing boat went down between South
Florida and the Bahamas told of seeing one of these monster tankers coming toward his life
boat. As it approached, the crew of the supertanker who had spotted him waved and
shouted to him words he could not understand over the noise of the tanker. As it passed by,
without even slowing down, he told me that he thought they had probably radioed the
Coast Guard. As the supertanker disappeared over the horizon he said he began to lose
hope of being rescued; he was only a speck in the ocean somewhere in the vast Bahamas
triangle. He could not figure out why the crew of the supertanker had not stopped to pick
him up. Then several hours later he again saw a supertanker coming from the other
direction. It was the same tanker coming back for him. It had taken hours for the tanker to
slowdown and miles of ocean for it to “come about”. At a speed of about five knots it
slowed enough to pick him up. Several hours later, after another slow looping turn, the
tanker was back on course. It takes an excruciatingly long time to change course on these
supertankers or in large institutions.

5. International co-occurring initiatives
While there was a concerted effort in the United States to develop and implement services
for people with a co-occurring disorder, parallel initiatives were going on internationally.
Even though, research and program development had a great deal more funding in the
United States, countries around the world developed manuals, reports, and resource
materials with recommendations for assessing and treating people with a co-occurring
disorder. By the year 2000, funders and program planners globally had recognized that the
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number of people with co-occurring disorders was much larger than they had thought and
that treatment failure rates were extremely high. This was especially true in countries where
mental health and substance abuse treatment costs were a substantial part of the national
GDP. As the evidence grew about the rate of treatment, failure among people with a cooccurring disorder, the excessive and often wasted cost of treatment became a widespread
political concern.
To make the point about the international response to the findings from epidemiological
studies in different countries that the number of people with a co-occurring disorder was
larger than had been known, events in Australia, Canada, and the United Kingdom will be
briefly reviewed. What becomes evident from an international perspective is the scientific
process was used by each country to study the problem. First, the majority of countries did
an epidemiological study to identify the number of people who needed treatment. After
establishing the need, groups of experts were organized to identify and recommend
effective treatment approaches.
5.1 Australia
Early on, Australia was studying prevalence rates for people with a co-occurring disorder
served by a vibrant addiction and mental health treatment community (Croton, 2004). In 2001,
researchers also collected data on the overall prevalence of any mental health, substance use,
and co-occurring disorder found among inmates in Australian prisons, one of the first studies
of its kind. The prevalence of inmates with a mental disorder was 42.7%. The prevalence rate
for any substance misuse disorder was 55.3%. With the exception of alcohol use disorders,
women inmates had higher rates than men of mental illness and substance use disorders. The
prevalence of a co-occurring mental illness and substance use disorders in the previous 12
months was 29% (46% among women vs. 25% among men). There was a significant
association between cannabis use disorders and psychosis in men, but not women. There was
also a significant association between affective disorders and co-occurring alcohol use
disorders in women but not men (Butler, Indig, Allnutt & Mamoon, 2011).
In Australia, alcohol and drug treatment services and mental health services are
administered and funded separately. Similar to organizational structure in other countries,
separate funding lines provided little or no incentive for collaboration between the two
groups of service providers. Previous national initiatives and funding schemas had
attempted to minimize barriers to treatment and build strong partnerships between
substance abuse treatment and mental health treatment practitioners. Nevertheless, a report
by the Australian Institute of health and welfare in 2005 reported that despite previous
efforts, people with comorbidity were still not being well served in Australia.
In the 2003–04 Federal Budget, the Australian Government allocated funding for the
development of the National Comorbidity Initiative to improve service coordination and
treatment outcomes for people with coexisting mental health and substance misuse
disorders. One priority area for action under this initiative was to improve data systems and
methods of collecting data within the alcohol and drug treatment facilities, and mental
health agencies in Australia (AIHW, 2005).
5.2 Canada
When researchers and experts in mental health and substance abuse treatment in Canada
realized that a large segment of the treatment population in both sectors had a co-occurring
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disorder, the next issue was to examine treatment outcomes. As suspected, neither mental
health treatment nor substance abuse treatment facilities in Canada provided optimum
treatment. Supported by this information, attention turned to the treatment community's
capacity to providing co-occurring services.
In 2000, the Canadian Minister of Health authorized Health Canada, a department of the
Minister of Health, to form a working group and select a panel of experts from across
Canada to synthesize best practice guidelines for providing treatment and services to people
with a co-occurring disorder. The Canadian department was responding to the growing
recognition that parallel or sequential treatment (treatment at two different facilities; one
providing mental health services and the other providing substance abuse treatment) had
failed. The panel of experts who identified best practices for this Canadian publication,
recommend integrated treatment (integrated mental health and addiction treatment
approaches) as a best practice in the treatment and care provided people with a co-occurring
disorder (Centre for Addiction and Mental Health, 2002). It was a major step forward when
the Canadian Minister of Health, in 2002, published the results of the work of the expert
panel in the form of a monogram of resource materials and best practice assessment and
treatment approaches that could be used to improve treatment and services for Canadians
with a co-occurring disorder.
In the monogram entitled, Best Practices: Concurrent Mental Health and Substance Use Disorders
(Centre for Addiction and Mental Health), research findings to that point were updated and
synthesized, and specific recommendations were made for screening, assessment, and
treatment in an effort to improve treatment outcomes for people with a co-occurring
disorder. A national inventory of specialized concurrent disorders programs, entitled
National Program Inventory - Concurrent Mental Health and Substance Use Disorders was also
developed and published as a companion document. The monogram was written for
managers and staff of mental health, substance abuse and integrated mental health and
substance abuse service agencies. In addition, it provided micro level information and
recommendations that practitioners in the community who were tasked with providing
quality service to people presenting with concurrent mental health and substance use
disorders could use in their practice (Centre for Addiction and Mental Health, 2002).
5.3 United Kingdom
Little was known in the United Kingdom about the prevalence of people with co-occurring
disorders in 1997 when Virgo and associates (2001) set out to establish the baseline numbers.
Inspired by research conducted in the United States (e.g., Kessler et al. 1996; Regier et al.
1990) up to that point, British studies had been limited to inner city London or to small
groups of seriously mentally ill individuals. Moreover, the focus of the studies was on
substance misuse and consumption rather than on prevalence or consequences (Menezes,
1996). This non-metropolitan United Kingdom study conducted by Virgo and associates was
the first to establish the lifetime and point prevalence of substance abuse and dependence
among all current seriously mentally ill patients of all branches of the National Health
Services (NHS) Trust, not just those with psychosis.
The number of NHS patients with co-occurring disorders, at the time, was slightly smaller
in this United Kingdom study than previously reported in the United States. Nonetheless,
the findings related to consequences and characteristics of those with a co-occurring
disorder were similar to that reported in the United States. In this study, 12% of the NHS
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patients were identified with an adult mental illness, 12% met criteria for a substance abuse
or dependence disorder, and 20% of those surveyed presenting with a serious mental illness
were identified as having a co-occurring disorder. These percentages vary, however,
depending on the service sector of NHS. The lowest percentage of those identified with a cooccurring disorder (10%) was found among people receiving rehabilitative services. Taking
into consideration the need for rehabilitative services among people with a co-occurring
disorder, 10% seems to be rather low. On the acute wards, the percentage of people with a
co-occurring disorder was as high as 41%. Compared to other patients in the study, those
with a co-occurring disorder were younger, were more often male, lived in less stable
accommodations, were unemployed, and had more than one psychiatric diagnosis. They
tended to report more crises in their life, more abuse by others, were a greater risk to
themselves and others, and reported more alcohol and drug involvement. The drugs of
abuse reported by co-occurring patients identified as having an adult mental health disorder
were alcohol and cannabis. In the group of patients being treated for addiction, who are also
identified as having a co-occurring problem, the preferred drugs were heroin and alcohol
with a co-occurring depression (Virgo et al., 2001).
Once the prevalence rate among NHS patients was determined, research to identify the best
approaches for training mental health teams to treat people with a co-occurring disorder
began in the late 1990s. The result of this combined effort was the Pan-London
Dissemination Project. This program was a “train the trainer” initiative designed to
disseminate information on assessing and treating people with co-occurring disorders
(Croton, 2004).
They were also similar initiatives and efforts in other countries to address the needs of their
citizens with a co-occurring disorder. Informed by the extensive research in the United
States, Germany (Hintz & Mann, 2006), Russia (Mathew et al., 2010), New Zealand (Scott et
al., 2008) and other countries followed a similar path in their efforts to provide effective
treatment and services for their people struggling with the co-occurring disorders of mental
illness and addiction.

6. What if the two fields of practice are NOT compatible
In the history of science there are few if any examples of convenient solutions that were
effective and efficient. Programmatically, Integrated Treatment was the easiest next step
after Parallel and Sequential treatment models failed to improve outcomes for people with a
co-occurring disorder. The fallacy or inconvenient truth in the way integrated treatment was
conceptualized (as many practitioners pointed out on a blog called the dualdx listserv in
2006-07) the consensus among experts who focused on co-occurring disorders was that the
treatment interventions from both treatment traditions were compatible—capable of
existing or performing in a harmonious way with one another.
This is a critical assumption. What if the two treatment models are not compatible? What if
they work in opposition when combined? What if integrating the two models of treatment
is like trying to merge two partly dysfunctional systems? What if philosophically we are
trying to do the equivalent of mixing oil and water? What if parallel and sequential
treatment failed not because of the specific timing of deployment of the treatment types, but
because they work one against the other when combined? For illustration purposes, what if
the two treatment approaches are like many medications that cannot be taken together.
These possibilities create a dilemma for clinicians, program developers, and funders. If
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neither technology nor a combination of both technologies are effective in treating people
with a co-occurring disorder—what other technology is available?
The answer to the first question, in my view, is that the two treatment modalities are not
compatible and they cannot be integrated effectively unless treatment philosophies and
policies in both fields are willing to change. Neither field has developed a set of treatment
interventions sufficient to recommend either of them in whole.
The answer to the last question—rather than integrate the two systems of mental health and
addiction treatment in whole, I would argue that an applied research approach be used to
carefully select the best components from each field and weave them into a new and third
technology. Pursuit of a synthesis of the best practice components in and of itself would go a
long way in the development of a more effective and efficient treatment modality. During
this process, it will be critical to identify best practices treatment approaches, interventions,
and techniques that work and promote wellness for people in treatment. It will also be
critical to identify, consciously discard, and then disseminate information on treatment and
services that are ineffective, inefficient, and/or produce poor outcomes. Clinicians in the
Behavioral Health related fields should be held responsible for disclosing information about
their interventions in the same way that drug companies are supposed to reveal the side
effects and negative outcomes of the treatments they sell.
To start this process, I recommend that clinicians discard the paternalistic attitudes endemic
in mental health treatment (e.g., Angell, 2006; Sowers, 2005; Lefley, 1998). I also recommend
that the punitive approach also referred to as the conformational approach that has been one of
the distinguishing characteristics of substance abuse treatment be discarded as brutish
because it does not meet the standards that define best practices (e.g., Quinn, BodenhamerDavis, & Koch, 2004; Dongier, 2005).
6.1 Paternalism is NOT Treatment
Clinicians in the field of mental health for the most part have a paternalistic orientation
toward their “patients.” They are trained in subtle ways to see a person with a mental
illness as totally and permanently disabled. Moreover, paternalism among clinicians has a
long and rich history.
Clinicians and mental health programs with a paternalistic orientation have few and limited
expectations of people with a mental illness, other than the patient following the “doctor’s
orders” and being compliant (Sowers, 2005). By way of example, the perception of
permanent disability is so ingrained the science and knowledge of mental health that the
concept of recovery (a major part of the treatment for addiction) was not included into the
mental health model of treatment until after mid-2005.
The hebetude that results from paternalism in mental health gone awry is a legacy of our
past. When paternalism was the core of the clinical response to mental illness, people with a
mental illness were locked away in mega mental hospitals in the United States for their care
and protection. This approach to care and treatment, often referred to in modern times as
milieu therapy, caused a secondary disorder where the resulting mental and physical
lethargy was accurately named, “institutionalization” (Lamb & Oliphant, 1978).
The attitude of those in the mental health treatment community after the 1840’s in the
United States was that they were responsible for the care and treatment of people with a
mental illness. In fact, the charge to the Superintendents of American Asylums in the late
1800s was to care for the physical and mental needs of those with a mental illness and to
protect the public (Hurd, 1916).
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This “care model” resulted in institutional behavior. Institutionalization is an adaptive
behavior by people to survive in a situation where pervasive institutional controls result in
the mental, emotional, and behavioral characteristics of learned helplessness (Lunt, 2004).
Institutionalization of people with a mental disorder became ubiquitous after the American
public asylum movement (started in the 1840s) degenerated into mega public mental
hospitals where patient management, administration, and financial concerns replaced
treatment and rehabilitation.
In the second half of the 20th Century, the attitude of many mental health practitioners
toward patients and clients has been shaped by an illness perspective (Beers, 1909; Sowers,
2005). Cynical in nature, in part because of the legal pressure as a result of the
“deinstitutionalization movement” in the 1970s, the “illness perspective” rationale went
something like, ‘Even though most people with a mental illness would be better off in a
hospital, it does not mean that he or she has to be confined to a hospital to receive
treatment.’ Today practitioners are in agreement that a person with a mentally illness has as
much right to be in the community when they are stable as anyone else (Lunt, 2004). A
concept we can support; but a concept that is extremely difficult to operationalize using
symptomatology. In particular, the term stable is difficult to operationalize when the
influence of culture on behavior changes symptomatology that defines a diagnosis.
Although wrought with problems, the illness perspective created a climate that viewed
institutional care as one of several levels of care including outpatient care. Nevertheless, one
of the underlying messages to people with a mental disorder is that they are being
supervised as much as treated by the clinicians who represent a rigid and intractable mental
health treatment community. Services and treatment provided in this atmosphere leave the
people being treated for a mental illness with little hope, power, or vision of what life will be
like if their symptoms have diminished (Grenville, 2001).
Too often, one of the consequences of a therapeutic intervention for a person who is being
treated for a mental disorder by paternalistic clinicians is the message it conveys. The message
reinforces a belief on the part of the clinician and the person with a mental disorder that
people with a mental disorder have a lifelong mental impairment that will always need care
and treatment by professionals in the field of mental health. The more recent development of
the ‘community model,’ as a way of providing mental health services outside of institutions
and facilities has turned out to be merely another ‘care model’ that institutionalizes and makes
helpless the people the system is trying to rehabilitate (Lunt, 2004). By including the concept of
“recovery” as it is understood in the addiction field, in the treatment of people with a cooccurring disorder, the therapeutic message is exactly the opposite from the message
conveyed by a paternal philosophy (Becker, Drake, & Naughton, 2005).
Practitioners in the field of medicine have a different view of treatment and care when it comes
to physical injuries and illnesses. In the medical field, when a person has another episode or
relapse with a medical problem, treatment is often required, but the person is expected to
recover and continue on with their life. Similar to breaking a leg, surgery, or cancer, the
expectation of practitioners and those with a co-occurring disorder should be that they will
recover and resume their life as a student, an employee, an artist, an engineer, a mental health
clinician, and so forth. All interactions and treatments need to be based on the expectation that
the person will recover and resume or become engaged in a productive life.
Taking all this into consideration, there is little doubt that practitioners in the mental health
field clearly differ from clinicians in the substance abuse treatment community on the issue
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of “personal responsibility” (Wing, 1995). For better or worse, at least substance abuse
counselors hold their clients accountable for their behavior even if the tools that substance
abuse counselors offer are often useless. Counselors in mental health have little or no
expectation of their clients, even when the tools they offer can be quite helpful in reducing
symptoms associated with a mental illness (Lunt, 2004).
6.2 A punitive attitude and confrontation are NOT treatment
Since the late 1950s, what is known as traditional substance abuse treatment for the indigent
and chronically addicted has been residential treatment that varied far from the clinical
treatment path. For instance, if you walked onto a traditional Therapeutic Community, you
would likely see a resident walking around wearing a diaper over his/her clothes with an
oversized pacifier around his/her neck with a sign on the person’s back reading, ‘I won’t
grow-up.’ Outside in the court yard you could very well see a woman with a shaved head
digging a hole three feet deep and placing a penny at the bottom of the hole, filling in the
hole and then digging the penny out again. These types of degrading punishments, called
therapeutic intervention are used to demonstrate to the addict the fruitlessness of their
addictive behavior. Similar castigation is called therapy in hundreds of Treatment
Communities in the United States. States and the Federal government pay millions of
dollars each year to Treatment Community programs to provide this type of punitive
treatment. Logically, if punishing and being callous to people who are abusing drugs was a
cure for their misuse there would be no drug abuse anywhere in the world. If the punitive
approach worked, there would be fewer people in prison for drug possession and use.
Modern drug treatment, for all intent and purposes, began in the 1930’s with the
development of Alcoholics Anonymous (AA) and AA’s use of the self-help group. AA and
Narcotics Anonymous (NA) type self help groups use a non-judgmental passive approach.
AA and NA members extend themselves to people who want help with their addiction.
They do not compel a person to quit or give up their addiction. But, they support the person
who is committed to overcoming their addiction. To its credit, over the years, many addicts
have been helped by AA and NA. A large percentage of addicts, however, needed and
continue to need more than AA and NA can offer. Because clinical treatment was expensive
and admittedly not very successful, the next major change in the treatment of addiction was
residential treatment provide by addicts in “recovery.” The two best known programs are
the Synanon model developed in the late 1950s and the Therapeutic Community model
developed in the mid 1970’s (Janzen, 2001).
The Synanon program and the Therapeutic Community (both closely related in philosophy
and treatment) were a clear departure from the psychiatric and therapeutic treatment in
general and specifically for the treatment of addiction. The Synanon and Therapeutic
Community leaders largely rejected professional psychotherapeutic treatments with the
exception of self-help groups. The preferred counselor was a recovering addict.
6.3 The Synanon model
The Synanon group started in 1958 in Santa Monica, California as a drug and alcohol
rehabilitation program. Charles Dederich (1914 to 1997) the founder of Synanon gained
national prominence for developing a program that could cure narcotic addiction. Not as
well known is the reality that this treatment approach was not very successful and
graduated few people who lived productive lives outside of the Synanon community. In
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1967, Synanon leadership abolished "graduation" and offered itself as an alternative-lifestyle
community. Later it became the Church of Synanon (Janzen, 2001; Yates, 2003).
By 1977, Synanon was being referred to as a cult that controlled members using what was
called the "Synanon Game." A pseudo therapeutic approach, the “Synanon Game” involved
members humiliating one another and being forced to expose their innermost weaknesses
and fears. This was a distortion of the encounter group process. This approach is based on
the premise that when challenged, people examine themselves and learn new ways of
behaving (Kaplan & Broekaert, 2003).
At its peak in the mid 1970s, Synanon women were made to shave their heads, married
couples were forced to break up and take new partners, males were forced to submit to
vasectomies, and a number of women who became pregnant while living in the community
were required to have abortions (Yates, 2003).
What began as a highly praised drug treatment program, ended when Synanon leaders
became implicated in an attempted murder. Synanon was closed in 1991 because of
megalomania and financial problems brought on by lawsuits and disputes with the Internal
Revenue Service over its nonprofit status (Janzen, 2001).
This was not the end, however, of Synanon’s influence. Programs based on the Synanon
model sprang up across the United States for adolescent drug users. First called the “Seed,”
this program later operated under names such as Straight Inc., Safe Recovery, Kids Helping
Kids, Growing Together of Lake Worth, and Pathway Family. From 1976 to 1993 Straight, Inc.
operated the world's largest chain of juvenile drug rehabilitation programs. They are
reported to have treated as many as 50,000 adolescents. In 1974 the U.S. Senate "likened" the
methods of The Seed to those used by North Korean brainwashers (ISCA, 2002).
6.4 The treatment community model
After being discredited, Synanon’s concept of community treatment inexplicably became the
foundation for the residential treatment approach called the Therapeutic Treatment
Community model. The punitive attitude and retaliatory consequences that defined
Synanon treatment were carried over in great part as treatment interventions used by
Therapeutic Treatment Community counselors. The philosophy is based on the notion that
if an addicted person is harshly challenged, they will examine themselves and learn new
ways of coping without the substance. To paraphrase a drug counselor, “We can make life
so horrible that giving up drugs is the lesser of two evils.” As many working in the field of
substance abuse treatment, I have witnessed people in a Therapeutic Treatment Community
treated worse than people in prison. You could not legally treat people in U.S. prisons like
the people in Therapeutic Treatment Community programs are treated. Such treatment
would be unconstitutional.
To be fair, those who advocate for the Therapeutic Community model see the primary goal
of a Therapeutic Treatment Community is to “foster personal growth.” One accomplishes
personal growth by “changing one’s lifestyle” this is brought about through a community of
concerned people working together to help themselves and each other. The Therapeutic
Treatment Community is designed to be a highly structured environment “with defined
boundaries, both moral and ethical.” Personal growth is promoted by “community imposed
sanctions and penalties, as well as earned advancement of status and privileges,” which are
perceived as “part of the recovery and growth process” (Charles & Eric, 2003). Hayton,
(1998)defined a therapeutic community as a structured method and environment for changing

214

Mental Illnesses – Evaluation, Treatments and Implications

human behavior in the context of community life and responsibility (SAMHSA, 2006b). This
sounds like a helpful and benign environment, but the description can also be used to
describe a prison or jail.
In spite of its history, there is a consensus among experts that using a Modified Therapeutic
Community model for treating people with a co-occurring disorder can be beneficial. To be
fair, those who advocate using a Modified Therapeutic Community model for people with a
co-occurring disorder, do not recommend using confrontational approaches and provide
services that allow co-occurring clients to access and take medication while in treatment
(Skinner, 2005).
The behavioral literature clearly differentiates between positive reinforcement and negative
reinforcement, and punishment. The punitive approach has no place in the treatment of a
person with a co-occurring disorder. The punitive approach does not come up to the
standards of care proposed by SAMHSA in the publication, Co-Occurring Disorders:
Integrated Dual Disorders Treatment Implementation Resource Kit (SAMSA, 2003a). As a
component of a therapeutic milieu, the punitive approach has no empirical support.

7. A third technology
7.1 Why do we need a third technology?
Why do we need a third technology? We need a third technology for at least two
compelling reasons. First, research consistently finds that mental health and substance abuse
treatment, as they are practiced in 2012, are marginally effective. They are not efficient.
Multiple relapse is the rule. The failure rate makes current treatment cost exorbitant. Second,
as the brief history presented in this chapter again reminds us, the mental health and
substance abuse treatment approaches are grounded in tradition, not in science. This is not
to say that many of the interventions used in mental health and substance abuse treatment
have not been tested. Most of the standard therapeutic interventions used have been
investigated, some using the double-bind methodology. What is not included in the calculus
when testing these interventions is the difficulty involved in testing the effectiveness of a
traditional treatment technique. The influence of a tradition is subtle and affects the thinking
of researchers and thus the formation of the research questions asked by the researchers.
Without considering the history of the development of the two traditions, investigators and
clinicians are at risk for thinking that the reason why specific interventions are used in
mental health and addiction treatment is because they have met some standards such as
“safe and effective.” This could not be farther from the truth.
Since the 1950s, we have continually tweaked these traditional approaches. And, with each
tweak the traditional approach is found to be more effective. Yet, outcome studies do not
confirm that these short-term treatment successes actually manifest themselves in long time
successful outcomes. The research showing a lack of long-term success is particularly
distressing. Especially, if you consider that success in treatment is distorted because
expectations are already so low almost any outcome of treatment that is slightly above being
a vegetable is considered a successful outcome by today's standards.
A final argument would be philosophical. Using an analogy, I would compare efforts to
continue to tweak the two traditions to make them seem to work better is similar to patching
up an old rotten and a leaky roof. At some point, the roof is going to have to be replaced.
There might be parts of the old roof that can be used in the new roof, but a point will be
reached when the repairs cost more than replacing the roof. In the field of mental health and
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substance abuse treatment, a growing cadre of practitioners and researchers believed that
we have reached the point where something needs to change.
Among the problems that I had when radically changing technology at a substance abuse
treatment facility to treat people with a co-occurring disorder was changing the addiction
culture. As one would expect, some staff resisted any change. They were committed to the
tradition, especially those staff “in recovery” who were also counselors and clinicians. Staff,
however, are at a disadvantage. Administrators and supervisors extend or withhold
rewards to change behavior. This was not the case among clients who came for treatment, or
for the community of AA members. Those two groups of people were as resistant, or more
resistant to change than staff.
7.1.1 No new treatment model has emerged
Mixing oil and water is not a solution. A third technology needs to be developed. A new
treatment model specifically designed to treat people with a co-occurring disorder is needed
to replace the Integrated Treatment model. The contorted rationale that was used to integrate
mental health and addiction treatment modalities to develop the integrated treatment model
is so intellectually dishonest one has to suspend a sense of reality to even imagine that the
two are compatible in practice.
The panel of experts, involved in writing SAMHSA’s Tip 9 clearly recognized the
incompatibility of the two treatment fields. Given their combined experience, they agreed
that the conflict between the two treatment modalities was largely responsible for the failure
to provide effective treatment for people with the co-occurring disorders of mental illness
and substance misuse. They wrote:
For people with dual disorders, the attempt to obtain professional help can be
bewildering and confusing. They may have problems arising within themselves as a
result of their psychiatric and AOD use disorders as well as problems of external origin
that derive from the conflicts and clashing philosophies of the mental health and
addiction treatment systems.
Historically, when patients in AOD treatment exhibited vivid and acute psychiatric
symptoms, the symptoms were either: 1) unrecognized, 2) observed but were described
as symptoms of intoxication or "acting-out behavior," or 3) accurately identified,
prompting the patients to be discharged or referred to a mental health program.
Virtually the same process occurred for patients in mental health treatment who
exhibited vivid and acute symptoms of AOD use disorders. (p.11)
Yet, between the publication of Tip 9 and Tip 42, there was no reported work by the
committee of experts on those two panels to address the issues of incompatibility. Even so,
the panel of experts involved in the identification of interventions applicable to treating
people with a co-occurring disorder continued to recommend integrated treatment.
Basically, the recommendation was to combine the philosophies and techniques from each
field and ignore their intrinsic differences.
7.2 Selecting the best components from each field
A limited number of variations on the Integrated Model promoted by SAMHSA have been
proposed but no model proposed is based on deliberately selecting and discarding
components from the interventions used to treat mental illness and substance abuse. All the
same, even without this level of deliberation about interventions a number of addiction
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treatment programs that simply modified their services to include psychotropic medication
have shown improved outcomes when treating people with co-occurring disorders
(SAMHSA, 2003c; Osher & Drake, 1996; Sacks et al., 1997; Sciacca & Thompson, 1996).
7.2.1 Components that seem to be compatible
 Clinicians from both fields are trained in the psychosocial model of behavior.
 Clinicians from both fields see a need for a continuum of care which embraces the value
of a variety of treatment settings and program types in both public and private settings.
 Clinicians from both fields support the extremely important adjunct role played by selfhelp organizations in both fields.
 Clinicians from both fields accept case management and care management as an
important component of treatment and care.
 Clinicians in both fields see the value of peers or professionals with lived experiences as a
critical support in developing and implementing an individual's care and support plan;
 Genetic research to identify the cause of the behavioral disorder is important to both
fields.
 The evolving recipient of care movements that periodically influence change in the
delivery of treatment services has affected both fields, most often in mental health.
 The emerging professional perspective and training that gives a higher priority to more
basic needs of food, shelter, clothing, work, friendship, etc. has affected the workforce
issues in both fields;
 The ever-increasing role of pharmacologic therapy in the treatment of substance misuse,
moves substance-abuse treatment closer to the mental health perspective on treatment.
 There is a growing recognition that family members and significant others, as a group
may be in need of services themselves.
 There is a potential for a common, or at least a convergent treatment modality for both
fields.
(SAMHSA, 1995, p. 14; Centre for Addiction and Mental Health, 2002, p. 70-71)
There is an increasing recognition of the overlap in the population needing help and the
expressed needs of consumers for better continuity of care within and across the respective
systems. Hopefully this recognition will motivate scrutiny of treatment failure, relapse, and
less than optimal long-term treatment outcomes.
7.2.2 Components to discard
A first step that would go a long way to improving the treatment and services provided
people with a co-occurring disorder would be to decriminalize mental illness and addiction.
The underlying threat of arrest and confinement if one does not comply with the treatment
recommendations of one's illness undermines the best intentions of the mental health and
addiction treatment practitioners.
Clinicians in both fields rely too heavily on the correctional system for formal and informal
social control. Forcing people into treatment, without it being absolutely necessary, results
in resistance and defiance from the person designated with a mental health or substance
misuse disorder. This should be replaced with a collaborative therapeutic and case
management relationship.
Confrontation is never acceptable. Even using less than a confrontational approach, what
some resource material refers to as “being direct” may feel like abuse to the person in
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treatment. Identifying and pointing out irrational thinking, based on the perspective of the
clinician, can result in a conflict between the clinician and client. Insisting on random
alcohol and other drug tests when working with people with a co-occurring disorder can
reduce the level of trust and harm the therapeutic relationship.
Consequences and contingencies are not therapeutic modalities. They belong to corrections
and social control agencies. Making a person responsible for his or her behavior sounds
good but when a person is responding to delusional thoughts, is this really being defiant?
Should clinicians spend time keeping records of violations of rules? Who does it benefit
when clients are made to experience consequences of their behavior; the client who learns
from being punished? When is developing therapeutic insight less beneficial than breaking
through denial?
Stigma is often cited as a reason why individuals do not seek treatment from mental health
providers or from substance abuse treatment facilities. The community at large is often cited
as the source of stigma. As important as stigma in the community, is stigma among
professionals in the field of mental health and substance abuse treatment. To reduce the
stigma, professionals must first advocate for the rights of individuals seeking treatment in
their own professional organizations. In a community context, advocates and professionals
need to promote public education and understanding. As long as stigma remains high
among clinicians, however, it will be nearly impossible to change the minds and attitudes of
people in the community at large.
Widespread use of residential treatment for substance misuse disorders and confinement at
a mental health treatment facility needs to be radically curbed. This is a relic left over from
the days of the asylum. Outpatient, day treatment, and self-help groups need to be better
supported and expanded.
The resistance to sharing power with the client in a therapeutic relationship by clinicians, an
antiquated paternal attitude, renders treatment planning less effective and distorts
therapeutic intentions.
In the field of mental health, the reluctance of clinicians to work with paraprofessional with
lived experience (people in recovery after experiencing a mental illness) denies clients a
major source of understanding, empathy, and a view of a positive future for themselves and
others who have suffered from a mental disorder. This also denies the clinician a positive
view of people who have been treated for mental illness.
Mandated treatment needs to be discarded. Treatment should be offered and available as a
tool or resource to help the person reach their life goals.
This is a short list and by no means comprehensive. This list will also grow and continue
and expand as clinicians and researchers began to see people with a mental health and
addiction disorder as people rather than people as their disorder. Disorders that too many
clinicians believe need to be controlled and managed. Instead, when clinicians become more
sensitive to the needs of people seeking treatment and view clients as living in a context
normalized by ethnicity, culture, language, and education, both mental health and
substance abuse treatment will become more effective.
7.2.3 Components to keep
The following is proposed as a starting point in the selection of the best treatment
interventions from the mental health and substance abuse treatment fields. From the Mental
Health treatment field we need to keep the knowledge of “symptomology” and information
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about the course of a mental illness that has been developing since Moral Treatment was
introduced by Philippe Pinel (1745-1826) and Jean-Baptiste Pussin (1745-1811) (Rousseau,
1990). From the Substance Abuse treatment field we need to keep the philosophy and
concept of “recovery” (Lunt, 2004). In the substance abuse treatment community, people
receiving treatment for substance abuse are not thought to need treatment for the rest of
their lives. Although, not needing continual treatment for the rest of their lives (like a person
with a mental illness), clinicians working in substance abuse treatment, Alcohol Anonymous
(AA), and Narcotic Anonymous (NA) believe that a person who was once addicted will
always be an addict and will need to be in recovery mode for the rest of their lives.

8. Synthesizing the two fields
In addition to using Kuhn’s description of a “paradigm shift,” to explain the shift in
philosophical and clinical assumptions to include treatment for people with a co-occurring
disorder, the emergence of treatment philosophies and interventions can be described as a
process of “thesis, antithesis, and synthesis” (this construct is often incorrectly attributed to
Hegelian theory) (Plant, 1999). Professional treatment by licensed clinician’s could be
thought of as the thesis. Treatment based on tradition derived from people who have
experienced addiction could be the antithesis. The work of synthesizing the best
components of the two fields can be used as an analytic tool in continuing the development
of a third technology, a new model, perhaps simply called Behavioral Medicine.
The Society of Behavioral Medicine offers a beginning definition:
Behavioral Medicine is the interdisciplinary field concerned with the development and
integration of behavioral, psychosocial, and biomedical science knowledge and
techniques relevant to the understanding of health and illness, and the application of
this knowledge and these techniques to prevention, diagnosis, treatment and
rehabilitation. (http://www.sbm.org/about/definition.html)
8.1 Consider a model using select components from both fields
In the mental health and drug addiction treatment systems that I have been associated with
and that I have evaluated, all too often it is not the service needs of the individual that drive
the treatment system; it is the treatment system that drives and determines the treatment
services available and ultimately provided the client. In the mid 1990s, an opportunity
presented itself that allowed me to redesign a traditional Treatment Community model
program so as to provide services and treatment for people with a co-occurring disorder.
The treatment programming we developed (for lack of a better term, called the Sapient
Model) combined empirically based practices with the best consensus based practices that
were thought to be effective among people with a co-occurring disorder.
Treatment started with an engagement model that included motivational intake
interviewing, activities to develop and maintain a bond between the person seeking
treatment and the staff, the other residents, and the program philosophy of recovery as
defined by “Bill and Bob” in the “Big Book.” Individual and group therapy was based on
cognitive behavioral techniques. Treatment included individual and group work on
developing and maintaining relationships, and developing and maintaining social supports.
Services included education about co-occurring disorders, case management, outpatient
treatment, and help with housing and employment.
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Psychiatric services were introduced and psychotropic medications became a common
component in the overall treatment plan. One practice that was extremely useful with
residents was the policy of negotiating treatment with those who did not believe that they
needed psychotropic medication or did not want to take it. They wanted to recover on their
own. If the treatment team believed medication was needed, the psychiatrist, the clinical
director, and the person’s individual therapist would meet with the resident and negotiate
an agreement. Typically, it was an agreement that the person would not be asked to take
medication, but if they relapsed, then they would work with the team and try medication if
recommended to see if it helped.
Programming policy did not allow “encounter groups,” “confrontational approaches,” or
playing “the game” by staff or residents. The confrontation approach had been the primary
form of treatment before the program was redesigned. The policy created much
consternation among the Certified Addiction Counselors and the proponents of the
traditional treatment community.
This treatment community model intervention also called, “getting pulled-up” or “getting
called on your s**t” can be extremely harmful. These approaches tend to encourage
confrontation and punishment by counselors and confrontation between residents who can
also call someone on their “s**t.” This form of the treatment community life experience was
replaced with a community experience of self governance. The Resident’s Council made and
negotiated program policy with the staff and administration. They advocated for services
and provided valuable community service to the neighborhood where the treatment
program was located.
Residents who broke rules were apprised of the consequences of their behavior and their
responsibility for their behavior. The staff would determine appropriate consequences for
the resident who broke the rules. This could range from housekeeping tasks, to starting
treatment over at day one. If the person chose to accept the consequences, he or she would
continue their treatment in the program. If the person chose to leave the program, he or she
was asked to return to our treatment program when they were ready to resume treatment.
Another program policy that was discarded because it was counterproductive was the
policy of discharging people who relapsed while in treatment. Relapse was considered the
same as breaking any of the rules. The staff would determine appropriate consequences for
the resident who relapsed, but a relapse would not bar the person from continuing in
treatment. It is difficult to treat a person who has been “kicked” out of the program.
Another valuable policy encouraged residents who were discharged as a treatment success
to return to our program for additional work on their recovery efforts if they relapsed. As a
staff, we knew the person and believed that we would not have to start from square one.
The typical policy among treatment community programs is that a resident who is
discharged (whether they succeeded or failed) is not allowed to return to the program for
any reason, even for a visit for at least one year. Obviously, this would keep people who
failed treatment out of sight.
A related policy gave each resident the right to belong to the Program’s alumni association.
Everyone was asked to come back to the Program for monthly meetings.
Another helpful policy related to facilitators who brought AA and NA meetings into the
treatment center. They were required to accept people into meetings who took medication
for psychiatric problems. As the clinical director, I also met with several AA and NA rooms
that residents attended and asked that they to be more understanding of people from our
program that were taking medication for a mental illness.
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As a retention model, the success is supported by State and Medicaid data that show a
retention rate of around 90% for the first 30 days over a continuous four year period. Longterm success, however, was not as impressive as the engagement model. Long-term
recovery was hampered by a lack of community support services available to residents who
completed treatment. In many cases, the problem was obtaining and paying for expensive
atypical psychotropics after the resident left treatment. A lack of programs to provide
supportive housing and employment were also problematic. Even so, the recovery rate for
residents, in the first year after discharge varied around 50% for residents over a three year
period.
More recently, in 2004, I had the good fortune to become the evaluator of the Oklahoma CoOccurring State Incentive Grant from SAMHSA. The grant supports efforts at the State level
to integrate the mental health and substance abuse service systems. Analogous to my
experiences, over the last 30 years, the knowledge base and conceptualization of treatment
for people with a co-occurring disorder has evolved and continues to evolve.
Given my experience at this point, if I were redesigning the program today, I would also
incorporate knowledge about the stages of change in both residential and outpatient
treatment. I would also promote the development of self-help groups for people with a cooccurring disorder such as Double Trouble in Recovery, Dual Recovery and other self-help
groups, both at the program level and in the community.

9. Conclusion: An emerging treatment model
The role played by SAMHSA using the COSIG project as a catalyst for a process that
exposed both the strength, weaknesses, and points of philosophical incompatibility of the
two traditions should not be underestimated even though it was probably happenstance. In
particular, endorsing the Integrated Treatment model without addressing the differences
and incompatible components in these traditional models created a crisis. This crisis
although disturbing and creating havoc much like any major change, does give us the
opportunity to rethink and realign concepts of treatment. Based on the accumulated
knowledge from mental health and the treatment of addiction, and knowledge gained since
the 1990s during a major effort to develop better treatment interventions for people with cooccurring disorder, that knowledge is available to begin to develop a modern, scientifically
based third technology specifically designed for people wanting treatment for a cooccurring disorder.
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1. Introduction
International Association for the Study of Pain (IASP) provides the definition of pain
according to which pain is an unpleasant sensory and emotional experience associated with actual
or potential tissue damage, or described in terms of such damage (cf. Witte & Stein, 2010).
Therefore pain is a phenomenon which extends beyond the somatosensory dimension and
its perception is determined by a number of factors, among which mental factors deserve
special attention as they can be modified by psychological interventions.
Pain is not always confined to a physical sensation. In the following paper the term ‘pain’ is
reserved for somatic pain. However, the experience of such pain might become a threat to
the integrity of the self, which is accompanied by despair. The sensations of this kind will be
described as ‘suffering’.

2. Pain in cancer patients
Cancer patients commonly experience pain in various stages of their disease. Numerous
studies indicate that approximately 1/3 of the patients experience pain in the active stage of
their disease, and the proportion rises to 50-78% in the advanced stages of cancer (e.g.
Breitbart et al., 2009; Chapman, 2011). Approximately 33% of cancer survivors suffer from a
chronic pain syndrome as a result of tissue damage or as a side effect of their treatment
(A.W. Burton et al., 2007; van den Beuken-van Everdingen et al., 2007).
A number of factors are responsible for pain experienced by cancer patients. Among the
major ones is the development of the disease: tumour compression or infiltration of nerve,
plexus and meninges as well as metastases to the bones. Approximately 25% of patients
present with pain which is a side effect of radiotherapy, chemotherapy or surgical
procedures (Breitbart et al., 2009).
Pain which develops as a result of radiotherapy is caused by skin burns and the reduced
blood flow in the irradiated tissues, which may lead to necrosis, neural damage, fibrosis or
stenosis. Post-radiotherapy pain occurs not only during the active treatment but also months
and even years after the completion of the treatment (cf. Breitbart et al., 2009; A.W. Burton et
al., 2007; Colyer, 2003).
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Chemotherapy-induced pain is commonly brought on by peripheral neuropathy as well as
by the direct damage of the tissue susceptible to chemotherapeutic drugs, such as mucous
membrane lining the digestive tract (Visovsky et al., 2007). Such drugs as platinum
compounds, vinca alkaloids, taxanes, thalidomide and bortezomid tend to contribute to the
development of neuropathy (Armstrong et al., 2005; A.W. Burton et al., 2007).
Pain resulting from the surgical procedures is commonly caused by tissue damage during
surgery, scarring, adhesion, lymphoedema, neural damage (e.g. of axillary or
intercostobrachial nerves), neuromas or phantom sensations following the amputation of
the body part (Breitbart et al., 2009; Chapman, 2011).

3. The psychological aspect of chronic pain in cancer patients
3.1 The consequences of pain for the patient’s functioning
Pain, and chronic pain in particular, may have a considerable impact on the patients’ quality
of life (Breitbart et al., 2009; Cowan, 2011; Wahl et al., 2009). A restriction in mobility and
declining physical as well as cognitive functions, especially difficulty concentrating, a sense
of powerlessness and helplessness are frequent pain-induced complaints (e.g. Breitbart et
al., 2009; Melkumova et al., 2011). Such experiences may lead to the intensification of
resignation thoughts and suicidality (Breitbart et al., 2009). Furthermore, the available
empirical data confirms the concurrence of insomnia and chronic pain (Goral et al., 2010;
Tang et al., 2007). What is more, insomnia may in turn intensify pain sensations. Also pain
and insomnia are among major risk factors for suicide (Kutcher & Chehil, 2007).
Apart from physical complaints, other factors contributing to the development of depression
are a sense of worthlessness and low self-esteem as well as an impairment of the ability to
perform important roles in one’s professional and family life, a loss of independence, a sense
of meaninglessness and chronic anxiety. Thus it is not surprising that depression is one of
the most frequent mental disorders observed among cancer patients. Nearly half of cancer
patients suffer from depression and anxiety (cf. Breitbart et al., 2009; Rymaszewska &
Dudek, 2009).
Anxiety can be related to the fear of death, of treatment and its side effects, of adverse
impact of the disease on the patient’s personal, family and professional life, etc. The disorder
frequently manifests itself as a generalized anxiety disorder, worrying or generalized futureoriented anxiety. As an unpleasant experience pain may also lead to the development of the
fear of future pain or of the intensification of pain to such an extent that it becomes
unbearable (Cowan, 2011; Leeuw et al., 2007).
3.2 Pain as a source of chronic stress
3.2.1 Stress and cognitive appraisal
Pain intensifies the patients’ level of distress (Zaza & Baine, 2002). Lazarus and Folkman
define stress as a “particular relationship between the person and the environment that is appraised
by the person as taxing or exceeding his or her resources and endangering his or her well-being”
(1984, p. 19).
Crucial in this conception is the subject cognitive appraisal of the relationship between an
individual and his or her environment, which is seen as the “process of categorizing an
encounter, and its various facets, with respect to its significance for well-being” (Lazarus
& Folkman, 1984, p. 31). This appraisal is a continuous process and embraces the primary
appraisal, in which a given situation is recognized as stressful and defined in terms of
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harm/loss, threat or challenge, and the secondary appraisal, which concerns the possible
action which can be taken by an individual in order to resolve the situation. Both these
appraisals are linked and occur simultaneously.
According to the cognitive behavioural theories regarding the occurrence of emotions and
the generation of activities (e.g. Ellis & Dryden, 2007; Maultsby, 1990), cognitive content
informs the person’s emotions as well as his or her behaviour. Thus the appraisal of the
stressor in the terms of harm/loss is frequently followed by sadness and grief and passive
behaviour, threat gives rise to anxiety and escape or erratic behaviours, while challenge may
result in a variety of emotions, including positive ones such as hope, which are accompanied
by involvement and goal-oriented activities.
3.2.2 Coping
The secondary appraisal in turn enables a person to evaluate his or her own possibilities to
act when confronted with a stressor, so that the process of coping can commence. Lazarus
and Folkman define coping as “constantly changing cognitive and behavioural efforts to manage
specific external and/or internal demands that are appraised as taxing or exceeding the resources of
the person” (1984, p. 141). Since the appraisal which determines coping is subjective, hence
liable to cognitive distortion, coping can be aimed at resolving the problem or at selfregulation of emotions.
Coping itself cannot, however, be equated with the objective adaptability of behaviours. The
patient can cope with stress by, for example, following the doctor’s recommendations and in
so doing reducing the risk of further development of the illness, but, on the other hand, the
patient (especially if he or she has a low opinion of their ability to instrumentally resolve the
problem) may engage in the activities regarded as unhealthy, such as alcohol consumption,
which nevertheless will help them to achieve emotional comfort (cf. Endler, Parker &
Summerfeldt, 1998). Finally, chronic stress can be related to the treatment regimen or the
changeable course of the disease. Patients suffering from chronic conditions commonly
balance between the instrumental and emotion-regulating activities and hence the catalogue
of the techniques they employ to cope with stress is subject to change.
At this point the costs of coping must be mentioned, i.e. the loss of resources following the
undertaking and continuing the efforts aimed at dealing with the stressful situation. From
the perspective of cost assessment it might prove more cost-effective to abandon the efforts
and tolerate the stressors rather than undertake an effort to cope with them (cf. Hobfoll,
1998; Schönpflug & Battmann, 1988, as cited in Heszen & Sęk, 2007). In practical terms it
means that the patient may choose not to be involved in his or her own treatment, and he or
she may experience a sense of hopelessness, reduced activity and lack of motivation to
undertake new tasks or challenges.
3.2.3 Neuropsychological aspect of stress
Stress and the ways of coping may also impact on neurophysiological processes related to
the reaction to stress: on their intensity, frequency, duration and the reaction patterns.
Moreover, chronic sympathetic system and hormonal system arousal may in turn lead to the
exhaustion of the body’s resources, immune deficiency, and functional – and subsequently
structural – disorders of the organs and the systems of the body (cf. Vedhara & Irwin, 2005).
Chronic stress leads to the constant activation of the adrenal cortex and the oversecretion of
glucocorticosteroids, including cortisol. Although in the case of short-term stress those
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hormones assist the release of additional energy and help to resolve a difficult situation, in
the case of prolonged stress they can cause a number of adverse reactions in the body. For
instance chronic hypercortisolemia may contribute to the damage and the atrophy of the
hippocampus (Colla et al., 2007; Sapolsky, 2000). In the case of pain neuroimaging tests
confirm the presence of dysfunctions and structural alterations of the limbic system and
hippocampus, which is the structure that suppresses cortisol secretion (Herbert et al., 2006;
Zimmerman et al., 2009). What is more, the hippocampus is the region of the brain where
the memories of the context of a given situation and the perception of the stimulus are
stored and can be retrieved to help a person to appraise the currently experienced events in
a more adequate manner. The damage of the hippocampus contributes to the further
increase of the stress level, since the reduction of feedback prevents the effective
suppression of hormone secretion from the suprarenal gland while the impairment of
memory and dysregulation of affect, the functions normally regulated by the hippocampus,
result in the patient seeing his or her life as even more miserable (cf. Wirga & Wojtyna,
2010).
3.3 Psychological factors and pain
The intensity of pain is determined by a number of factors and the size of the damaged
tissue is only one of them. Nociceptive stimuli are first modified in the spinal cord through
so-called “gate control” (Melzack & Wall, 1965). The interaction of the impulses transmitted
by the nerve fibres of various diameter can cause inhibition or intensification of the
nociceptive signal. The process is also affected by the impulses coming from the brain. The
processes occurring in the central nervous system are of major importance for the chronic
pain-related issues.
3.3.1 Anxiety and pain
The perception of pain depends on the level of arousal and emotional state. The level of
anxiety is crucial here and the reaction to fear and anxiety manifests itself on several levels:
 physiological – as an activation of the sympathetic system, including faster breathing,
the activation of the circulatory system as well as increased muscle tone and reactivity;
 cognitive – as an interpretation of the stimulus as a threat and the appraisal of its
consequences;
 behavioural – as activities leading to coping with the threat, including escape and
avoidance behaviour.
A number of studies indicate that the level of anxiety is the crucial aspect of coping with
pain. The studies concerning chronic pain proved that the catastrophizing of this experience
contributes to the reactions which additionally intensify the feeling of pain (e.g. Leeuw et al.,
2007; Linton et al., 2000; Mok & Lee, 2008; Nijs et al., 2008). The fear of pain can manifest
itself as, for instance, the fear of the feeling of pain itself, the fear of physical activity or
movement which can trigger pain or the fear of (re)injury (Leeuw et al., 2007).
Similar phenomena may occur in the case of cancer patients. However, it is not only the fear
of pain itself that can contribute to the intensification of sensations of pain, since the
physiological symptoms of anxiety, through the increase of muscle tone or intensification of
the scanning of one’s own body – regardless of the cause of the fear – may also contribute to
the alteration of the perception of pain.
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3.3.2 Hypervigilance and pain
Pain-related fear may also result in the patient’s making an effort to find as much
information about the current situation as possible, which leads to so-called hypervigilance:
the tendency to scan one’s own body and observe its signals. Since the patient’s attention is
heightened, he or she is likely to notice more disturbing symptoms and perceive the neutral
stimuli as painful (cf. Lautenbacher et al., 2010; Rollman, 2009). According to behavioural
theories, hypervigilance is reinforced by the patient’s relatives and friends, since his or her
complaints meet with their attention and care or bring small benefits such as being excused
from the chores. From the perspective of cognitive theories, the patient’s beliefs concerning
the nature of pain and the consequences of his or her disease are of vital importance. The
patient may be convinced that pain indicates, for example, the spreading of the cancer and
the prompt reaction to even the slightest sensation of pain can help to apply an appropriate
procedure and, in consequence, save his or her life. Hypervigilance may also be affected by
the vagueness of a painful stimulus. The stimuli whose site and intensity are well defined
are less likely to arouse the patient’s specific vigilance than the vague ones (e.g. Almay,
1987; Kostarczyk, 2003).
The patient’s attitude is of prime importance. The anticipation of suffering contributes to
hypervigilance and thus raises the risk of the occurrence and/or intensification of pain
(Arntz et al., 1991; Leeuw et al., 2007). On the other hand, the placebo effect represents the
opposite phenomenon. It has been demonstrated on numerous occasions that patients who
believe in the efficacy of pain treatment feel considerable relief after being given an inert
substance (cf. Benedetti, 2009).
3.3.3 Catastrophizing and pain
Another significant factor which may modify painful sensations is catastrophizing, which
involves anticipating the worst possible outcome of the symptoms experienced and
contributes to appraising the situation as a threat as well as preventing the person from
believing in his or her ability to cope with the problem (Leeuw et al., 2007; Nijs et al., 2008;
Vowles et al., 2008). Catastrophizing is a cognitive disorder linked to the tendency to
anticipate the worst-case scenario and overestimate its probability. It also leads to
exaggerating the problems and overlooking positive aspects of the situation such as the
availability of useful resources. What lies at the roots of this phenomenon is the patient’s
previous experiences as well as the assumptions concerning a given disease, in this case,
cancer and pain. The assumptions are based on the information from the media, public and
cultural sources, books, medical specialists as well as a wide variety of other sources.
Therefore the assumptions the patient makes about his or her illness may differ significantly
from the objective medical knowledge. A number of studies indicate that catastrophizing is
closely linked with the intensification of pain and anxiety (Bishop & Warr, 2003; A.K. Burton
et al., 1995), and can even serve as a predictor of the occurrence of pain and the deterioration
of the patient’s condition, which was demonstrated in the prospective study on back pain
(Linton et al., 2000).
3.3.4 Behaviour and pain
The fear of pain is commonly followed by avoidance behaviours (Leeuw et al., 2007). It may
lead to, for instance, withdrawal from physical activity, which, in the patient’s view, may
cause (re)injury or contribute in any way to the intensification of pain. Cancer patients may
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also avoid certain medical procedures, such as radiotherapy or chemotherapy. In the short
term, the patient may feel relief, but in the long term such behaviour will result in the
progress of the disease, the consequence of which is the intensification of pain, or it may
lead to the decline in the patient’s fitness, fatigue and the increased likelihood of injury,
which may also contribute to the occurrence of pain in the future.
3.3.5 Beck’s model of depression
In the light of the above it is of utmost importance to identify the factors capable of reducing
the level of distress, anxiety and depressiveness experienced by cancer patients suffering
from chronic pain. Beck’s idiosyncratic model of depression can provide a clue here (cf. Beck
et al., 1979; Williams, 1997). The model focuses on three aspects. The first one is negative
automatic thoughts, which people often take for granted without an in-depth analysis. They
bring about mood changes and, as a result, further thoughts and misconceptions arise,
which finally leads to the downward spiral of despair. The frequent repetition of such
thoughts reinforces them and retains them as patterns in the neural networks of the central
nervous system, which increases the risk of clinical depression symptoms in the future (cf.
Williams, 1997; Wirga & Wojtyna, 2010).
Another important aspect of Beck’s theory is systematic cognitive distortions present in
thinking, such as jumping to arbitrary conclusions, excessive generalization, selective
disregard, exaggeration, minimization, dichotomous thinking and, finally, personalization
involving attributing certain negative characteristics to oneself despite evidence to the
contrary (cf. Wiliams, 1997). Such cognitive errors increase the risk of negative automatic
thoughts recurrence and contribute to the further mood lowering.
Finally, the third aspect of Beck’s model is the depressiogenic cognitive schema. The
schema, according to this theory, is a structure which analyses and organizes information
coming from the environment and enables a person to promptly identify the meaning of a
given stimulus. The schemata are based on an individual’s previous experience, and they
typically develop over the years. In the case of depression, the schemata involve long-lasting
pessimistic attitudes and negative assumptions about oneself, reality and future (Beck et al.,
1979; Williams, 1997). Pain and cancer may in this case act as impulses which activate preexisting schemata.
In conclusion, cognitive content generated in the event of the disease may become the
source of stress and mood lowering, which sometimes develops into a clinically diagnosed
disorder. Bearing in mind the possibility of systematic cognitive distortions it can be
assumed that the individual’s emotions and behaviour frequently result from the biased
distorted appraisal of the facts. Therefore the emotional-behavioural expression may be
inappropriate to the situation.
3.3.6 Cognitive behavioural therapy
Thus if the cognitive approach is adopted, the psychological intervention must be based on
the refutation of the cognitive distortions, the construction of the appropriate assessment of
the situation and the replacement of the thoughts with more functional ones, conducive to
the reduction of suffering (cf. Ellis & Dryden, 2007; Maultsby, 1990). Such interventions are
essential for the cognitive behavioural therapy (CBT).
CBT proved very useful in conjunction with oncological treatment (Moorey & Greer, 2002).
Numerous studies proved that CBT helps to alleviate pain or reduce the mental components
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of various somatic complaints, such as pain (Grant & Haverkamp, 1995; Reid et al., 2003),
breathlessness (Bredin et al., 1999), nausea and vomiting (cf. Cathcart, 2006). CBT is
beneficial in pain treatment as it helps the patient to cope with complaints more effectively,
decreases the perception of symptoms and enables the patient to use analgesic medication
less frequently or in smaller doses, which in turn may reduce adverse effects of
pharmacotherapy (Syrjala et al., 1995). Complementary psychotherapeutic treatment is of
particular importance in the case of neuropathic pain, since many patients continue to
experience excruciating pain even after the administration of the analgesics. CBT has been
shown to be effective in alleviating pain in those patients.
Despite the evidence from the research conducted to date, the current state of knowledge
concerning the possible improvement of the cancer patients’ quality of life is still
inadequate, particularly as far as pain is concerned. Moreover, little is known about the
mechanisms which might lead to such improvement.

4. The study
4.1 Aim
The main objectives of the following study were to:
 explore the link between the intensity of irrational beliefs, depressiveness and the
severity of pain in cancer patients,
 determine the impact of the cognitive behavioural therapy on the perception of pain in
cancer patients.
4.2 Design and subjects
The longitudinal study comprised a pre-test and a post-test after the period of two months.
253 non-terminal cancer patients participated in the study, all of whom were also treated for
chronic pain at the Pain Clinic. All the subjects took advantage of the pharmacological
assistance provided by the clinic. 128 patients took part in the cognitive behavioural
therapy, while others constituted the control group (n=125) and only took advantage of the
standard assistance provided by the Pain Clinic. The group allocation was randomized.
4.3 The method of intervention – Rational behavioural therapy
The study employed the cognitive behavioural method known as rational behavioural
therapy (Maultsby, 1990). The aim of this method is to isolate the person’s beliefs which are
chiefly responsible for his or her emotional discomfort. Maultsby proposes that the
previously identified beliefs be tested to assess their rationality by means of the rules of
healthy (rational) thinking. These rules relate to the following issues:
 Healthy thinking is based on obvious facts. Thus this rule aims at exposing cognitive
distortions. In order to do that the patient is engaged into a conversation and a so-called
camera test is performed (“if this event was captured on film, what would be recorded?
Does it conform with your judgement/opinion?”). The weighing pros and cons
discussion can also be used. Finally, the behavioural experiments can be utilized,
especially those which involve identifying other people’s views.
 Healthy thinking helps protect health and life. This rule refers to the effects a given way of
thinking has on somatic health. The question which proves particularly helpful in this
case is whether the thought tested helps to reduce the stress level or intensifies it. It
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follows from psychoneuroimmunological knowledge that the prolonged distress will
lead to the reduction in immunocompetence (cf. Vedhara & Irwin, 2005). Therefore, a
way of thinking which encourages the reduction of distress should be essential for
better health.
 Healthy thinking helps to achieve goals. This rule relates to the motivational sphere. A
healthy way of thinking promotes physical activity. The person who thinks in this way
is more motivated to act towards desirable ends.
 Healthy thinking helps to resolve or avoid unwanted conflicts. A healthy way of thinking
allows the person to maintain desirable relationships with others. It enables the person
to cater for his or her own needs and at the same time reduces the risk of undesirable
conflicts.
 And finally healthy thinking helps the person to feel the way he or she wants to feel. This rule
is also known as “a healthy thinking helps to feel better” or “to feel less unwell”. It is
worth noting at this point that the mood improvement here follows from cognitive
content without the use of psychoactive substances.
Thus the rules of healthy thinking relate to the realistic assessment of facts and the appraisal
of the effects of a given way of thinking on the most important areas of a person’s
functioning: physical health, motivational sphere, interpersonal relations and mental health.
According to Maultsby a rational way of thinking is characterized by at least three of the
above-mentioned rules. The appraisal of the cognitive content is subjective and performed
by the patient him- or herself.
The stage of the identification of irrational beliefs is followed by the search for alternative
thoughts which concern the same issue but are more adaptive and are correlated with the
improvement of the patient’s emotional state. The search for alternatives which will
conform with the criteria of healthy thinking involves the discussion with the patients. The
therapy based on the rules of healthy thinking is the compilation of several classical
techniques employed in CBT, such as the “pros and cons” technique, the appraisal of the
consequences of thinking or the refutation of cognitive distortions.
The alternative rational thinking is reinforced through daily repetition of healthy thoughts,
finding evidence of their truth and by employing the patient’s imagination: he or she
imagines a desired outcome and a desired emotional and behavioural state resulting from a
new way of thinking.
The current study involved the individual therapy consisting of 8 weekly hour-long
sessions.
4.4 Study instruments
4.4.1 Depression
The current study used the Polish translation of Beck Depression Inventory (BDI; Beck et al,
1988, 1996). The inventory can be used to determine the general intensity of depressiveness
and the intensity of its following components: affective and somatic symptoms.
The inventory contains 21 questionnaire items. Each item has a set of four possible answer
choices, reflecting the range of symptom intensity: from the complete absence of a symptom
(value 0) to the clear manifestation (value 3). Thus the total score ranges from 0 to 63, with
the higher score indicating more severe depressive symptoms.
The reliability coefficient for Beck Depression Inventory was α =0.91, whereas Cronbach’s α
coefficient for subscales ranged from 0.86 for Somatic subscale to 0.96 for Affective subscale.
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4.4.2 Pain intensity
A Visual Analogue Scale (VAS) was used to determine the severity of pain. VAS is a simple
instrument to measure the patient’s subjective assessment of pain severity. The patient is
provided with a 100-millimetre line, on which he or she marks the point which represents
the severity of pain he or she feels, with the point 0 indicating the complete absence of pain
and 100 – the most severe pain imaginable.
4.4.3 Irrational beliefs regarding pain
The study utilized a partly structuralized interview concerning the patient’s perception of
pain and the possible ways of coping with it. Next the Socratic dialogue was used to find
out more details and, as a result, to identify the patient’s beliefs concerning pain, which was
essential for further therapy. The beliefs were classified as irrational if they were counterfactual (this criterion did not apply to spiritual beliefs) or they failed to conform with at least
three of Maultsby’s rules of healthy thinking (Maultsby, 1990).
The beliefs were assessed by the patients on the scale of 0 to 100% to determine the strength
of the patients’ conviction as well as the intensity of the emotional discomfort associated
with a given belief. The level of emotional discomfort was marked on the scale of 0 to 100,
where 0 indicated composure and 100 the most severe emotional discomfort.
The intensity of irrational beliefs was assessed in two ways. First, the proportion of
irrational beliefs was assessed in reference to the total of patient’s statements concerning his
or her own person identified in the course of the study. Then, in order to estimate the
strength of the patient’s irrational beliefs, the mean value of the patient’s conviction relating
to all previously identified irrational cognitive content was calculated.
4.4.4 Catastrophizing
To assess the intensity of catastrophizing with regard to pain the 13-item Pain Catastrophizing
Scale (PCS; Sullivan et al., 1995) was used. This instrument is used to calculate the general score
as well as the score in three subscales: magnification, rumination, and helplessness.
Patients are asked to report how often they experience certain thoughts or feelings while in
pain. The answers are marked on the 5-point Likert scale ranging from 0 (Not at all) to 4 (All
the time). Cronbach’s α coefficient of reliability for the present study was 0.90.
4.4.5 Demographic data
Demographic data sheet was used to gather information concerning the patients’ age, sex,
marital status, educational background, professional status, the duration of cancer as well as
the patients’ specific diagnosis, and the duration for which the patient was registered with
the Pain Clinic.

5. Results
The characteristics of the group are presented in table 1.
The pre-test showed no differences in the study variables between the experimental and
control groups.
The patients’ average score in Beck Depression Inventory was 32.57. It is worth noting that as
many as 76.1% of the study subjects scored above 13, which, according to the authors of the
questionnaire, could be interpreted as a high risk of clinical depression (Beck et al., 1996).
11.45% of the study subjects’ score indicated a risk of a major depressive episode.
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CBT group
n=128

Control group
n=125

Total
n=253

54.12
36 - 65

55.27
39 - 65

54.89
36 - 65

47.66
52.34

47.20
52.80

47.43
52.57

1.57
71.09
10.94
16.4

2.4
72.8
9.6
15.2

1.98
71.94
10.27
15.81

1.56
35.94
38.28
24.22

1.6
32.0
40.0
26.4

1.58
33.99
39.13
25.3

9.37
50.0
21.88
18.75

8.0
53.6
20.0
18.4

8.69
51.78
20.95
18.58

5.17
2 - 11

5.34
1 – 9.5

5.21
1 - 11

1.94
0.5 - 6

2.01
0.5 – 5.5

1.98
0.5 - 6

45.26
10 - 95

44.98
10 - 90

45.07
10 - 95

33.28
3 - 59

32.01
2 - 57

32.57
2 - 59

33.62
7.07
12.34
14.22

33.16
6.85
12.01
14.28

25.31
6.97
12.18
14.24

70.11
86.78
75.42

69.07
88.29
74.30

69.51
87.33
74.87

Age
Mean
Range
Gender [%]
Male
Female
Marital status [%]
Single
Married
Widowed
Divorced/Separated
Educational background [%]
Elementary
Vocational
Secondary
University
Occupation [%]
Employed
Unemployed
Housewife
Retired
Duration of cancer [yrs]
Mean
Range
Duration of chronic pain [yrs]
Mean
Range
Pain intensity (VAS)
Mean
Range
Depression (BDI)
Mean
Range
Catastrophizing (PCS)
Total
Magnification
Rumination
Helplessness
Irrational beliefs
Number (Proportion) [%]
Conviction the beliefs are true [mean]
Level of emotional discomfort [mean]
Table 1. Characteristics of study participants
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Examples of statements
(strength of conviction)
I can’t sleep at all because of the
pain (100%)

Cognitive
distortions
Exaggeration

I know that pain is a sign of the
advancement of cancer (100%)

Catastrophizing

Pain destroys my life, I’m going
to be a total wreck (80%)
Even if there is slight relief,
I always feel worse later on.
I can’t do what I want anyway
(90%)

Exaggeration,
catastrophizing
Active refutation
of positive
aspects,
dichotomous
thinking

When it hurts so much, I know
the end is near (90%)

Exaggeration

This pain will never go away. On Exaggeration,
the contrary, it’ll be worse and
catastrophizing
worse (100%)

I’ve been hurting a little less in
the past couple of days, but it’s
just a lucky chance – it must
have been because of the weather
(70%)

Minimization

Because of this pain I’m good for
nothing (90%)
This treatment is pointless – it
still hurts like hell. It’d be better
to shoot myself or get drunk and
never get sober (95%)

Generalization,
exaggeration
Dichotomous
thinking
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Healthier alternatives
I can sleep a little in spite of the pain.
I can fall asleep more easily if I concentrate
on other things.
Pain is linked to the disease and treatment.
It indicates that something has happened to
my body, but it does not necessarily mean
that something worse is going on. I can
work with the doctor to control it.
My life goes on in spite of the pain.
I can still be useful and do a lot of things.
Sometimes I hurt more and sometimes less.
When I feel better, I can do something I like
or something that I want.
When I do something nice for myself, I feel
even better.
Perhaps if I engage in something that I like,
it will help me to feel better physically.
I don’t know what will happen.
Pain is just a symptom and I’m alive and
I should take advantage of that.
I don’t know what will happen.
My pain is sometimes stronger and
sometimes not so strong.
This means that it can be modified
One day I might be able to cope with it
better than now.
I don’t know why I’ve been hurting less.
But if it’s possible, it means that this pain
can sometimes be less strong.
I will find the ways to help me to feel
better.
I will concentrate on the periods when I
feel well and try to find out what it is that
helps me. It will help me to organize my
life better.
There are many spheres of life apart from
pain. I can still do a lot of things.
My treatment helps me to alleviate pain a
little, so it is efficient to a certain extent.
Perhaps in the meantime they will develop
a better treatment.
Rather than worry myself sick, I can
concentrate on the present moment.

Table 2. Patients irrational beliefs concerning pain and their healthier alternatives developed
in the course of CBT
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The study revealed a variety of irrational cognitive thoughts related to the perception of
pain and the possible ways of coping with it. On average as much as 69.51% of statements
concerning pain and coping with it identified in the course of the interview were classified
as irrational. At the same time the high value of the patients’ conviction that their irrational
beliefs are true was observed (M=87.33; SD=7.61). The sample of the patients’ statements,
with the identification of logical errors and their healthier alternatives, are presented in
table 2.
The strong tendency towards catastrophizing and exaggeration of the possible consequences
of actual facts is worth noting. Another frequent logical error is dichotomous thinking and
generalization, which resulted in the patient’s perceiving pain as more severe than it really
was.
The analysis of the correlations (Kendall’s coefficient tau) demonstrated a positive
association between the intensity of irrational beliefs and the level of depressiveness as well
as the severity of pain (table 3).
The positive associations between both the level of depressiveness and the intensity of pain
on the one hand, and all dimensions of catastrophizing and the proportion of irrational
beliefs and the conviction that they are true on the other was demonstrated. It is worth
noting, however, that these correlation are stronger in relation to the associations taking into
consideration the strength of the patient’s conviction that his or her own beliefs are true.
Furthermore, it must be stressed that the correlations are stronger for the level of irrational
beliefs identified in the interview than for the patients’ scores on Pain Catastrophizing Scale.
Factor
Catastrophizing
Total
magnification
rumination
helplessness
Irrational beliefs
Number
Conviction the beliefs
are true
Level of emotional
discomfort
Depression
Total
Affective symptoms
Somatic symptoms

Pain intensity
0.58
0.61
0.57
0.55

p<0.001
p<0.001
p<0.001
p<0.001

Total
0.48
0.42
0.45
0.51

p<0.001
p<0.01
p<0.001
p<0.001

Depression
Affective
symptoms
0.50
0.51
0.46
0.49

p<0.001
p<0.001
p<0.01
p<0.001

Somatic
symptoms
0.44
0.33
0.43
0.54

p<0.01
p<0.05
p<0.01
p<0.001

0.74 p<0.001
0.77 p<0.001

0.65 p<0.001
0.69 p<0.001

0.70 p<0.001
0.72 p<0.001

0.61 p<0.001
0.66 p<0.001

0.69 p<0.001

0.61 p<0.001

0.58 p<0.001

0.64 p<0.001

-

-

0.56 p<0.001
0.55 p<0.001
0.58 p<0.001

-

Table 3. The correlation between irrational beliefs and depression and the intensification of
pain in cancer patients
The final post-test showed significant differences in the study variables between the
experimental and control groups. In order to demonstrate the differences resulting from the
cognitive behavioural therapy, the analysis of variance with repeated measures (ANOVA)
was used (table 4).
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Baseline
Factor

Pain intensity
Depression
Total
Affective
symptoms
Somatic
symptoms
Catastrophizing
Total
Magnification
Rumination
Helplessness
Irrational beliefs
Number
Conviction the
beliefs are true
Level of
emotional
discomfort

Group

Post-test

M

SD

M

SD

CBT
Control

45.26
44.98

3.12
3.37

Pain
37.07
47.39

2.66
3.52

CBT
Control
CBT
Control
CBT
Control

33.28
32.01
12.89
12.85
20.37
19.92

5.62
4.96
3.13
2.99
3.84
3.01

26.85
33.17
7.64
13.01
19.22
20.15

4.47
4.63
2.32
2.81
3.17
4.22

CBT
Control
CBT
Control
CBT
Control
CBT
Control

33.62
33.16
7.07
6.85
12.34
12.01
14.22
14.28

6.02
5.72
1.09
1.11
2.75
3.02
3.17
3.33

22.77
33.82
4.88
6.93
8.75
12.89
8.12
13.99

4.68
5.44
0.84
1.45
1.77
2.78
1.62
2.61

CBT
Control
CBT
Control
CBT

70.11
69.07
86.78
88.29
75.42

9.23
8.89
10.36
9.90
6.88

47.69
76.24
68.54
89.10
73.13

6.56
8.64
5.87
8.92
5.94

Control

74.30

7.13

75.22

6.86
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Source of variance
Group x
Group Time
Time
F (η2)
F (η2)
F (η2)
n.s.

6.27*
(0.14)

31.54**
(0.42)

n.s.

n.s.

34.61***
(0.47)

n.s.

n.s.

36.87***
(0.48)

n.s.

n.s.

n.s.

n.s.

n.s.

43.73***
(0.51)

n.s.

n.s.

48.25***
(0.54)

n.s.

5.84*
(0.06)

8.51*
(0.18)

n.s.

n.s.

54.18***
(0.57)

n.s.

6.13*
(0.11)

66.04***
(0.71)

n.s.

n.s.

64.78***
(0.48)

n.s.

n.s.

n.s.

Table 4. The impact of cognitive behavioural therapy on the intensity of pain,
depressiveness and the irrationality of beliefs
n.s. – not significant; * p<0.05 ** p<0.01 *** p<0.001
The analysis demonstrated the decreased severity of pain, the decreased tendency towards
catastrophizing and the less strong conviction that the irrational beliefs are true as well as
lower proportion of irrational statements among the patients in the CBT group. Moreover,
the intensity of depressive symptoms related to affective component (but not somatic) was
also reported to have diminished.
The control group exhibited a small but significant increase in the proportion of irrational
beliefs and the intensity of pain, whereas no changes in depressiveness or catastrophizing
were observed.
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6. Discussion
The results confirm the significance of catastrophizing in the intensification of sensations of
pain. At the same time the importance of CBT (restructuring patient’s beliefs) for the
reduction of depressiveness and the severity of pain was demonstrated. This observation
points to the fact that the depressiveness in cancer patients suffering from chronic pain is to
a large extent determined by situational rather than endogenous factors. It follows that the
pharmacological treatment offered to cancer patients should be complemented by
psychotherapy. Furthermore, since the link between the intensity of the irrational beliefs
regarding pain and the perceived severity of pain has been established, it appears
reasonable to recommend behavioural therapy.
The decrease in the tendency towards catastrophizing helps patients to seek activities which
might contribute to the improvement of their quality of life. The healthier alternative thoughts
expressed in the course of the therapy included the following: “I can do a lot in spite of the pain”;
“Now I can do things I’ve never had time for”; “There are a lot of things in my body that function
properly and I can take advantage of that”; “Actually I live here and now, in this moment. And the pain
which lasts a second can be easily endured”. The last statement points out the beneficial effect of
the shortening of the time (temporal) span to the very short period of time.
The healthier alternatives also included the references to the efficacy of the pain medication.
The patients’ expectations that the medication will help to alleviate their pain increase the
probability of it happening. The phenomenon is similar to the placebo effect. A number of
studies (cf. Benedetti, 2009) demonstrated that in the chronic pain treatment the patient’s
expectations concerning the efficacy of the medication significantly improve his or her
general condition. During the 13-week observation of the patients suffering from chronic
back pain no significant differences in pain severity were observed between the patients
who were administered duloxetine and those given placebo (Skljarevski et al., 2009). A
number of studies have found that the administration of placebo reduces the severity of
pain in a substantial proportion of patients suffering from chronic pain. It is also reported
(Wasan et al., 2006) that the patients who show more severe psychopathological symptoms
are more susceptible to the placebo effect with regard to the alleviation of chronic back pain.
In the current study the patients exhibited more – although not radically – intense
depressive symptoms. Therefore, it can be surmised that they are also particularly susceptible
to suggestions concerning the efficacy of pharmacology. In the case of the current study,
however, we deal with autosuggestion and actual medication rather than placebo.
Finally, it is worth noting that the condition of the patients was more adequately
characterized by the strength of irrationality of beliefs identified in the interview rather than
the level of catastrophizing determined on the basis of the questionnaire. This observation
should encourage researcher to utilize qualitative methods in preference to paper-pencil
tests. It follows from the fact that questionnaires, even those of high accuracy, may provide
the indicators of the frequency of symptoms and their severity, but they overlook the
significance attached to the symptoms by the patient him- or herself. A questionnaire might
fail to cover the issues which, because of their significance for the study subject, will be
strongly associated with the phenomenon studied.

7. Conclusions
The study confirms the significance of cognitive content in the perception of pain and the
development of depressiveness. By reducing the irrationality of thinking cognitive
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behavioural therapy can help to improve the mental and somatic functioning of cancer
patients suffering from chronic pain. Therefore, the introduction of CBT as an
complementary treatment in conjunction with traditional pharmacological treatment is
worth considering.
Irrespective of their therapeutic outcomes, the methods of cognitive behavioural interview
can be more effective than a questionnaire in isolating those patients to whom
psychotherapeutic techniques may be particularly beneficial, as it has been found that the
irrational beliefs identified in the interview served as a better predictor of sensations of pain
than the catastrophizing tested by means of the questionnaire.
Cognitive restructuring in the patients suffering from chronic pain can help them to avoid
unnecessary irrational suffering and alleviate both physical pain and despair.
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Therapeutic Strategies in Schizophrenia
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1. Introduction
Schizophrenia is possibly the most notorious of the mental illnesses and the lack of popular
understanding of it, with consequent understandable discomfort upon receipt of the
diagnosis, persists to the present day. The evolution of terms to describe what is usually
understood by health workers in the UK as learning disability is a useful illustration of how
mental illness generally has come to be understood. :English Mental

IQ under 20

IQ 20-30

IQ 50-70

Deficiency Acts
1913-1927

Idiocy

Imbecility

Feeble-mindedndess

Mental Heath Act,

IQ 0-50

IQ 50-70

England & Wales
1959

Severe subnormality

subnormality

Mental Heath Act,

IQ 0-50

IQ 50-70

England & Wales
1983

Severe mental impairment

Mental impairment

(in both instances, previously popularly known as ‘mental handicap’).

ICD-10

IQ rating under 20

IQ 20 - 34

IQ 35-49

IQ 50-69

1992

Profound learning
disability (LD)

Severe LD

Moderate LD

Mild LD

Fig. 1. Progression of statutory understanding of intellectual impairment in the UK.
....Indeed, any condition which affects neurological or intellectual functioning has
progressed through an analogous course of understanding. Epilepsy, which is now known
to be an abnormality in cerebral neural transmission, was thought of in earlier times to be
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perhaps a visitation from God or indicative of shamanic ability. Such lurid explanations
are now no longer felt to be appropriate, as more has become known about the underlying
pathology. The progression of terms used in the understanding of learning disability is an
example of similar development. The progression of understanding of schizophrenia in
the 20th century has been aided by inductive appreciation of the pharmacology of the
illness. This idea will be further considered later on here. Although the progression of
knowledge is necessarily contemporaneous on all fronts, public perception of it is
undoubtedly affected by the social milieu. Thus, in the progression of understanding of
schizophrenia, the first step is that the condition was a result of external forces, such as a
result of celestial actions, or of God (in monotheistic cultures). Next, there was an
understanding of the importance of direct social factors, such as family and immediate
social environment. A reflection upon the psychological effects of these led to the final
step in this progression: the role of an affected person’s biology. Physiological and
ultimately, neurophysiological and biochemical alterations in the disease process are
deliberated upon at this final stage of understanding.
Geekie and Read, in 2009, provide an elegant expression of how a narrative framework
allows a protagonist – such as the affected individual, or society – to make sense of their
experiences. Thus, in the attempt to understand mental illness, alternative narrative
frameworks include:
madness as a result of the whim of the deities (a view prevalent in ancient Greece, for
example)
the same disturbances being understood as the result of one’s life experiences or
circumstances
“ “ as a result of faulty brain chemistry.
“Within the storytelling framework, we might say that these are all different ways of
‘storying’ the experience of madness.” (1)
...Where “storying” can be understood as placing within a narrative framework in order to make the
phenomenon intelligible.
There are, of course, multiple possible narrative frameworks. If one is considering the
evolution of understanding of schizophrenia, then theological, sociological and
biochemical explanatory modes can all be understood as different types of narrative
framework. Each attempts to provide a comprehensive explanation for the disorder.
Multiple types of explanation exist for many reasons: cultural factors, which include
geographical and temporal contexts, as well as educational ones, are perhaps the most
important. In this way, the epistemological foundations of an explanatory mode can be
easily understood. The existence of several possible types of explanation should lead to
the understanding that each relevant branch of knowledge has a contribution to make to
the complete understanding of a subject. Different explanations persist because they are
useful in their own contexts: therefore, a complete understanding of a subject involves
attending to all of the potential reasons underlying it. This is summarised in figure 2 on
the following page. As this figure shows, it is possible to understand that all factors which
influence a mental illness – for our purposes, schizophrenia – can be appreciated as parts
of a unified whole, in which every stage will ultimately affect another stage. The
appreciation of this interconnected nature of phenomena allows a clinician to provide a
holistic framework for management of the disorder, and is especially useful when dealing
with the mental illnesses.
Continued...
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The cerebral appreciation of any event can be summarised, in extremely simplified terms as:

Fig. 2. The interconnected nature of societal, biological and chemical phenomena.

2. Historical overview of the understanding of schizophrenia
Moskovitz and Heim remind us that it is one hundred years since Bleuler originally
proposed the concept of the schizophrenic illnesses, in 1911 (2). In their re-appraisal of
Eugen Bleuler’s original concept of ‘Dementia Praecox or the Group of Schizophrenias’, it is
noted that Bleuler’s understanding of this illness was a largely inductive one: he spent a
great deal of time with his patients at the Burghölzli institute and his understanding of
schizophrenia emerged from this immersive observation. This is reminiscent of modern
anthropological fieldwork, and indeed, Bleuler’s study was essentially anthropological. This
was in marked contrast to the other pioneer of knowledge in schizophrenia, Emil Krapelin.
Whereas Bleuler’s understanding was ‘bottom up’ and inductive, Krapelin’s was ‘top down’,
i.e. theory driven and deductive. Both methods of understanding can produce valuable
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conclusions. The appropriate task to facilitate a complete understanding is to attempt to
bring the multiple sets of theories together in a unified and logical whole. Reference to
figure 2, on the previous page, can help with this.
Moskovitz and Heim (2) inform us that the term ‘schizophrenia’ was effectively coined by
Bleuler in 1911. It is perfectly possible that some of the rather vivid explanations noted
above were similarly previously used to render a phenomenon resembling schizophrenia
intelligible, by placing it within a clear narrative framework.
Romme et al (3) discuss the case of perhaps one of the most famous voice-hearers in history,
St. Jeanne D’Arc [Joan of Arc]. ‘Voice-hearing’ here refers to a particular subtype of the
psychiatric symptom of auditory hallucination. Auditory hallucination – i.e. hearing audible
sounds (including intelligible voices either speaking to or about the affected person) in clear
consciousness when there is no physical cause for them – may be an important symptom of
schizophrenia. In schizophrenic illness, there are often associated ideas which make sense of
this symptom; these ideas can solidify into unshakeable associated, consequent delusions.
Hence, delusions are performing the storying function (1), rendering the psychotic
phenomena intelligible to the person who is experiencing them.
Romme et al discuss how auditory hallucinations, rather than being dismissed out of hand
as an indication of psychosis and thus disregarded, can be actively worked with. This
validation of the affected person’s symptoms is an important element in that person’s
eventual recovery. There are several alternative explanations for the phenomenon of voicehearing. A wry aphorism about this is that if you talk to God, you are religious, whereas if
God talks to you, you’re schizophrenic. As a clinician, I have always noticed that a psychotic
person’s delusions are reflective of the current temporal context. The cover of the book by
Professor Romme and colleagues about voice-hearing and recovery depicts Jeanne D’Arc in
battle. She was a French peasant girl who claimed to hear the voice of God calling upon her
to free her nation from English domination. This occurred towards the end of the Hundred
Years War (1337-1453). Jeanne D’Arc led her compatriots to many important victories as a
result of this ‘divine guidance’. After her capture, at the age of nineteen in 1431, she was
tried and burned at the stake as a witch. Subsequent regal, then ecclesiastical intervention
saw her first declared as a martyr and much later, beatified. In the early twentieth century,
she was canonized and as St. Jeanne D’Arc, is one of the five patron saints of France (3). This
reflects the importance of the cultural context of auditory hallucinations and their
interpretation. In fifteenth century Catholic France, ‘hearing the voice of God’ could
reasonably have been understood as a sign of divine communication. Therefore, the ‘divine
direction’ of Joan of Arc to free her nation from the English in the 1420s would have been
unsurprising. In late twentieth and twenty-first centuries in rich industrialised countries, a
similar phenomenon would be understood as a sign of psychosis which represents an
indication for therapy, most usually pharmacological.
It is worthwhile to briefly reflect upon the history of the treatment of people with mental
illness. The profound lack of understanding of, and inability to explain, mental illness led to
the majority of people affected by it to be excluded from society: indeed, the archaic term for
a psychiatrist is alienist, which implies involvement with those outside the usual boundaries
of society. A few voice-hearers, such as Jeanne D’Arc, have played important historical
roles. The vast majority of others, however, together with their affected fellows, were
excluded from society. From the seventeenth century onwards, this was often in large
lunatic asylums. Medical involvement in such asylums was confined to treating the physical
maladies of the residents. It was not until the mid to late eighteenth century that figures
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such as Pinel in Paris and Chiarugi in Tuscany began to advocate the humane treatment of
asylum inmates. Pinel, together with his overseer Pussin at the Bicêtre hospital in Paris
introduced compassionate reforms in the management of the patients there (4). Their later
contemporary Chiarugi, in Tuscany in 1789, asserted that:
“...it is a supreme moral duty and medical obligation to respect the mental patient as a
person” (4).
The foundations of the Italian therapeutic movement known as Democratic Psychiatry can be
seen here. This sequence of events represented an enormous progression in the care of the
mentally ill. Pinel later (in 1801) emphatically advocated for the inclusion of mental
disorders as a branch of medicine. As a result, he is regarded as the originator of psychiatry
as a medical discipline. Thus, we can say – in light of the earlier remarks here- that Pinel
brought psychiatry into the narrative framework of medicine.
While the introduction of humane treatment of the mentally ill represented a significant
advance on previous approaches, the discovery of effective psychotropic medications was
really what ‘unlocked the doors of the asylums’. It was not until the discovery of lithium
salts as an effective treatment of mania (by Cade in 1949) and the synthesis and subsequent
use of chlorpromazine as a major tranquiliser (by Delay and Deniker in 1952) that people
who had previously been destined to spend the rest of their lives in asylums could
reasonably expect to return to society. Since then, the understanding and development of
drug treatments for mental illness has grown apace. The pharmacological appreciation of
the nature of schizophrenia began by studying the known chemical effects of the major
tranquilisers such as chlorpromazine. Recognition that this drug blocked dopamine
receptors - potentially leading to symptoms of iatrogenic Parkinsonism - is what preceded
the subsequent explosion of neurochemical understanding of schizophrenia. In this way, by
effectively working backwards from the known biochemical effects of a medication, the
neuropathology of particular illnesses has come to be appreciated. In other words, inductive
reasoning from known psychotropic drug actions led to the understanding of the bases of
pathology of these illnesses. Of course, this understanding has continued to grow and some
of the consequent latest developments in the neurophysiological field will be considered
later on here.

3. Current pharmacological and neurophysiological knowledge about
schizophrenia
As indicated above, the first instances of this were arrived at by inductive reasoning about
the mechanisms of action of the earliest widely-available psychotropic drugs. In the process
of obtaining supplementary information about this knowledge, areas requiring further
investigation have, of course, been opened up. Some of these were to further understand the
pharmacological mechanisms and some of this work has necessarily explored the
underlying neuropathology of schizophrenia. In the process of doing so, further therapeutic
avenues became apparent. Miyamoto et al (5) wrote a comprehensive review of
pharmacological treatments for schizophrenia in 2005. Important work had already been
carried out on the detailed neurophysiology and pathology of the disease: in my opinion,
the most significant findings were about the importance of sensory gating (6, 7) and of the
roles of excitotoxicity (8) and apoptosis (9) in the presentation of, and progression of this
disease. Site-specific dopamine receptor activity can be influenced either by (e.g.)
interneuronal sensory gating or by a simple dose-response effect: in the latter case, a high
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receptor density implies that low doses of the particular agent will affect that receptor. In
contrast, a low receptor density requires a higher dose of binding agent. For example, the
second-generation antipsychotic agents sulpride and amisulpiride have differing biological
profiles at different doses. These drugs bind to dopamine D2 receptors in the temporal lobe
cortex at low doses, conferring their excellent antipsychotic activity. At higher doses, these
agents bind to D2 receptors in the corpus striatum, causing difficult extra-pyramidal side
effects -again, including iatrogenic Parkinsonian symptoms (5). Therefore, this implies that
D2 receptors are at a high density in the temporal cortex, but at a lower density in the
striatum, which explains the dose-response effect. At other sites, such as area CA3 of the
hippocampus, interneuronal sensory gating is the phenomenon which determines postsynaptic D2 activity (10).
Miyamoto et al (5) remind us that for any antipsychotic drug to be clinically effective, it must
display occupancy of cerebral dopamine D2 receptors. As we have already seen, the
particular site of the involved D2 receptor is important. To reiterate, this can be partly
determined physiologically (e.g. pre-synaptically), or physically, by the ratio of available
drug to available receptor site.
Dopamine receptor blockade was the main mode of action of the first-generation
antipsychotic drugs: however, the therapeutic window available for this is extremely
narrow. The optimal level of cerebral D2 receptor occupancy classically lies only between
65% to 70%. Below this, there is often no clinical response – although there are a few affected
people who will show a therapeutic response to very low doses of antipsychotic drug.
Above this level of receptor occupancy, symptoms of iatrogenic Parkinsonism, such as
tardive dyskinesia, become a real problem. This is further complicated by the fact that
chronic treatment with the first-generation (‘typical’) antipsychotic drugs causes a
homeostatic increase of D2 receptors (5). Of course, chronic treatment is the most usual
clinical scenario. Ken Steele, a now deceased, well-known advocate of service users’ rights
in the United States, summarised this succinctly. –
“...Just as a diabetic needs to take insulin to control diabetes, a schizophrenic must remain
on medication- each and every day. It’s a question of maintenance. ...Schizophrenia is a
disease that can be controlled, but not yet cured. “ (11, original emphasis)
Steele correctly emphasised the chronic nature of pharmacological treatment for
schizophrenia. Although he was writing in 2001, the position is unchanged today, some 10
years later: schizophrenia remains “...a disease that can be controlled, but not yet cured”.
Empirical experience with the first generation of antipsychotic drugs showed that the D2
receptor model clearly could not explain the whole pathological picture of schizophrenia.
Work was therefore understandably directed towards trying to find out more about this,
because it became apparent that schizophrenia is not simply a process of excessive dopaminergic
activity centred on the cerebral D2 receptors. In order to further elucidate the neuropathology of
schizophrenia, one important branch of work has investigated the role of sensory gating in
schizophrenia (6, 7, 10, 12). Sensory gating is the process where the conscious mind devotes
the majority of its attention to the task which it is directly presented with. Other sensory
stimuli are deemed irrelevant while the task in hand is focussed on. A formal definition is
given by Potter et al (12): ‘‘. . . Sensory gating refers to the pre-attentional habituation of
responses to repeated exposure to the same sensory stimulus.” [my emphasis].
A further explanation of this is given by Conway in 2009 (10):
“...Efficient sensory gating allows a person to ’screen out’, or ignore background stimuli,
such as the noise of a ventilation motor, or traffic outside a window. If the person is unable
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to do this, as in acute schizophrenia, the now intrusive stimulus may acquire a delusional
significance. This is explicable by the pathological cerebral functioning which occurs in
schizophrenia: delusions may represent a conscious attempt by the person to comprehend
the contemporaneous neurophysiological events in his/her brain. Correctly functioning
sensory gating stops the possible misinterpretation of cerebral events.”
Javanbakht (7) notes that there is a “...fronto-limbic imbalance...” which he proposes as one
of the causes of disrupted sensory gating. I would propose that excitotoxicity (8) is perhaps
the cause of this imbalance: excitotoxicity represents the consequence of unremitting
neuronal stimulation. One result of this is that the content of affected neurones is exhausted
and the resultant cellular debris is catabolised by astrocytes. These latter cells are acting, in
effect, as cerebral macrophages, clearing the non-functional cellular material produced as a
result of apoptosis (9). Repeated exacerbations of schizophrenia result in repeated instances
of apoptosis, ultimately leading to the cortical (frontal) atrophy typical of chronic
schizophrenia. Therefore, a functional fronto-limbic imbalance could be caused by
excitotoxic, apoptotic tissue loss in the (pre) frontal cortex. The especially aggressive
pathological process which underlies schizophrenia is exemplified by the fact that negative
symptoms – which are a possible consequence of cerebral hypofunction caused by actual
apoptotic neuronal loss –can be seen in a first attack of schizophrenia (10).
Unremitting cortico-limbic stimulation can be prevented by correctly functioning sensory
gating (6, 7, 10, 12, 13). Here, nicotinic activation, especially of hippocampal area CA3 (10, 13)
will prevent this unremitting stimulation, and its apoptotic consequence (9). The operative
nicotinic receptor - the α7 receptor in area CA3 of the hippocampus - (7, 10, 13) desensitises
very quickly. Short bursts of nicotinic enhancement, such as that provided by cigarette
smoking (10, 13) – or theoretically by nicotine chewing-gum – would, importantly, allow a
transient normalisation of dysfunctional sensory gating. Therefore, the notoriously heavy
cigarette-smoking rate of people with schizophrenia, an attempt at self-medication, (10, 13,
14, 15, 16, 17) might be preventable and thus, important health benefits could be afforded to
this vulnerable patient group if the role of nicotinic transmission is remembered (10).
The search for more efficient antipsychotic medication was stimulated, in part, by the
experience of the limited efficacy of antipsychotic drugs which had existed hitherto. Certainly
the currently available antipsychotic agents represent a great advance on their earlier
predecessors, although they are not without difficult side-effects of their own. This simple fact
tells us that our understanding of schizophrenia remains incomplete. It was noted above how
a relatively simple entity such as dose-response can give an indication about comparative sitespecific receptor density. Such working hypotheses can now, fortunately, be confirmed or
refuted with the help of powerful neuroimaging techniques such as positron emission
tomography (PET scanning), single-photon emission computed tomography (SPECT
scanning), or functional magnetic resonance (fMRI) scanning. However, perhaps the most
important factor with regard to pharmacological treatments for schizophrenia is to emphasise
the necessity for lifelong continuation of medication such that the inherent pathology is not allowed
to progress. Attention is again drawn to Ken Steele’s quote (11): schizophrenia is exactly
analogous to diabetes, but the schizophrenic illness process affects the brain.

4. Psychological approaches to the management of schizophrenic illness
Of course, pharmacological treatments are not the only option in schizophrenia.
Remembering the importance of holistic treatment – for any illness – one should consider
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non-medication based adjunctive managements as part of a treatment package. Following
on from the statement immediately above, any illness which affects the brain will also
consequently affect the mind, thus allowing the possibility of psychological treatments.
(This rubric also includes the social manipulations employed therapeutically in this illness.)
These have proved to be particularly successful in schizophrenia when employed as part
of a treatment programme including appropriate pharmacological and social adjustments.
Not only does psychological treatment provide a useful adjunct to pharmacological
treatment, it has been shown to lower the maintenance medication requirement in this
illness (18). In a thoughtful 2004 paper about the efficacy of cognitive behaviour therapy
(CBT) for psychotic illness, Tarrier and Wykes performed a meta- analysis of 20
randomised controlled trails of CBT compared to treatment as usual. They found that 14
of these trails had at least “...a small [positive] effect size, and 3 a large [positive] effect
size” (18). These authors drew the cautious conclusion that CBT for psychosis was thus
able to reduce positive symptoms in schizophrenia (and therefore the need for
antipsychotic medication).
A large contributor to this was the effect of listening to the affected person’s symptoms. The
value of listening to symptoms really cannot be overemphasised, principally because of two
important issues:
• the validation of an affected person’s experience and
•
assessment of the current progression of pathology.
Barker et al (19) noted that in their study, both the affected people themselves and their
immediate social contacts were “not heard by professionals”, and their beliefs and opinions
about the illness process were discounted. Nine years later, Owens et al (20) identified “...an
existing dearth of evidence on service users’ experiences of mental health services.” This
implies that subjective experience of the affected person in mental illness continues to be
ignored. The importance of listening to symptoms is that they can clearly tell the observer
about the likely coincident pathology. The table on the next page is produced from a firsthand account of the progression of schizophrenia (21), which I have correlated with the
likely coincident neuropathology.
Thus, one of the most useful features of the psychological approaches to the management of
schizophrenia is validation of the affected person’s experience. As one can see from the following
table, by listening to the affected person, a clinician obtains a very clear expression of the
likely current pathology. The first-hand effect of not listening to an affected person’s
symptoms is neatly summarised in the following quote, from a mental health academic who
had spent twelve months being detained in hospital under the Mental Health Act, with
schizophrenia. “...My strange religious beliefs were perhaps quite rightly classified as delusional and
discounted...but this left me with the impression that my experiences...were also being discounted...”
(24, my emphasis)
The point made above and in Figure 3, about the importance of listening to the content of
hallucinatory voices perhaps reminds us of perhaps how short-sighted this person’s
clinicians were. As another example of the importance of listening, the testimonial data
collected by Barker et al is sobering for a therapeutic readership. –
“...They all said the same things: you’re hallucinating, they said. I thought: what’s caused
this? So they said the damaged area of the head, this bit round here [no indication of area
given in transcript], that’s all I was told, really.”
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Reported subjective experience: verbatim
quotes from Snyder (21).
“I developed schizophrenia gradually over
a period of nine years, with the most
severe symptoms appearing when I was
twenty-eight years old.”

“I cannot think of anything physical or
psychological that could have triggered a
change in my mental state. I had
wonderful, supportive parents, relatives
and friends, and I had a wonderful
childhood.”

“Somewhere between the ages of nineteen
and twenty-one, I was exposed to the
mathematical idea of fractals...I thought I
was going to discover some incredible and
fabulous mathematical principle that
would transform the way we view the
universe...Even though I had no evidence
to substantiate my self-image, I knew in
my heart that I was just like Einstein...”
“At about...twenty-two, I had my first
significant paranoid episodes...I started to
think about images from horror movies
where an insane man breaks into the
house and kills everyone...later...I hurt
my leg and...feeling very vulnerable ...the
nurse might try to infect me with the
AIDS virus by injecting me with a
tainted needle...”
“In my second psychotic episode, I
experienced for the first time what I
can confidently say were auditory
and visual hallucinations...At the
time, these hallucinations seemed real
to me, absolutely real...my family
tried to get me medical help.
Medications were prescribed, but I

253
Comment, including when relevant, possible
operative neuropathology.
This puts his probable age of onset at nineteen
years old. Late adolescence is the typical age of
onset for the schizophrenic illnesses, which
require sufficient maturity in the affected neural
pathways before the pathology can express
itself.
The onset of a psychotic illness is, more often
than not, triggered by an event which anyone
would find severely upsetting. The course of the
illness can be further exacerbated by ongoing
social or psychological stressors. Mr. Snyder is
fortunate in that neither of these apply to him,
suggesting that his illness had a very strong
neurological basis which, if coupled with the
above stressors, may well have been much more
severe. This is an example of the genetic
heterogeneity of schizophrenic phenotypes.
Here, Mr. Snyder is clearly using a manic defence
to make sense of his progressive excessive
mesolimbic dopaminergic discharge. A manic
defence is where the affected person adopts a
grandiose explanation for (e.g.) their coincident
cerebral pathology. Grandiosity can also be a
feature of transient hyperdopaminergia, as seen
both in acute schizophrenia and acute mania, or
in hypomania.
Here, this gentleman is describing what the
progression of hyperdopaminergic discharge
feels like. By now he may well have suffered
some excitotoxic cell damage (8). However,
because he was fortunate in having numerous
effective social supports and was well-engaged
in treatment, his illness was not allowed to
progress to any significant extent and thus it is
probable that any excitotoxic cell loss (8) was
consequently limited.
The aggressive nature of the underlying
pathology of Mr. Snyder’s illness is clearly
demonstrated here. The onset of auditory
hallucinations may well have been have a
consequence of disrupted sensory gating (6,10).
The lack of insight, e.g. the lack of acceptance of
a psychiatric illness, is common for people
affected by severe psychoses. To paraphrase
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refused to take them. I didn’t believe
anything was wrong with me... –
those pills were for crazy people!”

“After several months I finally
decided to take the medication
(Geodon) [=ziprasidone]...I
developed a severe case of
depression...I wanted to die rather
than continue to experience this
feeling...At the end of my second year
taking Geodon, I began to experience
severe akathisia. This unusual type of
anxiety is the worst emotional
experience I have ever experienced in
my entire life...”
“My doctor switched my medication
to Zyprexa [=olanzapine], and the
akathisia gradually diminished...I
now believe that I have fully
recovered from schizophrenia, and I
realise that my recovery is owed
entirely to medication...I did not
pursue any type of psychoanalysis. I
simply took the medication...”
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Nelson (22), hallucinatory voices and their
consequent belief systems are as real and
rational to the affected person as the fact that I
happen to have two arms and two legs. This is
what makes schizophrenia such a problematic
illness to treat: like all the mental illnesses, it
profoundly alters one’s experience of reality. As
such, the protagonists’ reality at the time has to
be actively worked with in order for this person
to move forward productively.
Depression is a very common part of the
pathological progression of schizophrenia: it’s
appearance is so common that it may well be an
intrinsic consequence of the underlying
pathology- possibly due to excitotoxicity (8)
caused by apoptosis (9). Akathisia is a type of
physical restlessness which is uncontrollable: the
affected person has, scatalogically, extremely
severe ‘ants in their pants’.

The idiosyncratic nature of a person’s response
to treatment is well-demonstrated here. Both
ziprasidone and olanzapine are newer
antipsychotic medications, which generally have
far fewer side effects than their older precursors.
In spite of this, ziprasidone – which reputedly
has much less tendency to cause weight gain
than the commonly-used olanzapine – didn’t
prove suitable for Mr Snyder.
The fact that he “did not pursue any type of
psychoanalysis” and still recovered is
attributable to this gentleman’s excellent social
supports. This is in marked contrast to other
first-hand accounts, e.g. Steele (11) and Schiller
(23): although Mr. Steele was markedly lacking
in social support, Mr. Snyder was not. This
again indicates the idiosyncratic nature of
responses to therapeutic efforts in
schizophrenia.
A likely explanation is that there is a continuum
of severity along the spectrum of schizophrenic
illness.

Fig. 3. (above) The probable relationship between symptoms experienced in schizophrenia
and causative pathology.
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...and:
“...they just didn’t want to listen to the patients’ side at all: they would make their diagnoses
and that was it.”
(Both verbatim quotes from Barker et al [19]; my addition to first quote.)
...Again, referring especially to the last comment, the success of the psychological
managements of schizophrenia, with their essential validation of a person’s symptoms is
unsurprising. As has been stated earlier here, it can clearly be seen that delusions are an
attempt by the affected person at storying their experience (1). Another, equally important
facet of the psychological approaches is the degree of empowerment that they afford the
affected person (24). Education about the nature of the illness and how an affected person
can recognise a potential worsening of symptoms and act to prevent an exacerbation is
extremely important. Employment of psychological techniques of management as part of a
treatment programme for schizophrenia can render consumption of antipsychotic
medication an emphatic choice for the affected person rather than passive compliance- the
latter is unfortunately the usual situation.
Psychological treatments for schizophrenia include an array of possibilities (18, 22, 25, 26):
cognitive behavioural therapy [in its many variations] personal therapy, psychotherapy
[again, with many variations of type] and compliance therapy. All of the psychotherapeutic
approaches overlap to some degree. A particularly important ingredient of the
psychological therapies for schizophrenia is the degree of empowerment of the affected
person: these therapies rely on the agency of the affected person in the maintenance of their
own health. As has been indicated above, validation, together with empowerment are two
very important contributors to the improvement in, and maintenance of, ego strength. To
reiterate an earlier assertion here, the establishment of a robust therapeutic alliance between
the affected person and the treating team is a significant positive contributor to the eventual
success of the treatment. The proven success of methods such as cognitive therapy for
schizophrenia is undoubtedly partly attributable to the affected person’s experiences being
listened to or validated (19, 20, 23). In cognitive therapy, the affected person him/herself
becomes the agent of therapeutic change. One facet of cognitive therapy for schizophrenia
involves the affected person actively challenging a delusional belief. As an example, it is not
uncommon for a person suffering from acute schizophrenia to believe that they are evil.
(Hence an acute attack of schizophrenia can include depressive aspects which are
experienced as delusional beliefs, or as persecutory hallucinatory voices.) In cognitive
therapy, the protagonist would be advised to challenge this psychotic expression of
experience by (e.g.) asking the hallucinatory voice to provide evidence for their statement.
The affected person is taught how to provide evidence to the contrary. Hence, dysfunctional
thoughts are confronted. This is the general principle of cognitive therapy, wherever it is used.
To pursue this hypothetical example further:
Hallucinatory voice: “You’re evil.”
Affected person: “No I’m not. I do voluntary work at the local charity shop twice a week and they
really like me there.”
... and here, the importance of appropriate social manipulations as a therapeutic tool becomes
evident.
To combat dysfunctional thoughts, as in this example, the person must have enough ego
strength to be able to do so. This is the aim of the whole treatment package, but especially
applies to psychological techniques used in management. The ability to challenge delusional
beliefs in cognitive therapy or in psychotherapy for psychosis depends on good ego-
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strength in the affected person. Therefore, at first glance, it might seem counter-intuitive to
employ psychotherapeutic methods in schizophrenia where one of the core pathological
features is a disruption of the protagonists’ individuality (and thus, by definition, egostrength). However, in common with all therapies for all illnesses, the aim of treatment is to
arrest – or, at the very least, alleviate – the disease process. Psychotherapeutic approaches
for schizophrenia centre upon maintaining the affected person’s ego-integrity. Psychoeducation is thus an immensely important part of the treatment process. If the affected
person can understand the need for continued medication and further, if they are able to use
psychological techniques to combat a resurgence of symptoms should these arise, the
combination is, again immensely empowering. It is thus unsurprising that the eventual dose
of maintenance medication can be lowered (18).
Interested readers are referred to the wealth of excellent practical texts for cognitive therapy
in schizophrenia, such as Nelson (22). While cognitive therapy has often been successfully
used to aid compliance with medication, we have seen here that effective therapy of this
kind with a well-engaged service user is known to reduce the required dose of maintenance
medication. This is undoubtedly because the affected person can react in a therapeutic
manner to the resurgence of symptoms. Other approaches to the presence of hallucinatory
voices in schizophrenia include using distraction techniques: some affected people find that
listening to music on a personal stereo blocks or drowns out their hallucinatory voices.
As proponents of psychotherapy for the psychoses readily agree, psychotherapy is not a
suitable treatment option for everyone affected by schizophrenia. Again, this is perfectly
intelligible: while there are treatment approaches which are generally applicable – such as
the employment of a drug which has some dopamine D2 antagonism as an antipsychotic
measure - each treatment regime must ideally be individually tailored as far as possible.
One is referred again to figure 2, to be reminded of the holistic picture in treatment of
mental illness. The importance of the holistic picture is emphasised in a review edited by
Gleeson, Killackey and Krstev (27): within this review, the assertion is that a therapeutic
alliance between proponents of the biochemical and psychodynamic models of
schizophrenia is long overdue. Several essays within the review echo this sentiment.

5. Social manipulations in the treatment of schizophrenia
Social and psychological manipulations for illness overlap to a slight degree, most obviously
in their therapeutic effects. The theoretical example of combating dysfunctional beliefs in the
cognitive treatment of schizophrenia above indicates how important social conditions are.
Remembering (from figure 2) that social events produce physiological changes, it is essential
to consider a person’s social situation when attempting to optimise their functional capacity.
Therefore, the affected person must be in a stable and appropriate living situation: the high
frequency of serious mental illness in the homeless and vulnerably housed population is
testament to the importance of the ‘home’ situation. While some people with schizophrenia
are able, with regular medication and regular clinical review, to maintain paid employment,
not everyone is this position is. The usefulness of the attention of a social worker, or
similarly qualified professional who has expertise in negotiating fields such as finance,
housing and employment, is evident. Active feedback between all specialist practitioners
about an affected person is essential: this is the model of the old Community Mental Health
Team (CMHT) in the UK. The usefulness of this particular model is that a single group of
practitioners gets to know the ill person well, and is aware of factors which may alleviate, or
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aggravate their illness. The current (2011) fragmentation of care in the UK therefore can be
potentially unhelpful for the affected person. It is well-recognised that the CMHT can
become a surrogate family for the person with a chronic illness such as schizophrenia. In
this context, perhaps it is useful to reminisce upon the work of Leff et al (28), who described
the importance of expressed emotion (EE).
EE is understood as the level of critical comments and hostility toward the affected person
from a particular carer. Also, the degree of emotional over-involvement of that carer is
noted (28, 29). Since these topics were first considered, from the late 1950s onwards, high EE
has been repeatedly and reliably shown to be associated with a higher relapse rate of
schizophrenia. With the moves towards care in the community of mentally ill people, people
with long-term mental illnesses living in residential facilities essentially have statutory
replacements for their biological families. Therefore, the principles of EE are similarly
applicable. While the degree of EE can be reduced with appropriate staff training, many care
personnel in residential facilities are amongst the least trained (29). Previous studies in this
area have found that critical personally directed comments towards people with
schizophrenia were due to an attribution of dysfunctional behaviours directly to the affected
person, rather than to their illness. Psycho-education about the nature and natural history of
schizophrenia is therefore a great help for all those closely involved with it: patients, carers
and staff members. One of the effects of education is a reduction in EE due to a better
understanding of the illness process.
Many of the social aspects of a person’s situation are the pragmatic ones, e.g.
• Can they care for themselves independently, or do they need help with tasks such as
eating regularly and maintaining personal hygiene?
• Do they have enough money to live on?
• Are they eligible for state benefits?
• Are they able to work, and if so, how does this affect any benefits?
• Do they have secure tenancy of their homes?
One can see that a social worker, or similarly trained professional, is ideally placed to
answer these concerns. Remembering the holistic package of treatment which should ideally
be provided for the person with schizophrenia, the significant potential reduction in stress
makes an important contribution to the maintenance of well-being.

6. Future developments in the treatment of schizophrenia
Unfortunately, constraints of space do not permit a full discussion here of potential future
developments in schizophrenia. With respect to future drug developments, the reader is
referred to the excellent review by Miyamoto et al (5). The pharmacology section above has
already mentioned the potential usefulness of nicotinic adjuncts to the treatment of
schizophrenia. My particular interest is in the use of substances such as nicotine chewinggum to provide the short-term enhancement of sensory gating which would normalise the
dysfunction seen in schizophrenia (10). The sustained activation of nicotinic receptors such
as that provided by nicotine patches is probably unsuitable, because the involved receptors the α7 nicotinic receptors in the hippocampus- desensitise quickly (13, 30). Galantamine is
an α7 ligand which allosterically modulates the receptor to increase neurotransmission (30,
31). The potentiation of nicotinic transmission would therefore be potentially expected to
transiently improve the sensory gating deficit intrinsic to schizophrenia and thus improve
symptoms (6, 7, 10). The recognition of the importance of nicotinic neurotransmission in
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schizophrenia has led to the investigation of drugs such as galantamine as potential
therapeutic agents for schizophrenia; indeed, symptomatic improvement was seen with the
addition of galantamine to the therapeutic regime in two very small samples of patients (29,
30). Enhancement of glutamatergic transmission is another area in which pharmacological
effort may be directed in the search for new drug treatments for schizophrenia. Noting the
remarks above about the importance of holistic treatments in mental illness, an obvious
direction for future treatments in schizophrenia is greater multidisciplinary involvement.
Recent legislative changes in the UK, with the amendment of the Mental Health Act 1983 in
2007, pay attention to this. The senior clinician in charge of a service user’s treatment used to
invariably be the consultant psychiatrist. Under the new Mental Health Act, the person in
overall charge of the service user’s care is the responsible clinician (RC). The RC can be any of
the approved clinicians (ACs):
• a registered medical practitioner
• a registered mental health nurse (including registered learning disability nurse)
• a registered occupational therapist
• a chartered clinical psychologist, and
• a registered social worker
(32)
The widening of professions eligible for the senior role of responsible clinician is a reflection
of greater multidisciplinary involvement in the delivery of care to the service user. Thus,
more effort is directed towards holistic care, which is important.
This emphasis provides a useful point at which to close this chapter. One is reminded that
especially in the mental illnesses, as in all illness, phenomena are interconnected. In
consequence, change at any point on the pathway of causative/therapeutic events can have
potential profound effects on all other stages in the pathway.
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1. Introduction
1.1 Schizophrenia
Schizophrenia (SZ) typically manifests itself in early adulthood with psychotic symptoms
(hallucinations, delusions, disorders of thought or speech, grossly disorganized behaviour),
cognitive impairments and in some, negative symptoms. This illness affects 1% of the
population worldwide (APA, 1994). Risk factors for schizophrenia suggest both a
developmental and genetic basis. Neuropathology and abnormalities in multiple
neurotransmitter systems have been reported throughout the brain (Harrison 1999; Powers
1999). However, there is no diagnostic pathology that identifies the brains of SZ subjects.
1.2 Treatment response/resistance
Antipsychotic drugs (APDs) act primarily to relieve positive symptoms with little or no
effect on negative (i.e. social withdrawal, anhedonia, avolition) and cognitive symptoms
(McEvoy 2006). Not all patients respond to treatment and in those who do, only psychotic
symptoms are usually improved (Conley & Kelly 2001; Meltzer 1997). Treatment response to
APD is best defined along a gradient, one end of which is characterized by no response (TNR)
also referred as “treatment resistant”. The reported rate of treatment response can vary from
25 to 70% (Brenner, et al., 1990). The reason for treatment resistance (or nonresponse) is
poorly understood but appears to have a biological basis (Altamura et al., 2005; Beerpoot et
al., 1996; Sheitman and Lieberman, 1998). A relationship between pathophysiology in SZ and
the degree of treatment response has been shown in several neuroimaging studies (Arango et
al., 2003; Rodriguez et al., 1997; Staal et al., 2001). MRI studies have shown that treatment
nonresponsive SZ subjects have greater cortical atrophy in certain regions (Mitelman et al.,
2005), smaller putamen volumes (Mitelman et al., 2009) and larger cerebral ventricles than do
treatment responsive SZs (Bilder et al. 1994; Staal et al., 2001; Stern et al., 1993). SPECT shows
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differential values for cerebral perfusion, an index of neuronal activity (Gemmell et al., 1990;
Turkington et al., 1993), in treatment responsive vs. resistant SZ subjects (Rodriguez et al.,
1997). APD naïve SZ subjects who eventually respond to treatment have elevated dopamine
release compared to those subjects who do not eventually respond (Abi-Dargham et al.
2000). Importantly, treatment resistance does not occur because of a failure of D2 receptor
blockade by APDs as these treatment resistant subjects show a 95% blockade of striatal D2
receptors following typical APD treatment (Coppens et al., 1991). Neurobiological
differences between treatment response and treatment resistance in SZ are rarely studied at
the microscopic level in postmortem tissue, but provide a strategy for trying to link
psychosis with particular neuropathology (Roberts et al., 2009; Somerville et al., 2011b).
Although numerous neuroimaging studies suggest a biological basis to treatment
response/resistance, to our knowledge, only our postmortem studies have addressed this
issue (Roberts et al., 2009; Somerville et al., 2011b).
The striatum is rich in dopamine receptors and all known effective APDs block dopamine
D2 receptors (Creese, et al., 1976; Lahti et al., 2003; Seeman et al., 1975). Dopamine
modulation depends on many factors such as receptor subtype and location (Cepeda et al.,
2001; Onn et al., 2000; West and Grace, 2002), the concentration of ambient dopamine and
the activity state of the spiny neuron (Cepeda & Levine, 1998). Brain imaging studies show
that the striatum of subjects with SZ displays augmentation of presynaptic dopamine
function, indicating an increase in dopamine synthesis capacity and/or an increase in
presynaptic dopamine stores (Abi-Dargham et al., 1998, 2000; Breier et al., 1997; DaoCastellana et al., 1997; Hietala et al., 1995, 1999; Laruelle et al., 1996, 1999). Specifically, there
is an increase in the release of dopamine (Abi-Dargham et al., 1998; Laruelle et al., 1996,
1999) and in the density and occupancy of dopamine D2 receptors (Abi-Dargham et al., 2000;
Wong et al., 1986). Patients with SZ with high dopamine release are far more responsive to
APDs than those patients who have dopamine levels lower than or comparable to that of
healthy volunteers (Abi-Dargham et al., 2000). In addition, dopamine D2 receptor density in
the caudate nucleus is higher in the unaffected monozygotic twins of SZ subjects compared
to unaffected dizygotic twins and healthy control twins (Hirvonen et al., 2005). The studies
suggest that dopamine transmission dysfunction confers a genetic risk for schizophrenia.
1.3 Striatal pathology in schizophrenia
The striatum of subjects with schizophrenia shows several pathological abnormalities in
vivo (Buchsbaum & Hazlett, 1998) and in postmortem tissue (Harrison, 1999; Powers, 1999).
Grossly, the striatum of neuroleptic-naïve schizophrenia subjects is smaller than normal, but
upon antipsychotic treatment with several but not all drugs, the striatum enlarges (Brandt &
Bonelli, 2008; Chakos et al., 1994). Surface deformation mapping results have shown
localized volume decreases in both the caudate nucleus and putamen in neuroleptic free
patients; such changes were most pronounced in the associative striatum (Mamah et al.,
2007). Moreover, affective flattening was correlated with abnormalities in the anterior
putamen (Mamah et al., 2007). Also, the unaffected siblings of schizophrenia patients
showed intermediate changes between that of controls and their ill siblings (Mamah et al.,
2008). Offspring of schizophrenia patients also have smaller caudate nuclei (Rajarethinam, et
al., 2007). Taken together, these data suggest that gross morphological changes in the
caudate nucleus and/or putamen may be a core feature of the illness or confer a risk factor.
Consistent with the imaging data, results from microscopy show a 10% decrease in cell
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number in the caudate nucleus and putamen (Kreczmanski et al., 2007). Neurochemical
deficits include decreases in 1) uptake sites for glutamate and GABA (Simpson et al., 1992),
2) excitatory amino acid transporter 3 and vesicular glutamate transporter 1 (VGlut1)
(Nudmamud-Thanoi et al., 2008), 3) enkephalin (Kleinman et al., 1985) and neurotensin
receptors (Lahti et al., 1998) and 4) fewer interneurons that express acetylcholine (Holt et al.,
1999). Several studies have implicated mitochondrial abnormalities in subjects with
schizophrenia (Ben-Shachar, 2002; Ben-Shachar & Laifenfeld, 2004; Kung and Roberts, 1999;
Prince et al., 1999; Somerville et al., 2011a,b). These include genetic, metabolic, structural,
and enzymatic alterations, many of which occur in the basal ganglia (Ben-Shachar, 2002).
Many of the postmortem pathological findings in the striatum in schizophrenia have been
conducted at the ultrastructural level by Uranova and colleagues and us. Uranova and
colleagues (1996, 2001, 2007) have found abnormalities in oligodendrocytes, myelin sheaths,
astrocytes and synapses in the caudate nucleus and other regions. Our work has
concentrated on synaptic organization, and anatomical indicators of synaptic function.
Initially, we found that the size of striatal dendritic spines was smaller in schizophrenia
subjects, a change that could impact synaptic efficacy (Roberts et al., 1996). Later we found
more synapses in the caudate nucleus in a mixed cohort of schizophrenia patients (Roberts
et al., 2005a). When examining the patch and matrix compartments, these synaptic changes
were specific to the caudate matrix and putamen patches (Roberts et al., 2005b). The types of
synapses that were increased in density were morphologically similar to glutamatergic
inputs from cortex or thalamus or possibly serotonergic inputs.
1.4 Striatal connectivity
Knowledge of striatal circuitry has evolved over the decades from the idea of parallel
segregated pathways (Alexander et al., 1986; DeLong & Wichmann, 2007) to functional
connectivity (motor, limbic and associative) (Haber et al., 2000), patch/ matrix
compartments (Gerfen 1984; Graybiel & Ragsdale 1978) and an integration of these circuits
(Graybiel 2005; Joel & Weiner, 2000). Figure 1 illustrates a “simplified” diagram of striatal
connections, the details of which are reviewed in our recent paper (Perez-Costas et al., 2010).
Striatal patch and matrix compartments process different circuitry and subserve different
functions, though there is evidence of cross-talk between these compartments (Bennett &
Bolam 1994; Walker et al 1993). Striatal patches have connections to limbic brain regions
(Cote et al. 1995; Gerfen 1984; Levesque & Parent 1998; Parent & Hazrati 1993) and abnormal
circuitry therein could play a role in psychosis. This compartmentalization has been
demonstrated with a variety of immunohistochemical markers (Graybiel & Ragsdale, 1978).
Graybiel and Ragsdale (1978) defined these anatomically distinct compartments as
striosomes (patches) and extrastriosomal matrix (matrix), though the presence of these
compartments is less clear in ventral striatal areas in primate (Holt et al., 1997; Prensa et al.,
1999a,b). These compartments differ from each other in several ways including the content
of neurotransmitters, peptides and receptors (Graybiel & Ragsdale, 1978; Holt et al., 1997;
Joel & Wiener, 2000), neuronal organization (Penny et al., 1988; Walker et al., 1993),
connectivity (Gerfen 1984), developmental schedule (Graybiel & Hickey, 1982; van der Kooy
and Fishell, 1987), and behavioral function (White & Hiroi, 1998). Moreover, the patches and
matrix themselves are each inhomogeneous, with the patches having a belt and core (Holt et
al., 1997; Prensa et al., 1999), and the matrix containing matrisomes, which are areas of focal
afferents and efferents (Graybiel et al., 1991). Most medium spiny neurons have their local
axon arborizations and dendritic trees located in the matrix or the striosomes, following
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Fig. 1. Diagram of striatal connections.
Connections are shown by arrows: green for excitatory, red for inhibitory, and purple for
dopamine. Abbreviations: A11, dopamine cell group #11; LPbN, lateral parabrachial
nucleus; GPe/GPi: globus pallidus external/internal; PPN, pedunculopontine nucleus; STN,
subthalamic nucleus; SNc/r; substantia nigra pars compacta/reticulate; VTA, ventral
tegmental area.
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Fig. 2. Diagram of striosomal connections
Simplified diagram of striosomal organization. Abbreviations: same as in Figure 1.
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strictly compartmental boundaries (Penny et al., 1988). However, at least in primates, there
are also medium spiny neurons that do not respect these boundaries and have dendrites
crossing from one compartment to the other (Walker et al., 1993; Yung et al., 1996), allowing
cross-talk between compartments. Finally, ultrastructural analysis has shown that in the
human striatum the matrix and striosomes have marked differences in the frequency of
various types of synapses (Roberts and Knickman, 2002).
1.5 Striatal synaptic organization
In various mammalian species (Chung et al. 1977; Hassler et al. 1978; Pasik et al. 1976;)
including human (Roberts and Knickman, 2002), the majority of synapses in the striatum form
asymmetric synapses, characteristic of excitatory synaptic transmission. The terminals forming
these synapses originate predominantly from neurons in the cortex (Kemp & Powell 1971a, b,
c), with less extensive inputs arising from the thalamus (Kemp & Powell 1971a, b, c; Raju et al.
2006; Sadikot et al. 1992; Smith et al. 1994) and the raphe (LaVoie & Parent, 1990). Symmetric
synapses, typical of inhibitory synaptic transmission, originate from several sources including
striatal interneurons (DiFiglia & Aronin 1982; DiFiglia 1987; Ribak et al. 1979), collaterals of
striatal projection neurons (Hutcherson & Roberts 2005; Pickel et al. 1980; Somogyi et al. 1981;
Wilson & Groves 1980) and dopaminergic nigrostriatal neurons (Freund et al. 1984; Kubota et
al. 1987a,b; Kung et al. 1998; Pickel et al. 1981). Experimental manipulations used in animal
models to trace connectivity and circuits are not an option when studying human tissue.
However, by examining the morphological characteristics of synapses, such as symmetry and
postsynaptic target, it is possible to make educated speculations as to the origin of the neurons
forming particular synapses in the human based on what is known in other species.
The main striatal targets of dopaminergic inputs are the medium spiny projection neurons
(Freund et al., 1984; Kubota et al., 1987a). It has long been known that glutamatergic
afferents and dopaminergic inputs converge on the same spines of these cells (Bouyer et al.,
1984; Smith et al., 1994). Most thalamic inputs, except those from centromedian and
parafascicular complex, also end on dendritic spines and therefore could also be modulated
by dopaminergic afferents (Raju et al., 2006; Sadikot et al., 1992; Sidibe and Smith, 1999;
Smith et al., 2004). This suggests that a major function of dopaminergic inputs to the
striatum is the regulation of the glutamatergic pathways. Figure 3 is a schematic diagram.

Fig. 3. Schematic illustration of synaptic connections on a medium spiny neuron.
Synapses are identified by symmetry (thickness of the postsynaptic density) and target (spine,
dendrite). Green terminals are glutamatergic, while red terminals are GABAergic and also
contain various peptides. The location of the neurons that form the synapses shown is indicated.
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1.6 Study goals
The purpose of the present study was to compare the synaptic organization in striatal patch
and matrix compartments in different subgroups of SZ, divided by treatment resistance or
treatment response. We hypothesized that SZ subjects that were psychotic (off drug or poor
responders) would have different alterations than treatment responsive SZ subjects. We
examined striatal striosomal and synaptic organization at the electron microscopic level in
postmortem striatum. These results have been presented in preliminary form (Roberts et al.,
2007). We also include the results of two of our previous studies (Roberts et al., 2009;
Somerville et al., 2011b) that examined treatment response/resistance and discuss the
implications of all findings taken together.

2. Methods
2.1 Postmortem brain samples
Postmortem human brain tissue was obtained from the Maryland Brain Collection (MBC).
The tissue was collected with family permission within 8 hours of death from subjects with
schizophrenia (SZ) (n=14) and normal controls (NC) (n=8) (Table 1). The NCs had no history
of central nervous system or neurological diseases and were matched to the SZ subjects for
age, gender, postmortem interval and race when possible. Drug therapy, duration of illness
and other medical details were obtained from hospital charts, autopsy reports and family
interviews. The diagnosis of schizophrenia was made by two research psychiatrists
according to the DSM-IV criteria using the Diagnostic Evaluation After Death (DEAD)
(Salzman et. al., 1983) and the Scheduled Clinical Interview for the DSM III-R (SCID)
(Spitzer et. al., 1992). The diagnoses of treatment response versus treatment resistance was
made according to the following criteria (Conley, 2001; Conley & Kelly, 2000) which is a
modification of the Kane criteria (Kane, 1988): 1) Presence of a drug-refractory condition,

Age in years
Race
Gender
PMI in hours
pH (n=6/group)
DSM-IV
APD
Age of onset
Length of illness

NCs
(n=8)

SZ: Treatment
Responders (n=8)

SZ: Resistant &
Off APDs (n=6)

df (t or F )p value

43±17
3AA, 5C
5M, 3F
5.4±1.6
7.03±0.3
-----------------

52±11
4AA, 4C
5M, 3F
4.62±1.41
6.97±0.26
4CUT, 3 P, 1unk
6 typ , 2 atyp
24.4±5.8 (n=5)
26.2±14.1 (n=5)

44±10
2AA, 4C
2M, 4F
5.50±2.43
6.93±0.24
3CUT, 2P, 1unk
1typ, 3atyp, 2off
21.2±6.6 (n=4)
28.8±1.2 (n=4)

23 (0.775) <0.474
23 (0.488)<0.620
23 (0.655) <0.530
23 (0.490)<0.619
18 (0.341) <0.716
10 (-0.09) <0.930
12 (-4.128) <0.001
7 (0.762)<0.471
7 (-0.356) <0.732

Table 1. Demographic information for subjects.
Demographic information is shown for the subjects used in the synapse data, which is new data
presented in this chapter. The tyrosine hydroxylase and mitochondria data are from subsets of
these cases and demographics have been previously described (Roberts et al., 2009, Somerville
et al., 2010a). Abbreviations: PMI, postmortem interval; APD, antipsychotic drugs; typ,
typical; atyp, atypical; A, African-American; C, Caucasian; M, male; F, female; CUT, chronic
undifferentiated type; unk, unknown; Not all information was known for every subject,
therefore, numbers in () indicate the number of subjects where the information was known.
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which is defined as at least two prior drug treatment periods of adequate length and dose
with no clinical improvement; 2) Persistence of illness, defined as at least a 5-year period
with no period of good social or occupational function; and 3) Presence of persistent positive
psychotic symptoms (e.g., hallucinations, delusions, suspiciousness, unusual thoughts)
throughout the person’s life. Cases were rated for presence or absence of these three items.
If all are present, a diagnosis of treatment resistance is made. If item one is not present and
one or no items are present from 2 and 3, a diagnosis of treatment responsive is made. These
criteria identify subjects who did not respond to repeated trials of additional antipsychotic
drugs but can respond to clozapine.
2.2 Tissue processing
Coronal blocks from the head of the caudate were dissected from fresh human brain and
immersed in a cold solution of 4% paraformaldehyde and 1% glutaraldehyde in 0.1M
phosphate buffer (PB), pH=7.4 for at least one week at 4°C. The striatum was washed in PB
and cut on a vibratome at a thickness of 40µm into 6-12 series. One series was stained for
calbindin immunoreactivity, while one series was stained for tyrosine hydroxylase
immunoreactivity, as detailed below. Both series were embedded as detailed below.
2.2.1 Immunohistochemistry
To distinguish the patches from the matrix, we used calbindin-d-28K (Sigma), a calcium
binding protein that preferentially stains the striatal matrix (Liu & Graybiel, 1992). Briefly,
free floating sections (240 µm apart) were washed in PB (3 x 10 minutes), and incubated in
2% normal serum in PB for 30 minutes, followed by the primary antibody at a dilution of
1:20,000 for 60 hours at 4ºC. Another series of sections (240µm apart) were processed from
each case for the immunohistochemical localization of tyrosine hydroxylase (TH) as
described previously (Kung et al., 1998; Roberts et al., 2009). Briefly, the sections were
incubated in normal horse serum, followed by mouse anti-TH (Boehringer Mannheim,

Fig. 4. Photomicrograph of calbindin immunolabeling.
Human striatum processed for calbindin immunohistochemistry to identify matrix patch
compartments (defined by the darker labeling in the matrix). Note that the patch area is
irregular in shape and far more lightly stained than the matrix. The trapezoids show typical
areas selected for EM analysis. Arrows indicate labeled neurons. FB, fiber bundle. The scale
bar = 1mm. A modification of Figure 3A in Perez-Costas et al., 2007.
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Mannheim, Germany) at a dilution of 1:1,000 for 60 hours. The labeled tissue was then
treated with reagents from the avidin-biotin peroxidase kit (ABC standard kit) using the
recommended dilutions and times as outlined in our previous work (Roberts and
Knickman, 2002; Roberts et al., 2009). Briefly, sections were then incubated in
diaminobenzidine (6 mg/10 ml PB) containing 0.03% hydrogen peroxide for 5 to 10 minutes
to visualize the reaction product. Controls consisted of eliminating the primary antibody but
otherwise processing the tissue according to an identical protocol. Control sections did not
exhibit any staining.
2.2.3 Embedding
Tissue samples were embedded using standard techniques. Briefly, the sections were rinsed
in PB (3x10 minutes), immersed in 1% osmium tetroxide for 1 hour, dehydrated in ethyl
alcohol, stained with uranyl acetate for 2 hours, further dehydrated in ethyl alcohol,
embedded in resins on glass slides and heated at 60 °C for 72 hours. For synapse counting,
at least 3 samples from different sections were randomly selected from the patches or matrix
for electron microscopic analysis for each case (Figure 4). The blocks were serially thinsectioned on an ultramicrotome at a thickness of 90nm. The average length of each ribbon
was six serial sections for TH stained sections and fourteen for everything else.
2.3 Data collection and analysis
Details of the quantitative analysis of mitochondria and dopaminergic terminals have been
published previously (Roberts et al., 2009; Somerville, 2011a,b). For the present analysis, in
each sample, 6 photomicrographs (at a magnification of 10,000x) were taken that formed a
montage. The montages were printed (final viewing magnification was approximately
25,000x), and a counting box (approximate are of 100μm2) was drawn in each. The disector
stereologic technique was utilized (Geinisman et al. 1996) and described in more detail
elsewhere (Perez-Costas et al., 2007). All synapses appearing in the first montage in the
series and all synapses that crossed the exclusion lines in any of the series were excluded.
Any profiles that appeared for the first time in subsequent montages, that met criteria, were
numbered and followed in this three-dimensional reconstruction method. All synapses were
quantified and then subcategorized. Thus, we identified asymmetric axospinous (AS),
asymmetric axodendritic (AD), symmetric axospinous (SS), and symmetric axodendritic
(SD) synapses. Then, we combined these in various ways to tally all asymmetric synapses
(AS + AD), all axospinous synapses (AS + AD), all symmetric synapses (SS + SD) and all
axodendritic synapses (AD + SD). The analysis of synaptic organization was performed with
the experimenter blinded to the diagnosis. Synaptic data throughout the text is the number
of synapses per 10μm3 ± standard deviation. Over 100 synapses or mitochondria were
counted for each region per case and data are reported as the mean ± standard deviation.
2.4 Statistics
Group means and standard deviations for demographic data were obtained for each group
or subgroup (Table 1). To determine whether the density of synapses was different between
the controls, treatment responsive SZs and treatment nonresponsive SZs, an ANOVA
followed by a posthoc t-test for multiple comparisons (least significant difference, LSD) was
used. ANOVAs followed by the posthoc LSD t-test were used to determine if there were any
group differences in age, PMI, race or gender between the three groups. Unpaired t-tests
were used to compare parameters occurring between treatment responsive SZs and
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treatment nonresponsive SZs (but not applicable to controls) such as age of onset, duration
of illness, or antipsychotic drug use. Since there was a significant difference in APD use
between the TR SZs and the TNR SZs, we performed a correlation analysis between APD
and synapses in which we found significant measures. A Pearson bivariate correlation was
used with a 2-tailed significance level of < 0.05. There were no correlations.

3. Results
Quantitative ultrastructural studies of postmortem human brain are rare outside of our
laboratory, due in part to the difficulty in procuring the tissue so quickly after death.
However, we have found the integrity of the tissue at the electron microscopic level to be
quite acceptable for synapse identification and stereological analysis. Figure 5 shows
examples of different kinds of synapses obtained from human postmortem striatum.

Fig. 5. Electron micrographs of postmortem human striatum.
Examples of different types of striatal synapses from control cases. Axon terminals (at) form
asymmetric synapses (identified by white arrows with black borders), or symmetric
synapses (black arrows). A) Several axospinous synapses are present in this field. B, C).
Dendrites receive an asymmetric synapse (B) and a symmetric synapse (C). Scale bars = 0.5
μm. Figure reprinted from Figure 1 in Roberts et al., 2005b.
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3.1 Striatal synaptic density
Synaptic density was determined in all three groups (controls [NCs], TR and TNR) in
various regions of the striatum: caudate, putamen, patch and matrix. No matter how we
divided the striatum, changes in density were found only in the asymmetric types of
synapses, which signify glutamatergic inputs. In the patches (Figure 6), the data show a
dichotomy in synaptic organization between TR and TNR. TNR have increased synaptic
density compared to TRs or NCs for all synapses combined, asymmetric axospinous and
asymmetric synapses. The density of asymmetric axodendritic synapses was increased in
the TR subjects compared to both the controls and the TNR subjects. In striatal matrix
(Figure 6), controls had fewer asymmetric axodendritic synapses than TR and fewer
asymmetric synapses than TNR. In the matrix, controls had fewer asymmetric axodendritic
synapses than TR and fewer asymmetric synapses than TNR.

Fig. 6. Synaptic density in striatal patches and matrix.
Synaptic density (per 10µm3) is illustrated for various combinations of synapses in the
patches and matrix (data combined for caudate and putamen). Total, all synapses combined,
AS (asymmetric axospinous), AD (asymmetric axodendritic) and Asym (asymmetric
synapses). P values are shown for LSD posthoc t-tests (*, p<0.05).
Synaptic density was examined in the caudate nucleus and putamen (patches and matrix
combined) and differences were found here as well (Figure 7). Asymmetric axospinous
synapses were higher in density in treatment non-responders significantly in the putamen,
with a similar nonsignificant pattern in the caudate. The density of this type of synapse was
similar between treatment responders and controls. Asymmetric axodendritic synapses
were selectively elevated in the treatment responders in comparison to both controls and
treatment nonresponders (Figure 7).
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Fig. 7. Asymmetric axospinous and axodendritic synapses in caudate and putamen.
Synaptic density is the number of synapses per 10 µm3. P values are shown for LSD posthoc
t-tests (*, p<0.05; **, p<0.008; ***, p<0.002).
3.2 Striatal mitochondria
We have previously quantified mitochondria in cohorts of schizophrenia patients as a group
and divided into various subsets (Somerville et al., 2011a,b). In a recent paper, we reported
differences in mitochondrial density in SZ subjects divided by treatment response. Here we
highlight the major changes we found in that study (Somerville et al., 2011b). The number of
mitochondria per synapse was significantly different among groups for both the caudate

Fig. 8. Mitochondria per synapse.
Graph comparing the number of mitochondria per synapse in the caudate nucleus and
putamen. ANOVA showed significant group differences for both the caudate nucleus
(p<0.025) and the putamen (p<0.002). In the caudate nucleus, treatment responsive SZ
subjects had fewer mitochondria per synapse than that of the NCs. In the putamen, there
were significantly fewer mitochondria per synapse in treatment responsive SZ subjects
compared to both NCs and treatment resistant SZ subjects. Asterisks indicate results of LSD
post-hoc t-tests:* p< 0.05, ** p<0.01, ***, p<0.001. This graph is a modification of Figure 5
from Somerville et al., (2010b).
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and putamen (Figure 8). Compared to controls, TR schizophrenia subjects had a 37-43%
decrease in the number of mitochondria per synapse in the caudate nucleus and putamen.
In the putamen, treatment responsive subjects also had decreases in this measure compared
to treatment resistant subjects (34%). Our results provide further support for a biological
distinction between treatment response and treatment resistance in schizophrenia.
3.3 Dopaminergic terminals in the caudate nucleus
The features of dopaminergic terminals and synapses have been described previously for
normal human striatum (Kung et al., 1998) and quantified in schizophrenia (Roberts et al.,
2009). Here we show the key features of those studies.

Fig. 9. Dopaminergic synapses in human caudate nucleus.
A,B) Serial sections showing several synaptic arrangements. TH-labeled axons (straight
white arrows outlined in black) are adjacent to unlabeled axon terminals (at) that are
forming asymmetric synapses (black arrows) with spines. TH-labeled terminals make
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symmetric synapses (curved white arrows outlined in black) in both micrographs. C) Boxed
area in panel A is enlarged to show the symmetric synapse (curved white arrow outlined in
black). D) TH-labeled axon makes a symmetric synapse (arrow) en passant with a dendrite
(den). A modification of Figure 1, taken from Roberts et al., 2009.
Briefly, the features of TH-labeled structures were qualitatively similar between NCs and SZ
subjects. TH-labeled axons were often in close proximity to large unlabeled terminals that
formed asymmetric synapses (Figure 9A,B). Synapses were formed by TH-labeled axon
terminals (Figure 9A-C) and boutons en passant (Figure 9D). TH-labeled axon terminals
formed short symmetric synapses with spines and dendritic shafts (Figure 9A-D).
Next, we quantified TH-labeled axon terminals forming synapses in schizophrenia subjects
divided by treatment response or resistance (Roberts et al., 2009). The total density of THlabeled synapses was larger in treatment responsive SZs than either the controls or the
treatment resistant SZs (Figure 10). This represented a 43% and 51% larger density in the
treatment responsive SZs versus the controls and the treatment non-responsive SZs,
respectively. TH-labeled axodendritic synapses accounted for this difference with higher in
density in treatment responsive SZs compared to treatment resistant SZ and the controls.
This represented an 80% and 160% higher density in the treatment responsive SZ versus
controls and treatment resistant SZs, respectively. The number of TH-labeled axospinous
synapses was similar among all groups.

Synaptic density

0.6
0.5
0.4
0.3

*

*
*

0.2
0.1
0

TH+ Total

TH+ SS
NC

TR

TH+ SD

*

TNR

Fig. 10. Synaptic density of dopaminergic synapses in schizophrenia.
Tyrosine hydroxylase (TH) was used to identify dopaminergic synapses. Graph of the
density (per 10µm3) of TH-labeled (TH+) terminals forming synapses in controls (NC),
treatment responsive (TR) and treatment resistant (TNR) subjects. ANOVA results: TH+
Total, p<0.057; TH+ SS, p<0.888; TH+ SD, p<0.017. Total refers to all TH-labeled synapses
regardless of subtype. The density of total TH+ synapses and of TH+ symmetric
axodendritic (SD) synapses is greater in TR than NCs and TNR (*=p<0.05). A modification
of Figure 2, taken from Roberts et al., 2009.

4. Discussion
This chapter presents new data on the synaptic organization in the postmortem striatum of
treatment responsive vs. non responsive schizophrenia subjects, as well as presenting
methods and key results of two of our previous studies on dopaminergic synapses (Roberts
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et al., 2009) and mitochondria (Somerville et al., 2011b) in these same subjects. We will
discuss the results of each study and then a synthesis of all the results with respect to one
another and what is known in the literature.
4.1 Differential organization of asymmetric synapses in TR vs. TNR
Changes in density were found only in the asymmetric types of synapses, which signify
glutamatergic inputs. In the striatal patches, which process limbic information, TNR have
more cortical type synapses (AS) and more glutamatergic synapses than TR and normal
controls (NC). Our findings of an increased density of synapses characteristic of
corticostriatal inputs in the striatal compartment that processes limbic circuitry in TNR SZ is
consistent with several reports in the literature. In vivo imaging studies have shown that
regional cerebral blood flow in the anterior cingulate cortex, which is involved in limbic
circuitry, is elevated in normal control people given the psychotomimetic ketamine (Lahti et
al. 1995; Vollenweider et al. 1997). Similarly, a direct relationship between positive psychotic
symptoms and regional cerebral blood flow has been found in the hippocampus, but only
when the patients are off medication (Medoff et al. 2001). These findings suggest that
psychosis is associated with more activity in the cingulate and hippocampus, an
interpretation that is consistent with hyperinnervation farther downstream in the striatal
patches. Moreover, psychotomimetics given to animals produce increased spine density and
upregulation of markers of axon sprouting (Li et al. 2003; Ujike et al. 2002), suggesting a link
between psychosis and increased numbers of axospinous synapses. Thus, we interpret that
the increase in density of glutamatergic type synapses in striatal patches in SZ TNR may be
related to psychosis and may be an integral part of the disease. If so, the failure to normalize
this anomaly may contribute to treatment resistance and persistent psychosis.
Another change which distinguished TR from TNR was the density of asymmetric
axodendritic synapses, which are typical of some cortical inputs, but mostly thalamic inputs
(see Introduction for references). The TR group had more of this type of synapse than that of
the controls or the TNR group. These changes were present in both patches and matrix,
caudate and putamen. The increase in density may be compensatory and could play a role
in treatment response.
The glutamatergic system is heavily implicated in schizophrenia and examining possible
aberrant circuitry or lack of plasticity may provide new insights into treatment options
(Coyle 2006; Goff & Coyle 2001; Javitt 2004; Krystal 2008). Glutamate hypofunction has long
been implicated in psychosis and schizophrenia based on the observation that
psychotomimetic agents such as PCP and ketamine block NMDA receptors; however,
therapeutic manipulations to restore glutamate tone have not been successful (Javitt &
Zukin 1991; Javitt 2010; Kantrowitz & Javitt 2010a, b). A glutamate hyperfunction hypothesis
has gained recent attention. There is recent MRS evidence of increased glutamate in the
striatum in drug free and treated schizophrenia subjects (de la Fuente-Sandoval et al., 2009),
which validates our finding of increased glutamatergic type synapses in the striatum of
subjects with schizophrenia (Roberts et al., 2005a,b). Importantly for the present results,
lamotrigine, which decreases glutamate release (Yuen, 1994), augments clozapine’s effects in
treatment resistant SZ and attenuates ketamine induced psychosis in normal controls
(Dursun & Deakin 2001; Tiihonen et al. 2003). These clinical studies linking improvement in
symptoms in TNR with an agent that blocks glutamate is supportive of our data showing
increased glutamate type synapses only in treatment non-responders.
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4.2 Mitochondria
The main results of that study (Somerville et al., 2011b) show fewer numbers of
mitochondria per synapse in treatment responsive SZs vs. NCs in both the caudate nucleus
and the putamen. In addition, treatment responsive SZs had significantly fewer
mitochondria per synapse than that of the treatment resistant subjects in the putamen. The
observation that the treatment responders have fewer mitochondria per synapse compared
to treatment resistant SZs suggests a possible compensatory mechanism that may be related
to the ability to respond to treatment. Mitochondria change location in response to cellular
energy demands and the stage of their own life cycle. It is unclear if the decrease in number
of mitochondria per synapse is a reflection of death, fewer numbers, failure of the
mitochondria to move from the cell bodies of origin or overall decreased function and return
to the soma. In the same cases as those in the present paper we have shown an increase in
the density of synapses in the caudate nucleus and putamen patches (Roberts et al 2005a,b).
Synapses need energy to form and to function properly (Wong-Riley, 1989). The decrease in
density of mitochondria in terminals forming synapses may be an adaptive response to
normalize overactive neurotransmission. Future studies will address if the number of
mitochondria is decreased in particular populations of synapses. Based on our data,
mitochondrial density at the synapse is differentially affected in SZ according to treatment
response. Understanding the role that mitochondria might play in SZ could lead to better
comprehension of the mechanisms of APDs to alleviate psychotic symptoms and alter brain
metabolism, and what goes awry in treatment resistance.
4.3 Dopaminergic synapses
The main results of that study (Roberts et al., 2009) showed that treatment responsive SZs
have more dopaminergic synapses, as identified by TH-labeled terminals, than do treatment
resistant SZs or controls. These changes were specific for the axodendritic subtype of THlabeled synapses. Several imaging studies have demonstrated enhanced dopamine release
in response to an amphetamine challenge in drug free SZ subjects (Abi-Dargham et al., 1998;
Breier et al., 1997; Laruelle et al., 1996, 1999; Lindstrom et al., 1999) or neuroleptic naïve SZ
subjects (Laruelle et al., 1999) compared to controls. Importantly, drug free patients who
eventually responded to antipsychotic drugs had elevated dopamine release compared to
those subjects who never respond to treatment (Abi-Dargham et al., 2000). The higher
density of dopaminergic synapses in TR SZs may explain the results of in vivo studies that
have measured dopamine content in live patients. However, more dopaminergic synapses
may not relate to higher tonic dopamine levels. There could be several other explanations
for these data, including but not limited to: differential affinity for dopamine receptors,
different postsynaptic mechanisms, and/or different amounts of dopamine. Differential
blockade of D2 receptors does not appear to be responsible since treatment resistant SZs
have 95% D2 receptor occupancy (Coppens et al., 1991). The results of our study suggest that
one anatomical underpinning of TR may a higher density of terminals containing dopamine.
4.4 Are ultrastructural changes related to state, trait or medication?
We have previously discussed the relationship of medication on our findings (Roberts et al.,
2009; Somerville et al., 2011b). Importantly for the present data sets is the potential problem
that the APDs taken by subjects in the TR and TNR groups were statistically different.
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However, a regression analysis of APD type and the synaptic measures in which we found
differences yielded no correlations. Moreover, APDs only help positive symptoms, and
studies now show that with the exception of clozapine, typical and atypical APDs alleviate
positive symptoms to the same extent (Kane et al., 2008; Lieberman et al., 2005; McEvoy,
2006; McEvoy et al., 2006). Therefore, even though the SZ subgroups were composed of
different numbers of subjects on typical versus atypical APDs, the possibility that the
difference in results between the groups is related to medication seems unlikely.
An important issue still unresolved in these sets of experiments is if the ultrastructural
features that distinguish TR from TNR are present before or at disease onset, or reflect the
ability or lack thereof to respond to treatment. Since psychotomimetics induce increased
spine density and upregulation of markers of axon terminals (Li et al. 2003; Ujike et al. 2002),
the increase in density of glutamatergic type synapses in SZ TNR may be related to
psychosis. The interpretation we favor at this time is that the increased synaptic density in
TNR reflects an integral part of the disease, which these subjects fail to normalize, and this
lack of plasticity contributes to treatment resistance and persistent psychosis. With regard
to our findings of increased dopaminergic synapses in TR cases, but normal numbers in
TNR cases, our results are consistent with the dopaminergic hypothesis of schizophrenia
and what has been shown with live people who are TR. SZ subjects who eventually respond
to APDs have more striatal dopamine, while those SZ who remain TNR have normal levels.
It is therefore not surprising that the TNR, who have normal levels of striatal dopamine, but
who are psychotic, are not helped by drugs that block dopamine. The road to psychosis for
TNR may be different from those subjects who are TR, and may include glutamate
abnormalities in striatum. Of the three studies reported or reviewed herein, the
mitochondria data is the hardest to understand. It remains to be determined whether the
TRs, who have fewer mitochondria per synapse compared to TNR and NCs, have that
feature at the onset of disease or if this is a compensatory mechanism that may be related to
the ability to respond to treatment.

5. Conclusion
Our previous studies has shown that compared to controls, the striatum of SZ subjects has
increased synaptic density, decreased spine size, and changes in mitochondrial distribution.
In the studies summarized herein, we show differential changes in ultrastructural
organization that distinguish treatment responsive from nonresponsive SZ subjects. Our
postmortem results are consistent with in vivo studies suggesting a biological basis to
treatment response and resistance. We hypothesized that SZ subjects that were psychotic
(off drug or nonresponders) would have different alterations than treatment responsive SZ
subjects. Striatal synaptic organization has been worked out in animals and by identifying
morphological features of the synapse, it is possible to infer connectivity and function. In the
striatal patches, which process limbic information, TNR seem to have more cortical type
synapses and more glutamatergic type synapses than TR and normal controls (NC). The
abnormal density of corticostriatal inputs in areas that process limbic information in TNR
may be an integral part of the disease, as psychosis is linked to abnormally large amounts of
synapses. If so, the failure to normalize this may contribute to treatment resistance and
persistent psychosis. TR subjects have normal amounts of corticostriatal type synapses and
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either have normal amounts at the disease onset or may have abnormally dense synapses
like the TNR, but are able to normalize this measure. TRs have more synapses characteristic
of thalamic inputs and dopaminergic synapses than NCs and TNRs. In addition the number
of mitochondria per synapse is less than that of NCs and TNR. Increased dopamine
synapses may be trait dependent as first episode SZ subjects who eventually respond to
treatment have more dopamine as shown in in vivo imaging studies. Increased thalamic
input and decreased mitochondria per synapse may be trait dependent as well, or may be
compensatory and contribute to treatment response. Our results provide further support
for a biological distinction between treatment response and treatment resistance in
schizophrenia. Our data show an anatomical distinction between TR and TNR. Moreover,
these data have important implications suggesting a biological basis to treatment response
and resistance.
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1. Introduction
Bipolar affective disorder is a chronic, relapsing and remitting mental illness with lifetime
risk between 0.5 and 1.6% worldwide (Weissman et al. 1996). This prevalence increases to
5.5% for bipolar spectrum disorders comprising bipolar I, bipolar II and other subtypes
(Reegeer et al. 2004). Bipolar disorder is a significant source of distress, disability, and loss of
life through suicide (Woods 2000). It causes significant psychological and socioeconomic
burden both to the patients and their carers. It remains as the sixth leading cause of
disability among neuropsychiatric disorders in the world (WHO 1996). Almost 80% of the
costs of bipolar disorder are indirect and only 5% is spent on drugs and another 15% on
hospital charges (Dardennes et al 2006). If bipolar disorder is not treated adequately,
relapses will occur more frequently with longer duration of episodes, decreased intervals
between episodes and increased number of hospitalisation.
In this chapter we review the recent advances in the pharmacotherapy of bipolar affective
disorder, the management of which is constantly evolving due to better understanding of its
pathophysiology and introduction of new drug treatments.

2. Evolution of pharmacotherapy of bipolar disorder
The evolution of pharmacotherapy of bipolar disorder could be described in three stages:
introduction of Lithium, discovery of mood stabilizing properties of anticonvulsants and
development of atypical antipsychotics and other agents. Lithium carbonate has been used in
the treatment of acute mania and in prophylaxis of bipolar affective disorders since 1949. First
generation antipsychotics such as Haloperidol and Chlorpromazine were also helpful in the
management of acute mania. However the response rate for Lithium was around 60% only,
which made further search for other medications necessary. Anticonvulsants like Valproate
and Carbamazepine have been introduced to the treatment of both acute phase and as
maintenance therapy since the 1970’s. Second generation antipsychotics began to emerge in the
1990’s and numerous trials have systematically examined and proved their effectiveness.
Olanzapine, Risperidone, Quetiapine, Ziprasidone and Aripiprazole have good efficacy in
acute mania and some of them are also useful maintenance agents. Combinations of second
generation antipsychotics with mood stabilisers have shown some advantages in comparison
to monotherapy with Lithium and Valproate. Recently Lamotrigine has been investigated for
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both acute and prophylactic treatment of bipolar II disorder. Other agents like Topiramate and
Tamoxifen have also been studied but with no convincing results.

3. Advances in the treatment of bipolar disorder
The evidence for each of these various medications and therapeutic strategies is reviewed in
the treatment of acute mania and mixed episodes, bipolar depression and in maintenance
therapy.
3.1 Acute mania and mixed episodes
Mania is characterised by elated, expansive mood, increased activity, pressure of speech and
flight of ideas, grandiose delusions and impaired insight. In mixed episodes, both manic and
depressive symptoms co-exist i.e.: a patient may be agitated and over-talkative but has
severe depressive cognitions at the same time. The majority of the manic and mixed
episodes require treatment in the hospital setting. Medications play an important role in
their initial management.
3.1.1 Lithium
Lithium salts occur naturally in rocks, spa waters, plants and animal fluids and in the
human body. It is a metal ion which is distributed widely and can penetrate cell membranes.
The mechanism of action of lithium is still unclear but probably it works via second
messenger systems and enhancement of 5-HT responses.
Lithium was first used by John Cade in 1949 to treat acute mania and it still has an
important role in the therapy of bipolar disorder. Traditionally Lithium and anticonvulsants
have been called “mood- stabilisers” to differentiate them from the first generation
antipsychotics which were thought to have only anti-manic effects. The distinction has been
blurred since the introduction of second generation (atypical) antipsychotics which have
shown efficacy in both acute and long term treatment.
Lithium is more effective than placebo in acute mania (Bowden et al. 1994; Kushner et al.
2006; Keck et al. 2007) and nearly 50% of the symptoms improved markedly. More than 50%
of patients suffer a relapse within 10 weeks of stopping lithium treatment (Suppes et al.
1991). Lithium is also effective in reducing both psychotic and depressive symptoms similar
to Quetiapine (Bowden et al. 2005).
A Lithium plasma level in the range of 0.6 to 1.3mmol/L is required to obtain a therapeutic
anti-manic effect (Bowden et al. 1994). The common side-effects include tremor, weight gain,
polydipsia, polyuria, and worsening of skin problems. In long term, it causes renal
impairment, thyroid and parathyroid problems. Lithium has a relatively slow onset of
action and weak sedative property. Therefore, it is frequently necessary to add an adjunct
antipsychotic or benzodiazepine in treating acute mania. The need to regularly monitor its
plasma levels to prevent toxicity, as well as its side-effects makes Lithium less useful when
equally effective alternatives are available.
3.1.2 Anticonvulsants
Anticonvulsants have been used in the treatment and prophylaxis of bipolar disorder since
the 1970’s when Sodium Valproate was first used in mania. Although various anticonvulsants have been investigated, only Valproate and Carbamazepine were found to be
effective in the acute mania. Other agents have shown little or no efficacy.
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Valproate
Valproate is an umbrella term used to describe the different preparations of Valproic Acid, the
active component of the drugs. Various formulations like Sodium Valproate, Valproic Acid,
Semisodium Valproate and Valpromide are available on the market and the most commonly
used formulation is Semisodium Valproate (Depakote). The exact mechanism of action is not
clear and it seems to be related to the enhancement of inhibitory neurotransmitter GABA.
The anti-manic efficacy of Valproate was first seen as early as in 1966 (Lambert et al. 1966).
Subsequently its usefulness in acute mania has been investigated both as monotherapy and
in combination with antipsychotics. A Cochrane review of randomised controlled trials
found that Valproate is an effective treatment for acute mania and this evidence was
consistent in most studies (Macritchie et al. 2003). Valproate has similar anti-manic efficacy
to Lithium (Bowden et al. 1994, 2008), Haloperidol (McElroy et al. 1996) and Olanzapine
(Zajecka et al. 2002).
Valproate is superior in overall outcome (both clinical and functional) compared to
Carbamazepine (Vasudev et al. 2000).
Of all the anticonvulsants used in the treatment of mania, Valproate has greater efficacy in
reducing manic symptoms with a response rate of 50% compared to placebo effect of 2030%. It also has a better antimanic effect than Lithium in rapid cycling and mixed episodes.
The loading dose of 20-30mg/kg body weight is more effective than slow titration regimes
(Rosa et al. 2011). Gastrointestinal problems, sedation and tremor are the most commonly
reported side-effects.
Carbamazepine
Carbamazepine is a dibenzazepine derivative which has been used for prophylactic
treatment of bipolar disorder in patients not responding to Lithium.
Carbamazepine was found to be effective in acute mania soon after its introduction (Okuma
et al. 1973). It is significantly superior to placebo and equally effective compared with
antipsychotics, Valproate and Lithium as evidenced in randomised controlled studies
(Weisler et al. 2004 & 2005). The onset of action is slower compared to antipsychotics and
Valproate but faster than Lithium. The use of Carbamazepine in the treatment of acute
mania has declined recently with the advent of other drugs. However, it may still be useful
in certain subtypes of bipolar disorder which include dysphoric mania, mania co-morbid
with substance misuse, mania with mood incongruent delusions and with negative family
history of bipolar disorder (Post et al. 2007).
Other anticonvulsants
Oxcarbazepine is chemically related to Carbamazepine. However, its antimanic properties
are not convincing (Hirschfeld and Kasper 2004). Phenytoin showed antimanic properties as
add-on to Haloperidol in a small placebo-controlled trail (Mishory et al. 2000) but its sideeffect profile and availability of better drugs makes it an unlikely choice for mania. Other
agents like Topiramate, Gabapentin, Lamotrigine, Levitiracetam and Zonisamide have been
tried but had no efficacy in acute mania.
3.1.3 Antipsychotics
Typical antipsychotics
Haloperidol has been used in the acute treatment of mania for several decades, but only
recently significant evidence was established. A meta-analysis of various studies using
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Haloperidol as comparator drug showed it was significantly better than placebo (Cipriani et
al. 2006). Haloperidol has been equally effective as Olanzapine (Tohen et al. 2003),
Aripiprazole (Vieta et al. 2005a), Valproate (McElroy et al. 1996), Carbamazepine (Brown et
al. 1989) and Lithium (Segal et al. 1998). It is also helpful in combination therapies.
Unfortunately bipolar patients are more prone to extrapyramidal side-effects of Haloperidol
compared to schizophrenic patients according to naturalistic studies (Keck et al. 2000).
Chlorpromazine has equal efficacy to Lithium and Carbamazepine in acute mania (Prien et
al. 1972; Okuma et al. 1979). It has been also superior to Lithium in agitated manic patients
(Prien et al. 1972). Chlorpromazine can cause sedation, photo-sensitivity of the skin and
liver abnormalities.
The use of typical antipsychotics such as Haloperidol and Chlorpromazine has declined
over the years due to its propensity to cause extra-pyramidal side- effects in short term and
tardive dyskinesia in long term treatment.
Atypical antipsychotics
The introduction of atypical antipsychotics has considerably changed the treatment of
bipolar disorder. Efficacy of atypical antipsychotics has been systematically tested in
numerous trials both as monotherapy and in combination with mood-stabilisers. Evidence
for effectiveness of each of these drugs in acute mania is discussed below.
Olanzapine
Olanzapine is a thienobenzodiazepine derivative and one of the most extensively
investigated atypical antipsychotics. It has significantly higher efficacy than placebo in
monotherapy (Tohen et al. 2000, 2007, 2009). It has better outcomes than Lithium (Berk et al.
1999) and Valproate (Tohen et al. 2003b). The patients responded within a week and it was
maintained. Intra muscular injection of Olanzapine is significantly superior to placebo and
Lorazepam in patients with agitated mania (Meehan et al. 2001).
Olanzapine in combination with Lithium or Valproate has better results than either Lithium
or Valproate alone (Tohen et al. 2002). However, in combination with Carbamazepine, it did
not show any difference to placebo, probably due to Carbamazepine induced Olanzapine
metabolism (Tohen et al. 2008). A more recent large study (EMBLEM - pan- European
naturalistic mania study) showed good efficacy of Olanzapine as monotherapy and in
combination with other medications (Vieta et al. 2008). Recommended dose for acute mania
is 15mgs/day as monotherapy and 10mgs/day in combination treatment. The common
side-effects include drowsiness, dizziness and weight gain. The adverse metabolic effects
ranging from hyperglycaemia to diabetes and hyperlipidemia may limit its clinical use.
Risperidone
Risperidone belongs to the benzisoxazole group and has been used in the treatment of acute
mania both as monotherapy and in combinations. Risperidone is significantly better than
placebo (Hirschfeld et al. 2004 & Khanna et al. 2005) and has equal efficacy to Lithium,
Haloperidol (Segal et al. 1998) and Olanzapine (Perlis et al. 2006). There is significant
reduction in symptoms of mania as assessed by Young Mania Rating scale (YMRS).
In combination with Lithium or Valproate (Sachs et al. 2002 & Yatham et al. 2003),
Risperidone has better results than Lithium or Valproate alone but failed to have the same
effects with Carbamazepine. The improvements are noted as early as day 3 and most
patients respond within a week. The effective dose range is from 1 to 6mgs/day.
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Risperidone is well tolerated at low doses but at 6mgs/day, nearly 50% patients may
develop extra pyramidal side-effects (Khanna et al. 2005).
Quetiapine
Quetiapine is a benzothiazepine, which is moderately sedative and has low risk of acute
extrapyramidal side-effects. Quetiapine has been studied in the treatment of acute mania,
bipolar depression and in maintenance therapy.
Quetiapine is more effective than placebo in acute mania as monotherapy and has equal
efficacy to Lithium, Haloperidol and Paliperidone (Bowden et al. 2005, McIntyre et al. 2005,
and Vieta et al. 2010a). It is effective across a broad range of symptoms in mania according
to a systematic review (McIntyre et al. 2007).Quetiapine has also had a beneficial effect in
rapid cycling bipolar disorder and there was no treatment emergent depression (DelBello et
al. 2006). Quetiapine combination with Lithium or Valproate has better results than Lithium
or Valproate alone (Sachs et al. 2004 & Yatham et al. 2004).
Quetiapine XL- extended release formulation also has good antimanic properties (Cutler et
al. 2008). The efficacy can be noted as early as day 4 and the usual dose range is 400 –
800mgs/day. The common side-effects include somnolence, tachycardia, hypotension,
dizziness and weight gain.
Aripiprazole
Aripiprazole is different from other atypical antipsychotics. It is a dopamine- serotonin
system stabiliser and acts as a dopamine D2 receptor partial agonist. Aripiprazole was
initially used in acute mania but now there is emerging evidence for its good effects in
maintenance treatment (Keck et al. 2006; 2007).
Aripiprazole is an effective antimanic agent both as monotherapy (Sachs et al. 2006; Keck et
al.2007b & Young et al.2009) and in combination with Lithium or Valproate. The
combination is superior to Lithium or Valproate alone (Vieta et al. 2009a). Further, its
intramuscular formulation has similar antimanic efficacy (Sanford and Scott 2008).
Aripiprazole is effective, safe and well tolerated both in bipolar mania and mixed episodes.
It has rapid onset of action with improvement as early as day 4. This was proved by
significant reduction in YMRS scores within few days of treatment. The dose range varies
from 15 to 30mgs /day. The common side-effects include headache, somnolence and
dizziness. The lack or minimal effects on weight gain, prolactin or QT interval are the main
advantages compared to other atypical antipsychotics.
Ziprasidone
Ziprasidone is a benzothiazolylpiperazine derivative and has been used in both
schizophrenia and bipolar disorder. It is well tolerated and has a low risk of extrapyramidal
side-effects. It is effective against mania with psychotic symptoms and mixed affective states
and it has been proved in double-blinded controlled trials (Vieta et al. 2009b; Greenberg and
Citorme 2007). The dose range is 80- 160mgs/day and the common side-effects are
somnolence, dizziness, akathisia and headache. However, the use of Ziprasidone is
restricted in some countries due to its cardio-vascular side-effects such as QT prolongation
and elevation of blood pressure.
Other antipsychotics
Clozapine is regarded as a last resort therapy for treatment resistant mania, refractory to
both mood stabilisers and other antipsychotics. It is very effective and well tolerated which
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has been shown in case reports and open-labelled trials (Degner et al. 2000; Green et al. 2000;
Suppes et al. 2003). Combination of Clozapine and Lamotrigine is also very helpful both in
acute and maintenance treatment for refractory and rapid cycling bipolar disorders
(Calabrese & Gajwani 2000; Bastiampillai et al. 2010).
Amisulpride was used in the treatment of mania before other atypical antipsychotics
became available. Its efficacy is modest in acute mania (Vieta et al. 2005) and there is no
additional benefit in combination with Valproate (Thomas et al. 2008). It causes
hyperprolactinemia in higher doses which is usually required to treat mania.
Asenapine is another atypical antipsychotic with superior efficacy compared to placebo in
the treatment of acute mania both as monotherapy (McIntyre et al. 2008) and in combination
with mood-stabilisers (Calabrese et al. 2008). It causes moderate weight gain but the
metabolic side-effects are unclear (McIntyre et al 2009).
Paliperidone, a derivative of Risperidone, has recently been introduced in the treatment of
mania. It is superior to placebo and equally effective as Quetiapine (Vieta et al. 2010a). It is
generally well tolerated. However, at higher doses, it is similar to Risperidone regarding the
risk of extrapyramidal side-effects. The other side-effects include headache, somnolence,
dizziness and dyspepsia. It can also cause hyperprolactinemia.
3.1.4 Other medications used in mania
Benzodiazepines are frequently used as an adjunct in acute mania, mainly due to their
anxiolytic and sedative properties. Although there is some evidence suggesting their more
specific antimanic action, it does not seem to be significant.
Tamoxifen, an anti-oestrogen and protein kinase C inhibitor, has some antimanic efficacy
(Hah and Hallmayer 2007; Yildiz et al. 2008). However its safety in routine use is not clear.
Calcium channel blockers such as Verapamil and Nimodipine have been examined for
their antimanic efficacy but have not proven to be convincingly effective. Their use in
routine practice can be limited by the hypotensive effects.
3.1.5 Combination therapy in mania
Combination treatment has become common in medical practice, mainly due to the frequent
partial response to monotherapy. It may be also indicated when a patient relapses on longterm treatment.
In acute mania, combination of an atypical antipsychotic with Lithium or Valproate is
frequently used in clinical practice. Other combinations such as Lithium and Valproate,
Lithium and Carbamazepine have also been helpful. Sometimes a triple combination
(Lithium, an anticonvulsant and an atypical antipsychotic) may be needed in treatment
resistant mania.
Combinations of Olanzapine, Quetiapine, Risperidone and Aripiprazole with a mood
stabiliser are more effective than therapy with a single mood stabiliser (Yatham 2005; Smith
et al. 2007; Ketter 2008). Combinations are also useful in long term maintenance treatment.
After an acute manic episode, psychosocial interventions may play further role to improve
recovery of the patient. This could include psychoeducation focusing on importance of
maintaining regular routine, prophylactic medications, monitoring mood, recognise early
warnings of relapse and improve coping strategies.
Recommendations of treatment for acute mania based on currently available evidence is
summarised in the Box 1.
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Patients on long term maintenance treatment
1.
2.
3.

Add an atypical antipsychotic if the maintenance agent has been a mood stabiliser
Increase the dose of maintenance agent
If still no response, different combination therapy can be tried

Patients with no long-term maintenance treatment
1.
2.
3.

Start an atypical antipsychotic (Olanzapine, Risperidone, Quetiapine, Aripiprazole)
- choice depends on side- effect profile and patient’s preference
If no response, add Lithium or Valproate
Use Lithium in less agitated patients
Avoid Valproate in women of child bearing age
Benzodiazepines such as Lorazepam and Clonazepam can be used in agitated
patients and sleep problems

Treatment resistant mania
1.
2.

Clozapine or combination of Lithium and Valproate can be tried
ECT to be considered

Mixed affective states
1.
2.
3.
4.

Treat as acute mania
Some evidence for Olanzapine and Aripiprazole efficacy
Valproate seems to be better than Lithium
Antidepressants to be avoided

Box. 1. Treatment of acute mania or mixed episode
3.2 Bipolar depression
People suffering from bipolar I and II disorders have more depressive episodes (67% and
94% respectively) than manic episodes (Judd et al. 2002 & 2003). However bipolar
depression is a relatively new clinical concept. Bipolar depression is characterised by
prolonged unstable mood, increased suicide risk, increased risk of substance misuse, higher
risk of rapid cycling and increased mortality (not only by suicide but also due to
cardiovascular and all causes). Most of these episodes are associated with poor outcome and
higher degree of disability if not managed properly.
The treatment of bipolar depression is complex and challenging for clinicians. The evidence
for various treatment options are considered below.
3.2.1 Antidepressants
The evidence for the use of antidepressants in bipolar depression is limited and diverse. The
use of antidepressants was favoured earlier because of the widespread belief that they had
high efficacy and the risk of switch to mania seemed to be similar to placebo (Gijsman et al.
2004). However the recent evidence suggests that their efficacy in bipolar depression is
modest and their routine use is not encouraged (Sidor and McQueen 2011). Therefore
antidepressants are restricted to treatment resistant depression (Vieta 2009) as an adjunct
with a mood stabiliser or an antipsychotic.
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3.2.2 Lithium
Lithium has modest efficacy in acute depression (Young et al. 2000; Nemeroff et al. 2001). It
is used in augmentation therapy with antidepressants in both unipolar and bipolar
depression.
It is as effective as a tricyclic antidepressant at serum levels above 0.8mmol/L but
tolerability can be a problem at such high doses (Nemeroff et al.2001). It is also effective in
combination with Valproate (Young et al. 2000). Although the evidence base for lithium
monotherapy in acute bipolar depression is rather weak, its effectiveness as an
antidepressant cannot be dismissed.
3.2.3 Anticonvulsants
Lamotrigine has become a recognised treatment in bipolar depression, despite its modest
efficacy as proved by systematic reviews of all controlled trials (Calabrese et al. 2008;
Geddes et al. 2009). It requires a slow titration, especially in combinations with Valproate
and this may restrict its use in acute episodes where quick symptom relief is needed.
Lamotrigine - Lithium combination is also effective in bipolar depression and there is nearly
50% reduction in symptoms (Lamlit study; van der Loss et al. 2009). Lamotrigine can cause
rash in 10% of the patients and it may lead to Steven Johnson syndrome, which warrants its
careful monitoring and slow titration. As a result it remains a controversial treatment option
for bipolar depression.
Valproate also has modest efficacy in bipolar depression (Davis et al. 2005; Ghaemi et al.
2007; Smith et al. 2010). Smith et al reported 50% reduction in symptoms but the sample size
was too small to suggest any concrete evidence.
Carbamazepine has a weak evidence base and is not a first- line agent in the treatment of
bipolar depression. However it may have a role in refractory depression as proved by a
crossover trail (Post et al. 1986) and is more effective in combination with Lithium than
monotherapy (Kramlinger & Post 1989; Small 1990).
3.2.4 Antipsychotics
It is well recognised that both typical and atypical antipsychotics are effective in the treatment
of acute mania and depression either as monotherapy or in combination with other drugs. The
use of antipsychotics in bipolar depression has increased with the introduction of atypical
antipsychotics and Quetiapine has been proved to be especially effective.
Quetiapine is effective as monotherapy in treating acute bipolar depression (BOLDER studies;
Calabrese et al. 2005; Thase et al. 2006). It is well tolerated and the incidence of treatment
emergent mania or hypomania is similar to placebo. The dose range varies between 300600mgs/day. It is superior to Lithium and equally effective as Paroxetine in treating acute
depressive episodes (EMBOLDEN studies; Young et al. 2010; McElroy et al. 2010).
Olanzapine and Fluoxetine combination was more effective than Olanzapine alone in
bipolar depression (Tohen et al. 2003c). Perphenazine, a typical antipsychotic, added to a
mood stabiliser prevented depressive episodes when used as maintenance treatment (Zarate
and Tohen 2004).
3.2.5 Combination therapy in bipolar depression
Similar to acute mania, combination therapies work better than monotherapy in bipolar
depression. Olanzapine- Fluoxetine combination, Lamotrigine - Lithium combination,
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Lithium or Valproate and antidepressant or antipsychotic combinations have been effective.
Recently a triple combination (Lithium, Lamotrigine and Paroxetine) has been used for
patients who were not responding to Lithium-Lamotrigine combination. The triple
combination can be useful in both acute depressive phase (van der Loss et al. 2010) and
maintenance treatment (van der Loss et al. 2011).
Psychological interventions like Cognitive- Behavioural therapy (CBT), Interpersonal
therapy can be used along with medications in bipolar depression. The combination of
medications plus CBT may speed up the recovery process, improves the social functioning
and reduces the relapses (Lam et al. 2003). Further CBT is found to be effective for patients
with less than 12 previous episodes (Scott et al. 2006), indicating that psychological
treatment is effective early in the course of illness.
Recommendations of treatment for acute bipolar depression based on currently available
evidence is summarised in the Box 2.
1.
2.
3.
4.
5.

Start with a mood- stabiliser
Quetiapine has the best evidence followed by Olanzapine- Fluoxetine combination
and Lamotrigine
Lithium and Valproate are considered as second- line options
Add an anti-depressant if no response
Choice of medication depends on patient’s previous response and drug side-effect
profile
SSRI’s seem to be better than other antidepressants
Other combinations like Lamotrigine-Lithium, or mood stabiliser and an
antipsychotic can be considered
If still no response, non-pharmacological treatments like Electroconvulsive therapy
or Transcranial magnetic stimulation can be tried
Avoid using antidepressants as the first line treatment

Box. 2. Treatment of acute bipolar depression
3.3 Maintenance treatment of bipolar disorder
Maintenance treatment is crucially important in bipolar disorder due to its chronic and
recurrent course. According to the naturalistic studies more than 50% of the patients have a
relapse in a 2 - 4 year period (Tohen et al. 2003d). Prophylactic treatment prevents further
relapses and reduces both morbidity and mortality. The current trend is to consider long
term maintenance treatment earlier on, even after a single manic episode. The treatment
should be continued for at least 2 years and in many cases indefinitely, unless risk to benefit
ratio changes. Various medications used in acute phase are beneficial in maintenance
treatment. The evidence for various medications used in maintenance treatment is discussed
below.
3.3.1 Lithium
Lithium still remains as a cornerstone in the long-term treatment of bipolar disorder (Nivoli
et al. 2010).
Lithium is more effective than placebo in preventing all relapses and especially manic
relapses. Its efficacy in preventing depressive episodes is equivocal as shown in a systematic
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review and meta-analysis (Geddes et al. 2004). Compared with other mood stabilising agents,
Lithium is less effective than Valproate and Olanzapine in preventing manic or mixed
episodes and less effective than Lamotrigine in preventing depressive episodes. Its efficacy is
similar to Carbamazepine in both acute and long-term treatment (Nivoli et al. 2010).
Lithium has been effective in preventing suicide, deliberate self-harm and reduces mortality
from all causes in bipolar patients (Cipriani et al. 2005).
Lithium may cause renal damage and hypothyroidism in long term and so, monitoring of
renal and thyroid functions is recommended every 3- 6 months.
3.3.2 Anticonvulsants
Antiepileptic drugs have been used in prophylactic treatment since the 1970’s and they are
moderately efficacious in preventing manic and depressive episodes. Valproate and
Carbamazepine are effective in preventing manic relapses and are useful in rapid cycling
disorders, whereas Lamotrigine may be useful only in preventing depressive episodes.
Valproate
Valproate monotherapy in maintenance treatment has a limited evidence base. It is superior
to placebo and Lithium (Bowden et al. 2000) and similar in efficacy to Olanzapine (Tohen et
al. 2003b). Nearly 50% of the patients remained relapse free at 48 weeks. Combination
therapies with Quetiapine (Vieta et al. 2008) or Lithium (Geddes et al. 2010) are more
effective than Valproate alone. It should be avoided as prophylactic treatment in women of
child bearing age because of its teratogenic effects.
Carbamazepine
The evidence for effectiveness of Carbamazepine in maintenance treatment is not strong but
it still has an important role in long-term management of bipolar disorder. It may be useful
in patients not responding to other agents or not tolerating their side-effects. It is also useful
in certain subtypes of bipolar disorder such as mixed affective states and those with comorbid substance misuse (Post et al. 2007). Carbamazepine is a hepatic enzyme inducer and
its interactions with other medications may be difficult to predict. In long-term use, it may
cause hepatotoxicity and requires regular monitoring of liver functions. It is also teratogenic
and should be used carefully in women of child bearing age.
Lamotrigine
Lamotrigine can be considered for long term treatment either alone or in combination
therapy for patients who suffer more depressive than manic episodes. More than 57% of the
patients remained intervention free for 18months on Lamotrigine (Goodwin et al. 2004). In
combination with Lithium, it has superior efficacy than either alone, especially in preventing
depression (Bowden et al. 2003 & Calabrese et al. 2003). Lamotrigine is also effective in the
long term treatment of rapid cycling bipolar disorder (Calabrese et al. 2000).
3.3.3 Antipsychotics
There is good evidence for atypical antipsychotics like Olanzapine, Quetiapine and
Aripiprazole in maintenance treatment of bipolar disorder.
Quetiapine is effective in preventing both manic and depressive episodes. It increases the
time to relapse for any mood episode irrespective of the index episode and it is as effective
as Lithium in preventing relapses (Nolen et al. 2009). In combination with Lithium or
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Valproate, it is more efficient in preventing relapses than Lithium or Valproate combination
with placebo (Vieta et al. 2008b). The dose varies from 300 to 800mgs/day.
Olanzapine is used both as monotherapy and in combinations with Lithium or Valproate in
the long-term treatment of bipolar disorder. It is superior to placebo (Tohen et al. 2006) and
reduces the incidence of both manic and depressives episodes. In comparison with Lithium,
Olanzapine was better in preventing manic relapses and similar in preventing depressive
episodes (Tohen et al. 2005). Olanzapine is especially effective in patients who have
responded to it during an acute manic or mixed episode and in those who did not respond
to other medications (Cipriani et al. 2010). The dose range is from 5 to 20mgs/day.
Aripiprazole is effective in preventing manic relapses as monotherapy (Keck et al. 2006) and
the response rate is nearly 60% when it is continued for 100 weeks (Keck et al. 2007). The
dose range is from 15 to 30mgs/day. The common side-effects include tremor, akathisia and
dry mouth. Weight gain is similar to placebo, which will be favoured by many patients.
Depot antipsychotics can be considered as maintenance treatment in patients who have
relapses due to medication non-adherence or who have failed to respond to standard
treatments. The first generation depot antipsychotics used either alone or with a mood
stabiliser prevent manic relapses but may increase the duration of depressive symptoms.
Therefore, they are not advisable for patients who suffer frequent depressive episodes. On
the other hand, Risperidone depot either alone or with a mood stabiliser has reduced the
frequency of both manic and depressive episodes (Bond et al. 2007). There were few
incidences of extrapyramidal symptoms and patient satisfaction was good. The dose range
is 25 - 50mgs every 2 weeks.
3.3.4 Combination therapy in maintenance
Combination treatment should be considered when there is an inadequate response to
monotherapy. At the same time, clinicians should be aware of the increased risk of sideeffects during combination therapy and the ways to monitor them.
Combinations of a mood stabiliser (Lithium or Valproate) and an atypical antipsychotic
(Olanzapine or Quetiapine or Aripiprazole) have been more effective than the mood
stabilisers alone in reducing the frequency of episodes and delaying the time to relapse in
the long term treatment (Tohen et al. 2005; Vieta et al. 2008b). Lithium and Lamotrigine
combination has been effective in preventing depressive episodes (Bowden et al. 2003;
Calabrese et al. 2003).
Combination of two mood stabilisers is also used in clinical practice. The combination of
Lithium and Valproate was more efficacious than Valproate monotherapy and was
associated with a lower risk of relapses (BALANCE trial; Geddes et al. 2010).
Psychosocial interventions play a significant role in long term maintenance treatment along
with medications. The detailed descriptions of each of them are beyond the scope of this
chapter. Cognitive behaviour therapy or Interpersonal Personal therapy can be used along
with medications to prevent further depressive episodes. Psychoeducation to the patient
about their illness and healthy lifestyle helps in relapse prevention. Patients may also benefit
with advice about good sleep hygiene, regular routine and maintaining work-life balance.
Psychosocial intervention in the form of additional social support after life events and
recovery from acute episode, encouraging patients to talk with their family and friends
about their illness when they are well may help in relapse prevention. Family- focused
therapy is associated with a 48% increase in recovery rates at 1 year and a 35%- 40%
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reduction in recurrence rates over 2years (Miklowitz et al. 2003). Family therapies usually
focus on psychoeducation, ways to improve communication and problem solving.
Recommendations for maintenance treatment of bipolar disorder based on currently
available evidence is summarised in the Box 3.
1.
2.
3.
4.
5.
6.
7.
8.

Combination treatment should be considered when there is poor response to
monotherapy
Choice of medication depends on the course of illness and patient’s response to
treatment during acute episode
Quetiapine is effective in preventing both manic and depressive episodes and can
be used as first line treatment
Lithium, Olanzapine and Aripiprazole are more effective in preventing manic than
depressive episodes
Lamotrigine is more effective in preventing depressive episodes
Valproate and Carbamazepine should be considered as a second choice if treatment
response to other drugs was inadequate
Depot antipsychotics can be considered either alone or in combination with a mood
stabiliser if non- compliance with oral medications is suspected; they are also
useful for patients with predominantly manic relapses
Antidepressants should be avoided in the long term treatment of bipolar disorder

Box. 3. Maintenance treatment of bipolar disorder

4. Conclusions
The pharmacotherapy of bipolar disorder has expanded vastly since Lithium was first used
in mania in 1949. Various treatment options are currently available; however, their
effectiveness is not always satisfactory, especially in bipolar depression and long-term
maintenance treatment.
Despite limitations, maintenance treatment should be considered earlier, especially if severe
mania was the index episode. If the patient responds well to a medication during the acute
episode, the same drug should be continued in the long-term therapy unless it is
contraindicated. Combination therapy should be considered if there is no adequate response
to monotherapy.
Although there are many treatment strategies currently available, management of bipolar
disorder still remains a challenge for clinicians. Further research to develop new
medications with different mechanisms of action is needed.
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1. Introduction
Major depressive disorder (MDD) is a common psychiatric illness. Its 1-year prevalence
rates varied in the different regions, for instance 5.1% in Australia, 6.7% in New Zealand,
5.8% in Netherlands, 7.1% in Hungary, 6.2 in Italy, 15-23 % in Republic region of Udmurtia
(rural area), 3.5%-10.3% in USA and 4.1%-4.6% in Canada (Handerson et al., 2000; OakleyBrowne et al., 1989; Pakriev et al., 1998; Bijl et al., 1998; Szadoczky et al., 1998; Faravelli et al.,
1990; Bourdon et al., 1992; Offord et al., 1996; Bland et al., 1988). However, its prevalence in
Taiwan is in a lower range of 0.6%-1.1% (Hwu et al., 1989). According to a meta-analysis of
11 clinical studies, the mean average of its 1-year prevalence rate is 4.1% (95%CI, 2.4% to
6.2%), and its sex-specific 1-year prevalence rates for men and women are 4.9% (95%CI, 3.3%
to 7.1%) and 10.0% (95%CI, 6.4% to 14.6%) respectively (Waraich et al., 2004). The lifetime
prevalence for MDD patients is 12.6% in New Zealand, 15.4% in Netherlands, 15.1% in
Hungary, 13.1% in Italy, 15.7%-22.8% in Switzerland, 9.0% in Germany, 5.9%-17.1% in USA
and 8.6%-29.6% in Canada (Oakley-Browne et al., 1989; Bijl et al., 1998; Szadoczky et al.,
1998, Carta et al., 1995; Wacker et al.1992; Wittchen et al., 1992 ; Kessler et al., 1994; Bourdon
et al., 1992; Murphy et al., 2000; Fournier et al. 1997; Bland et al., 1988). For Asian countries,
the prevalence is 1.9% in Hon Kong, 3.4% in Korea and 0.88%-1.7% in Taiwan (Chen et al.,
1993; Lee et al., 1987; Hwu et al., 1989). Its prevalence in Puerto Rico is 4.6% (Canino et al.,
1987). A meta-analyis of data obtained from several countries revealed that its lifetime
prevalence is approximate 3.8% (95%CI, 2.4% to 23.1%) for men and 7.5% (95%CI, 4.5% to
11.3%) for women (Waraich P, 2004).
Depression is associated with various chronic medical conditions, including cardiovascular
disease, hypertension, diabetes, arthritis and back pain. Recent evidence suggested that it is
a primary risk factor for coronary heart disease (CHD), including myocardial infarction (MI)
and cardiac death (Lett et al., 2004; Rugulies, 2002). In the contrary, patients with myocardial
infarction (MI) and cardiac death also have an increased risk of depression. Depression is
also associated with hypertension (Patten, 2001; DiMatteo et al., 2002). Despite of the
heterogeneity of results, depression was found to be a risk of poor adherence to
antihypertensive medications (Eze-Nliam et al., 2010).
Diabetic patients also have a high risk for depression. A systemic review has found that
diabetes doubles the odds of comorbid depression (Anderson et al., 2001) and increases the
risk for depression for 24% (Nouwen et al., 2010). In the contrary, depression also increases
the risk of diabetes development. In addition, depression has been associated with
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hyperglycemia, diabetic complications, functional disability and mortality among diabetic
patients (Rustad et al., 2011).
The relationship of arthritis and depression has been well documented. A recent study has
shown a strong association of depression and functional severity of rheumatoid arthritis (RA)
and its related diseases (Godha et al., 2010). Another study also suggested that depression is
highly correlated with the disease activity of rheumatoid arthritis (RA), especially the number
of swollen joints and joint functional class (Khongsaengdao et al., 2000).
Depression is a major burden for individuals, communities and health services throughout
the world. The study of global burden of diseases in the year 2000 indicates that depression
is an important causes of disease burden accounting for 4.4% of total disability adjusted life
years (DALYs) in the year 2000, which is almost 12% of all total years lived with disability
worldwide (Ustün et al., 2004). Effective pharmacological and psychosocial interventions to
resolve depressive symptoms promptly could be reduce this burden.
Pharmacotherapy, psychotherapy and their combinations are effective treatment for MDD.
Tricyclic antidepressants (TCAs), selective serotonin reuptake inhibitors (SSRIs), serotonin–
norepinephrine reuptake inhibitors (SNRIs) are examples of medications approved for the
treatment of MDD. Examples of effective psychotherapy techniques are cognitive therapy
(CT), cognitive behavioural therapy (CBT), interpersonal therapy (IT) and mindfulnessbased cognitive therapy (MBCT). Although most patients respond to these interventions, a
considerable proportion of them may not respond or only partially respond to them.
Combined psychotherapy and pharmacotherapy is therefore a choice for the latter group of
patients.
The aim of this chapter is to summarize the efficacy and safety of CBT combined with
antidepressants. However, the efficacy and safety of antidepressants alone and CBT alone
are also addressed.

2. Cognitive behavioral therapy
2.1 Cognitive model of depression
The cognitive model of depression is supported by several research findings. The cognitive
theory addressed in several studies comprises of three components: cognitive triad in
depression, negatively biased cognitive processing of stimuli and identifiable dysfunctional
beliefs (Beck, 2005).
The components of cognitive triad include the patterns of depressed patients interpreting
experiences, viewing themselves and viewing future in a negative way. The first triad is the
negative interpretation of experience. Persistently, depressed patients tend to interpret the
interaction between themselves and environment as representation of defeat, deprivation and
disparagement. They perceive that their lives are plentiful of burdens, obstacle and traumatic
events. The second triad is the negative evaluation of the self. Patients view themselves as
deficiency, inadequacy and worthlessness. They tend to regard themselves as having a
physical, mental or moral defect. They usually reject themselves because of those unpleasant
defects. The last triad is the negative expectation of future. Depressed patients assume that the
current difficulties and suffering will last forever. Their lives have endless obstacles,
frustration and deprivation. These cognitive distortions are cause of depression (Beck, 1967).
There are some of common maintenance processes in the depressed patients. The vicious
cycle linking a depressed mood with cognitive bias, and negative appraisal causes the
negative view of self, then maintaining the depressive symptoms. The negative appraisals
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and depressive symptoms could reduce depressed patients’ activities usually providing the
pleasure and sense of achievement for them, and thus the decreased activities continue the
depression. The symptoms of depression and negative appraisal may decrease the ability to
cope and deal with their difficulties. They may feel hopelessness and continue to be
depressed (Wrestbrook et al. 2007).
2.2 Cognitive behavioral therapy for depression
CBT is a collaborative, short-term, structured, focused approach psychotherapeutic
intervention. The aims of CBT are to help the patients to understand the relationship of
cognitions, emotions or affect, behaviours and physiology influenced by external stimuli. In
addition, it would educate the patients on two-way relationship between cognition and
behaviour in which cognitive processes can influence behavioural patterns, and behavioural
changes can influence cognition (Wright, 2006).
For the treatment of depression, CBT allows to use several techniques. In the early phase of
treatment, the behavioural technique such as exercise or activity scheduling is used to
reduce the depressive symptoms. For instance, high level physical exercise appears to be
effective in reducing the depressive symptoms, and behavioural activities could prevent the
reduction of activity in depressed patients. Then, the early cognitive technique is used to
distract the patients from their negative automatic thoughts (NATs) and/or to change the
attitude toward them. Some depressive symptoms may be relieved or reduced. The last,
main cognitive behavioural technique is applied. In this phase, the patients learn to identify
the NATs and alternative thoughts, self monitoring, thought records or behavioural
experiment to disconfirm their NATs and to prove alternative hypothesis. In addition, the
therapist also teaches the depressed patient to use the problem solving skills to reduce the
depressive symptoms and risk of suicide (Wrestbrook et al. 2007).
Besides the treatment of depression, CBT is widely used for several mental health
conditions, e.g. anxiety disorders, personality disorders, eating disorders and substance use
disorders (Beltman et al., 2010; Hofmann & Smits, 2008; Linehan et al., 1991; Fairburn et al.,
1995; Magill et al., 2009). CBT adjunct with medications is also beneficial for schizophrenia
and bipolar disorder (Turkington et al., 2004; da Costa et al., 2010).

3. Treatment for major depressive disorder
3.1 Short-term treatment (acute phase) (6-12 weeks)
In this phase, the patient experiences severe symptoms of depression. The goal is to relieve
those symptoms. Most patients turn to be a remission at the end of this phase.
3.1.1 Antidepressants
There have been several randomized-controlled trials and meta-analyses comparing the
efficacy and tolerability of antidepressants among MDD patients. While the efficacy of most
antidepressants is relatively comparable, their tolerability appears to be varied based on
their mechanisms of action.
3.1.1.1 Tricyclic antidepressants
3.1.1.1.1 Tricyclic antidepressants vs. Placebo
Several systemic reviews demonstrated the efficacy of tricyclic antidepressants (TCAs) for
MDD. In a meta-analysis of 32 placebo-controlled trials with 4314 patients, Storosum et al.

312

Mental Illnesses – Evaluation, Treatments and Implications

(2001), compared the short-term efficacy of TCAs with placebo. Their results suggested that
TCAs are effective in the short-term treatment of MDD. Another meta-analysis of Furukawa
et al. (2003, 2002) including 35 studies (2013 participants) compared low-dose TCAs (75-100
mg/day) withplacebo for the treatment of depression. The findings suggested that low dose
TCAs is superior to placebo in term of response rates while the tolerability of those TCAs is
not significantly different from placebo.
Although several lines of evidence support that TCAs is effective for adult depression, their
efficacy for depression in children and adolescents is still controversial. A meta-analysis of
Hazell et al. (1995) reviewed 12 randomised controlled trials comparing the efficacy of
tricyclic antidepressants with placebo in depressed children and adolescents. The review
showed that TCAs might not be effective for the treatment of depression in this age group.
Another meta-analysis of TCAs for depressive disorders in children and adolescents
including nine randomized, placebo-controlled trials supports the earlier findings
(Maneeton et al., 2000).
3.1.1.1.2 Tricyclic antidepressants vs. selective serotonin reuptake inhibitors
Several systemic reviews compared TCAs with SSRIs in the treatment of MDD. A metaanalysis of efficacy and tolerability in hospitalized depressed patients suggested that some
TCAs, in particular amitriptyline, may be superior to SSRIs. A dual action of both 5-HT and
noradrenaline reuptake inhibitors of those TCAs may be a possible explanation for the
superiority. However, the meta-analysis found that SSRIs had a modest advantage in terms
of tolerability (Anderson 1998, 2000).
In the contrary, a few systemic reviews found no superiority of TCAs over SSRIs. A metaanalysis of 11 studies including 2,951 participants comparing SSRIs with TCAs in the
treatment of depression showed that their efficacy were comparable but the TCA patients
dropped out more frequently. Another meta-analysis of 181 randomized clinical trials (47%
were inpatients, and 53% were outpatients), compared amitriptyline with SSRIs (Barbui et
al., 2004). Amitriptyline therapy was not superior to SSRIs in both outpatients and
inpatients.
A meta-analysis of Arroll et al. (2005) reviewed ten studies of TCAs and SSRIs as
comparison to placebo for treatment of depression in primary care. One half of those studies
were at low methodological quality, and nearly all studies were short-term trials (six to
eight weeks). The review showed that TCAs and SSRIs are more effective than placebo. In
addition, the efficacy of low-dose and high-dose TCAs is comparable.
TCAs may be less tolerable than SSRIs. A meta-analysis of Anderson et al. (2000) reviewed
62 randomized controlled trials including 6,029 patients with MDD comparing SSRIs with
TCAs in term of treatment discontinuation. Most study durations of included trials were
between four and eight weeks. The analysis showed that the discontinuation rate due to side
effect but that not due to treatment failure was more in the TCA-treated patients. Another
meta-analysis of randomized, controlled trials also revealed that the overall discontinuation
rates of tricyclic/heterocyclic antidepressants were greater than those of SSRIs (Hotopf, et
al., 1997). Another meta-analysis of Montgomery (2001) examined the efficacy and
tolerability of paroxetine (n = 1924) and tricyclic antidepressants (TCAs; n = 1693) in the
treatment of major depression, it included studies from 39 randomized, double-blind,
parallel-group studies. The durations of all included studies were six weeks or less. The
findings indicated that paroxetine and TCAs have comparable efficacy, but paroxetine is
more tolerable. In addition, a meta-analysis of Montgomery et al. (1994) examined 42
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published randomized controlled studies also shows a lower discontinuation rate due to
side effects as compared with TCAs.
From those reviews, most TCAs and SSRIs are effective in the treatment of MDD. The
superiority of amitriptyline to SSRIs is still controversial. As compared with SSRIs, the
adverse effects of TCAs are more common and severe. Low dose TCAs should be
considered in depressed patients intolerable to the moderate and high doses.
Numerous systemic reviews are conducted to summarize the efficacy and tolerability of
SSRIs in treating elderly patients with depression. A meta-analysis of Dunbar (1995)
including ten studies carried out in elderly depressed patients demonstrated that paroxetine
is as effective as other agents (amitriptyline, clomipramine, doxepin, mianserin). However,
the adverse effects of paroxetine might be less frequent and less. These findings suggested
that paroxetine might be an alternative first-line treatment to elderly depressed patients.
3.1.1.1.2 Tricyclic antidepressants vs. serotonin norepinephrine reuptake inhibitors
Only few systemic reviews compared TCAs with serotonin norepinephrine reuptake
inhibitors (SNRIs). A meta-analysis of van den Broek et al. (2009) compared venlafaxine and
TCAs (imipramine, clomipramine, amitriptyline, nortriptyline and desipramine). The
average doses of venlafaxine and TCAs were 103.5 and 106.1 mg/day respectively. This
review did not find any significant difference of efficacy and tolerability between groups.
3.1.1.2 Selective serotonin reuptake inhibitors
Several systemic reviews have indicated that SSRIs are effective for MDD. In meta-analysis
of Bech & Cialdella (1992), citalopram was more effective and more tolerable than placebo.
Its dose of 20 mg/day may be enough for patients with mild depression or first depressive
episode. However, 40 mg/day may be needed for those with severe or recurrent depression
(Montgomery et al., 1994). Another meta-analysis of Tignol et al. (1992) reviewed 178
patients treated with paroxetine and 66 patients treated with placebo and suggested that
paroxetine is superior to placebo in the treatment of melancholic depression.
Very few systemic reviews examined efficacy, safety and tolerability of SSRIs in depressed
children and adolescents. A systemic review of published and unpublished randomised
controlled trials comparing the efficacy and adverse events of SSRIs with placebo suggested
that only fluoxetine therapy is effective. However the adverse events and risk of suicidal
ideation and behaviour were increased the SSRIs-treated group (Hetrick et al., 2007). The
meta-analyses of Whittington et al. (2004) and Usala et al. (2008) also supported the previous
review.
From several reviews, SSRIs is effective and acceptable in the treatment of MDD. However,
in children and adolescents, fluoxetine may be the only one effective in this population.
Since SSRIs have adverse effects and may increase the suicide risk, the use of them in this
age group should carefully balance between the risk and its benefits.
3.1.1.3 Serotonin norepinephrine reuptake inhibitors
3.1.1.3.1 Serotonin norepinephrine reuptake inhibitors vs. Placebo
Several systemic reviews have summarized the efficacy and acceptability of serotonin
norepinephrine reuptake inhibitors (SNRIs) as comparison with placebo. A meta-analysis of
six comparable double-blind placebo-controlled studies comparing venlafaxine with placebo
indicated that it is effective for depression regardless of age, gender, presence of
melancholia, and severity or duration of depression (Entsuah et al., 1995). In addition,
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another meta-analysis also showed that venlafaxine is superior to placebo in reducing
symptoms of anxiety in depressed patients (Rudolph et al., 1998).
Desvenlafaxine is another SNRI that is effective, safe and well tolerated for patients with
MDD. A pooled study of two studies showed that, after eight weeks of treatment, it is
superior to placebo in the treatment of MDD. Its adverse effects are comparable to placebo
(Lieberman et al., 2008). Another review of nine studies also demonstrated its short-term
efficacy for MDD (Thase et al., 2009). Another meta-analysis of eight clinical trials
suggested that desvenlafaxine could improve the functioning and well-being among MDD
patients (Soares et al., 2009).
Several reviews have suggested that duloxetine at the doses of 40-60 mg/day is safe and
effective in acute phase treatment of MDD (Mallinckrodt et al., 2006). A meta-analysis of
Mallinckrodt et al. (2005) reviewed eight double-blind, placebo-controlled clinical trials for
up to nine weeks of treatment indicated that duloxetine was superior to placebo in the
treatment of depressive disorder both melancholic and non-melancholic types. Another
review of two 9-week trials, also demonstrated that duloxetine, as comparison to placebo,
has a greater response rate at week two and a greater remission rate at week 5 (Hirschfeld et
al., 2005). In addition, the significant difference of efficacy between male and female is not
found (Kornstein et al., 2006).
In comparison to venlafaxine, duloxetine may be less effective in the treatment of MDD.
There is a systemic review of eight trials, including 1754 patients for efficacy and 791
patients for discontinuation/safety, to compare the efficacy and safety of extended-release
(XR) venlafaxine and duloxetine in treating MDD (Vis et al., 2005). The results showed that
remission and response rates of venlafaxine were significantly greater than those of placebo
and duloxetine. However the adverse events of both drugs are comparable. Another metaregression analysis also indicated that duloxetine appears to be less effective than
venlafaxine in acute phase treatment of adult patients with MDD (Eckert & Lançon, 2006).
From previous reviews, SNRIs are effective for MDD, with comparable tolerability to
placebo. However, venlafaxine may be more effective than duloxetine. Venlafaxine,
therefore, may be beneficial in patients with severe depressive symptoms.
3.1.1.3.2 Serotonin norepinephrine reuptake inhibitors vs. Selective serotonin reuptake inhibitors
Some reviews compared the efficacy between venlafaxine and SSRIs. Remission rate of
MDD during venlafaxine treatment appear to be superior to SSRIs and placebo. A metaanalysis of Thase et al. (2001) compared the remission rate in MDD of venlafaxine with
SSRIs/placebo. The study showed that remission rate for venlafaxine is 45 %, while SSRIs
and placebo are 35% and 25% respectively. The difference between venlafaxine and SSRIs
appear to be significantly different at week 2 while the difference between SSRIs and
placebo is significantly different at week 4. Another meta-analysis of eight double-blind,
active-controlled, randomized clinical trials also demonstrated that the remission rate of
venlafaxine in the treatment of MDD is higher than that of SSRIs (remission rate at week 8:
venlafaxine, 40%-55% vs. SSRI, 31%-37%). The recent systemic review of remission between
venlafaxine and SSRIs also supports those of findings (Nemeroff et al., 2008).
Another systemic review of 32 double-blind, randomized, controlled trials compared
venlafaxine with other antidepressants in the treatment of depression. Its findings indicated
that venlafaxine was superior to SSRIs (Smith et al., 2002). Another meta-analysis of five sixweek, double-blind, randomized studies including 1,454 outpatients with major depression
from comparing the efficacy of venlafaxine with fluoxetine showed that venlafaxine was not
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only superior to but also had a more rapid onset of action than fluoxetine (Davidson et al.,
2002). The rapid onset of remission for venlafaxine treatment over SSRIs does not differ in
age or gender (Entsuah et al., 2001). A recent systemic review comparing venlafaxine and
TCAs or SSRIs in MDD also supports the previous reviews (Bauer et al., 2009). The findings
showed that venlafaxine might be more effective than SSRIs, and at least as effective as
TCAs, for the treatment of MDD and treatment-resistant depression.
Not all systematic reviews support the greater efficacy of venlafaxine over SSRIs. A metaanalysis of 17 trials summarized the remission, response and discontinuation rates between
venlafaxine and SSRIs. The results demonstrated that a remission rate of venlafaxine is not
superior to SSRIs, while response rate is only small significant over SSRIs (Weinmann et al.,
2008).
Although venlafaxine may provide a highly effective antidepressant property, it tends to be
associated with high blood pressure. A meta-analysis of venlafaxine affecting blood
pressure summarized the results of controlled clinical trials including 3744 patients with
major depression. The findings indicated that venlafaxine had a dose-dependent effect on
supine diastolic blood pressure (Thase, 1998). Venalfaxine, therefore, may be avoided in
depressed patients with hypertension.
There are a few systemic reviews comparing the efficacy of duloxetine and SSRIs in the
treatment of MDD. In a meta-analysis, duloxetine showed its comparable efficacy in the
treatment of MDD patients as compared with SSRIs. However, its remission rates among
patients with moderate to severe depression appears to be higher (Thase et al., 2007).
Milnacipran is another SNRI effective for MDD. A meta-analysis of Puech et al. (1997)
reviewed controlled trials comparing milnacipran with imipramine or SSRIs in MDD
patients. The study findings showed that milnacipran was as effective as imipramine and
might be superior to SSRIs. Milnacipran is as tolerable as SSIRS but more tolerable than
TCAs in terms of general and cardiovascular side effects. Another meta-analysis of six
studies including 1,082 outpatients with MDD compared the response rates between
milnacipran and SSRIs (Papakostas & Fava 2007). The findings suggested that, for the
treatment of MDD, milnacipran is as effective as SSRIs.
From those reviews, SNRIs may be as effective as TCAs in the treatment of MDD. Their
tolerability and safety are comparable to SSRIs. Venlafaxine and milnacipran may be
superior to SSRIs in the treatment of MDD. However venlafaxine is associated with high
blood pressure.
3.1.1.4 Monoamine oxidase inhibitors
Monoamine oxidase inhibitors (MAOIs) are a class of antidepressants. They appear
particularly effective for atypical depression. There is a meta-analysis of eight studies
comparing MAOIs with other antidepressants or placebo in the treatment of atypical
depression. Most clinical trials were conducted on reversible MAOIs. The findings showed
that MAOIs might be superior to TCA in the treating of MDD with atypical features (Henkel
et al., 2006).
Moclobemide, a reversible Inhibitor of MAO-A, have shown its efficacy in treating MDD in
many trials. A meta-analysis, as compared with other antidepressants, moclobemide,
imipramine, and clomipramine therapies may lead to a higher response rate in patients with
depression (Angst et al., 1993). Another meta-analysis of 12 trials including 1,207 outpatients
with MDD also showed that efficacy of moclobimide is comparable to that of SSRIs
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(Papakostas & Fava, 2006). However SSRIs therapy might have greater rates of nausea,
headaches, and treatment-emergent anxiety than that of moclobemide.
From those reviews, MAOIs are effective for atypical depression. The evidences suggest that
only moclobimide is as effective as TCAs and SSRIs for the treatment of MDD.
3.1.1.5 Other antidepressants
3.1.1.5.1 Escitalopram
Escitalopram is effective in the treatment of MDD. A previous meta-analysis showed that,
after six weeks of treatment, escitalopram was superior to placebo and comparable to TCAs.
However escitalopram had fewer adverse events than those of TCAs (Bech & Cialdella,
1992). A systemic review of four studies carried out in primary care settings also
demonstrated that remission and response rates of escitalopram were superior to placebo
and citalopram, but not venlafaxine-XR. However, its side effects are comparable with other
antidepressants (Einarson, 2004). Another meta-analysis of ten clinical trials involving 2,687
patients also supported the previous review results. The findings showed that escitalopram
might be superior to SSRIs and comparable to venlafaxine in the treatment of patients with
MDD (Kennedy et al., 2006).The results of a recently meta-analysis in eight-week treatment
trials of MDD indicated that escitalopram (10-20 mg/day) is superior to and more tolerable
than duloxetine (60 mg/day) (Lam et al., 2008). Another systemic review involving clinical
trials of escitalopram versus SNRIs (two trials with duloxetine and two with venlafaxine
extended release) in outpatients (18-85 years of age) with moderate-to-severe MDD
summarized that, over the eight week treatment period, escitalopram was as effective as but
more tolerable than SNRIs (venlafaxine XR and duloxetine) (Kornstein et al., 2009). In addition,
two meta-analyses showed that the efficacy and tolerability of escitalopram was superior to
SSRIs and SNRIs (Kennedy et al., 2009; Lam et al., 2010). Escitalopram may also have a more
rapid onset of action than other antidepressants (Kasper et al., 2006).The minimal effective
dose for depression is 20 mg/day. However patients with severe or recurrent depression tend
to respond to its higher dose (40 mg/day), and less severe depression may respond to its
minimal effective dose (20 mg/day) (Montgomery et al., 1994). However, recent meta-analysis
findings indicated that the effective doses of escitalopram may be lower than those in previous
reviews. The recent review showed that the optimal dose of escitalopram in the treatment of
moderate DSM-IV MDD is 10 mg/day, while the effective dose of escitalopram in patients
with moderate to severe depression is 20 mg/day.
According to several review findings, escitalopram is effective for MDD. Its efficacy may be
greater than that of SSRIs. With a more tolerable profile, it appears to be superior TCAs and
SNRIs. The dose range for moderate depression is 10-20 mg/day and for moderate to severe
depression is 20-40 mg/day.
3.1.1.5.2 Mirtazapine
A number of systemic reviews have summarized the efficacy and safety of mirtazpine for
MDD. A meta-analysis of four clinical studies comparing mirtazapine with amitriptyline
and placebo suggested that mirtazapine was as effective as amitriptyline in the treatment of
MDD. However, mirtazapine was better tolerated than amitriptyline with respect to adverse
events, particularly anticholinergic and cardiac side effects (Stahl et al., 1997). Another metaanalysis including 405 patients demonstrated that mirtazapine and amitriptyline were
equally effective for severely depressed patients (Kasper et al., 1997). A systemic review of
eight studies also showed that mirtazapine might be superior to placebo and comparable to
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amitriptyline for patients with MDD predominant with anxiety/agitation or
anxiety/somatisation symptoms (Fawcett & Barkin, 1998). In comparison to SSRIs, a
systemic review of ten clinical trials including 1,904 outpatients with MDD showed that
mirtazapine and SSRIs were equally effective, but mirtazapine had a preferable side effect
profile (Papakostas, et al., 2008). In addition, a meta-analysis of 14 studies involving 1,108
patients with MDD, mirtrazapine appears to have lesser sexual dysfunction than SSRIs
(Chen et al., 2008). A meta-analysis of remission rates and time to remission of 15 six-week,
clinical trials of mirtazapine and SSRIs showed a higher remission rates in mirtazapinetreated patients after 1, 2, 3, 4 and 6 weeks of treatment. Mirtazapine may have a more rapid
onset of action than SSRIs (Thase et al., 2010).
With regard to those reviews, mirtazapine is as effective as amitriptyline and may be
superior to SSRIs in the treatment of MDD. The side effect profile of mirtazapine appears to
be different from those of amitriptyline and SSRIs.
3.1.1.5.3 Bupropion
Several systemic reviews supported the efficacy, safety and tolerability of bupropion. In a
pooled study of clinical studies in MDD patients, at week 8 or end point, bupropion and
SSRIs were equally effective and tolerable (Thase et al., 2005). In another meta-analysis of
summarized that bupropion XL had a better sexual tolerability than that of escitalopram
with similar antidepressant efficacy (Clayton et al., 2006). A systemic review of six clinical
trials in MDD patients indicated that bupropion had a greater resolution of sleepiness and
fatigue than SSRIs treatment (Papakostas et al., 2006).
From those reviews, bupropion is an effective and tolerable antidepressant. Patients treated
with bupropion appear to have less sexual dysfunction than those with SSRIs. It is also
beneficial for sleepy and fatigue patients.
3.1.1.5.4 Trazodone
A meta-analysis summarized the efficacy, safety and tolerability of trazodone. Trazodone
was compared with imipramine in six treatment studies of depression. The findings
suggested that both active drugs were equally efficacious (Patten, 1992). A meta-analysis of
nine studies including 988 patients showed that trazodone might be comparable to
nefazodone and SSRIs (Papakostas & Fava, 2007). From two review, trazodone seems to be
equi-effective and –tolerable as other antidepressants in the treatment of depression.
3.1.1.5.5 Agomelatine
Agomelatine, melatonergic agonist (MT1 and MT2 receptors) and 5-HT2C antagonist, is
indicated for the treatment of adult MDD. Most clinical trial results supported it efficacy in
general depressed patients. A meta-analysis of three clinical studies also suggested that 2550 mg/day of agomelatine was also effective for severe depression.
3.1.2 Cognitive-behavioural therapy
CBT is effective for MDD. A meta-analysis of four short-term, randomized trials comparing
antidepressants and CBT in severely depressed outpatients showed that CBT was as
effective as antidepressants (DeRubeis et al., 1999). In comparison to psychodynamic
psychotherapy, included studies with at least 13 therapy sessions and a at least 20 patients
per group. The review findings suggested that short-term psychodynamic psychotherapy
and CBT or behavioural therapy have similar remission or improvement judged by the

318

Mental Illnesses – Evaluation, Treatments and Implications

patients (Leichsenring, 2001). Another meta-analysis of Beltman (2010) including 29 studies
found the effectiveness of CBT for the reduction of depressive symptoms in depressed
patients with a diversity of somatic diseases.
In addition, a meta-analysis comparing found that CBT, behavioral therapy, and
psychodynamic therapy seem to be superior to pharmacological treatment in elderly
depressed patients. However, those nondrug and antidepressant therapies are comparable
in treatment those depressed patients (Gerson et al., 1999). There is a systemic review of 57
controlled trials to assess the effects of psychotherapy and other behavioral interventions in
depressed older patients. About 19% of the participants discontinued their treatment, with
the higher discontinuation rates in group therapies and in longer therapies. The reviews
summarized that CBT and reminiscence seemed to be effective and acceptable for older
patients with depression. Seven to twelve sessions appear to optimize effectiveness and
minimize dropout rates (Pinquart et al., 2007).
Several reviews have shown the efficacy of CBT in patients with depression. Its efficacy for
the treatment of depression is comparable to that of antidepressants and other
psychotherapy such as short-term psychodynamic psychotherapy. CBT may be beneficial or
an alternative treatment for children, adolescents and elderly patients intolerable to
antidepressants.
Several reviews have shown that CBT is effective for depression in children and adolescents.
A meta-analysis of six randomized trials compared the efficacy of CBT with inactive
interventions in depressed patients aged between 8 and 19 years. Most included trials are
based on relatively mild cases of depression and moderate quality. The review suggested
that CBT may be beneficial for the treatment of depressive disorder with moderate severity
in children and adolescents but not recommended for severe depression (Harrington et al.,
1998). Another meta-analysis also demonstrated that CBT appears to be effective for
depressed adolescents (Lewinsohn & Clarke, 1999; Klein et al., 2007). Since there is a
limitation for antidepressant use in children and adolescents, CBT may be an alternative and
effective treatment of those patients with MDD.
Although some clinical studies and reviews showed the efficacy of CBT in treating
depressed patients, an overestimation of its efficacy from each study may not be overlooked.
In a meta-analysis of Cuijpers et al. (2010) examined the effect sizes of 117 studies with 175
comparisons between psychotherapy and control conditions demonstrated that the benefits
of psychotherapy for adult depression appeared to be overestimated considerably due to
publication bias.
3.1.3 Cognitive-behavioural therapy combined with antidepressants
Although antidepressant or CBT therapy alone shows its efficacy for MDD, significant
proportion patients, particular those with severe or recurrent MDD, do not or partially
respond to either monotherapy. Combined treatment is, therefore, a choice to raise the
response and remission rates. Although many types of combined therapy for MDD are
available, psychotherapy, particularly CBT, combined with antidepressants is effective and
possibly less adverse effects than other combinations, e.g., combination of two
antidepressants. The effectiveness of CBT combined with antidepressant is widely reported.
A systemic review of 18 studies including 1,838 subjects receiving psychological treatment
alone or combined treatment consisting of the same psychological treatment plus an
antidepressant. The review showed that combined treatment is more effective than
psychological treatment alone (Cuijpers et al., 2009). However the advantage of combination
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appears to be less when an antidepressant is added to CBT (Cuijpers et al., 2009). The
clinical study of Thompson et al. (2001) compared the efficacy of desipramine-alone, CBTalone and their combination for elderly outpatients with depression. The findings indicated
that the combined therapy might be effective for severely depressed patients.
The MDD patients who do not respond to an adequate dose and duration of antidepressant
treatment are indicated for combined therapy. Many studies show that psychotherapy
combined with antidepressants is effective for these patients. In the STAR*D study, the
MDD patients who had received inadequate benefits from a initial antidepressant
medication were assigned to treat with other strategies. The findings showed that CBT
augmentation to citalopram is as effective as pharmacologic augmentation, although, the
latter augmentation had more rapid remission than the CBT augmentation (Thase et al.,
2007). Regarding the evidence from other ethnic groups, an open study also demonstrated
the adding CBT to fluoxetine in Thai patients with MDD who did not respond to four weeks
treatment of fluoxetine has significantly more efficacy than previous fluoxetine treatment
alone (Maneeton et al., 2010).

4. Long-term treatment (continuation and maintenance phase)
After the successful treatment of MDD in the acute phase, the discontinuation of
antidepressant therapy usually leads to a relapse or recurrent. Long-term treatment is,
therefore, desperately needed for most patients. The ultimate goal of treatment phase is to
sustain the remission period and prevent a new episode of MDD.
4.1 Antidepressants
Many reviews supported the antidepressant continuation for the prevention of early relapse
for a period of 9-12 months after remission. Maintenance therapy of antidepressants is
effective for preventing the recurrence of depressive episodes (Paykel, 2001). A systemic
review of 31 studies including 4,410 participants demonstrated that antidepressant
continuation treatment could reduce the relapse rate as comparison with placebo (41% for
placebo vs. 18% for antidepressants) (Geddes, et al., 2003). Another meta-analysis of four
comparative and 23 placebo-controlled trials reviewed the efficacy and effectiveness of
second-generation antidepressants for preventing MDD relapse and recurrence during
continuation and maintenance phases of treatment. Duloxetine and paroxetine, fluoxetine
and sertraline, fluvoxamine and sertraline, and trazodone and venlafaxine were comparable
for the relapse prevention of a depressive episode. A meta-analysis of those secondgeneration antidepressants indicated the overall benefits of continuation- and maintenancephase treatment for patients with MDD (Hansen et al., 2008). In addition, a meta-analysis of
30 studies involving 4,890 participants also summarized that antidepressants could reduce a
relapse risk in the maintenance phase, regardless of clinical and pharmacologic factors.
However, the larger number of depressive episodes may suggest a relative resistance
against the prophylactic treatment from antidepressant (Kaymaz et al., 2008).
A meta-analysis of Kok et al. (2011) reviewed eight studies of continuation and maintenance
treatment in the elderly with 925 participating patients. The results showed that continuing
treatment with antidepressants appeared to be efficacious as compared with placebo. The
efficacy and tolerability during long-term treatment of both TCAs and SSRIs are
comparable.

320

Mental Illnesses – Evaluation, Treatments and Implications

From those reviews, antidepressants appear to be effective in prevention relapse and
recurrence of a depressive episode in MDD patients. However, the prophylactic effects of
antidepressants in patients with many depressive episodes may not be as effective as those
with a single episode.
4.2 Cognitive behavioral therapy
The review of Paykel (2001) showed that CBT appeared to be effective in preventing relapse
from unipolar depression, particularly in patients with residual symptoms. A systemic review
of 28 trials involving 1,880 adult patients suggested that acute treatment of CBT might be more
effective than pharmacotherapy in reducing a relapse or recurrence of depressive episode. To
compare with other active continuation treatments, continuation treatment with CBT in those
responding to acute antidepressant therapy can reduce the relapse and recurrence at the end of
continuation treatment and follow-up (Vittengl et al., 2007).
Several evidences also show the advantage of long-term treatment with CBT for depression.
The clinical study of Fava et al. (1996) determined whether CBT of residual symptoms of
depression can prevent further relapses. Forty MDD patients with successfully
antidepressant therapy were randomly assigned to either CBT or standard clinical
management. Antidepressant medications in both groups were gradually tapered. The
result showed that CBT was effective for the reduction of relapse in the depressed patients.
As an intervention during the continuation and maintenance phase, CBT is beneficial for
prevention of depressive episodes.
4.3 Cognitive-behavioural therapy combined with antidepressants
There is some evidence on the long-term benefits of psychotherapy combined with
antidepressants. This combined therapy is particular effective in preventing a relapse of
depressive episode. Although short-term antidepressant treatment is effective for MDD
patients, some of them still behave and believe as if they depressed, and some still have low
self-esteem or interpersonal difficulties. These residual symptoms, therefore, may be
addressed with CBT. A 6-month, randomized controlled trial (RCT) compared the efficacy
of continuation treatment with fluoxetine plus CBT or fluoxetine alone in 56 patients (ages
11-18 years) with MDD who have responded to acute pharmacotherapy. The findings
indicated that fluoxetine plus CBT might be able to reduce the risk of relapse as compared
with fluoxetine alone (Kennard et al., 2008). In an open trial, 19 patients who failed to
respond to at least two trials of antidepressants with adequate doses and durations were
treated with CBT augmentation. The remaining 16 patients improved significantly, and 12
patients were considered to be in remission (Fava et al., 1997).
In contrast, there is a 6-month, continuation treatment study in patients with MDD who
were remitted from an 8-week, open-label, fixed dose, acute treatment of fluoxetine. The
study compared the continuation treatment of fluoxetine only and fluoxetine plus CBT. The
findings showed no significant differences in the respects of relapse rates and 17 HAM-D
scores (Petersen et al., 2004).

5. Further research
Several lines of evidence suggest that antidepressants, CBT and their combination are
effective for the treatment and prevention of depressive episodes. Most studies involved the
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treatment in acute phase and the rests were in the continuation and maintenance phases.
Although several reviews and clinical studies in acute phase treatment of MDD have been
done, most of them involve only either antidepressant or CBT monotherapy. In addition,
only few clinical studies and systematic reviews of MDD treatments in continuation and
maintenance phases, particularly the cognitive-behavioural therapy combined with
antidepressants, have been carried out. Further RCTs and systemic reviews with welldesigned methodology, large sample sizes and consistent outcomes may be helpful in
clarifying the benefits of this combination therapy in both acute and long-term treatments of
MDD.

6. Conclusion
In the acute phase of MDD, combination of CBT and antidepressants appears to be more
efficacious than antidepressant or CBT monotherapy, particularly in severely depressed
patients. However this is a lack of evidence of this combination in depressed children and
adolescents.
For long-term treatment of MDD, antidepressant medications, CBT and its combination
appear to be effective in preventing a depressive episode in both continuation and
maintenance phase. Since there were only limited studies of this, we could not conclude that
this combination is superior to antidepressant or CBT monotherapy in these phases. More
well-designed studies are, therefore, necessary to determine the superiority of this
combination over antidepressant and CBT monotherapy.
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1. Introduction
Major depressive disorder (MDD) is a debilitating and often recurrent psychiatric illness
that impacts the lives of millions. Approximately 20 percent of individuals will experience at
least one depressive episode during their lives, and the high rates of chronic morbidity
(depressive episodes typically last for several months) and mortality (owing to suicide)
attributed to this disorder constitute one of the largest global economic disease burdens
(Kessler et al., 2005). Despite the considerable burden of depression, our understanding of
its pathophysiology and the therapeutic mechanisms of action of antidepressant drugs
remains incomplete. In fact, much of what we currently understand about the
neuropathology of depression is derived from the observed effects of known
antidepressants on the brain. This situation is confounded by the fact that currently
available antidepressant drugs are of limited clinical efficacy – the antidepressant response
typically takes several weeks to develop, and a substantial proportion of patients do not
experience a significant improvement in depressive symptoms, or full clinical remission.
Furthermore, because antidepressant efficacy varies significantly as a function of symptom
severity, the benefit of antidepressant therapy may be limited or nonexistent in patients with
mild to moderate depressive symptoms, which represent the majority of clinical cases
(Fournier et al., 2010). When the inadequate efficacy profiles of antidepressant drugs are
weighed against our limited understanding of depression, the therapeutic action of
antidepressants, and the potential negative side effects of these drugs arising from
nonspecific actions, a difficult question arises: do the benefits of antidepressant
pharmacotherapy outweigh the risks?
In this chapter, we explore the development of the current theories of depression etiology,
the hindrances of current antidepressant therapeutics, and how the poor understanding of
the mechanism of antidepressant action contributes to a haphazard interpretation of the
benefits and consequences arising from their non-specific interactions. Through the use of a
simple single-synapse experimental approach, we have gained insights into the impact of
non-specific antidepressant actions on neuronal function, and our findings will be discussed
in this context. Finally, we will explore prospective developments in the field of depression
pharmacotherapy that may hold the potential to revolutionize the way we understand and
treat depression.
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1.1 Identifying & understanding depression
Depression is a prevalent psychiatric condition in which the depressive affect (the
immediate emotional state and a normal emotional response) becomes sustained and
predominant, thus constituting a disorder of mood (a sustained emotional state). It is
characterized by persistent emotional symptoms including a dysphoric mood and
anhedonia (loss of interest or pleasure), low self-esteem, feelings of guilt, anguish, apathy
and pessimism, and thoughts of suicide or death. Additional biological symptoms include
difficulty concentrating and remembering, disturbances of sleep and appetite, loss of energy
and libido, and psychomotor agitation (restlessness) or psychomotor retardation (slowing of
thoughts and actions). The clinical diagnosis of depression is subjective, being based on the
concurrent presence of a depressed mood, and a number of the above-mentioned biological
symptoms, for a period of at least two weeks.
Because the understanding of the pathophysiology of depression is limited, reliable
indicators of risk have not yet been identified. The multitude of symptom profiles that
constitute a diagnosis of depression points to the heterogeneous nature of the disorder, and
its probable multifactorial and polygenic etiology. Indeed, the heterogeneity of depression is
evident in the markedly different occurrence of depressive symptoms, genetic
predispositions, and environmental risk factors such as stressful life events, among patients
that present with MDD. Depression has a strong genetic predisposition, with an estimated
heritability of 40 percent (Krishnan & Nestler, 2008; Sullivan et al., 2000); and while genetic
association studies have identified some MDD susceptibility genes, several of which play a
role in monoaminergic neurotransmission and neuroplasticity, findings have often been
inconsistent, and the role of genetic polymorphisms in the manifestation of MDD remains
uncertain (López-León et al., 2008; Pezawas et al., 2008). The roles of monoamine
neurotransmitters and neuroplasticity in depression will be further explored below.
The linear relationship between genetic mutations and inherited disorders, which has
proven useful in understanding numerous other conditions (such as familial Alzheimer’s
disease or Huntington’s disease), is not so evident in psychiatric disorders, where it is likely
that complex interactions between genes and the environment influence neuronal networks,
and ultimately behaviour. A polymorphism in the serotonin transporter (5-HTT) gene,
which modulates serotonergic neurotransmission, was found to influence the occurrence of
depression in response to stressful life events, providing the first direct evidence for the
interplay of genes and the environment in the etiology of depression (Caspi et al., 2003). The
strong contribution of both genetics and the environment to MDD provides a feasible
starting point from which we can begin to understand and interpret the heterogeneity of
depression, and ultimately, perhaps, even predict or prevent its onset.
1.2 Depression etiology: Insights from antidepressant drugs
Advances in understanding the etiology and developing effective therapeutics for MDD –
and numerous psychiatric and neurodegenerative illnesses, for that matter – have lagged
considerably behind other areas of medical research, the primary obstacle being the inherent
complexity of the human brain. Research in the field of mood disorders has been hindered
by both the difficulty of studying the brain directly (though modern imaging techniques
have enabled considerable progress in this area), and the lack of truly representative animal
models, where, while biological correlates of the disorder can be induced in animal models,
the emotional and psychological characteristics that define the human condition are far from
accurately paralleled.
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The mechanistic understanding of both MDD and the therapeutic mode of action of
antidepressants has been slow to follow the development and clinical application of
antidepressant medication, particularly because the desired outcome of drug treatment is
readily apparent as an elevation of mood and alleviation of depressive symptoms, whereas
reversal of the causative brain abnormalities underlying MDD, such as neurochemical
imbalance and/or structural alterations, are not so evident. A case in point, the primary
theories of the etiology of depression have developed not from identifying the factors that
underlie the neuropathology of MDD, but rather from observing the effects of
antidepressant drugs on the brain and interpreting the roles of these target neuronal
systems in behaviour.
1.2.1 The monoamine hypothesis
The monoaminergic theory of depression posits that the cause of depression is a functional
deficit in monoaminergic neurotransmission, due to the decreased availability of
monoamine neurotransmitters, of which serotonin (5-Hydroxytryptamine; 5-HT) has
received considerable attention in depression. Developed from early observations that drugs
fortuitously discovered to exert antidepressant effects all appeared to target monoaminergic
systems, the monoamine hypothesis was the first biochemical theory of depression, and
remains one of the main etiological hypotheses of the disorder (Schildkraut, 1965; Lapin et
al., 1969). Serotonin in particular plays a dynamic role in the regulation of mood, cognition,
attention, learning, appetite, sleep, motor function and the response to stress (Martinowich
& Lu, 2008; Oberlander et al., 2009). In accordance with the monoamine hypothesis, there is
an obvious parallel between the symptomatic disruption of mood and behaviour in
depression, and the normal physiological role of serotonin.
The monoamine theory of MDD provides the most logical basis for understanding the
therapeutic mode of action of antidepressant drugs, as nearly all available antidepressants
act by potentiating the synaptic availability of monoamine neurotransmitters (López-Muñoz
& Alamo, 2009), which will be further explored below. Whereas antidepressants produce a
rapid biochemical effect and an almost immediate enhancement of chemical
neurotransmission, there is a substantial delay in the onset of antidepressant action.
Achieving clinical improvement in depressive symptoms requires several weeks of
continuous antidepressant administration, highlighting two obvious limitations of both
current antidepressant medications and the monoamine theory of depression: firstly, the
prolonged period of therapeutic inefficacy provides a large window during which
depressive symptoms remain untreated, and suicide risk is high (Licinio & Wong, 2005); and
secondly, such a delay in the onset of antidepressant action indicates that the cause of
depression is not simply a deficit of monoamine neurotransmitters.
1.2.2 The Neuroplasticity hypothesis
A recent neuroplasticity theory of MDD gaining acceptance and substantial evidentiary
support posits that depression results from disruptions of neuronal plasticity (structural and
functional alterations of the brain in response to environmental changes) at various regions
of the brain (Pittenger & Duman, 2008). In depressed patients, post-mortem and
neuroimaging studies have identified neuronal atrophy and aberrant activity patterns in
several brain structures, most notably in the prefrontal cortex, hippocampus and amygdala
(Zou et al., 2010; Drevets, 2001; Krishnan & Nestler, 2008). Remarkably, chronic stress, an

334

Mental Illnesses – Evaluation, Treatments and Implications

environmental risk factor known to contribute to the development depression, also affects
neuroplasticity in similar brain regions. These affected structures are responsible for various
aspects of cognition, including executive functions (prefrontal cortex), emotional response
(amygdala) and memory formation (hippocampus). Again, the normal functions of the brain
regions disrupted by chronic stress and MDD parallel the symptomatology of depression,
pointing to an underlying role for dysfunctional neuronal plasticity in the etiology of MDD.
A powerful facet of the neuroplastic hypothesis is the ability to explain the delayed onset of
antidepressant drug effects. Through a slower-acting secondary neuroplastic mechanism,
long-term adaptive changes in the brain in response to antidepressants are thought to be
responsible for the clinical improvement of depressive symptoms. Indeed, following chronic
antidepressant treatment, the occurrence of structural and functional changes and enhanced
neurogenesis that normalize neuronal networks and activity patterns correlates with the
onset of the therapeutic response, and are likely to play a causal role in antidepressant
action (Ressler & Mayberg, 2007; Santarelli et al., 2003; Maya Vetencourt et al., 2008).
Though we lack a clear understanding of the mechanistic action of antidepressants, there is
an apparent relationship between the mechanisms of neuroplasticity and MDD
neuropathology, which has been illuminated by the molecular and cellular changes in the
brain brought about by antidepressant action. The implication of neuroplasticity in MDD
lends to the exciting possibility that the cellular and molecular mechanisms of synaptic
plasticity may be effective and more direct targets for antidepressant therapeutics,
providing prospective directions for investigation in a field of pharmacology that has been
stagnant for decades.
1.2.3 Linking monoamines, neuroplasticity & antidepressants
The slow onset of therapeutic effects of antidepressant drugs that rapidly increase synaptic
levels of monoamine neurotransmitters necessitated the development of an alternative
neuromodulatory hypothesis for the mechanism of therapeutic action of antidepressant
medication. However, the monoaminergic and neuroplasticity theories of depression are not
mutually exclusive, as monoamines are modulatory neurotransmitters that influence
neurogenesis and neuron survival, neuronal activity, synaptogenesis and synaptic plasticity
by initiating molecular signalling cascades. In particular, changes in the expression levels or
function of neurotrophic factors, such as brain-derived neurotrophic factor (BDNF), a
growth factor that is a key regulator of synaptic plasticity and participates in a
developmental feed-back loop with serotonin, has been suggested to underlie both
depression neuropathology and the therapeutic antidepressant response (Martinowich &
Lu, 2008). Studies demonstrating that levels of BDNF and BDNF-mediated signalling are
reduced in depressed patients and increased patients receiving antidepressant medication
provide a link between the expression of BDNF and the therapeutic action of
antidepressants (Shimizu et al., 2003; Chen, 2001). This notion is further supported by
evidence that BDNF signalling is necessary for mediating the antidepressant response in
animal models (Saarelainen et al., 2003). How exactly this BDNF-mediated neuroplasticity
contributes to the emotional and behavioural response in antidepressant treatment remains
unidentified.
The intracellular signal transduction cascades connecting serotonin neurotransmission and
BDNF expression provide a workable explanation for the ability of antidepressants that
potentiate monoaminergic activity to promote neuroplasticity and an antidepressant
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response. All but one of the 5-HT receptor subtypes act through a G-protein coupled
metabotropic mechanism, which initiates cellular responses through the activation of
intracellular signalling cascades. Chronic antidepressant treatment, presumably by
promoting enhanced serotonergic synaptic availability and receptor signalling, has been
found to up-regulate numerous components of the cAMP signal transduction pathway,
including the effector protein kinase A (PKA) and the transcription factor cAMP-responseelement-binding protein (CREB) (Nestler et al., 1989; Nibuya et al., 1996; Pittenger &
Duman, 2008). Notably, the cAMP-PKA-CREB cascade, which is implicated in synaptic
plasticity, is downstream of a number stimulatory G-protein coupled receptors, including
several serotonin receptor subtypes (Martinowich & Lu, 2008). As CREB is a key
transcription factor involved in activity-dependent BDNF expression (Tao et al., 1998), the
activation of CREB may be one of the mechanisms by which the antidepressant-induced
elevation of monoamines acts to enhance BDNF expression and promote neuroplasticity.
1.3 Antidepressant pharmacotherapy: Limited options & limited outcomes
Nearly all currently marketed antidepressant medications act to increase the synaptic
availability of monoamine neurotransmitters. This is achieved through one of two
mechanisms: the prevention of degradation by inhibition of the enzyme monoamine
oxidase, or the prevention of re-uptake from the synapse by inhibition of the reuptake
transporter proteins. The three commonly prescribed classes of antidepressants include the
Monoamine oxidase inhibitors (MAOIs), the tricyclic antidepressants (TCA), and the
selective reuptake inhibitors (SRIs), including selective serotonin reuptake inhibitors (SSRIs),
and serotonin-norepinephrine reuptake inhibitors (SNRIs).
MAOIs: Among the first clinically introduced antidepressants, MAOIs cause inhibition of
the monoamine oxidase enzyme, which acts to degrade serotonin, norepinephrine and
dopamine. In the brain, monoamine oxidase (MAO) regulates the cytoplasmic concentration
of monoamine neurotransmitters, thus, the primary effect of MAOIs is to increase the
cytoplasmic concentration of monoamines, thereby promoting spontaneous transmitter
leakage and enhanced synaptic action. The enzyme isoform MAO-A is the primary target of
MAOI-type antidepressants, and is responsible for the antidepressant effect. However, most
MAOIs are not particularly selective, inhibiting both MAO-A and MAO-B isoforms, as well
as several other enzymes, including those involved in drug metabolism. These non-specific
interactions contribute to an extensive profile of serious adverse effects including
cardiovascular complications, dietary interactions, drug interactions, and lethality in
overdose.
TCAs: Another class of early antidepressants, tricyclic compounds (so named for their
characteristic three-ringed chemical structure) were initially synthesized as potential
antipsychotic drugs, and though found ineffective in psychosis, they did exert potent
antidepressive effects. TCAs act to inhibit the reuptake of monoamines from the synapse by
blocking reuptake transporters, the primary mechanism by which the length of the synaptic
signal is regulated and the actions of monoamine neurotransmitters are terminated. This
action enhances the synaptic availability of monoamine neurotransmitters. All of the three
major classes of monoamine transporter proteins, the serotonin transporter (SERT or 5HTT), the norepinephrine transporter (NET) and to a lesser extent the dopamine transporter
(DAT), are inhibited by TCAs. As with MAOIs, the non-selective pharmacological profile of
TCAs contributes to a host of unwanted effects, including inhibition of various types of
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neurotransmitter receptors, cardiovascular effects, sedation, drug interactions, and lethality
in overdose.
SRIs: The diverse systemic side effect profiles of MAOIs and TCAs, coupled with the toxic
effects in overdose that lead to the frequent use of these compounds in suicide attempts,
prompted the development of new antidepressants that would be safer and more tolerable –
what resulted was a diverse class of second-generation reuptake inhibitors whose clinical
use rapidly overtook that of MAOIs and TCAs. Of all the available types of antidepressant
drugs, selective serotonin reuptake inhibitors (SSRIs) are the most commonly prescribed.
Acting in a manner analogous to TCAs, these second generation compounds block
monoamine reuptake, but exhibit selectivity for blocking SERT and/or NET. While the
profile of adverse drug effects of SRIs is more favourable than that of MAOIs or TCAs, these
antidepressants still exhibit considerable side effects including the nonspecific inhibition of
ion channels and neurotransmitter receptors, and even, surprisingly, an increased risk of
suicide.
Drug Class
MAOIs

TCAs

SRIs

Examples
Phenelzine
Rasagiline
Moclobemide
Iproniazid
Imipramine
Amitriptyline
Doxepin
Desipramine

Conventional Mode of Action
Monoamine Oxidase Inhibition
(MAO-A)

Monoamine Reuptake Transporter
Inhibition (SERT, NET, DAT)

SSRI

Fluoxetine
Paroxetine
Citalopram
Sertaline

Selective Serotonin Reuptake
Inhibition (SERT)

SNRI

Venlafaxine
Duloxetine

Serotonin-Norepinephrine
Reuptake Inhibition (SERT, NET)

Table 1. Classification of monoaminergic antidepressant drugs according to the
conventional mechanism of action.
The advent of second-generation SRIs with a superior safety profile improved the
pharmacological management of depression; however, this advance was not paralleled by
an improvement in the clinical outcome of MDD pharmacotherapy. MAOIs, TCAs, and SRIs
all require several weeks of continuous treatment for an improvement of depressive
symptoms to appear, meanwhile the response rate is abysmally low and the relapse rate is
high. Only approximately 60 percent of patients receiving antidepressants experience a
meaningful improvement of depressive symptoms, with as little as one third experiencing
full remission (Trivedi et al., 2006; Thase et al., 2005). A further disadvantage of the available
plethora of antidepressant medications is the fact that they all essentially work through the
same monoaminergic mechanism. Thus, attempting combinatorial therapy or a series of
different medications in attempts to gain improvement in the clinical management of MDD
faces fundamental mechanistic limitations, though this is a commonly employed but largely
unproven clinical strategy (Thase, 2011). Whereas SRIs have to some extent addressed the
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adverse side effect profile of antidepressants, the efficacy and time course of therapeutic
action are two critical aspects of antidepressant therapeutics that still must be improved.
1.4 Side effects of antidepressant pharmacotherapy: Consequences of high
therapeutic doses & non-specific drug effects
Antidepressants are notoriously promiscuous substances, indiscriminately affecting a wide
range of ion channels, neurotransmitter receptors, and synaptic plasticity mechanisms that
ultimately results in changes in neuronal architecture and function. While these non-specific
effects have been suggested to be essential for producing the antidepressant response, the
fact that we do not know the mechanism of therapeutic action of antidepressants makes it
difficult to separate the beneficial from the detrimental effects of these non-specific
interactions.
With the reuptake blocker type of antidepressants (including TCAs and SRIs), there exists a
100-1,000 fold-magnitude of difference between the concentrations at which selective
inhibition of monoamine reuptake and the therapeutic antidepressant effect occurs (Bolo et
al., 2000; Torres et al., 2003; Lenkey et al., 2006). The high concentrations required for
therapeutic efficacy result in a substantial loss of drug specificity. Within the therapeutic
window (e.g. steady state brain concentrations in the low micromolar range),
antidepressants affect a number of protein targets, inhibiting numerous types of ion
channels and neurotransmitter receptors, which are critical components of neuronal
electrical excitability and network activity. Documented interactions of antidepressant drugs
include calcium, sodium and potassium channels, as well as serotonergic, adrenergic,
dopaminergic, glutamatergic, and cholinergic receptors. The movement of ions through
voltage- and ligand-gated channels underlies virtually every aspect of neuronal function –
action potential generation and synaptic communication being two principle examples.
Calcium (Ca2+) ions in particular have a critical function as a second messengers in
intracellular signalling, regulating numerous neuronal events such as the activation of Ca2+dependent proteins, the initiation of gene expression, neurite outgrowth, synapse formation,
neurotransmitter release and synaptic plasticity (Feng et al., 2002; Xu et al., 2009;
Hardingham et al., 1997). As the cardiovascular system similarly depends on ionic influx
(i.e. Ca2+ for heart contraction) and neurotransmitter regulation, this opens to the possibility
that the non-specific interactions of antidepressant drugs with voltage gated ion channels
and neurotransmitter receptors can produce systemic dysregulation, as is seen in the
cardiotoxic lethality in TCA overdose. Ultimately, the blind modulation of protein targets by
antidepressant drugs contributes to systemic and neuronal side effects that may have
devastating consequences.
A fundamental principle of therapeutic intervention is that the derived benefit of the
therapy must outweigh the potential risks. Antidepressant medications are readily used as
the first-line standard of treatment for the management of MDD, as depression constitutes a
substantial personal and economic burden, and the risks associated with untreated
depression are substantial (i.e. diminished quality of life, loss of productivity, comorbid
diseases, suicide). In accordance with the increasing clinical prevalence of MDD, the use of
antidepressant drugs has grown rapidly, being the most commonly prescribed class of
medication; SSRIs in particular, with their comparatively innocuous profile of serious
adverse effects, are the most widely used type of antidepressant (Olfson & Marcus, 2009). In
light of the potential negative effects arising from the often overlooked non-specific
interactions of antidepressant drugs, the limited benefit of antidepressants raises
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considerable grounds for concern. Indeed, despite their widespread use, the risk-benefit
ratio of antidepressant drugs is somewhat controversial. In addition to the less-than-optimal
response and remission rates resulting from antidepressant pharmacotherapy, the actual
pharmacological benefit of antidepressants in the majority of patients – those below the
threshold of ‘very severe’ depression – is largely unfounded. In a patient-level metaanalysis, Fournier et al. (2010) demonstrated that the magnitude of response to
antidepressant therapy depends on the baseline depression symptom severity; such that
compared to placebo, patients with mild to severe depression do not derive significant
benefit from antidepressant pharmacotherapy. Furthermore, these patients with less
Target
Ion channels

Drug

Reference

Sodium (Na+)
channels

Fluoxetine,
Amitriptyline,
Desipramine, Doxepin
Duloxetine, Sertraline,
Paroxetine

Pancrazio et al., 1998

Nav1.3, Nav1.4,
Nav1.7

Citalopram
Potassium (K+)
channels

Wang et al., 2008;
Wang et al., 2010
Pacher & Kecskemeti,
2004
Witchel et al., 2002

HERG

Citalopram

GIRK

Citalopram, Imipramine,
Amitriptyline

Kobayashi et al., 2004

KV1.5

Citalopram

Lee et al., 2010

KV1.1

Fluoxetine

Yeung et al., 1999

KV3.1

Fluoxetine

Sung et al., 2008

T, N, L- type

Fluoxetine, Citalopram

Deák et al., 2000;
Witchel et al., 2002

P/Q-type

Fluoxetine

Wang et al., 2003

N-Methyl-D-aspartate
(NMDA)
Glycine

Desipramine,
Imipramine
Fluoxetine

Sernagor et al., 1989;
Reynolds & Miller, 1988
Ye et al., 2008

Nicotinic Acetylcholine
(nACh)

Fluoxetine

García-Colunga et al.,
1997
Rana et al., 1993
Snyder & Yamamura,
1977
Fan et al., 1994

Calcium (Ca2+)
channels

Neurotransmitter Receptors

Muscarinic Acetylcholine (mACh)
Serotonin
(5-HT3)

Imipramine,
Imipramine
Fluoxetine, Phenelzine,
Imipramine, Iproniazid

Table 2. Highlight of some of the known ion channel and neurotransmitter receptor targets
of antidepressant drugs.
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severe depressions represent the majority of clinical cases, and are frequently excluded from
clinical trials establishing antidepressant drug efficacy, where inclusion often requires a
minimum baseline symptom severity (Zimmerman et al., 2002). This apparent lack of a
meaningful drug response for a large percentage of the MDD patient population tips the
balance of the risk-benefit assessment of antidepressant pharmacotherapy, giving rise to the
question – could antidepressant therapy be causing more harm than good?

2. Insights from a single-synapse experimental model
In addition to its function as a modulatory neurotransmitter in the adult brain, serotonin also
plays a role in numerous neurodevelopmental events, including synaptogenesis and the
wiring of brain circuits (Gaspar et al., 2003). As antidepressants are known to cross the
placental barrier, numerous clinical and animal model studies have investigated the impact of
gestational antidepressant exposure, and have identified the occurrence of severe
neurodevelopmental birth defects, neuronal network mis-wiring complications, and sustained
neurobehavioural effects in association with in utero exposure (Alwan et al., 2007; Xu et al.,
2004; Homberg et al., 2009; Oberlander et al., 2009). It is, however, difficult to differentiate
between the developmental effects of the maternal mental illness (in clinical studies), excessive
levels of serotonin caused by the action of antidepressant drugs, and the non-specific
interactions of antidepressants. Identifying the contribution of each of these factors to
developmental complications is difficult to assess in the context of complex in vivo models.
Similar neurodevelopmental events, such as neurogenesis, synaptogenesis and synaptic
plasticity, occur throughout adulthood, where they are believed to underlie adaptive processes
such as learning and memory. If the non-specific actions of antidepressant drugs do in fact
play a role in the disruption of neuronal architecture and function in the developing brain,
then the possibility also exists that the dynamic adult brain may be similarly susceptible,
raising new concerns for the potential adverse effects of antidepressant drugs.

Fig. 1. The in vitro neuronal culture model of Lymnaea stagnalis. A. Neurons cultured in the
presence of growth factors extend neurite processes and form synaptic networks with
neighboring neurons (arrow). Growth cones (asterisk) actively sense and navigate the
environment. Scale bar represents 50 μm. B. The soma-soma single synapse experimental
model. When the somas (cell bodies) of neurons are juxtaposed in culture, synaptogenesis
occurs without the reliance on neurite outgrowth. Scale bar represents 25 μm.
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Our interest in investigating the impact of non-specific antidepressant effects on synapse
formation and synaptic function was initiated by the fact that antidepressant drugs
indiscriminately inhibit ion channels, and that neurotrophic signalling and synaptic plasticity
mechanisms appear to be necessary for the antidepressant response. Our group employs a
simple in vitro experimental model to explore the cellular and molecular mechanisms of
synapse formation. With the invertebrate model system Lymnaea stagnalis, functionally defined
individual neurons with known neurotransmitter phenotype can be isolated and cultured in
vitro. In the presence of neurotrophic factors, these neurons regenerate neuronal processes,
recapitulate specific synaptic connectivity and establish functional neuronal networks,
resembling the developmental events seen in vivo (Syed et al., 1990; Ridgway et al., 1991; Feng
et al., 1997). As this model enables the study of individual neurons, synapse formation and
synaptic activity at the level of the single synapse, it provides us with a unique opportunity to
isolate the impact of the non-specific interactions of antidepressant drugs on neuronal
viability, synaptic function, and neurotrophic factor-dependent synaptogenesis.
2.1 Review of key findings from our comparative evaluation of the neuronal effects of
the non-specific actions of two SSRI-type antidepressants
SSRIs represent the most widely used type of antidepressant medication, and though their
action is largely regarded to be specific, or at least the most specific of available medications,
there is a growing body of evidence that these compounds indiscriminately affect various
aspects of neuronal function, primarily through the non-specific inhibition of ion channels
and neurotransmitter receptors. For our investigation, we opted to conduct a comparative
analysis of two commonly prescribed SSRI-type antidepressant drugs, fluoxetine and
citalopram. Fluoxetine was the first and the most obvious choice for investigation, as it was
the first clinically introduced SSRI and is furthermore the most commonly used compound
in experimental settings. Within the SSRI class of antidepressants, however, fluoxetine
exhibits the lowest degree of selectivity for serotonin reuptake, whereas citalopram is the
most selective, and additionally is a more potent inhibitor of serotonin reuptake than
fluoxetine (Hyttel, 1994). This lends to the possibility that citalopram may produce an
antidepressant effect at lower therapeutic concentrations, thereby reducing the risk of nonspecific inhibitory actions. These pharmacological characteristics lent to the formulation of
our hypothesis that different SSRIs would exert characteristic non-specific neuronal side
effects, and, because of its lesser selectivity profile, that fluoxetine would exert a more
detrimental effect on synaptic physiology than citalopram. Using a combination of
intracellular and patch-clamp electrophysiological recordings, calcium imaging,
immunocytochemistry and various neuroimaging techniques, we have for the first time
demonstrated that clinically-relevant concentrations of fluoxetine, but not citalopram
(dosage range up to 5 μg/mL; Bolo et al., 2000), exhibit detrimental effects on neurite
outgrowth, synapse formation, synaptic transmission and synaptic plasticity, and that the
negative effects of fluoxetine on synaptic function involves a direct perturbation of both preand post-synaptic machinery (Xu et al., 2010; Getz et al., 2011).
2.1.1 Fluoxetine inhibits the initiation of neurite outgrowth and induces growth cone
collapse and neurite retraction
The Effect: Neurite outgrowth is the initial and essential step prior to synapse formation, and
is easily and routinely modelled experimentally. We therefore first sought to investigate the
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non-specific neuronal effects of SSRIs by examining their impact on neurite outgrowth. To
this end, Lymnaea serotonergic or non-serotonergic neurons were cultured under control
conditions (in the presence of growth media containing neurotrophic factors), or in the
presence of SSRIs over a therapeutically-relevant dosage range. The neuronal ability to
initiate and elongate neurite processes, spread branches and form active growth cones was
monitored under these two conditions (Xu et al., 2010). We found that neurons cultured in
growth media alone established extensive neurite outgrowth (massive branches with active
growth cones), while neurons cultured in the presence of fluoxetine exhibited only minimal
branches and shorter processes at lower doses (< 3 μg/mL), and no growth at higher
concentrations (> 3 μg/mL). In neurons that had developed active growth cones, exposure
to fluoxetine resulted in the collapse of growth cones within minutes, and the retraction of
neurite processes within hours. These negative effects of fluoxetine were observed in
Lymnaea neurons regardless of their neurotransmitter phenotype. We also performed a
similar investigation using mammalian neurons to determine whether the inhibitory effects
of fluoxetine may be attributed to the invertebrate preparation used. Fluoxetine was
similarly found to inhibit neurite outgrowth and disrupt neuronal network assembly in both

Fig. 2. Acute application of fluoxetine, but not citalopram, causes rapid growth cone collapse
and neurite retraction. Lymnaea neurons were cultured in the presence of growth factors and
allowed to develop neurite outgrowth with active growth cones (arrow). Within 30 minutes
of fluoxetine exposure, all growth cones exhibited collapsed morphology, whereas citalopram
application resulted in no discernable detrimental effect. Scale bar represents 50 μm
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rat primary cortical neurons and neurohybridoma cells homologous to dorsal root ganglion
neurons, thus validating our findings of the inhibitory effects of fluoxetine in Lymnaea
neurons. As the negative effect of fluoxetine on neurite outgrowth and growth cone
morphology was observed in neurons regardless of vertebrate or invertebrate, serotonergic
or non-serotonergic phenotype, these findings suggest that fluoxetine possesses non-specific
effects that are independent of its mechanistic action as an SSRI. Interestingly, exposure to
citalopram did not exhibit negative effects on neurite outgrowth or growth cone
morphology (Getz et al., unpublished observations), suggesting that the negative effects
observed for fluoxetine may be a drug-specific property, and not a common feature of the
SSRI class of antidepressants.
The Mechanism: Optimal calcium transients in growth cones have been shown to be essential
for the regulation of the polymerization and depolymerisation status of cytoskeletal proteins
including F-actin, and thus affect growth cone motility and behaviour (Spira et al., 2001;
Welnhofer et al., 1999; Henley & Poo, 2004). In the presence of trophic factors, the growth
cones of Lymnaea neurons exhibit small spontaneous Ca2+ transients, and these Ca2+
transients were eliminated within minutes of exposure to fluoxetine (Xu et al., 2010).
Furthermore, immunocytochemical labeling identified that the fluoxetine-induced inhibition
of spontaneous Ca2+ transients and collapse of growth cones was accompanied by a
breakdown of the F-actin cytoskeleton. Thus, the perturbation of Ca2+ homeostasis in
neuronal growth cones by the non-specific actions of fluoxetine contributes to its
detrimental effect on neuronal architecture.
2.1.2 Fluoxetine, but not citalopram, inhibits synapse formation
The Effect: Because fluoxetine was found to prevent neurite outgrowth and neuronal
network assembly, the use of the soma-soma synapse model, where synapse formation
occurs in the absence of neuronal outgrowth, enabled us to investigate how the non-specific
effects of SSRIs might affect the development of functional synapses. When paired in a
soma-soma configuration, the identified Lymnaea neurons visceral dorsal 4 (VD4) and left
pedal dorsal 1 (LPeD1) form a well characterized excitatory cholinergic synapse, in which
VD4 functions presynaptically, and LPeD1 functions as the postsynaptic partner. As SSRIs
distribute throughout the brain, their actions are not limited to monoaminergic neurons,
thus the investigation of the non-specific effects of SSRIs on synaptogenesis and synaptic
function in other neuronal systems is warranted. To determine whether SSRI exposure
affects synaptogenesis between VD4 and LPeD1, these neurons were cultured in the somasoma configuration in the presence of various concentrations of fluoxetine or citalopram.
Simultaneous recordings of presynaptic action potentials (current injection-induced) and
postsynaptic potentials (PSPs) were made to determine the effect of SSRI exposure on the
incidence of synapse formation, by measuring the percentage of cells that exhibited a
functional synapse, and the synaptic strength, by measuring the mean amplitude of PSPs in
response to the presynaptic action potential. When cultured in the presence of fluoxetine,
neuron pairs exhibited a dose-dependent reduction in both the incidence of synaptogenesis,
and, in pairs that did form synapses, a reduction in synaptic efficacy, which was significant
at higher concentrations. Interestingly, citalopram had no detrimental effect on either the
incidence of synapse formation or synaptic efficacy. Again, these findings lend support to
our hypothesis that different SSRIs exhibit characteristic non-specific neuronal effects, and
that fluoxetine is more detrimental than citalopram.
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Fig. 3. The simultaneous intracellular electrophysiological recording protocol used in the
soma-soma synapse model. Current injection in the presynaptic neuron (pre, VD4) results in
the generation of an action potential (AP), which triggers release of neurotransmitter. The
efficacy of synaptic transmission can be measured through the amplitude of the resultant
excitatory post-synaptic potential (PSP) generated in the postsynaptic neuron (post, LPeD1).
Triggering AP burst firing (tetanus) in the presynaptic neuron results in the induction of a
use-dependent form of synaptic plasticity, pots-tetanic potentiation (PTP), measured as the
ratio of PTP over PSP increase (dotted line). The efficacy of synaptic transmission rapidly
returns to baseline values (asterisk), demonstrating the use-dependent characteristic of this
type of synaptic plasticity.
The Mechanism: Using the in vitro soma-soma preparation, we have recently found that
neurotrophic factor signalling, through triggering Ca2+ influx via voltage-gated calcium
channels in the postsynaptic cell and the subsequent expression of excitatory
neurotransmitter receptors, is essential for the formation of excitatory synapses (Xu et al.,
2009). These trophic factor-mediated intracellular Ca2+ oscillations required for excitatory
synapse formation were inhibited in the presence of fluoxetine, indicating that fluoxetine
prevents the expression of proteins involved in synaptogenesis (Xu et al., 2010). Attesting to
this, we found that the expression and synaptic localization of synaptophysin, a synaptic
vesicle-associated protein and presynaptic biomarker, were significantly reduced in
synapses formed in the presence of fluoxetine, but not citalopram (Getz et al., 2011).
Importantly, we also demonstrated that the inhibitory effect of fluoxetine on synapse
formation is reversible following prolonged drug washout, and that this recovery is
dependent on protein synthesis – that is, new synapses developed following the removal of
fluoxetine. Together, these data suggest that fluoxetine, through the non-specific inhibition
of Ca2+ signalling and Ca2+-dependent gene expression, affects the assembly of synaptic
machinery during synapse formation, and that this contributes to a sustained, albeit
reversible impairment of synaptogenesis.
2.1.3 Acute exposure to fluoxetine and citalopram affects transmission at established
synapses
The Effect: Through the inhibition of ion channel and neurotransmitter receptor activity, the
non-specific interactions of SSRIs also have the potential to augment the function of existing
synapses. To determine whether neuronal communication at established synapses is
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affected by SSRI exposure, we measured the efficacy of synaptic transmission between VD4LPeD1 soma-soma paired neurons following the acute application of various concentrations
of fluoxetine or citalopram. Again, using simultaneous pre- and post-synaptic
electrophysiological recordings, the mean amplitude of the PSP provided an indication of
synaptic strength, which was recorded before, during and after washout of SSRIs. Following
exposure to fluoxetine, the efficacy of synaptic transmission was significantly reduced at all
doses examined, and this inhibition was not reversible after a brief washout period.
Surprisingly, acute exposure of neuron pairs to citalopram also resulted in a reduction of
synaptic transmission efficacy; however, this effect was significant only at the highest
concentration evaluated. Moreover, we found that exposure to fluoxetine, and to some
extent high concentrations of citalopram, often resulted in the development of presynaptic
action potential clamping during burst firing (inability to sustain continuous trains of action
potentials), suggesting that the intrinsic membrane properties of the neurons may be
affected by both fluoxetine and citalopram exposure, for example, through the non-specific
inhibition of the sodium and potassium channels that generate the action potential.
Established synapses also exhibit the property of synaptic plasticity, such that synaptic
communication is not fixed, but has the capacity to change in response to modulations of
neuronal activity patterns. The VD4-LPeD1 synapse exhibits a well characterized usedependent form of short term plasticity known as post-tetanic potentiation (PTP), which is
initiated during periods of bursting activity in the presynaptic neuron. Taking this
advantage, we investigated whether the inhibition of action potential burst firing resulting
from acute SSRI exposure might also affect the occurrence of synaptic plasticity.
Interestingly, whereas PTP was not affected by citalopram, exposure to fluoxetine almost
completely inhibited the induction of PTP. As both SSRIs were found to affect synaptic
transmission at established synapses, yet only fluoxetine affected synaptic plasticity, we
postulate that the profiles of inhibitory effects on ion channels and neurotransmitter
receptors are unique for these two drugs, and that these drug-specific pharmacological
characteristics contribute to the differential neuronal effects seen for fluoxetine and
citalopram.
The Mechanism: Synaptic machinery, the components at the synapse that mediate
presynaptic neurotransmitter release and the postsynaptic response, must function
collectively in order for proper synaptic transmission to occur. Presynaptically, the action
potential triggers the influx of Ca2+ through the opening of N-type voltage-gated calcium
channels, whereby Ca2+-sensing proteins associated with the synaptic vesicle activate to
trigger the release of neurotransmitter into the synaptic cleft. Postsynaptically, released
neurotransmitters bind to either ionotropic receptors that produce depolarizing or
hyperpolarizing currents in the postsynaptic cell to transfer information between neurons,
or metabotropic receptors that activate signalling cascades to affect neuronal activity. Using
whole-cell patch clamp recordings, we found that the Ca2+ current in the presynaptic VD4
neuron was significantly reduced after exposure to fluoxetine, but not citalopram, indicating
that a direct inhibition of Ca2+ influx through voltage-gated calcium channels contributes to
the fluoxetine-mediated inhibition of synaptic transmission. Furthermore, ratiometric Ca2+
imaging revealed that the influx of Ca2+ during action potential burst firing was significantly
reduced by both fluoxetine and citalopram, suggesting that a loss of depolarizing driving
force (i.e. through the inhibition of sodium and/or potassium channels and the
development of action potential clamping) and subsequent indirect reduction in Ca2+ entry
is most likely responsible for the citalopram-mediated reduction of synaptic transmission
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(Getz et al., 2011). In Lymnaea neurons, the mechanism underlying the short-term plasticity
of PTP has been shown to involve presynaptic Ca2+ entry through voltage-gated calcium
channels and subsequent activation of CaMKII, a protein kinase that mediates the effects of
intracellular signalling cascades (Luk et al., 2011). This mechanism illuminates how the
differential effects of fluoxetine and citalopram on synaptic plasticity can be produced by
their respective direct and indirect inhibition of presynaptic Ca2+ entry. Finally, we
examined the amplitude of the receptor potential generated in the postsynaptic neuron in
response to exogenously applied acetylcholine to determine whether the postsynaptic
machinery was also affected by SSRI exposure. Indeed, in the presence of fluoxetine, but not
citalopram, the receptor potential was significantly reduced, indicating that the inhibition of
neurotransmitter receptors is another mechanism by which the non-specific actions of
fluoxetine contributed to the reduction of synaptic transmission efficacy. Ultimately, we find
that the negative effect of fluoxetine on synaptic function is attributable to the direct
perturbation of numerous components of both pre- and post-synaptic machinery, whereas
citalopram exhibits only a minor profile of adverse effects in established synapses, again
providing support for the hypothesis that the distinctive auxiliary neuronal effects arise
from the characteristic non-specific interactions of SSRIs.
2.1.4 The inhibitory effects of SSRIs on neuronal function: It all comes down to
calcium
The occurrence of non-specific ion channel and neurotransmitter receptor inhibition by
SSRIs is widely acknowledged; however, the potential impact of these effects remains
largely disregarded. Taken together, our findings reveal that these non-specific interactions
do in fact hold unforeseen consequences for both neurodevelopmental events and synaptic
function. Nearly all of the neuronal functions impacted by fluoxetine can be either directly
or indirectly attributed to calcium and its critical function as a cytosolic messenger,
mediating such diverse neuronal effects as cytoskeletal dynamics, growth cone activity,
gene expression, neurotransmitter release, and synaptic plasticity. As citalopram did not
directly affect Ca2+ influx through voltage-gated calcium channels, and is additionally
associated with a comparatively benign profile of adverse neuronal effects, we propose that
the disruption of calcium homeostasis by fluoxetine is the primary causal factor underlying
the extensive profile of detrimental neuronal effects attributed to this SSRI.
Ca2+-dependent?

Fluoxetine
Inhibition

Citalopram
Inhibition

Neurite outgrowth

Yes

Yes

No

Growth cone dynamics

Yes

Yes

No

Synapse formation

Yes

Yes

No

Synaptic transmission

Yes

Yes

Yes

Synaptic plasticity (PTP)

Yes

Yes

No

Presynaptic ICa

Yes

Yes

No

Neuronal Phenomenon

Table 3. Summary of the differential effects fluoxetine and citalopram exhibit on neuronal
architecture and function.

346

Mental Illnesses – Evaluation, Treatments and Implications

Fig. 4. The proposed mechanisms of non-specific action of SSRIs that contribute to the
development of inhibitory effects on neuronal structure and function. Our data suggests
that the principle mechanism underlying the fluoxetine-mediated disruption of neuronal
function is the inhibition of intracellular calcium signalling. This interferes with numerous
neuronal processes including neurotrophic factor signalling through receptor tyrosine
kinase (RTK), synaptic protein expression (i.e. synaptophysin, the postsynaptic nACh
receptor), synaptogenesis, membrane excitability, and synaptic neurotransmitter release. As
citalopram did not exhibit a similar profile of detrimental effects, and did not directly inhibit
intracellular calcium influx, we propose that citalopram-mediated disruption of synaptic
transmission efficacy may result from the reduction of neuronal excitability, for instance,
through the inhibition of the Na+ and/or K+ channels that contribute to the development of
action potentials and the regulation of neuronal excitability.
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While the impact of the promiscuous interactions of antidepressant medications remains
largely unaccounted for, we find that one in particular – the modulation of calcium channel
activity – can have devastating consequences for neuronal structure and synaptic function.
Ultimately, in light of the low clinical efficacy of antidepressant medications and our limited
understanding of the mechanism(s) of antidepressant action, the benefits of antidepressant
pharmacotherapy, in some instances, may not outweigh the risks.

3. Conclusions: Looking to the future of antidepressant therapeutics
After more than half a century of development in the field of antidepressant
pharmacotherapy, there has not been a significant improvement in the treatment
paradigm or the therapeutic outcome. The last advance came in the 1990’s with the
introduction of the SRI class of antidepressants, which, to some extent, addressed the
need for safer and more tolerable compounds, but left the issues of efficacy and time
course of therapeutic action largely unresolved. Assessing the clinical safety of these
compounds is complicated by the fact we do not completely understand the mechanism of
therapeutic action – making it difficult to differentiate between what may be a necessary
effect for therapeutic response and a detrimental effect resulting from non-specific
interactions of SRIs with ion channels and neurotransmitter receptors. The limited efficacy
profiles, long periods of therapeutic lag, and as we have identified, the potential for
inhibitory effects on neuronal function arising from the non-specific interactions of
antidepressant medications, underscores the need to develop more selective and more
effective therapeutics for the treatment of MDD.
Further development in this field has been hindered by lack of certainty regarding the
etiology of depression. Indeed, the complex multifactorial nature of MDD provides no
obvious starting points for molecular investigation, and this situation is further
confounded by the fact that much of what we currently understand about depression has
been gleaned from observing the effects of antidepressant drugs, which themselves
appear to act through convoluted and indirect secondary mechanisms. Though slow to
gain recognition, the alternative neuroplasticity theory of depression posits that structural
changes and neuroplasticity deficits are causative factors underlying MDD, and thus
opens to the possibility that these pathways may be targeted directly in attempts to
improve therapeutic outcome and perhaps also to reduce the unwanted non-specific
effects associated with current antidepressant drugs. An exciting new therapeutic strategy
that has made its way into clinical trials involves the use of the psychotropic drug
ketamine, which acts as a glutamate NMDA receptor antagonist. Fascinatingly, a single
dose of ketamine has been found to produce a rapid (occurring within hours) and
sustained (lasting as long as two weeks) antidepressant response through the rapid
activation of synaptic plasticity mechanisms (Berman et al., 2000; Li et al., 2010). However,
the clinical use of ketamine is limited by its psychotrophic effects and the potential for
abuse. Subunit-selective NMDA receptor antagonists that produce an antidepressant
response without the development of a psychotropic reaction have more recently been
developed and tested clinically, providing an alternate means to achieve the rapid acting
antidepressant effects without the side effects and potential complications (Preskorn et al.,
2008). As numerous antidepressant drugs have been found to antagonize NMDA receptor
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activity, it is possible that current antidepressant drugs may also be acting through this
mechanism – just taking a roundabout and rather ineffectual way of getting there, hence
the therapeutic delay and high concentration required for antidepressant response. Herein
we find a striking example of the difficulty in interpreting the effects of antidepressant
medications without a clear understanding of their mechanism of action, and how this
impacts neuronal function.
There is an unmistakable need for a solution to the problems of the high rates of morbidity
and mortality present during the extended window of therapeutic inefficacy associated with
traditional antidepressants, and the cryptic consequences of their non-specific interactions.
The fact that NMDA receptor antagonists produce an antidepressant response with just a
single dose, and that this response is sustained beyond the period of drug metabolism and
elimination, highlights the potential for this therapeutic strategy to have minimal nonspecific interactions and adverse effects, providing a significant advantage over currently
available antidepressant medications. Furthermore, as the onset of antidepressant action of
NMDA receptor antagonists is extremely rapid, the limitation of therapeutic lag associated
with traditional antidepressants is also addressed. Given the compelling evidence to date, it
appears as though NMDA receptor antagonists and the mechanisms of synaptic plasticity
may provide a route towards the ’magic-bullet’ for depression pharmacotherapy that we
have been searching for.
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1. Introduction
Mental disorder, which ranges in prevalence from 4.3 to 26.4% a year worldwide, is a critical
healthcare issue (Demyttenaere et al., 2004). It is a leading cause of morbidity. Its cost and
impact on productivity and on individual and family quality of life are substantial. It is
associated with greater stigmatization of individuals, family burden, and a range of risk
factors (for example, poverty, social isolation, criminal behavior, tobacco use, suicide
attempts). Along with addiction, it is a major cause of work absenteeism and accounts for
more lost work days in Canada than physical ailments (Kirby, 2006). Given the longstanding
impact of mental disorder, the World Health Organization (WHO, 1978; 2001; 2008),
emulated by countries such as Australia, New Zealand, the United Kingdom, and Canada
(Smith, 2009), has advocated primary care reinforcement as a leading priority in mental
healthcare. Primary care is defined as “the provision of first contact, person-focused,
ongoing care over time that meets the health-related needs of individuals, referring only
those too uncommon to maintain competence, and coordinated care when individuals
receive services at other levels of care” (Starfield, 2008, p. 5). Usually, mental disorders that
are considered to be managed in primary care are well-defined disorders, for which there
are effective pharmacological and psychological treatments (Bower, 2002).
Robust primary care systems are deemed to achieve better organizational and patient
outcomes (Starfield et al., 2005). Compared to specialized care, they are considered to be
more accessible, less stigmatizing, and more comprehensive since they manage physical
problems along with mental disorder (Rothman & Wagner, 2003). Studies report that most
patients with chronic conditions prefer receiving services in primary care if the quality of
services is perceived as good (Upshur & Weinreb, 2008). According to Heymans (2005),
primary healthcare should handle 90% of health problems. As the main entry and service
point for primary healthcare (Bambling et al., 2007), general practitioners constitute the
cornerstone of the system. Every year, an estimated 75 to 80% of the general population
consult a general practitioner (Nabalamba & Millar, 2007), with up to a third of these visits
for a mental disorder (Rockman et al., 2004). General practitioners see more patients with
mental disorders than psychiatrists do. In Canada, about 10% of the population seek mental
healthcare yearly: 45% of these patients consult a general practitioners; and 25%, other
healthcare practitioners (Lesage et al., 2006).
General practitioners’ ability to detect, diagnose, and treat patients with mental disorder
adequately, however, is often considered unsatisfactory (Walters et al., 2008; Upshur and
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Weinreb, 2008). A comparison of research interview results reveals that 30 to 70% of mental
disorders in general practitioners’ patients go undetected (Walters et al., 2008). However,
according to longitudinal studies, after three years, only 14% of patients with depression or
anxiety remained unrecognized. The literature underscores the importance of early
intervention in the onset of mental disorder for better prognosis (Reavley & Jorm, 2010).
Unfortunately, the time to initial treatment contact following the onset of symptoms is
generally quite long. It is estimated to range from 6 to 8 years for mood disorders and from
9 to 23 years for anxiety disorders (Wang et al., 2005a). However, compared to specialized
care, it is pointed out that detection and diagnosis in primary care are more complex,
concurrent disorders of physical and substance abuse being highly associated with mental
disorder, and patients present with discrete illnesses and early symptoms that they
themselves do not necessarily recognize (Walters et al., 2008). In addition, as general
practitioner consultations last in general only few minutes, detection and diagnosis are more
difficult to perform, compared to specialized care (Tyrer, 2009).
As regards treatment when mental disorder is diagnosed, Wang and colleagues (2007),
comparing 10 high-income countries involved in the WHO Mental Health Survey Initiative,
have provided estimates of minimum adequacy standards ranging from 18 to 42% among
patients receiving treatment for anxiety, mood, and substance disorders. For depression,
Mykletun and colleagues (2010) evaluated that less than 30% of patients receive proper
treatment. In the province of Quebec in Canada, a recent study estimated that 54% of
patients diagnosed with major depression and covered by the public drug insurance plan
stop taking their medication before six months, in spite of best-treatment guidelines (Conseil
du médicament, 2011) that recommend taking them at least for eight months. Moreover, only
31% of these patients consult their general practitioners at least eight times, wherever
guidelines prescribed a minimum of ten visits (Conseil du médicament, 2011). In a similar
study in the Netherlands (Seekles et al., 2009), about 30% of patients stopped using
antidepressant medication within the first month of treatment, while 40% reached the
recommended therapeutic dosage of the antidepressant drug.
In addition, a number of studies have revealed instances of fragmentation and duplication
of services or major gaps in the range of mental healthcare systems, resulting in inefficient
provision of care, and in preventable emergency-room visits or hospitalizations (Bachrach,
1996; Provan & Milward, 1995). The lack of integration between primary and specialized
care, and of interdisciplinary collaboration has also received repeated mention in the
literature (Fleury, 2006). Globally, the primary healthcare system has “often been viewed as
poor care for poor people” (Desjardins, 2011, p. 10). Therefore, to help general practitioners
manage patients with mental disorders more effectively, great efforts have been made,
particularly in the past decade, to develop models of integrated care and best practices in
the field of primary mental healthcare services.
On the basis of an international literature review of primary mental healthcare and two
research projects focusing on general practitioner management of patients with mental
disorder in Quebec, this chapter examines patient profiles in primary mental healthcare,
determinants of service utilization of these patients, and primary mental healthcare reforms
with a spotlight on best practices. The research projects are designed to describe the clinical
and collaborative role of general practitioners in mental healthcare, uncover enabling and
hindering factors associated with the management of patients with mental disorder, and
cast light on general practitioners’ strategies and recommendations to improve patient
management. The Quebec/Canada public mental healthcare system offers an interesting
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setting for exploration of these topics. It has undergone significant transformation over the
years in efforts to reinforce primary mental healthcare and integrated care; however, the
quality of Canada’s primary healthcare system and ease of accessibility rank poorly
compared to international best practices (Katz et al., 2009). As a result, improvement is
needed. As increasing attention worldwide is devoted to the development of optimal
integrated models of primary care, this chapter makes a contribution to the discussion
surrounding service planning in the field of mental healthcare. It also considers the most
effective components and strategies for enhancing care collaboration and integration. While
it focuses on research in a specific context (Quebec/Canada), this chapter is of wide-ranging
interest and relevance since primary mental healthcare in most industrialized countries
(including the United Kingdom, Australia, Ireland, and the United States) share similar
reform objectives and organizational and practice features (Gask et al., 2008).

2. Methods
2.1 Study population and data collection
This chapter is based on a major literature review on primary mental healthcare, including
both epidemiological and organizational research initiatives. General practitioner data from
Quebec presented in this chapter were sourced from two studies. The first study (conducted
using a cross-sectional design) targeted all general practitioners from nine Quebec local
healthcare networks in five administrative healthcare regions (Quebec features 18 regions
and 95 local networks), corresponding to 20% of the general practitioner population in the
province. Quebec is the second most populated province in Canada, with about 7.9 million
inhabitants (23% of the Canadian population). The province is home to 7,199 equivalent fulltime general practitioners (1 GP per 1,041 inhabitants) (Savard & Rodrigue, 2007). In
Quebec, local healthcare networks constitute the core of the healthcare system, where
providers combine primary and specialized care services to ensure a comprehensive care
spectrum (Fleury, 2006). The local healthcare networks selected for this study represent
urban, semi-urban, and rural areas; some of these networks include university-affiliated
psychiatric facilities. They encompass diversified work settings for general practitioners:
solo private clinics; group private clinics; walk-in clinics; community care centers; family
medicine groups; network clinics; and hospital centers (acute, psychiatric, or long-term).
Family medicine groups correspond to a primary care setting where patients are registered
with general practitioners (n= 8 to 10 equivalent full time), and where nurses work closely
with general practitioners; nurses are responsible for patient screening, follow-up, and
referral. Network clinics (n= 10 or more general practitioners equivalent full time) are
similar, but patients are not registered with general practitioners and nurses act mainly as
liaison agents, coordinating services between organizations. In community care centers,
interdisciplinary teams are onsite.
To select the study sample, a list of all general practitioners in the nine local healthcare
networks was provided by the Quebec Federation of General Practitioners (FMOQ), which
represents all Quebec general practitioners. Every general practitioner in these local healthcare
networks (n=1,415) was asked to participate in the study. The survey was mailed from
September 2005 to February 2007. The Quebec public register for all general practitioner
medical acts (Régie de l’assurance maladie du Québec (RAMQ) database, 2006) was also analyzed
to compare the study’s sample with the general practitioner population of Quebec as a whole
wherever possible for the purpose of data validation (for example, gender, age, types of
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territories, diagnoses). More information on the instruments and study methods employed are
provided in other publications (Fleury et al., 2008; 2009; Ouadahi et al., 2009).
The second study arose from the first. Out of the general practitioners who participated in
the initial research initiative, 60 physicians (12 per region) where selected for qualitative
investigation in efforts to enhance understanding of mental disorder management.
Recruitment took place from April 2009 to March 2010. A 27-item questionnaire and
interview guide were used. Both instruments were tested on three general practitioners not
included in the final sample. The questionnaire, a shorter version of the survey used in the
previous research project, covered four dimensions: (1) general practitioners’ sociodemographic profile and practice location; (2) continuing medical education; (3) clinical
practice features and profile of patients with mental disorder; and (4) comfort level in
managing patients with mental disorder. It included categorical or continuous items, with
some 5 or 10-point Likert Scale questions. It was self-administered and required 10 minutes
to complete. Development of the interview guide was based on a literature review of
primary care and the previous research project. The guide included three sections, relating
to general practitioners’: (1) clinical practice; (2) relationships with mental healthcare
networks, evaluation of availability of mental healthcare resources in their territory, and
views on healthcare reform; and (3) needs for support and collaboration and ideal practice
models for treating mental disorder. Seventy-minute interviews were conducted (25% faceto-face and 75% by phone), recorded, and transcribed (with respondents’ anonymity
respected throughout). All participants from both studies signed a consent form approved
by the research ethics board at the Douglas University Institute of Mental Health.
2.2 Data analysis
Quantitative and qualitative analyses were carried out. Quantitative investigation involved
descriptive and inferential statistics, computed with SPSS Statistics 17.0. Analyses are well
described in other publications (Fleury et al., 2008; 2009; 2010a). As for qualitative data (the
second study), transcripts were read by the research team and subsequently coded using
NVivo 8. The codes were derived from the primary-care literature on themes in the
interview guide. Transcript analysis generated new codes. The researchers ensured coding
accuracy and refined the interpretation of results. Data analysis also involved the reduction
and synthesis of information. Reports integrating quantitative and qualitative data were
produced to summarize pertinent results, which were read and discussed by all researchers.
In addition, a second-step analysis was performed using data associated with general
practitioners’ main practice settings (where general practitioners spent most of their work
hours), for example, solo private clinics, community care centers, and so on. Data-grouping
permitted comparison of general practitioner collaborative practices with respect to their
main settings. Wherever pertinent, data analysis also compared general practitioners’
collaboration strategy for patients diagnosed with common mental disorder (for example,
anxiety, depression) and patients with serious disorders (schizophrenia, bipolar disorder)
with or without concomitant disorders (for example, physical problems, substance abuse).

3. Contextual background
3.1 Profiles of patients with mental disorders
The concept of mental health is usually considered in terms of an ecological model that
includes, beyond the illness, individuals’ adjustment within their communities, the state of
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their well-being, and their self-fulfillment (empowerment). This conception leads to
interventions that are not only medical but also psycho-social (for example, psychotherapy,
psycho-education and rehabilitation). Mental disorder, for its part, is defined as “clinically
significant conditions characterized by alterations in thinking, mood (emotions) or behavior
associated with personal distress and/or impaired functioning” (WHO, 2001, p. 21). Mental
disorder is generally classified as “common or moderate” or “severe.” Generally, common
mental disorders are viewed as the main focus of primary mental healthcare (Bower &
Gilbody, 2005).
The major common mental disorders are mood disorders and anxiety disorders. One of the
most widespread mood disorders is major depression. Alcohol use is also quite common.
According to the Canadian Community Health Survey (CCHS), the incidence of major
depression for a given year is 4.5%, and for mood disorders as a whole 4.9% (Statistics
Canada, 2002). International surveys suggest, however, that the incidence of mood
disorders, for a given year, is estimated at 9.5% in the United States (Kessler et al., 2005),
8.5% in France, 6.9% in Netherlands, and only 3.6% in Germany, for instance (Demyttenaere
et al., 2004). According to the CCHS, the incidence of anxiety disorders in a given year was
1.6% for panic disorders, 0.7% for agoraphobia, and 3.0% for social anxiety disorders, and
4.7% as a whole (Statistics Canada, 2002). International surveys suggest that the overall
incidence of anxiety disorders is 18.1% yearly in the United States (Kessler et al., 2005), 12%
in France, 8.8% in Netherlands, and 6.2% in Germany (Demyttenaere et al, 2004). In the
Epidemiological Catchment Area Study (Regier et al., 1990), the lifetime incidence for
alcohol and drug abuse in the population was evaluated at 17%. The CCHS reported that an
estimated 4.6 to 1.9% of the Quebec population experience mild to serious alcohol
consumption problems yearly (Statistics Canada, 2002).
The most prevalent serious mental disorders are schizophrenia, bipolar disorder, and
delirious disorder. Patients with serious mental disorder usually differ substantially from
patients with common mental disorder. Serious mental disorder patients (2 to 3% of the
population) are generally unemployed and need considerable help in many biopsychosocial
domains on a long-term basis (Nelson, 2006). Patients with common mental disorders are
generally employed (or on sick leave when ill); their problems are often less disabling
though they may be recurrent, relapse or become chronic. In a systematic needs-assessment
literature review (Joska & Flisher, 2005), patients with mental disorder are reported to
experience between 3.3 and 8.6 needs, depending on their mental disorder profile; patients
with less severe diagnostics usually have fewer needs than patients with mild or moderate
mental disorder. Psychotic symptoms, company, daytime activities and psychological
distress are usually the domains with the highest incidence of needs (Hansson et al., 2001).
Unmet needs are more predominant in needs domains related to interpersonal relations like
company, intimate relationships, and sexual expression (Middelboe et al., 2001).
The incidence of mental disorder is higher among adults (aged 18 to 64). However, the first
manifestations of mental disorder often occur in adolescence and early adulthood.
According to the Canadian Community Health Survey (CCHS), 47.9% of adults from 45 to
64 years, and 34.1% of seniors have indicated that their mental disorder appeared before the
age of 25 (Government of Canada, 2006). On average, common mental disorder is more
widespread among women than men. Depression and anxiety in particular are more
prevalent among women. However, addictions and antisocial personality disorders are
more common among men. Serious mental disorders, like schizophrenia, are as frequent in
men as in women, but men usually develop this mental disorder earlier than women
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(Mueser & McGurk, 2004). Moreover, a significant proportion of the population is affected
by more than one mental disorder (particularly concurrent anxiety and depressive
disorders). In a study by Kessler and colleagues (2005), out of an overall incidence of 26.2%
for mental disorder in a given year, 14.4% of the sample had a single mental disorder, 5.8%
had two types of mental disorder, and 6.0% had at least three types of mental disorder. The
recurring nature of mental disorder makes managing these problems more complex. Lloyd
and colleagues (1996) followed a cohort of patients with mental disorder treated in general
practice: they noted that after 11 years 54% still had specific problems and 37% had had
other episodes of illnesses likely associated with chronic mental disorder. It has also been
reported that more than 75% of patients with depression relapse or experience recurrence
(Howell et al. 2008); this finding substantiates the relevance of close monitoring and longterm approaches to care.
The magnitude of co-morbid conditions associated with mental disorders (more frequent
with increasing age) is very high. The combination of concurrent problems can result in a
more negative prognosis and make it less likely that a person will stick to a particular
medical regimen. For example, according to the Canadian Community Health Survey
(CCHS), 66% of Canadians suffering from depression in the past 12 months also present at
least one chronic condition (Schmitz et al., 2007). The most common physical concurrent
problems related with mental disorder are cardiovascular, gastrointestinal, and lung
diseases, diabetes, and neurological disorders (for example, Parkinson’s disease or epilepsy)
(Jones et al., 2004). Concurrent substance abuse problems were also found in about 15 to
50% of individuals with serious mental disorder, especially bipolar disorder (Skinner et al.,
2004). Nearly 60% of homeless individuals (Weinreb et al., 2005) and from 15 to 35% of
individuals with intellectual disabilities may also suffer from mental disorder (Ministère de la
Santé et des Services sociaux du Québec, 2006). In addition, suicide is from 10 to 20% more
prevalent in individuals who have schizophrenia or who have had depression or an anxiety
disorder (Statistics Canada, 2002).
It is worth noting that the incidence of mental disorder may vary significantly from one
study to another, depending on the country where the survey was conducted, types of
mental disorder included in the survey (for instance, most serious disorders and personality
disorders are not included), measurement instruments employed (survey, database or
administrative records), and types of population studied (general population or clinical
sample). DSM-IV and ICD-10 are the most widely used diagnostic systems. As regards
anxiety disorders, Kessler and colleagues (2010, p. 31) have suggested that “the current DSM
and ICD definitions might substantially under-estimate the proportion of the population
with a clinically-significant anxiety condition.” Finally, although diagnosis is an important
factor for service planning, a more comprehensive view of individuals is necessary to
establish appropriate service offerings (for example, social support, socioeconomic profile,
and history of illness).
3.2 Determinants of service utilization of patient with mental disorders
In general, mental health service utilization is most closely associated with needs-related
factors, such as having the following diagnoses: schizophrenia (Leaf et al., 1985); major
depression (Leaf et al., 1985); anxiety disorders (Leaf et al., 1985); antisocial behavior (Leaf et
al., 1985); and maternal history of mental disorder (Mojtabai et al., 2002). Previous studies
have reported that severe mental disorder cases were associated with more intensive service
utilization than mildly severe or moderate cases (Tempier et al., 2009; Wang et al., 2007).
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Number of diagnoses or needs and concurrent disorders are positively associated with
higher service utilization. Individuals with concurrent mental disorder and substance abuse
usually reported the highest utilization rates, and the least favorable selfperception/assessment of good health (Rush et al., 20010). Substance abuse alone is related
to very low service utilization (Tempier et al., 2009). Attitudes and beliefs regarding mental
disorder and treatment also play a role in service utilization. High rates of health service use
have been found among individuals who consider their mental health to be poor (Leaf et al.,
1985). Generally, the more serious the mental disorder diagnosis and its symptoms are and
the greater the number of serious needs and co-morbid health conditions, the greater is the
use of services and the poorer the prognosis.
Socio-demographic factors are also closely related to service utilization. Age, gender, marital
status, education, country of birth, and race/ethnicity are important determinants of service
utilization among individuals with mental disorder. Several studies have found that
younger (18 to 24) and older (65 and up) individuals are less likely to use services than
participants aged 25 to 64 (Wang et al., 2005a; Kessler et al., 2001). Females are the most
frequent users of health services, principally of general practitioners; men are more likely to
seek specialized services (Vasiliadis et al., 2007; Carr et al., 2003; Narrow et al., 2000).
Generally, studies have found that persons who were previously or currently married used
services more often than bachelors (Vasiliadis et al., 2007; Wang et al., 2005b; Bebbington et
al., 2000; Parslow & Jorm, 2000). Individuals with more education (Vasiliadis et al., 2007;
Leaf et al., 1985) also use health services significantly more often than less well-educated
persons, despite the higher incidence of mental disorder among the latter (Olfson et al.,
2002). Individuals with more elevated socio-economic status tend to use specialized services
more assiduously, particularly psychiatric and psychological care, even among individuals
with comparable insurance coverage (Wang et al., 2000; Hendryx & Ahern, 2001; Alegria et
al., 2000). With regard to country of birth, race, and ethnicity, studies found that Caucasians
are more likely to use health services than Blacks or immigrants (Vasiliadis et al., 2007;
Hatzenbuehler et al., 2008; Keyes et al., 2008).
Professional and social support (including family and friends) also plays a role (Lemming &
Calsyn, 2004; Bonin et al., 2007). Social support can be positively or negatively associated
with service utilization for mental healthcare reasons (Carr et al., 2003; Pescosolido et al.,
1998; Albert et al., 1998). Some social networks help individuals to recognize their problems
and seek aid from health providers; other networks tend not to encourage members to seek
help, thereby constituting a barrier to accessibility (Howard et al., 1996). Perceived barriers
to accessibility to care are negatively associated with service utilization (Leaf et al., 1985).
Access to a regular source of medical care (or continuity of care) is positively associated with
service utilization (Leaf et al., 1985). Compared to users of primary care only, individuals
who sought both primary and specialized care for a mental disorder presented more mental
disorders and lower quality of life. Individuals using only specialized healthcare received
significantly less social support than persons using primary care exclusively and lived in
neighborhoods with a high proportion of rental housing (Fleury et al., 2011). Generally, a
positive response to pharmacotherapy, compliance with drug treatment, low number of
acute-care hospitalizations, and satisfactory outpatient services play a central role in the
patient recovery process (Casper & Donaldson, 1990; Breier et al., 1991; Korkeila et al., 1998).
Lastly, failure to seek treatment or abandoning treatment is often explained by the belief
that a mental health disorder will resolve on its own and by the fear of being stigmatized
(Fournier et al., 2007). Denial of illness is also very frequent among heavy users of
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mental healthcare services, which impedes their recovery (Kent et al., 1995; Kent &
Yellowlees, 1995).
3.3 Mental health primary care reforms and best practices
In Canada (including Quebec), as in other industrialized countries, major reforms are
underway to reinforce primary care and collaboration among providers. Led by the
Government of Canada with the Health Transition Funds, major grants were distributed
between 2000 and 2006 to support primary healthcare transformation at the provincial level
(Bergman, 2007) as health and social services are a provincial jurisdiction in Canada. In 1997,
the College of Family Physicians of Canada and the Canadian Psychiatric Association
produced a joint position paper on shared mental healthcare in Canada (Kates et al., 1997).
These initiatives encouraged reform within the primary mental healthcare system. In
Canada, as in other countries such as the United Kingdom and Australia, strengthening
primary mental healthcare and integration between providers are key issues (Bosco, 2005).
Mental primary healthcare reforms are designed to improve access, continuity and quality
of care, and the management of mental disorder. Reforms target general practitioners’
modes of practice and payment. General practitioners are increasingly encouraged to work
in group practice and multidisciplinary settings. In Canada, 60% of general practitioners
work in private physician-run clinics, and a minority (8.3%) in public governance models
such as community care centers (College of Family Physicians of Canada, 2004); 23% work
in solo practice, 51% in group practices, and 24% in multidisciplinary team practices
(College of Family Physicians of Canada, 2008). In 2007, about 39% of Canadians 18 and
over said they had access to an interdisciplinary team of primary care providers (Khan et al.,
2008). A large number of general practitioners in Canada and the U.S. are deserting primary
care; in addition, recruitment in family medicine school is more difficult than in other
countries. About 40% of general practitioners work partly in hospitals, and the same
proportion in walk-in clinics (College of Family Physicians of Canada, 2004). In Quebec, this
situation has produced a considerable impact. Close to 25% of the population in the
province lack a family physician; accordingly, patient volume at walk-in clinics is high. One
study (Haggerty et al., 2004) estimated that walk-in clinics were a regular source of care for
60% of patients in some regions of Quebec. However, there is worldwide upswing in the
number of general practitioners working in group and multidisciplinary settings or public
governance models (McAvoy & Coster, 2005; Bourgueil et al., 2007).
In current primary care reforms, patient rostering is also promoted. Financial incentives are
geared toward patient rostering, but also toward targeted disease detection rates and patient
outcomes (as in the United Kingdom) or the management of patient with complex or severe
illnesses who are rostered (as in Quebec and Ontario). In opposition to fees for services,
other payment structures such as salary, hourly fees or mixed compensation modes are also
actively encouraged, especially for the management of complex or chronic care patients (the
United Kingdom, Spain, and Italy have developed these models). In Canada (similarly to the
United States, France and Germany), general practitioners are paid mainly through fees for
services (about 73%), but also partly through salary in community care centers or an hourly
fee in hospitals. Over the years, in Canada the number of general practitioners working
outside fees for services has increased; this also seems to be a trend at the international level
(Simonet, 2009).
Well-designed reform of primary mental healthcare embraces the full continuum of care,
focusing on comprehensive patient needs and better integration between providers. Access
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to increasingly systematic and proactive psychosocial follow-up services, psychotherapy
(especially cognitive behavioral therapy), and patient self-management are central
developments within current reforms. Incentives promoting implementation of best
practices and innovations are also in place. Specifically, in order to help general
practitioners manage patients with mental disorder more effectively, efforts are being made
to develop approaches, instruments or guidelines, and collaborative care models with
demonstrated efficacy. Models of optimally effective mental healthcare encompass a broad
range of management and clinical tools, including: stepped care, shared care, case
management, patient self-management, psychometric diagnostic tools for increasing
screening, clinical protocols or evidence-based treatment guidelines, continuous education,
and computerized management systems (Craven & Bland, 2006). They are part of coherent
integrated organizational models such as the chronic care model, integrated service
networks or patient-centered medical home approaches. These care models acknowledge
the considerable interdependence among providers. Optimally effective integrated care
models are also supported by major government mental healthcare policy initiatives (Smith,
2009).
Overall, compared with services as usual, coherent and integrated care models
encompassing multimodal strategies have demonstrated better clinical outcomes, more
efficient use of resources, and enhanced patient experience of seeking and receiving care,
especially in the case of patients with chronic or complex problems such as major depression
(Kates et al., 2011; Katon et al., 2007; Williams et al., 2007; Smith 2009). The availability of
evidence varies according to the models or strategies studied (for example, shared care,
clinical protocols) and types of clientele (severe depression being the illness mainly studied
in primary mental healthcare). Generally, the quantity and quality of evidence is limited in
most models and strategies. It is unclear which patient profiles as targeted by reform would
lead to the best income; therefore, more research is required (Walters et al., 2008). In
addition, even if major progress has been realized in the past decade, most of the models or
multimodal strategies cited above are in the early stage of implementation, as is the case in
Canada and Quebec (Kates et al., 2011; Pawlenko, 2005). According to Walters and
colleagues (2008), the challenge ahead is to define which component of complex multimodal
interventions are important and for which patient profiles and determine how well they can
be incorporated into different primary care integrated models.
Integrated care models or multimodal strategies are not incompatible with one another and
can easily be combined. They illustrate approaches and strategies designed to: (1) improve
general practitioners’ ability to manage mental disorder, including patient self-management
support; (2) reinforce support and coordination between general practitioners and
specialized care professionals; (3) extend biopsychosocial services through greater
collaboration with psychosocial teams and more services supplied in the community (on an
outpatient basis); (4) transfer patients to specialized care during crisis periods with
subsequent follow-up by a general practitioner and other psychosocial practitioners in the
community as needed; or (5) organize overall care network more efficiently for improved
healthcare provision, efficiency, and outcomes.
One of the best-known models, extensively studied and increasingly implemented for
several illnesses (for example, hypertension, congestive heart failure, diabetes, and
depression) is the chronic care model (Wagner et al., 2001). With its focus on improving
general practitioners’ clinical practice and team collaboration, the chronic care model also
encompasses holistic care. It revolves around: (1) organization of services and delivery; (2)
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patient self-management support; (3) clinical decision support; (4) clinical information
systems development; (5) use of community resources; and (6) community-inclusive
healthcare organization (Bodenheimer et al., 2002). Contrary to the chronic care model,
integrated service networks (also known as organized delivery systems, integrated delivery
systems, and disease management) focuses on the organization of the full network of care
spectrum for patients needs, including coordination of the functional or administrative,
clinical and medical components of the care process (Fleury, 2006). Integrated service
networks are defined as a set of autonomous organizations that distribute a continuum of
coordinated services to a defined population (Shortell et al., 1994). These organizations are
held financially and clinically accountable for achieving efficient results and improving the
health and well-being of the population they serve. Integrated service networks are based
on an acknowledgment of considerable interdependence among players and organizations,
usually developed in local settings (for the purposes of feasibility). As for the patientcentered medical home approach, it is designed to provide comprehensive primary care
services for patients. It was first applied to children with special healthcare needs, but has
since been extended to adults as well. It focuses on the general practitioner-patient
relationship (including, when appropriate, the patient’s family), patient rostering,
continuity, and access to care (Cruickshank, 2010). This approach emphasizes the right of
patients to be managed by a general practitioner who acts as a coordinator of a
multidisciplinary team of healthcare professionals (a challenge in settings where there is a
shortage of general practitioners). Leading physician groups in the United States and
Canada have endorsed this model as a means of improving primary healthcare (College of
Family Physicians of Canada, 2009). Compared with integrated service networks (which
focus on the macro level) and the chronic care model (meso level), the patient-centered
medical home approach targets the micro level of care.
Stepped care implies a progression from light to intensive treatment or to low-cost
community-based treatment before high-cost institutional or specialized services according
to patient need profiles (Seekles et al., 2009). The selection of treatment steps depends on
patient profiles (for example, the severity of patients’ illness, their socio-demographic
characteristics, and social support). Stepped care simplifies the patients’ care pathways,
promotes their active engagement toward recovery and prevention of relapse, and uses
limited resources to the greatest effect for a population-wide level of care. Treatments are
monitored systematically; if they do not lead to adequate results, stepping-up is
recommended. Stepped care is particularly relevant for minor disorders, without adverse
consequences, and when a set of treatment alternatives coexist. In such cases, it initially
relies on less expensive interventions such as self-help approaches, bibliotherapy,
computerized treatments, including lifestyle changes, problem-solving, psycho-education,
and motivational interviewing. When combined with previous interventions, minimal
telephone follow-up for assistance in attainment of or adherence to medication is usually
perceived to be more effective. If needed (as ulterior steps), brief individual or group
therapy may be required, usually based on cognitive behavioral therapy (Walters et al.,
2008) or more extensive and specialized care. For instance, the best-practice treatment
recommendation for depression in use at the National Institute for Health and Clinical
Excellence (NICE, United Kingdom) includes five treatment steps (Tylee, 2006). In Step 1,
patients with mild depression are fully managed by general practitioners (early detection is
also greatly encouraged). In Step 5, patients with severe depression presenting risk of
dangerousness or suicide are managed by a specialized psychiatric care team.
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Shared care involves coordination among general practitioners, psychiatrists, mental
healthcare resources, and the voluntary sector (for example, food bank, self-support
groups). In its early implementation stage, it focused primarily on general practitioners and
psychiatrist collaborations. Now, it has been extended to psychosocial mental healthcare
professionals (including the voluntary sector) and is referred to increasingly as
“collaborative care” (Kisely & Campbell, 2007; Kates et al., 2011). Several taxonomies of
shared-care models coexist. The most commonly cited are the shifted outpatient, community
consultation-liaison, and attachment models (Craven & Bland, 2006). The shifted outpatient
scheme, which has been broadly implemented, involves general practitioners remaining in
their practices and referring patients to psychiatric teams in outpatient clinics. The two other
models have been less extensively deployed. In community consultation-liaison, psychiatric
consultations are provided to general practitioners to help them manage difficult patients or
advise them on best practices. The attachment scheme is built on the previous model and
involves part-time psychiatrists and psychosocial mental health professionals assigned to
general practitioners’ clinics. In Bower and Gilbody (2005), another interesting model of
“quality improvement in primary care mental health” is presented with two components
related to shared care: consultation-liaison and collaborative care. The former includes
strategies designed to improve general practitioners’ training in mental healthcare and
referral to specialized care when needed (minority of cases); here, training is provided by
mental healthcare specialists. The latter is built on the previous component and features the
addition of case managers who liaise with general practitioners and mental healthcare
specialists. Overall, the different models of shared care developed to date vary with regard
to the intensity of assistance provided to general practitioners by psychiatrists and other
psychosocial mental healthcare professionals. Best models depend on the context (for
example, practice settings, network organization of care) and patient profiles. Shared-care
component models can include the following: (1) informal care support for general
practitioners by psychiatrists; (2) “specialized mental health general practitioners” – i.e.,
general practitioners are both trained in physical medicine and psychiatry; (3) formal and
more rapid referral process and efficient telephone support from psychiatrists; and (4) onsite
mental healthcare specialists into the general practitioners’ surgeries, which imply general
practitioners’ consultations with mental healthcare specialists (psychiatrists or other
psychosocial professionals such as case managers), patients’ consultations with psychiatrists
or both general practitioners and psychiatrists, and linking patients with case managers,
including follow-up with a general practitioner (Morden et al., 2009).
As the mental healthcare literature reveals, a key feature of shared-care models is the
increasingly important role played by case managers, a source of systematic and proactive
psychosocial follow-up, which involves screening, patient psycho-education, subsequent
treatment (including drug adherence), and patient self-management techniques. Assigning
case managers to patients with mental disorder has been advocated as a means of reducing
hospital admissions, promoting community-based care, and enhancing patient quality of life
(Fitzpatrick et al., 2004). According to Fleury and colleagues (2010b), the presence of a case
manager was the most significant variable associated with the use of primary care services
by individuals with serious mental disorder (mainly schizophrenia). Case managers
(offering personalized follow-up arrangements) are increasingly called on to play a major
role in connecting patients with services in appropriate and cost-effective ways to fulfill
patient needs at, increasingly, the offices of general practitioners.
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Another development in current mental healthcare reforms is the reinforcement of access to
psychotherapy as an alternative to drug treatment or a form of complementary care
designed to meet the comprehensive needs of patients. Some patients have strong resistance
to psychopharmacological treatment (for example, fear for stigmatization, side effects or
dependency), particularly when drugs are taken for a long period (Howell et al., 2008). The
use of psychotherapy compared to medication is also found to be more effective in the long
term; however, the latter results in more rapid patient recovery (Howell et al., 2008). When
compared to practices in several developed countries such as Australia, the United
Kingdom, the Netherlands, and other nations in Europe (Hakkaart-van Roijen et al., 2006),
non-pharmacological treatment in primary care Canada for common mental disorder is
more limited (Myrrh & Payne, 2006). In 2001, approximately 80% of consultations with
psychologists were within the private system, with a proportion of costs covered by private
insurance or out-of pocket spending (Moulding et al., 2009). In Quebec, however, psychosocial
services have been considerably reinforced in community care centers for the management of
common mental disorder. The reform launched in 2005 was designed to develop a mental
healthcare team of 20 full-time psychosocial professionals along with two general practitioners
assigned to each team for a total population of 80,000 adult patients. Over the past decade,
major initiatives have been undertaken in Australia (Outcomes in Mental Health Care Program,
2001; Better Access, 2006, as cited in Howell et al., 2008) and the United Kingdom (Improving
Access for Psychological Therapies program, 2007, as cited in Clark et al., 2009) to provide people
who suffer from mental disorder with more streamlined access to psychotherapy as an
alternative or complement to pharmacological treatment. In the United Kingdom, close to
10,000 new therapists have been assigned to operate the mental healthcare system, under the
close supervision of psychologists and psychiatrists (Mykletun et al., 2010). As part of these
initiatives, improving mental healthcare training (for general practitioners and psychosocial
professionals especially in the area of cognitive behavioral therapy) and collaboration between
practitioners were key reform features. Recent studies show that enhanced access to
psychosocial care in the treatment of mental disorder and closer cooperation among general
practitioners and psychologists resulted in improved patient care, positive patient outcomes,
and greater satisfaction among general practitioners, without increasing healthcare costs
(Clark et al., 2009; Layard et al., 2007; Chomienne et al., 2010).
In all aforementioned models or strategies of current primary mental healthcare reform,
patient self-management is a key orientation. It is a core component of the chronic-care
model, the patient-centered medical home approach, stepped care, and psychosocial
intervention. In the Canadian province of British Columbia, for example, 700 general
practitioners were recently trained to apply this approach in their practice (Bilsker, 2010).
Patient self-management includes self-help materials, bibliotherapy, and interactive web
programs based on psychological treatment. It aims to provide information on diseases and
treatment options, but also on practices designed to foster lifestyle changes, effective
problem-solving, and improvement-oriented motivational behavior. It enhances
participation in care process and patient empowerment. Increasingly, research underscores
the importance of patient choice and engagement in improving treatment outcomes (Kisely
& Campbell, 2007). Patient self-management is also perceived to be cost-effective; it can be
easily implemented at a population-wide level, targeting mild and early cases of mental
disorder. It is proving increasingly effective; however, more research is needed. It can be
promoted as a first step in the care of patients with mild mental disorder or encouraged as a
treatment strategy in a comprehensive care package for more complex cases.
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At last, other strategies worth mentioning for reforming the primary mental healthcare
system are evidence-based treatment guidelines or screening tools, continuous education,
and computerized management systems. Since the 1990s, there has been an increase in the
number of clinical guidelines. While many efforts have been made to standardize and
promote best clinical practices, studies generally reveal the difficulty of implementing them
in actual practice settings, the low rates of treatment adherence, and the slight (if any)
improvement in patient outcomes produced by both guidelines and screening tools (Collins
et al, 2006; Walters et al., 2008; Seekles et al., 2009). Inadequate implementation is partly
explained by the fact that such intervention does not always closely correspond to the
problems faced by general practitioners (van Rijswijk et al., 2009). Walter and colleagues
(2008) have suggested reserving screening tools to high-risk groups (for example, patients
with chronic physical illness, unemployed or experiencing bereavement). Since the
production of guidelines has resulted in a great of duplication of efforts, a new trend has
developed, namely, to adapt gold standard quality tools (such as the ones designed by the
National Institute for Health and Clinical Excellence (NICE) in the United Kingdom) to the
local context to organize services (Fervers et al., 2006). Research also reveals that continuous
education or training does not always lead to outstanding results; in fact, training is often
reported as being ineffective (Mykletun et al., 2010). In their review of training practices,
Bower and Gilbody (2005, p. 841) reported the following paradox: “Training that is feasible
within current educational structures (such as guidelines and short training courses) is not
effective, whereas more intensive training is effective but may not be feasible.” Crosstraining is an example of effective learning. It involves the presence of various professionals
working in the same field (for example, mental healthcare) in a local territory. It consists as a
leaning strategy which integrates a set of interrelated techniques (for example, clarification,
observation, and personal rotation) patterning to a specific topic, enabling the emergence of
inter-positional knowledge of partners and community of practice (Perreault et al., 2009).
Overall, clinical standardized screening or guidelines and training are effective when used
as part of a comprehensive care package and management program that is continually
updated.
Computerized management systems, especially electronic medical records, are also central
to healthcare system reform, but have been found to be effective only if they include a broad
range of features and are integrated within a coherent knowledge-management structure.
Features may include: access to test results; drugs registration; patient history and clinical
profile; and formal referral procedure. List of patients may also be produced for more
effective management (for example, by illness, prescribed medication, specific risk profiles),
for preventive measure or screening, or for follow-up or subsequent treatment. Guidelines
designed to foster knowledge transfer or support clinical decision-making may also be
integrated (Dorr et al., 2007; Commissaire à la Santé et au Bien-être, 2010). Computerized
management systems have been reported to improve access to test results, referrals, and
claims processing; improve staff time-management leading to greater productivity; reduce
the number of return visits to emergency rooms; decrease the incidence of misdirected
referrals and, consequently, the number of follow-up visits with specialists (Fontaine et al.,
2010). In comparison to countries such as the United Kingdom, New Zealand, and Australia,
the implementation of such electronic systems in Canada and the United Stated has been
very slow. In both countries, about 20% of physicians have reported using such electronic
systems (comprising only some of the features mentioned above) (Commissaire à la Santé et au
Bien-être, 2010; Fontaine et al., 2010). Few patients are also able to communicate by e-mail
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directly with their general practitioners (The Commonwealth Fund, 2008 as cited in
Commissaire à la Santé et au Bien-être, 2009). There are numerous challenges associated with
the deployment of electronic systems, which account for the lagging development, including
(to mention only few hindering factors): their complexity combined with a quickly evolving
environment in which knowledge is constantly being produced; the fact that the healthcare
system is segmented; substantial funding requests and changes to practices; and the
potential of disclosing personal and confidential information unwittingly. Finally, while the
challenge of implementing electronic medical records is significant, all the strategies and
models described above do not stand alone, they must be integrated in a coherent primary
care package and organized service structure, which are undergoing sweeping changes in
hopes of improving both systems and patient outcomes (Upshur & Weinreb, 2008).

4. Results of the two research projects on Quebec general practitioners
4.1 Socio-demographic profile of general practitioners participating in the two studies
Of the 1,415 targeted general practitioners, 353 were excluded since they had retired or
moved to another area or could not be reached either by phone or e-mail. Subsequently, 37
questionnaires were excluded as they were not duly completed. The final sample comprised
398 subjects for a response rate of 41%. The sample was compared to non-responding
general practitioners for gender distribution, which yielded a non-significant result (χ2=3.44;
df=1; P=0.0637). Comparisons were also made between the study sample and Quebec’s
general practitioner population as a whole, regarding gender, age, clinical practice settings,
territory of practice, income level from fees for services, and volume of patients with mental
disorder. No significant difference was found in any of these comparisons. When data were
available, comparisons were made between the general practitioner population in Quebec
and Canada. Significant differences were found between the study sample (n=398) and
Canadian general practitioners only regarding gender (51.3% female in the sample vs 36.7%
for Canadian general practitioners; Chi-square: 3.98; P value: 0.046) and income from fees
for services (65% vs 51%, Chi-square: 4.02; P value: 0.045) (Pong, 2005; College of Family
Physicians of Canada, 2007). In addition, the two samples, namely, 398 general practitioners
in the initial study (quantitative investigation) and 60 general practitioners in the
subsequent study (qualitative investigation), were compared for key parameters: age, sex,
and fee-for-service income. No significant differences were found. However, the sample that
included 60 general practitioners earned a great deal less income from service fees than
Quebec’s general practitioner population as a whole.
4.2 General practitioner management of patients with mental disorders (clinical and
collaborative practices)
According to the Quebec public register for all general practitioner medical acts (known as
the RAMQ database), 15% of the Quebec population aged over 18 consulted a general
practitioner for a mental disorder. The survey of 398 general practitioners (20% of Quebec’s
general practitioner population) also revealed the high incidence of mental disorder-related
consultations in general practitioners’ surgeries. About one quarter of all medical visits were
associated with mental healthcare – either reported as a medical act or diagnosis in both the
RAMQ database and the survey. Most visits related to a mental disorder were associated
specifically with depression or anxiety. Individuals with mental disorder were found to
consult general practitioners twice as often (12 visits annually) as individuals without
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mental disorder (6 visits annually). In the survey, the continuity of care provided by general
practitioners was investigated (number of visits per year to a “family physician” for
treatment of a mental disorder). Common mental disorder cases were seen on average nine
times per year, and serious mental disorder six times.
General practitioners generally used their clinical intuition, experience, and the DSM-IV to
detect and diagnose mental disorder. Standardized scales or questionnaires were used
infrequently (reserved essentially for specific or complex cases). Occasionally, these
instruments were used to persuade patients who did not recognize their disorder and
shepherd them into the care process. Few general practitioners considered using these tools
to monitor mental healthcare outcomes. Almost all general practitioners reported managing
patients with common mental disorder on a continual basis and felt confident in adequately
treating these cases. The situation was reversed for serious mental disorder; very few
general practitioners mentioned treating them on a regular basis; generally, they did not felt
confident enough to take them on. In general, basic treatment for mental disorder offered by
general practitioners was medication and support therapy – very few used best-practice
treatment guidelines. General practitioners who managed more patients with serious
disorders shared the following profile: they had more training in mental health; they had
practiced in psychiatric settings; they were practicing in community care centers (where
multidisciplinary teams were available onsite, and general practitioners were paid on a
salary basis); they practiced more in rural and semi-urban territories (where psychiatrists
were less numerous). General practitioners also estimated that they managed, on a regular
basis, 71% of the patients with common mental disorder who consulted them, as compared
with 34% of individuals with serious mental disorder.
General practitioners were also found to practice mostly in solo (on an individual basis little
collaboration from other medical or psychosocial professionals). They reported that they
benefitted from few formal collaboration practices (for example, shared care) in the
management of patients with mental disorder. Moreover, they believed the quality of the
mental healthcare system to be quite poor; consequently, they supported reforms designed
to enhance primary integrated care. Referral was the strategy they used most often in
response to the diverse needs of patients with mental disorder. In their estimation, general
practitioners referred 17% of their patients with common mental disorder to mental
healthcare resources (including 31% of patients to psychologists in private practice; 20% to
psychosocial professionals in community care centers; 13% to psychiatrists). They also
referred 71% of patients with serious mental disorder (mainly to psychiatric facilities and
emergency rooms). More than 50% of the general practitioners also reported that they had
no contact (face-to-face or telephone interaction) with any one of the following mental
healthcare resources: psychiatrists, community care centers, psychologists in private
practice, the voluntary sector, or detox centers.
4.3 Enabling and hindering factors in the management of patients with mental
disorder
Enabling factors in general practitioners’ management of patients with mental disorder were
as follows: (1) considerable interest in the management of mental disorder; (2) personal
skills such as listening and empathy; (3) working in an interdisciplinary practice setting,
especially community care centers (where general practitioners also are paid by salary or
hourly fee); (4) high volume of patients with mental disorder with no complex or recursive
profiles (allowing physicians to consolidate knowledge); (5) training in the treatment of
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mental disorder (academic settings and continuing education); (6) limited access to
psychiatric care (which compels general practitioners to manage patients with mental
disorder); and (7) patient rostering (encouraging continuity of care by general practitioners).
Interprofessional collaboration with general practitioners was strengthened when: (1)
general practitioners worked mainly in community care centers; (2) they had practiced or
were currently practicing in psychiatric care facilities; (3) they have developed strong
informal networks (that is, personal relationships with mental healthcare resources), thereby
bypassing long waiting time and gaining prompt access to the formal mental healthcare
network; (4) they were practicing in healthcare networks where shared care (or collaborative
care) was developed, including evaluation liaison modules (the latter is a referral process to
specialized mental disorder services that general practitioners can use, usually deployed
through university-affiliated psychiatric facilities in Quebec).
Several hindering factors associated with general practitioners’ management of mental
disorder were found: (1) significant lack of mental healthcare resources in the Quebec
healthcare system; (2) long waiting time for access to mental healthcare, especially
psychiatric care (60 days’ wait on average in Quebec) and psychotherapy at community care
centers (where it is free of charge, covered by the public healthcare system); (3) insufficient
knowledge of waiting time for access to services, which impedes care management; (4)
limited psychotherapy sessions (either in community care centers (public system) or in the
private system through insurance coverage); (5) great difficulty communicating with mental
healthcare resources; (6) low availability of general practitioners given the shortage of
family physicians in Quebec as healthcare demand increases; (7) inappropriate
remuneration or incentives offered to general practitioners for the management of mental
disorder (especially troublesome in this regard are fees for services, which fail to
compensate for longer and frequent patient visits and also fail to take into account the
importance of collaboration with mental healthcare resources which are not remunerated);
(8) bureaucracy and inefficiency of referral and collaboration procedures; (9) instability of
healthcare resources, especially the high turnover of professionals as Quebec undergoes
healthcare reforms; (10) training that does not favor interprofessional collaboration; and (11)
complexity of patient profiles and management of mental disorder (for example, the need to
treat concomitant illnesses along with mental disorder; general practitioners’ emotional
involvement or investment in the care of patients with mental disorder; frequency of followups with insurance companies when patients take sick leave). Even though psychiatric
access has been facilitated in some Quebec healthcare networks, general practitioners still
deplore the absence of: stepped care when patients need it; continuous support from
psychiatrists, especially when recommendations provided by psychiatrists to general
practitioners do not lead to expected results or when patients’ health does not warrant their
transfer back to their general practitioner; psychiatric care in the evening and on weekends;
and access to psychiatrists for semi-urgent cases (urgent cases were rapidly seen at
emergency rooms).
4.4 General practitioner strategies and recommendations to improve the management
of mental disorders
To bypass the negative impacts of mental disorder management on their practice, general
practitioners have suggested the following strategies: optimizing their informal
collaborative networks; plan longer and more numerous consultations (“one problem per
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consultation solution”), particularly at the beginning and the end of the day; reserve time
slots for potential patient crises (or emergency situations), walk-in clinics being ideal for
these situations; and provide self-referral to other, more appropriate practice settings for the
treatment of mental disorder (as a result, general practitioners would see patients in varied
settings, including community care centers, in accordance with the current trend of general
practitioners working in several settings). Effective incentives for the management of mental
disorder and maintenance of collaboration were also highlighted as desirable developments.
General practitioners were all in favor of increasing access to psychiatrists and
psychotherapy. The latter, especially cognitive behavioral therapists, associated with
medication, stood out as a best-practice option in the management of common mental
disorder. More intensive contact between general practitioners and psychosocial
professionals, especially psychologists, was promoted in the form of brief reports or
telephone follow-ups designed to clarify treatment objectives, propose approaches, and
forecast the length of therapy. Shared care led by psychiatrists was also identified as a key
strategy to strengthen the treatment of more complex cases of common mental disorder (for
example, when medication or treatment does not work, recurrent cases, and crisis
situations) or serious mental disorder. One monthly visit to the general practitioner and
weekly telephone support from psychiatrists when needed were recommended. Training
sessions every three months, involving case studies with various mental healthcare
professionals (for example, psychologists and social workers), under the leadership of
psychiatrists in local service networks was also highly recommended, as these were
considered to foster knowledge on mental disorder and favor networking or the creation
and maintenance of a community of practice among professionals.
General practitioners have also recommended the integration of nurses with sufficient
experience in the treatment of mental disorder into their work settings. Nurses’ role would
be to prioritize patients to be seen, collect relevant information on patient profiles (for
example, social support, life habits, medical record), offer psycho-education services
(involving links with the family when appropriate), strengthen drug adherence, and provide
case management for more complex mental disorder cases. Collaboration with social
workers (rather than nurses) was preferred for the treatment of patients with serious mental
disorder given these patients’ need for rehabilitation and life-skill learning. According to
general practitioners, the voluntary sector and detox centers should be further integrated
into the primary care system; accordingly, mental healthcare teams in community care
centers would coordinate patient care with these partners. The inclusion of diverse mental
healthcare professionals in general practitioner settings was recommended as an initial
reform in family medicine groups and network clinics, where rostering of patients exists and
nurses are already on the payroll. The integration of mental healthcare professionals in
general practitioner offices was perceived as a key issue for improving the management of
mental disorder. This strategy would enhance the efficiency of the mental healthcare system,
screening of patients, and prevention of mental disorder. It would lead to more appropriate
responses to patient needs on an ongoing basis, thereby reducing hospitalization and
emergency-room visits and favoring patient recovery. Finally, the integration of mental
healthcare professionals was seen to be an appropriate solution to relieve the pressure on
general practitioners with respect to patient follow-up and help to attenuate the shortage of
family physicians (calling on mental healthcare professionals for cases of mental disorder
would free up general practitioners and allow them to see an increasing number of new
patients).
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5. Discussion
As mentioned above, general practitioners are consulted more frequently for mental
disorder problems than other healthcare professionals (Heymans, 2005: Walters et al., 2008).
According to the Canadian Community Health Survey (CCHS, Statistics Canada, 2002;
Lesage et al., 2006), 5% of the Quebec population aged over 18 consulted a general
practitioner for a mental disorder problem (which is almost the same percentage in the
United States; Vasiliadis et al., 2007). In the Quebec public register (RAMQ database), we
found that figure to 15%. The gap between the population survey (5%) and the database
(15%) may be explained by an underestimation in the population survey of the number of
patient visits to general practitioners for mental disorder problems and the high volume of
patient visits to general practitioners for concurrent physical problems or conditions (for
example, chronic problems or substance abuse) as reflected in the database. In addition, the
figure of 15% includes mental disorder diagnoses and clinical acts; the latter showing an
upward trend in recent years. This trend is interesting and parallels the increase in drug
prescriptions in the recent years. There has been an upsurge in prescriptions in Quebec even
in cases where there was no specific diagnosis of mental disorder (Conseil du médicament,
2011). In the United States, the annual incidence of antidepressant treatment increased from
2.2% in 1990-1992 to 10.1% in 2001-2003 (Mojtabai, 2008); in New Zealand, from 7.4% in
2004-2005 to 9.4% in 2006-2007 (Exeter et al., 2009); in Italy, from 5.1% in 2003 to 6.0% in 2004
(Trifiro et al., 2007); and in Quebec, from 8.1% in 1999 to 14.9% in 2009 (Conseil du
médicament, 2011). Generally, it should be noted that there is no gold standard in the
measurement of mental healthcare service use (surveys, database or administrative records
are all used to gauge service utilization). Individuals with a mental illness may
systematically under-or over-report their service use (Rhodes & Fung, 2004); therefore,
comparing results from different tools or strategies is of interest and value.
There are mixed findings with regard to general practitioners’ preparation and confidence in
taking on patients with common mental disorder (Bathgate et al., 2001; Krupinski & Tiller,
2001). Similarly to our research, recent studies (Rockman et al., 2004; Wright et al., 2005; see
also Fleury et al., 2009) show that general practitioners are comfortable treating most cases
of common mental disorder, but experience difficulty treating personality disorders, eating
disorders, substance-abuse disorders, and young patient with mental disorder. For
substance abuse co-morbidity and some cases of refractory and recursive common mental
disorder, general practitioners also expressed a need for psychiatric expertise for evaluation
and diagnosis, medication follow-up, and specialized intervention: generally, these are the
three reasons that are reported in the literature for referral to psychiatric services (Rockman
et al., 2004). Some studies have cast doubt on the ability of general practitioners to diagnose
and treat more complex forms of mental disorder, particularly major depression with
suicidal tendency, schizophrenia, and bipolar disorder (Wright et al., 2005). In our research,
few general practitioners managed patients with serious mental disorder on a consistent
basis. A parallel random cohort study of 140 patients with serious mental disorder released
from hospital 12 months before the survey and living in five of Quebec’s administrative
health regions (Fleury et al., 2010b) showed that 93% of patients were followed by a
psychiatrist, 84% by a case manager, and only 50% by a general practitioner. There are many
reasons explaining why only a minority of general practitioners manage patients with
severe mental disorder. Such patients are deemed to be more difficult to treat and require
more care, time, and frequent visits (Balanchandra et al., 2005; Kisely et al., 2006). Often,
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they have concurrent diagnoses (for example, substance abuse) and interrelated physical or
social problems (Iacovides et al., 2008; Jones et al., 2008). General practitioners either
consider these disorders too specialized for routine primary care, deeming their skills and
experience inadequate for effective diagnosis and treatment, or they position themselves as
complementary to specialized care, treating what are essentially physical problems (Lester
et al., 2005; Lockhart, 2006). None of these findings suggest that general practitioners should
be removed from the treatment equation for these patients. Patients with serious mental
disorder are in great need of adequate physical care and mental health follow-up as they
face higher risks of interrelated morbidity. Moreover, as psychiatric teams are generally
located in urban settings, general practitioners are often the sole available source of care.
This is the case in Quebec where almost half of the psychiatrists practice in the Montreal
metropolitan area, and where in more remote regions, specialized care is scarce (Lafleur,
2003). Best practices for serious mental disorder management usually include more
comprehensive care packages delivered by multidisciplinary teams on a longitudinal basis
(Slade et al., 2005; Lester et al., 2005) . As a result, the care pathway for patients with serious
mental disorders involves greater collaborative care (especially links between primary and
specialized care), since it entails more frequent referrals.
However, general practitioners working in Quebec community care centers (paid by
salary) perceived themselves as able to treat patients with more complex mental disorder.
Previous studies (Geneau et al., 2007, 2008) have highlighted the key role played by
community care centers (or multidisciplinary settings) in the treatment of complex cases
involving both physical and mental illness, which are generally associated with dimmer
prognoses. Family medicine groups and network clinics, promoting physician group
practice and involving nurses, can also play a key role in the treatment of more complex
mental healthcare cases. However, our study, similarly to others (Ministère de la Santé et
des services sociaux du Québec, 2009a; 2009b), did not find evidence of this. Nurses with
training in the treatment of mental disorder should be recruited, and targeted outcomes in
mental health should be introduced.
Our findings show that general practitioners refer patients with mental disorder according
to diagnosis, that is, common mental disorder or severe mental disorder, the former being
less frequently referred. In fact, most patients with common mental disorder are treated by
general practitioners, without significant referral to other mental healthcare providers. In
the international literature (Valenstein et al., 1999; Younes et al., 2005; Grembowski et al.,
2002), referral rates between general practitioners and mental healthcare resources range
from 4 and 23% of patients with mental disorder. More considerable variations are reported
for contacts, with 9 to 65% of general practitioners estimated to have some contact with
mental healthcare providers (Craven & Bland, 2006). Compared to contact (for example,
shared-care initiatives, face-to-face or telephone follow-up), referral is difficult to interpret
when gauging the effectiveness of clinical practice since it does not provide information
regarding failures to refer and does not distinguish between useful and unnecessary
referral. Patients may be harmed if referral occurs too late, and delays may make major
treatment necessary in later stages. A large number of referrals also may be interpreted as
patient transfers (Coulter, 1998). In the referral process, concurrent treatment may be
parallel rather than collaborative. Patients may fail to follow through with referral, without
their general practitioners’ knowledge (Valenstein et al., 1999). In the Canadian Community
Health Survey for instance, close to 50% of the population who saw a general practitioner
for mental a disorder also concurrently used the services of another healthcare professional
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(Lesage et al., 2006) – this proportion is much higher than the figures reported by general
practitioners (even if the number of patient from referral and contact are included). In a
study conducted in a Montreal catchment area where 2,443 individuals were surveyed, 406
(17%) experienced at least one mental disorder episode in the 12 months before their
participation in the study. Among this subset, 212 (52%) reported at least one episode of
healthcare service use. Most participants consulted general practitioners (63%), psychiatrists
(58%) and psychologists (32%), and 20% consulted with at least four types of professionals
(Fleury et al., in revision). In light of general practitioners’ reports with respect to patient
referral, these two studies raise serious questions regarding general practitioners’
knowledge of the “parallel care” their patients seek.
For Rothman and Wagner (2003), non-physicians play a significant role in most successful
treatments of chronic illness. Our research found that general practitioners mainly referred
patients with common mental disorder to psychologists in private practice, followed by
psychosocial resources in community care centers, and, finally, psychiatrists. The major role
played by psychologists (or other well-trained psychosocial professionals) in treating
patients with common mental disorder has been abundantly reported (Parslow & Jorm,
2000; Grenier et al., 2008). General practitioners in our research recommended joint
psychotherapy and medication for most of their patients with mental disorder, suggesting
that they recognized the limited effectiveness of a pharmacology-only approach. Some
patients also prefer psychotherapy instead of medication (van Rijswijk et al., 2009).
Moreover, as already said, compliance to medication being generally poor in those patients
(Conseil du Médicament, 2011; Seekles et al., 2009), there is a great need to reinforce psychoeducational or patient-centered approaches. Psychiatrists, also viewed as key partners, were
essential to the management of more difficult cases of mental disorder and knowledge
transfer. Similarly to other studies (van Rijswijk et al., 2009), general practitioners
recommended a key role for nurses, but with some reservation. The serious shortage of
nurses in the Quebec healthcare system (as in several other countries, WHO, 2006) would
undoubtedly hamper efforts to foster their participation in mental healthcare. Contrary to
other Canadian provinces and some other countries, mental healthcare nursing is not a
recognized specialty in Quebec (Canadian Institute for Health Information, 2008, 2010).
Moreover, the number of hours dedicated to mental healthcare training in nursing school is
low (and has steadily been decreasing in recent years) (Ordre des infirmières et infirmiers du
Québec, 2009). As a result, nurses in the province may not always be appropriately equipped
to play an extensive role in primary mental healthcare.
In our research, as in the literature, different factors were found that may account for
general practitioners’ decision to treat patients with mental disorder: (1) environment
(international trends, mental healthcare policies); (2) macro-organizational features and
reforms (collaborative care, access to resources); (3) practice settings (remuneration by
salary, internal professional collaboration, volume of patients with mental disorder); (4)
general practitioners’ individual characteristics (training and background in mental
healthcare, informal networks, interests and confidence in treating mental disorder); and (5)
patient management profiles (attitudes, illness severity, prognoses).
In efforts to improve primary care in Quebec, particularly regarding mental disorder, the
following initiatives have been deployed: family medicine groups; network clinics; and
shared care, including the consolidation of mental health psychosocial teams and
introduction of single access points in community care centers within each local network.
Single access points serve as a standardized and coordinated referral procedure to
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psychosocial services (patient self-referral or general practitioner referral) in all local
networks, at community care centers (where psychosocial services are covered by the public
system) or to psychiatric services in hospital settings, when patients require specialized care.
Our results showed that the Quebec reform has not yet significantly improved the mental
healthcare system, as quality of care was regarded to be quite poor and care collaboration as
being severely underdeveloped. This state of affairs is due in part to the modest progress
made in implementing current reforms (for example, very little development of shared care,
understaffed psychosocial teams at community care centers, and inadequate operation of
single access points). Findings of poor mental healthcare quality unfortunately are not
specific to Quebec; numerous studies (Pawlenko, 2005; Nolan & Badger, 2002) have found
similar results in other countries; however, recent efforts in some countries, for example, the
United Kingdom and Australia to bring about improvements in this regard have been noted
(Hickie & Groom, 2002; Lester et al., 2004). Repeated mention of insufficient collaboration
among providers, particularly psychiatrists and general practitioners, can be found in the
literature (Bambling et al, 2007; Cunningham, 2009). Upshur and Weinreb (2008) have
indicated that partial implementation of shared-care initiatives does not usually produce
substantive outcomes. Key elements for development of effective shared care, as per the
literature (Kringos et al., 2010; Upshur & Weinreb, 2008), include: the development of
electronic medical records; physician leadership; incentives for inter-professional
collaboration and management of complex patient profiles; team vision; recognition of
diversified expertise requirements; absence of hierarchical structures among professionals;
adequate space and locations; effective management and clinical skills; strong commitment
to innovation and patient empowerment; and established clinical relationships. To improve
the quality of mental healthcare services, other recurring issues to pay attention to are: long
waiting times for psychiatric care or psychotherapy at no charge; limited primary-care team
practice; general practitioners’ limited training or experience with effective team practice
(Rothman & Wagner, 2003); inappropriate modes of remuneration; and lack of financial
incentives for general practitioners to manage patients with mental disorder (Collins, 2006;
Morden et al., 2009). General practitioners’ busy schedules and the competing demands of
other patients are other contributing factors (Starfield, 1998; Craven & Bland, 2006). The
historical separation between psychiatry and primary care (Crews et al., 1998) may also
explain general practitioners’ reluctance to take on patients with mental disorder, especially
among those who may consider hospital psychiatric teams to be more appropriate. In
addition, the length of visits, essentially designed for general practitioners to prescribe
medication and provide quick support therapy, was found to be too brief to permit optimal
management of mental disorder. Consequently, in the light of the foregoing, implementing
strategies to enhance general practitioners’ management of mental disorder represents a
considerable challenge.

6. Conclusion
On the whole, our research studies found that general practitioners welcomed opportunities
to manage patients with common mental disorder; however, they also faced a number of
obstacles, including: healthcare system fragmentation; lack of communication, resources,
and clinical tools; the prevalence of solo practice; and unsuitable modes of payment. In
Quebec, as in most other jurisdictions, reforms are under way, but best practices such as
patient self-management, stepped-care therapy, and shared care are as yet underdeveloped.
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General practitioners worked mainly in solo practice and relied on their clinical intuition
with little clinical or collaborative support. Psychosocial resources, such as cognitive
behavioral therapy, are not sufficiently widespread, which too often compelled general
practitioners to turn to pharmacological solutions as the only affordable option for patients.
In light of current reforms and best-practice recommendations, our research advocates, as a
stepped-care approach to system change, increased access to psychologists and psychiatrists
as in other countries (for example, the United Kingdom and Australia) in efforts to
implement further biopsychosocial modes of treatment and strengthen collaborative care.
Development of a network of general practitioners in multidisciplinary settings with more
specialized knowledge of mental disorder would prove beneficial in the treatment of more
complex cases. Specialized resources for the treatment of substance abuse (given the
incidence of concomitant disorders) and greater participation by the voluntary sector also
represent desirable developments. In addition, rostering of patients and salary-based or
hourly-fee compensation should be promoted. Continuing education and case discussion in
local networks with psychiatrists and multidisciplinary resources are also recommended as
they favor skill and network development, respectively. Government policy,
implementation incentives, and support mechanisms must drive reforms, enabling general
practitioners to play a significant role in the management of mental disorders and bolstering
integrated biopsychosocial approaches. Finally, a culture of collaboration has to be
encouraged as comprehensive services and continuity of care are key recovery factors of
patients with mental disorder. Collaborative care, an extended role for psychosocial
resources, and more efficient mental primary care organization should lead to expanded
caseloads for general practitioners and better access to services for patients with mental
disorder.
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1. Introduction
The movement towards recovery-oriented mental health service provision has emerged
from growing consumer interest to define recovery in terms of personal experience, rather
than symptom reduction. In many Western nations, this developing interest has helped to
shape governmental health policy (Slade, Amering, & Oades, 2008). Slade, Amering and
Oades (2008) state that policy in mental health recovery has become widespread in the
English speaking world. They make a distinction between clinical recovery and the more
consumer defined view of personal recovery, arguing that the term ‘recovery’ has become
increasingly visible in mental health services, referring to personal recovery. Rather than
the traditional medical meaning of cure as the remission of symptoms, the term “recovery”
is being used to describe the personal and transformational process of consumers living
with mental illness (Andresen, Oades & Caputi, 2003). The guiding principle for mental
health policy in many predominantly English-speaking countries is mental health recovery,
particularly now personal recovery: Australia (Australian Health Ministers, 2003), Canada
(Piat & Sabetti, 2009), England (Department of Health, 2001), Ireland (Mental Health
Commission, 2005), New Zealand (Mental Health Commission, 1998) and the United States
(New Freedom Commission on Mental Health, 2005). This policy consensus has now
become professional rhetoric. Using England as just one example, the principles of recovery
have been adopted by clinical psychology (British Psychological Society Division of Clinical
Psychology, 2000), mental health nursing (Department of Health, 2006), occupational
therapy (College of Occupational Therapists, 2006) and psychiatry (Care Services
Improvement Partnership, Royal College of Psychiatrists, & Social Care Institute for
Excellence, 2007).
Slade, Amering and Oades (2008) use the term “rhetorical consensus” to refer to the
consensus about the policy, which conceals the complexity and confusion around the term
recovery. Since this article, further developments regarding mental health recovery have
been impacting in European and Asian countries. Despite this increasing interest at the
policy level, much of professional training remains symptom focussed, and many
organisations continue on similar models.
To respond to the challenge of recovery policy it is important to have a clear definition of
the phenomenon. It can then be measured. Services can then be developed based on the
concept. Whilst this seems rudimentary- strong empirical work in this regard remains in its
infancy. This chapter provides a descriptive overview of definitions of mental health
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recovery, and recovery oriented service provision. The first section of the chapter will define
mental health recovery, including links to the science of wellbeing. Advances in measuring
mental health recovery will be described. At an organisational level, mental health service
providers (e.g. clinical mental health services, community organisations) have typically been
symptom focused and have not celebrated the potential of consumers with mental
disorders. The final section of the chapter will examine the development of recovery
oriented service provision.

2. What is mental health recovery?
One of the most commonly cited definitions of personal recovery is as “a deeply personal,
unique process of changing one’s attitudes, values, feelings, goals, skills and roles. It is a way of living
a satisfying, hopeful, and contributing life even with limitations caused by the illness. Recovery
involves the development of new meaning and purpose in one’s life as one grows beyond the
catastrophic effects of mental illness” (Anthony, 1993). Slade, Amering and Oades (2008) assert
that notwithstanding the significant increase in the use of the term ‘recovery’ in English
speaking mental health systems, there is still a need for greater conceptual clarity. These
authors refer to “clinical recovery” as a sustained remission of symptoms- which is
consistent with the definition traditionally used in mental health services. They contrast this
with “personal recovery” which emerged from patients who have lived with long-term
illness emphasizes the individually defined and lived experience. Andresen, Oades and
Caputi (2003) provide a definition consistent with personal recovery, known as
psychological recovery, as the establishment of a fulfilling, meaningful life and a positive
sense of identity founded on hopefulness and self-determination. This involves moving
towards a preferred identity and a life of meaning - a framework where growth is possible and challenging fatalistic diagnoses such as schizophrenia, whose prognoses suggest little
room for the possibility of clinical healing or a meaningful life (Andresen et al, 2003).
Slade et al (2008) report a previous consensus statement involving ten principles and
descriptions of personal recovery as follows: (1) Self-direction - Consumers lead, control,
exercise choice over, and determine their own path of recovery; (2) Individualised and PersonCentred - There are multiple pathways to recovery based on the individual’s unique needs,
preferences, and experiences; (3) Empowerment - Consumers have the authority to exercise
choices and make decisions that impact on their lives and educated and supported in so
doing; (4) Holistic - Recovery encompasses the varied aspects of an individual’s life
including mind, body, spirit, and community; (5) Nonlinear - Recovery is not a step-by-step
process but one based on continual growth with occasional setbacks; (6) Strengths-Based Recovery focuses on valuing and building on the strengths, resilience, coping abilities,
inherent worth, and capabilities of the individual; (7) Peer Support - The invaluable role of
mutual support, in which consumers encourage one another in recovery is recognised and
promoted; (8) Respect - Community, system, and societal acceptance and appreciation of
consumers - including the protection of consumer rights and the elimination of
discrimination and stigma - are crucial in achieving recovery; (9) Responsibility - Consumers
have responsibility for their own self-care and journeys of recovery; and (10) Hope Recovery provides the essential and motivating message that people can and do overcome
the barriers and obstacles that confront them.
Definitions of recovery have not remained static, and Resnick and Rosenheck (2006)
highlighted the parallel themes and potential synergies between aspects of positive
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psychology, particularly strengths and their relationship to personal recovery. Other
parallels include the emphasis on exploring phenomena other than illness. That is, recovery
ideas that conceptualise the person’s process of growth without using illness as the core
framework. Positive psychology likewise does not use a negative starting point. Slade et al.,
(2008) report that an increased focus on recovery is being advocated as the guiding principle
for mental health policy in many English-speaking countries, including Australia, England,
Ireland and the United States of America. However, this momentum has not been matched
by a clear conceptual framework or an agreed set of practices (Davidson, O’Connell,
Tondora, Styron, & Kangas, 2006). Oades, Andresen and Caputi (2011) examine the
numerous parallels between positive psychological constructs including strengths,
resilience, hope, meaning and wellbeing. They argue that positive psychology as a science of
optimal human functioning may provide an “empirical bridge” between the lived
experience of mental health consumers, and an empirical science that is consistent with a
philosophy of growth and autonomy. These authors use psychological recovery to refer to
five processes of hope, meaning, identity, finding personal meaning and taking
responsibility of health and wellbeing. They report a five stage model of psychological
recovery, in which people living with mental illness move from moratorium, to awareness,
preparation, rebuilding to a final dynamic stage of growth. This stage model to be described
further below, is part of a broader endeavour to enable the tighter definition and
measurement of psychological recovery, to further assist the development and evaluation of
recovery oriented service provision. Measurement issues of recovery are now explored.

3. How is mental health recovery measured?
There remains no universally-accepted criterion for operationalising the concept of recovery.
As recovery is represented by consumers as a unique, personal journey, there has been a
reticence to define it as an outcome, however, some recovery measures have been
developed. Campbell-Orde et al. (2005) compiled the Compendium of Recovery Measures,
which includes measures of individual recovery and measures of recovery-promoting
environments. Measures of individual recovery may be categorised into two domains: those
that focus on psychological processes of the person, and those that assess satisfaction with
various life domains and treatment. Measures of the intrapersonal process of psychological
recovery include hope and optimism, self-determination, resilience, positive identity and
finding meaning and purpose in life. Examples of measures that could be considered to fit
this definition include: the Recovery Assessment Scale (RAS; Corrigan et al.,1999), the
Mental Health Recovery Measure (MHRM; Young and Ensing, 1999) the Stages of Recovery
Instrument (STORI) and the Self Identified Stages of Recovery (SISR) (Andresen, Oades,
Caputi, 2011). Moreover, whilst there is some resistance to the idea, there exists a substantial
literature, based on qualitative research, describing recovery as taking place in stages or
phases. Davidson and Strauss (1992), for example, identified four aspects of recovery of the
sense of self in severe mental illness. These were “(1) discovering the possibility of
possessing a more active sense of self, (2) taking stock of strengths and weaknesses and
assessing possibilities for change, (3) Putting into action some aspects of the self and
integrating the results as reflecting one's actual capabilities and (4) using an enhanced sense
of self to provide some refuge to provide a resource against the effects of the illness and
[such things as stigma]” (Davidson and Strauss, 1992, p. 134).
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Whilst Davidson and Strauss state that these four aspects do not necessarily occur in a linear
fashion, but are related and overlapping, there is a logical order to the four aspects.
Similarly three emotional stages of recovery were described by Baxter and Diehl (1998): (1)
Recuperation, a stage of dependence following crisis; (2) Rebuilding, a time of building
independence, and (3) Awakening, a time of building interdependence. Three phases were
also posited by Young and Ensing (1999) in a model encompassing six aspects and
numerous processes of recovery. The three phases of recovery were described as: Phase I,
Overcoming “stuckness”; Phase II, Regaining what was lost and moving forward; and Phase
III, Improving quality of Life (Young and Ensing, 1999). Spaniol et al. (2002) identified four
phases of recovery in the literature: (1) Overwhelmed by the disability; (2) Struggling with
the disability; (3) Living with the disability, and (4) Living beyond the disability. Spaniol et
al. were able to place research participants in each of the first three phases, but not in the
fourth phase. Tooth et al. (1997) and Lapsley et al. (2002) also found references to stages of
recovery in large qualitative studies in Australia and New Zealand respectively.
Andresen, Oades and Caputi, (2003; 2011) combined much of this work, and examined
consumer narratives to develop the construct of psychological recovery and a five stage
model of psychological recovery. They state that there are four psychological processes
reported by people living with enduring mental illness: (1) managing hope (2) meaning and
purpose (3) establishing or re-establishing a preferred identity (4) taking responsibility for
health and wellbeing. These authors then report five stages across which these processes
fluctuate (1) moratorium, where there is much confusion and life is effectively on hold, (2)
awareness, in which the person gets an awareness that life could be different (3)
preparation, in which the person starts to prepare to make changes to his or her life (4)
rebuilding, in which the person commences making changes and finally (5), the growth
stage in which the person experiences and meaningful life and preferred identity and
continues to strive and grow, despite potentially still having mental health symptoms. There
are several measurement tools associated with this model including the Stages of Recovery
Instrument (STORI), and Self Identified Stage of Recovery (SISR). The former has been
translated into four languages. This model is closely related to the Collaborative Recovery
Model (Oades et al, 2005) which is one attempt to assist the development of recovery
oriented service provison. This endeavour to operationalise mental health recovery policy is
now considered.

4. How do we develop recovery-oriented service provision?
The phrases recovery-oriented practice and recovery-oriented service provision usually refer to
practices and services that are informed by the principles underpinning personal recovery.
This is part of the challenge of responding to mental health recovery policy. As has been
argued, there is no established criterion on what exactly personal recovery is, and hence
how to measure it, and the corollary of that is that there is debate about what constitutes
recovery-oriented service provision. Moreover, there is confusion, and conflation of what is
the personal lived experience of a personal with mental illness (i.e. personal or psychological
recovery) and the services that may be oriented to supporting this process (i.e. recoveryoriented service provision).
Davidson, Tondora, Staeheli Lawless, O’Connell and Rowe (2009) describe ten principles of
recovery-oriented community based care to assist with developing some clarity about
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recovery- oriented care. (1) Care is oriented to promoting recovery (2) Care is strengthsbased (3) Care is community- focussed (4) Care is person-driven (5) Care allows for
reciprocity in relationships (6) Care is culturally responsive (7) Care is grounded in the
person’s life-context (8) Care addresses the socioeconomic context of the person’s life (9)
Care is relationally mediated; and (10) care optimises natural supports.
Like most organisational change, there is often resistance experienced. In this regard
Davidson, O’Connell, Tondora, Styron, and Kangas (2006) had previously outlined the top
ten concerns about recovery encountered. In increasing importance these are as follows: (10)
Recovery is old news, (9) Recovery-oriented care adds to the burden of mental health
practitioners who already are stretched thin by demands that exceed their resources, (8)
“recovery” means the person is cured, (7) recovery in mental health is an irresponsible fad
that sets people up for failure, (6) recovery happens for very few people with serious mental
illness, (5) recovery only happens after, and as a result of, active treatment and cultivation of
insight, (4) recovery can only be implemented with additional resources, through the
introduction of new services, (3) recovery-oriented services are neither reimbursable nor
evidence-based, (2) recovery approaches devalue the role of professional intervention, and
(1) recovery increases provider exposure to risk and liability.
Davidson, Tondora, Staeheli Lawless, OConnell, and Rowe (2009) further describe the
concept of a recovery guide. A recovery guide is similar to the concept of the recovery
coaching, described by Oades et al (2009) in reference to the Collaborative Recovery Model.
The Collaborative Recovery Model, a modularised model that guides systemic
interventions, is proposed to facilitate the challenge of implementing recovery oriented
service provision, and as discussed, is informed by positive psychology and positive
organisational scholarship which provide a useful base upon which to build service reform
and human growth. Oades, Crowe and Nguyen (2009) report that the CRM was originally
developed as a model to assist practitioners to use evidence based skills with consumers in a
manner consistent with the recovery movement (Deane et al, 2006). The model includes
assumptions and practices that champion human growth, hope (Salgado et al, 2010),
meaning and self-determination - issues that have not been the mainstay in the history of
psychiatric practice.
Table 1 illustrates the two guiding principles and four components of the model, detailing
the knowledge, skills and competencies required of practitioners.
Guiding Principle #1: Recovery as an individual process
As shown in Table 1, the first principle emphasises the personal subjective ownership of the
recovery process, including hopefulness and personal meaning. It covers issues related to
personal identity, particularly the need to move beyond the illness and towards one’s best
possible self. Finally it encourages individuals to take responsibility for their own wellbeing
(Andresen, Oades & Caputi, 2003).
There are significant conceptual overlaps between Keyes’ (2002) notion of flourishing and
the idea of personal recovery as a journey that involves moving beyond illness, that is, living
a meaningful life despite experiencing symptoms of illness. Within CRM, the focus of recovery
concept is used to clarify the intervention or approach that is being utilised. For example, is
the focus of a practitioner’s team or unit mainly to remove or avoid symptoms, or is it to
promote wellbeing? These are not fixed foci, and may change dependent on the illness.
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Module
Recovery as an
individual
process
(Guiding
Principle 1)

Collaboration
and autonomy
support
(Guiding
Principle 2)
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Knowledge Domains

Protocol, Skills and
Attitudes
Psychological recovery as Protocol: Self
a staged individual
Identified Stage of
process involving: (i) hope Recovery:
(ii) meaning (ii) identity
Attitude: A “growth
(iv) responsibility
mindset” The “system of recovery” hopefulness towards
concept
consumers’ ability to
The “focus of recovery”
set, pursue and attain
concept
personally valued life
goals
Working alliance
Skill: Develop and
Power and empowerment maintain a working
Relationship rupture
alliance
Autonomy support
Attitude: Positive
Barriers to collaboration
towards genuine
Working with relationship collaboration
dynamics

Change
enhancement
(Component 1)

Stage of psychological
recovery
Decisional balance
Motivational readiness
and resistance
Psychological needs
Importance and
confidence
Fixed versus growth
mindset

Collaborative
strengths and
values
(Component 2)

Values clarification
Values use
Strengths identification
Strengths use

Competency
Employs the
principle, in all
interactions and
across all protocols,
that psychological
recovery from
mental illness is an
individualised
process

Employs the
principle, in all
interactions and
across all protocols,
of maximum
collaboration and
support of
consumer
autonomy
Protocol: Motivational Enhances consumer
interviewing,
change by skilful
particularly decisional use of motivational
balance
enhancement that is
Skill: Use decisional
appropriate to the
balance techniques
stage of recovery of
appropriate to assist
the consumer
consumer to clarify
ambivalence
regarding change
Attitude: To take
partial responsibility
for role in
interactional aspects
of motivation
Protocol: “Camera”
Assists consumers
values and strengths
to clarify values and
clarification method
strengths and use
Skill: Assist a
them in the here
consumer to elicit
and now
personal values and
strengths and assess
how well they have
been implemented
recently
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Module

Collaborative
life visioning
and goal
striving
(Component 3)

Collaborative
action planning
and monitoring
(Component 4)

Knowledge Domains

Protocol, Skills and
Attitudes
Attitude: To value
reflective exercises
notwithstanding
current difficulties or
symptoms
Personal life vision
Protocol: “Compass”
Valued directions
vision and goal
Goal identification, setting striving method
and striving
Skill: Elicit meaningful
Meaning/manageability
vision and
trade-off
manageable goals
Autonomous goals
Attitude: To be
Approach and avoidance persistent in the face
Goals
of obstacles
Proximal and distal goals

Health behaviour change
Action planning
Homework
Self-efficacy
Monitoring
Self-management

Protocol: “MAP”
action planning
method
Skill: To assist with
the development of
comprehensive action
plans
Attitude: To value
“small actions”
between the meetings
of staff and consumers
(between session
activity)

Competency

Persists flexibly and
collaboratively with
the components
within the Compass
to assist recovery by
way of the
development of an
integrated
meaningful life
vision, valued
directions, and
manageable goals,
which provide a
broader purpose for
actions.
Systematically and
collaboratively
assigns actions, and
monitors progress
toward action
completion and
goals, to enhance
self-efficacy of
consumer

Table 1. Training and Coaching Competencies for Collaborative Recovery Model
Guiding Principle #2: Collaboration and autonomy support
This principle emphasises important aspects of the working alliance in assisting human
growth. Autonomy support as outlined in Ryan, Huta and Deci’s (2008) self-determination
theory, underscores the importance of autonomy to wellbeing. This is particularly salient in
mental health contexts due to the history of paternalism and control that has pervaded so
many aspects of the systems and patient care (Andresen, Oades & Caputi, 2003).
There is substantial evidence regarding the association of the strength of the working
alliance between the mental health worker and the person being supported in recovery and
the degree of engagement and recovery outcomes (Martin, Garske & Davis, 2000). However,
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maintaining a strong working alliance often requires the mental health worker to: manage
interpersonal strains or alliance ruptures, reflect on his/her own reactions to the dynamics
of the working relationship (e.g. increased frustration, desire to fix things or rescue the
person, etc), and maintain professional boundaries whilst striving to remain present with
the person they are supporting. This is important as it encourages the worker to track and
adjust her/his approach as required (e.g. rebuild trust, establish safety, confront, explore
feelings, etc), particularly in light of the sometimes subtle changes that can occur in the
relationship. As CRM is growth and future focused, it is conceptualised as a strengths-based
coaching model, in which the relationships are coaching relationships rather than
counseling relationships (Oades, Crowe, Nguyen, 2009)..
CRM Component #1: Change enhancement
This component recognises that many people (including consumers, carers and
practitioners) within the context of enduring mental illnesses such as schizophrenia tend not
to believe that positive change is possible. Change enhancement draws on skills from
motivational interviewing, and directly challenges fixed mindsets (Dweck, 2006), regarding
the potential for change. This component of the model also highlights the importance of
intrinsic motivation and the personal meanings underpinning human change. It aims to
shift both attitudes and beliefs about the potential for change.
Component #2: Collaborative Strengths and Values
The clarification and use of personal strengths and values is central to the model, and is the
most popular component for consumers and practitioners alike. Whilst Rapp’s (1998)
strengths model is well known to mental health practitioners in a case management context,
the CRM predominantly draws from contemporary research on character strengths, values
and committed action (e.g. Petersen & Seligman, 2004; Hayes, 2004).
Component #3: Collaborative life visioning and goal striving
This third component assumes that despite adversity, a person is still capable of developing
a vision for life. The vision involves articulating their best possible self and striving towards
approach goals that are consistent with their personal values and while using their
strengths. Clarke et al (2006) describe the goal technology that has been used to
operationalise the goal component of CRM. The Collaborative Goal Technology (CGT) uses
a range of evidence-based practices in goal setting (e.g. goals being specific and time
limited) to assist mental health practitioners and consumers to collaboratively develop
goals. In a subsequent study, Clarke, Crowe et al., (2009) found that practitioners trained in
CRM, which included the CGT, were more likely to apply these evidence-based principles.
Additionally, Clarke and colleagues (Clarke, Oades et al, 2009) in another investigation of
CRM found that the goal attainment of people with enduring mental illness mediated the
relationship between the distress caused by their symptoms and their perception of personal
recovery. This finding suggests that goals are central to the recovery process and is
consistent with the growth philosophy of the recovery movement. Positive psychology
research continues to deepen our understanding of effective goal striving and its
relationship to wellbeing (Brandtstadter, 2006).
Component #4: Collaborative action planning and monitoring
The fourth and final component of CRM is informed by research on the role of homework in
cognitive-behavioural therapies (Kazantzis, Deane & Ronan, 2000). The term “action
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planning” is used in CRM because it does not carry the somewhat negative connotations of
the word homework, which often stem from unhappy school experiences. Meta-analyses
have found that therapy outcomes are significantly better for those who receive and
complete homework assignments (Kazantzis, Whittington & Dattilio, 2010). Although this
research has mostly focused on the treatment of depression and anxiety, there is increasing
evidence of its importance in treating persistent and recurring mental illnesses such as
schizophrenia (Deane, Glaser, Oades & Kazantzis, 2005; Kelly & Deane, 2009). Working on
agreed actions between meetings is thus an essential ingredient of CRM.
The Collaborative Recovery Model as a Coaching Model
The CRM has been conceptualised as a strength-based person-centred coaching model
(Oades, Crowe & Nguyen, 2009). The Life Journey Enhancement Tools (LifeJET) (Oades &
Crowe, 2008) have been designed to operationalise key components of the CRM delivered in
a coaching style, where the relationship is more person-centred and focused on personal
goals (rather than clinician-centred and focused on clinical goals). Based on the root
metaphor of a journey (of recovery), the protocols are called the Camera, Compass and MAP
(see Figures 2 to 4), and are designed to stimulate future-oriented and hope-inducing
activities. The Camera, Compass and MAP are modularized tools. Thus while it is preferable
for them to be used in sequence they can be used alone.
The Camera is used to help the individuals to identify valued life domains and strengths,
examine the extent to which these have recently been pursued, and to focus their attention
on areas of potential change.

Fig. 1. The Camera values and strengths use coaching tool
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The Compass evolved from the previously mentioned goal technology (Clarke et al, 2006). It
is used to assist people to link their values with their goals, to quantify relative goal
importance and to identify different levels of potential attainment. The Compass enables
ratings of successful goal pursuit as a function of importance and attainment. Goal
attainment weighted by perceived importance can be calculated as a numeric index if
desired.
Last, the MAP (an abbreviation for My Action Plan) is an action-planning tool used to assist
with homework setting for goal attainment tasks.

Fig. 2. The Compass valued direction and goal striving coaching tool
The Collaborative Recovery Model as a Systemic Intervention
Unlike many discrete and individual positive psychological interventions (Magyar-Moe,
2009) the Collaborative Recovery Model (CRM) (Oades et al, 2005), is a broad systemic
framework guiding a range of interventions with consumers, carers, staff and organisational
systems. The systemic nature of the interventions is imperative given the ingrained culture
and history of psychiatric service provision. As Park and Petersen (2003) assert, positive
institutions enable people to use their positive traits such as strengths and values, which in
turn yields positive experiences and positive emotions. In mental health services,
organisations require change to enable staff and consumers to utilise strengths, to enable the
possibility of the benefits of positive emotions. Without such comprehensive change,
recovery oriented services are unlikely to succeed. The CRM has been developed to assist
with recovery-oriented service provision for people with enduring mental illness, and is
informed by the principles, evidence and practices of positive psychology and positive
organisational scholarship (Cameron, Dutton & Quinn, 2003).
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Fig. 3. The MAP action planning coaching tool
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The relationship between mental health workers and the individual’s wider support system
is central to the recovery process. From a Collaborative Recovery perspective this system
includes four parts nested in a broader community. The four interlinked parts are self of
consumer, family carers, staff members and organisations (e.g., treatment services) in the
community.
Currently, there is research and practice being conducted using the LifeJET tools and CRM
principles in all four parts of the mental health system. The extent to which that community
encourages social inclusion and non-stigmatising attitudes can greatly support an
individual’s recovery (e.g., Quinn & Knifton, 2005). Similarly, mental health organisations
that are attempting to deliver recovery-oriented treatment may also need to make wider
“systems” changes to do so successfully.
The CRM is deliberately being developed as a systemic intervention rather than one
restricted to solely focusing on individual interventions with clients. The guiding principles,
components and LifeJET protocol may be used for the self-development of individuals (selfcoaching), used as part of a practitioner-client coaching relationship (practitioner coaching),
used for carer recovery (carer coaching) and used at the organisational level, which may
include practitioners coaching other practitioners (coaching) towards personal and
professional development. This comprehensive systems intervention is seen as necessary to
bring about the systemic and cultural transformation needed to generate recovery oriented
service provision.

5. Conclusion
Mental health recovery policy, based on definitions of personal recovery from people living
with mental illness, has become mainstream in most English speaking nations, and is
growing in popularity across Europe and Asia. The challenge remains however as to
gaining (a) more consensus about the concept referring to varied consumer experience (b)
improved ways to measure the concept and (c) improve ways and organisaitonal support to
develop services based around the concept, with the need for individual tailoring. This
transformation is more profound than the development of “new interventions to treat
mental illness“. Rather it refers to a major reconsideration of the endeavour itself, a review
of what is possible, and a major transformation of the mental health workforce. The
Collaborative Recovery Model (CRM) is one example of an attempt towards this endeavour.
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1. Introduction
Studies of the living conditions of vulnerable groups often focus on their actual situation.
There is often a description of the way the circumstances of the group in question differ from
those of others with respect to health, finances, and their ability to support themselves or make
and develop social contacts, i.e., their ability to participate in social life in a similar way to
other groups. There is less often a discussion of how long-term changes in the structure and
organisation of society affect the living conditions of individuals and groups. Yet long-run
societal changes influence everyone’s possibilities and limitations and it seems likely that
vulnerable groups such as people with mental disabilities are affected to a greater extent than
others. There is a risk that groups of people who have a weaker buffer than others with regard
to health, social contacts or finances find it more difficult to cope with changes, and are hit
harder when changes occur. Organisational changes in health and medical care1, economic
recessions and structural changes in working life are examples of such changes.
In this chapter, longitudinal societal changes and the everyday conditions of people with
mental disabilities are coupled. Recent researchers in social sciences have described how
changes in the way individuals are regarded – such as the development of technology and
changes in administration and logistics – have together had a great impact. Life today
differs from that of 50 years ago in important respects. By means of what has been named
‘the process of individualisation’, the individual has gradually become the significant social
unit. Each and everyone has to a larger extent the possibility to make his or her own choices,
but is also responsible for the consequences of the decisions made, whether positive or
negative. Previously unknown elements of insecurity have developed, and society has
sometimes been characterised as a 'risk society’. Concepts like ‘post-modernism’ or ‘late
modernity’ attempt to describe this distancing from, but at the same time connection with,
the society that developed with the industrial revolution2.
1 Studies of changes in psychiatric care, for example, show a class gradient in the changeover from
traditional hospital-based institutional care to open, sectorised psychiatry: The latter favoured primarily
people from the middle class, while patients with a working-class background found it more difficult to
get adequate help (Eliasson & Nygren 1981).
2At the same time, these and similar concepts express uncertainty about the new by not giving it a name
of its own (Harste 1999).
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An empirical study was carried out to relate these longitudinal societal changes to the
everyday life situation of people with mental disabilities. In collaboration with members of a
Norwegian user-organisation (Mental Health) multistage focus group interviews were
conducted to explore and discuss whether concepts like 'late modernity’ and ‘risk society’
appeared relevant and meaningful.
The way of regarding, and society’s support of, people with mental disabilities have
changed in a radical way during the last few decades. We describe these changes briefly in
the continuation of this chapter and then give a more detailed picture of the long-term and
radical, but sometimes fairly invisible, social changes that have been mentioned above. After
that we give an account of the empirical work the chapter is based on, first by describing the
research model – Co-operative Inquiry – that has been used for data collection and analysis,
and then by reporting the participants’ experiences of living with mental disabilities in
today’s society. In a following section the empirical results are discussed in relation to the
change in society, on the basis of the following questions: Have concepts like ‘late modernity’
and ‘risk society’ explanation value for the understanding of everyday life for a person with a mental
disability? Can the characteristics of social change be identified and – if so – how can they be
handled? Can development towards a ‘risk society’ be both positive and negative, imply both (new)
possibilities and obstacles? How, in that case, can negative consequences be minimized and new,
positive possibilities be taken advantage of and developed? At the end of the chapter the
discussion is summed up and we indicate some possible ways of acting in ‘late-modern’
society.
This chapter thus aims to report and discuss experiences of people who themselves suffer
from mental disabilities. By way of conclusion of the chapter we broaden the perspective to
some extent to also include professional groups with the task of supporting the mentally
disabled, as well as training courses for these groups and research on nursing, support and
care. However, here too, the point of departure is the experiences the people concerned have
themselves reported. We think that the participation and influence of people with their own
experience of mental disabilities should also be a natural and forceful component in
professional work, training and research in this field.

2. Historical review: From stigmatisation to social inclusion – a vision with
complications
People with mental ill-health, mental disabilities or mental diseases are one of the groups
that have been paid attention to in public discussions and social policy in the last few
decades. The discussions have been both about society’s care and support, and about the
participation and integration in society of the mentally disabled – or rather their lack of
integration and participation. In the 1960s and 1970s a wave of intense criticism of the
established psychiatry swept over Europe and the USA (Svensson 2005). Its forms of
treatment were described as inhuman, segregating and marginalising. The criticism focused
particularly on the ideological function of psychiatry, the tendency to convert an increasing
number of human life problems into psychiatric symptoms, as well as its ambition to treat
mental suffering on the same basis as physical afflictions, by adopting ‘the medical model’
(Szasz 1961). According to the critics, mental disabilities were caused by social factors rather
than biologically or psychologically based defects in the individual. Scheff (1966) formulated
a social-science theory about how mental disabilities develop and consolidate that was
based on the labelling and social-role theory.
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During the following decades, the radical criticism of psychiatry was replaced by a reformist
period of reform, which can still be regarded as going on. The reforms have been
characterised by ideas about normalisation, integration and social inclusion. An early and
forceful expression of the change was that the big mental hospitals in many European
countries were phased out – the great moving-out (Forsberg 1994)3 – a process that is still
going on, not least in Eastern Europe. The patients, often committed against their will, were
instead to be able to live in their own homes and ‘live like others’. The ambition was that
people with mental disabilities, instead of being an out-group, separated from society and
everyday life, would live their lives in the local community and on as similar terms as
others. Besides having their own, personally furnished homes, the possibilities for work ,
meaningful activities, and recreation, were important components of the individual’s
everyday life. To the extent that they could not manage on their own, formal and informal
support could be offered, by public or private institutions. Nursing and social care would
primarily be formed as an offer, and be available in open and non-stigmatising forms.
Institutional care, in psychiatric wards, should be available as a last, and normally short,
extra support measure.
Forsberg (1992) describes the situation of the ‘long-term mentally ill’4 in a comparative study
between Italy, Poland, England and Sweden. The lack of information on Polish conditions
makes it difficult to comment on this country, but in all the other countries he finds that it is
largely the same deficiencies in societal support that are complained of: There are
insufficient resources for non-institutional care and for various forms of intermediate care,
e.g. in the form of alternative forms of accommodation, sheltered workplaces or day-care
and rehabilitation facilities. The risk of social isolation, as a result of an insufficient social
network, is greater for the ‘long-term mentally ill’ and there is a lack of resources to break it.
Granerud and Severinsson (2006) found the same deficiencies in their Norwegian study just
over ten years later. Forsberg (a.a.) also points to the fact that collaboration between the
authorities did not function satisfactorily, and that the support for the ‘long-term mentally
ill’ was instead mainly suited to people with mild mental problems.
Purely concretely, the reforms of the last 20 years have thus had the aim of giving mentally
disabled people a life in their own home, with or without personal support, instead of, as
previously, being obliged to live in an institution or in other strictly regulated forms. For
many people this has meant changed and improved conditions, even though there are still
shortcomings in many ways. The change has largely followed the same pattern in many
European countries, but earlier in certain countries than in others.

3. From a modern to a late-modern society
The society that developed during industrialism had its roots in the Age of Enlightenment
of the 18th century, characterised by a belief in reason, the human being and the new science.
The 19th century and the early 20th century saw a radical transformation of society, with
3'The great moving-out' alludes to M. Foucault's concept 'the great locking-up'. In his book History of
Madness (2006), Foucault describes how large groups were judged abnormal and interned in various
institutions in European countries, from the 17thh century and onwards. A development that was only
seriously reversed by the de-institutionalisation that was started in the years after the Second World
War.
4This expression is used by Forsberg and therefore also in the text that describes his research.
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industrialisation and mass production, often according to the principle of ‘the conveyor
belt’. In many countries an urbanisation process was started, from a poor agrarian society to
a more urbanised and richer one. Modern society developed, not least in Europe and the
USA. Working life was modernised, housing was improved. Society developed and
prosperity increased rapidly. Functionalism, a trend that characterised important fields in
social life, agreed well with the prevalent belief in progress, growth and development. The
modern project also included welfare. Health and medical care, education, care of the
elderly and groups that could not support themselves on account of handicaps/disabilities –
it was all an expression of the idea that the general welfare should include the whole
population. In many countries, not least in Scandinavia, a strong state apparatus to
administer and produce welfare services was developed. In other countries the
responsibility was placed on separate organisations, working life or family, but in close cooperation with the public sector.
At all events we have to a certain extent left the society of modernity behind us. The vision
of society that lay behind the industrial society and the modernisation process can no longer
be completely used as a description model for the stage of development in which we now
find ourselves. Modern society’s secure anchoring in the belief in growth and increasing
material prosperity to share is wavering gravely. We are in a different stage of development.
Many researchers think that this differs on such decisive points from the industrial society
that it ought to have a different name. It is in this connection that concepts like ‘latemodernism’, ‘post-modernism’ or ‘the second modernity’ have been used. They all aim to
describe a change from the previous industrial society, without therefore having to define
the coming one, the post-industrial one. The concept of the ‘risk society' also refers to the
stage of society that we now find ourselves in, but wants to focus on one aspect of this
society, namely its connection with the partly new and different risks and insecurities
created by the development itself. The fact that we have chosen in this text to use ‘latemodernism’ is more an expression of our desire for a broad and generally applicable
concept than criticism of other, closely related, terms. In our description of the late
modernity society we also include quite a few factors that have been paid attention to in the
discussion of the risk society – since they have a special relevance to vulnerable groups and
their life situation.
The characteristics of the late modernity society include processes like globalisation and an
economy that does not know any national or geographical boundaries. Service production
increases and a greater and greater proportion of the workforce are occupied with services.
The role of the mass media grows. Communication technology is increasingly important
and constitutes one of the strongest forces in society – we need only mention the role that
mobile phones and the Internet have recently played in national changes in society in North
Africa. The big visions of society, the big stories, are challenged – maybe the age of the big
stories is over. Power is in many places and more difficult to identify. Society has become
more ‘invisible’. It is also characterised by the fact that threats and risks affect both society
and the lives of individuals to an increasing extent. They can be industrial risks or
environmental threats, but also risks produced in and by the abstract, often worldwide,
systems that more and more manifestly also influence the everyday life of the individual.
The recent accident at the nuclear power station at Fukushima can be seen as an example of
such environmental catastrophes. We do not yet know what consequences it will have, and
accidents of this kind are of course always unique. But a comparison can be made with the
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nuclear power accident at Chernobyl in 1986, which had consequences that extend right up
to our day. The risks in today’s society thus tend to be global. Terror attacks of previously
unknown dimensions can strike anyone, in principle anywhere in the world. A society’s
electricity supply can be knocked out by some abstract fault very far away. Speculation
against a country’s currency by unknown forces can have disastrous consequences for the
finances of the individual.
These and similar new risks cause the term risk society to be used to denote this society –
after modernity – a name that was to be established with great impact by Ulrich Beck’s
epoch-making work Risk Society – Towards a New Modernity (1992)5. Beck has, however, later
himself questioned this term. Perhaps it should rather be said that there is a new kind of
insecurity or danger that characterises the society of our time – and perhaps of the future.
The traditional risks of the industrial society were to a much greater extent local, visible and
possible to take care of. Modernisation’s emphasis on reducing and eliminating risks in
working life, social life and private life, for example by means of work-environment
measures, traffic-safety work and an extensive social policy, were intended to realise the
vision of “the good society”. In a certain sense the industrial society’s emphasis was on
“conquering nature” (“the end of nature”), for example by converting natural resources into
useful products. The fight was between man and nature. The insecurity involved in being
exposed to unpredictable nature would gradually be overcome by means of technology and
science.
In the society of our time, it is instead – to a certain extent – man’s own products, the results
of development, that constitute threats. The threats are man-made; Beck and Giddens speak
about “manufactured uncertainty” (Beck, 1998; Giddens, 1996). It is these “cultural
products” – results of the technical and economic development itself – that create risks and
make society vulnerable. The uncertainty that unpredictable nature could constitute has
largely been overcome – human beings have tamed nature – but has been re-created in the
unpredictability of the culture. Beck (1994) speaks about “the return of uncertainty to
society”. Modernisation’s faith in science’s ability to solve global, national and individual
problems, to create the good life, has struck back: Science solves many problems but also
creates new ones. The optimism of the industrial society has been replaced by reflexive
modernisation.
In this society the individual has been made distinct in a completely different way than
previously – a process that has gone on for a long time. Nowadays we must as individuals
continually create and re-create our social existence – one speaks about social reflexivity.
While collectively steering traditions and rituals in the previous society often also
functioned as direction guidance for the various attitudes of the individual, these must
nowadays to a far greater extent be formed by the individuals themselves. These choices are
now instead guided by reflexive consciousness, considerations and consequence
assessments in the light of their own lives. Guidance is not taken from over-individual
beliefs but from people’s own life history. To “realise one’s life project” or to “pin one’s faith
on oneself” have become established slogans that in the spirit of individualisation express
social reflexivity in terms of positive possibilities. At the same time, it is evident that
distinctions between individuals and groups are tending to increase even more, for example
between social classes or groups with different educational backgrounds. Individuals are
5

Original title: Risikogesellschaft: Auf dem Weg in eine andere Moderne (1986).
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quite simply left more to their own resources in the form of material assets, social networks,
knowledge, social competence and image of themselves.
Security and safety were to pervade the modern society, closely connected to hightechnological production, an efficient economy and a positive view of the possibilities of
science. The society that is now developing, the second modernisation (Beck, 1992), means
that the question of society’s possibilities to create security and safety, and to inspire
confidence in important respects has changed.
Questions of trust and confidence are thus closely connected to the successive transition
from an industrial society to a late-modern society characterised by global movements,
technical and economic as well as political and cultural. Trust based on spatial closeness,
personal acquaintance and cultural similarity is replaced by trust in anonymous expert
systems that the individual has very little knowledge of but is nevertheless obliged to trust.
Giddens (1996) speaks here about the “transformation of intimacy” from trust based
primarily on personal acquaintance – trust in a person – into trust in relation to abstract
systems – trust in a system. He uses the term “disembedding” to describe this change in
social relations. Disembedding means that the relations are removed from their ontological
connection and become abstract and impersonal. Living in late-modern society involves
demands for acceptance and trust without (always) being able to view the whole situation
and comprehend. The individual is obliged to trust the competence of the expertise just in
its function of expertise. Trust is established for abstract systems rather than for individual
and well-known people. Abstract systems like bank services, telecommunications, electricity
supplies or booking systems for train tickets, for example, are what first come to mind, but it
is not too far-fetched to also exemplify with the expert systems for nursing and care that are
built up within the framework of social policy. As representatives of the systems, nursing
and care staff have a central task to re-create trust in these abstract systems. Giddens (1996)
speaks here of re-embedding, which implies that the abstract expert systems are reconnected to the local connection. This re-connection, which is of decisive importance for
the establishment of a new form of trust, under the conditions of late modernity, is of two
kinds (Giddens, 1996): facework commitments and faceless commitments. An ordinary visit
to the doctor can serve as an example of both forms of contact: the doctor represents a
facework commitment, a personal contact, but is at the same time a representative of the
unsurveyable field of experts that medical care today constitutes for the individual. The
medicine order that can be the consequence of the visit to the doctor is controlled by an
administration, logistics and dispatch that are not represented by any individual person that
the patient can establish a relationship with (as is the case in some sense with the doctor).
The handling of the medicine can therefore be regarded as a faceless commitment.
Against this background, it is of great interest to investigate how a group that is considered
exposed, people with mental disabilities, experience, think and behave in a late-modern
society such as for example the Norwegian.

4. Method: Creating knowledge in co-operation
The aim of the study was to investigate whether the theory of 'risk society' was considered
relevant when related to the experiences of everyday life of a group of persons with mental
health disabilities who regularly attended a user-run centre (the Centre) in a middle-sized
Norwegian town. The research questions dealt with the following themes: In what way are
the 'risk society', and the underlying process of individualisation materialised in everyday
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life? How can the consequences of this societal development be handled and mastered both
individually and collectively?
We chose co-operative inquiry as our research design. This mode of inquiry has its roots in
action research and has a holistic and humanistic basis (Rowan, 2006). Co-operative inquiry
emphasises the active influence and participation of all partners in the research process,
from the beginning to the end of the research. Researchers and co-researchers (i.e.
participants) constitute a 'community of inquiry' with mutual responsibility for
development of knowledge. The value basis of this research approach is expressed quite
precisely by Peter Reason (1994):
Human inquiry practitioners assert, in contrast to the positivist world-view, that we can only truly
do research with persons if we engage with them as persons, as co-subjects and thus as co-researchers:
hence co-operative inquiry, participatory research, research partnerships, and so on. And while
understanding and action are logically separate, they cannot be separated in life; so a science of
persons must be an action science. I use the term human inquiry to encompass all those forms of
search which aim to move beyond the narrow, positivistic and materialist world-view which has come
to characterize the latter portion of the twentieth century. While holding on to the scientific ideals of
critical self-reflective inquiry and openness to public scrutiny, the practices of human inquiry engage
deeply and sensitively with experience, are participative, and aim to integrate action with reflection.
(p. 10)
Thus, co-operative inquiry is relevant when investigating local knowledge and experience
from those who are directly involved, and thereby increases the possibilities of developing
relevant knowledge. In can be maintained that there are likenesses between this research
strategy when approaching the empirical field and the general development towards a latemodern society characterised by greater elements of individual responsibility, participation
and a lesser trust in experts – also concerning research and developmental work.
Data collection and analysis: The dialogical nature of co-operative inquiry fits well with
multistage focus group interviews as a method for data collection (Hummelvoll 2008).
Therefore, this variant of focus group was chosen in this study. The multistage focus group
is characterised by the same group exploring a certain problem, theme or phenomenon
through several meetings. The method could be conceived as inquiring knowledge
dialogues that focus on experiential material. Through these dialogues, there are
possibilities to ‘elevate’ the participants’ experiences to a higher level of abstraction. Thus,
the potential utility value of the knowledge exceeds the concrete situation in which it is
created.
In multistage focus groups, the researcher functions as moderator and leads the knowledge
dialogue throughout the whole process. The researcher decides the theme of inquiry and
then successively elaborates on it together with the participants. Compared to traditional
focus group interviews, the group feeling establishes itself through both interaction and
increased knowledge of each other. A calmer atmosphere than if 'all things' should be said
in only one interview session often characterises the inquiry. Consequently, the focused
theme is gradually enriched by adding new perspectives and nuances by means of examples
from everyday life (or practice) and experiences made in the period between the interviews.
Additional meetings contribute to exploring experiences and counter-experiences. This
presupposes development of trust amongst the co-researchers (i.e. the participants),
appreciation of divergent views and staying open-minded by allowing one’s own views to
be put to the test.
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An essential feature of multistage focus groups is that the persons participating in the first
group sometimes change in subsequent meetings. This happens because the inquiry process
extends over a period of time and hence some of the original participants may be unable to
attend following meetings. Therefore, one or two new members can join the group in the
second or third session. This has proved to be an asset because alternative opinions or
perspectives of the new members can challenge the group effect marked by more or less
pressure against consensus (Hummelvoll 2008). Thus, the group dynamics may be
stimulated and the inquiry vitalised by deepening the understanding of the focused theme.
However, in order to secure the continuity of the group, it is important to keep the group
size so large and stable that the core process of knowledge development is maintained.
In our study the participants consisted of the research group (two researchers and one user
representative employed by the University College) and members of the user-organisation
Mental Health who regularly attended the Centre. The focus group met three times during
the autumn of 2008, with – apart from the research group – eight, five and four participants,
of 20 to 60 years of age, both men and women. Each interview lasted about two hours.
Immediately following the first two interviews, a summary was made and a preliminary
analysis carried out, which were presented and commented upon at the beginning of the
following focus group. The interviews were recorded and transcribed verbatim. A
qualitative analysis as an empirically led content analysis (Malterud 2003) was carried out:
The entire data material was read repeatedly; meaning units were coded and grouped
together under preliminary themes, validated in relation to data, and finally the main
themes from the inquiry process were created. Then the results of the analysis and
interpretation were presented at an open meeting at the Centre. Guided by comments from
the participants at this meeting, the analysis was finalised and published as a research
report (Hummelvoll, Eriksson & Beston 2009) and later as a peer reviewed article (Eriksson
& Hummelvoll 2011 - in press).
Ethical considerations: Ethical aspects were taken care of by presenting the theme and
design of the study to the Board of the Centre, from which the research was sanctioned. The
written information was discussed with the board members before it was distributed to
potential participants. Participation in the focus groups was voluntary and written informed
consent was obtained from the participants. None except the research group and the coresearchers had access to the data. The principles of the Declaration of Helsinki (World
Medical Association 2002) – autonomy, beneficence, non-maleficence and justice - were
taken into account in all parts of the study.

5. Results: Coping and meaning – everyday life in today’s society
The thematic analysis of the material from the multistage focus group interviews resulted in
five overriding themes, namely, change and uncertainty; mental disabilities and societal
obstacles; the technological dominance; individualisation and loneliness; searching for a
meaningful everyday life. These themes are described and deepened in the following text
and exemplified with quotations from the focus group interviews.
5.1 Change and uncertainty
Society is changing at a fast pace which have impacts on the concrete level as well as on the
abstract level. The familiarity of the local community has partly been replaced by a society
which is difficult to comprehend and which creates feelings of alienation:
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What we are talking of now – the 'risk society' – isn't something new. It has probably to do with
a process of alienation...
There has been a distinct change since I was a kid. Earlier you could pop in to your neighbour for
a brief visit. The doors were open. Now this has changed. You have to make an appointment if
you are going to visit somebody. Why is it so?
We are living in a cold society, where the chill is eased with tranquillizers.
It is demands on efficiency that characterise life in so many areas.
The emphasis on efficiency and busyness seems to lead to meetings between people being
more superficial and anonymous:
There has become a lot of anonymity: We don’t meet as people.
Yes, there is anonymity in society as a whole and in everything official: Quickly in the door and
fast out again and as cheap as possible.
Swift changes and demands for readjustment in a variety of areas create an experience of
uncertainty and insecurity. The ongoing changes which we have to face awaken a longing
for a safe basis for one's orientation in the world:
Insecurity…it is difficult to make an enduring platform because things are constantly
changing… You meet demands to adjust and be able to deal with all the new things that arise.
Yes, everything goes so quickly – and so quickly in such a wide area: We meet people with
different languages; Technology develops and dominates; the village used to be a limited area but
now the boundaries are gone – I think of globalisation. The Internet for example – there the
language is English.
The village as a clearly defined and manageable unit has changed now in relation to a world
around without boundaries. You can lose your sense of direction.
Yes, there is nothing you can make a map of…
One aspect of the societal development is the lack of time and the increase of stress:
Our time is stressed. We have to make the best of the fifteen minutes we get from the doctor, and
it is difficult to say all that you have been pondering on for a long time. If you have two things
on your mind, then you have to make a new appointment for the second one. It was easier when I
could just drop in at the doctor's office. With my problems I have enough with today and
tomorrow – I can’t plan for a long time ahead.
A specific phenomenon in our daily life is all the music that encroaches on people in
shopping centres or as “waiting music” when making phone calls. This “sound
bombardment” may be conceived as difficult to endure for people with mental disabilities:
It is hard to stand all the sound. Hasn’t this to do with protection of privacy?
I love music and make active choices for myself. But music is used everywhere in order to sedate
and ease. Is it so that silence is embarrassing? I find quietness good now and then. But many
people have hectic days, and these things are forced upon us – music that we don’t want to have.
Yes, I think we are living in a kind of terror world – and therefore we have things that sedate us
everywhere.
Perhaps music replaces some of the real contacts between people?
-

5.2 Mental disabilities and societal obstacles
Mental disabilities are connected with relationships between the individual and society –
which defines the individual person’s difficulties. Disabilities are experienced in society and in
relation to not being able to cope with necessary daily tasks. Thus, disabilities are connected
with the individual person’s life in the community. However, defining mental disability is not
easy. One of the participants highlights two solutions related to well known challenges:

416

Mental Illnesses – Evaluation, Treatments and Implications

If a person chooses to avoid using the bus at times when it is usually crowded, and instead
chooses quieter periods of the day – is this then a disability? What about shopping food on
Monday morning instead of shopping when it is crowded and busy. Is this then a functional
deficit? Does it only become a hindrance when it obstructs you from doing the things you
otherwise would have done if you were “free”?
The participants maintain that many people with mental disabilities have problems related
to their weak financial situation:
It is expensive to be poor. Lacking means makes you “fall off” and become excluded…
You must do everything in the right way. Then everything works. If you need help, perhaps
there aren’t people…
Or that information and help cost money. Services cost money and they cost more for those who
don’t have much!
People with ailing finances and mental health problems are therefore doubly exposed.
The relationship between society and persons with mental disabilities is often problematic.
Societal institutions are experienced as somewhat abstract and impersonal. Mental
disabilities may in one aspect be considered as created by society – like “manufactured
societal hindrances”:
We don’t get more information than the caseworker tells you. Earlier our rights were not so
complicated, and there was personal knowledge. The doctor knew the members of the local rural
community.
The officials also don’t tell us about all the things that are available. There are so many possibilities
for help now. But they are not so quick to inform us. It is the officials that decide what you shall
have, and you are dependent on the official … The website of NAV6 is incomplete. So societal
hindrances are produced. We are dependent on the officials and vulnerable.
If your application is incomplete on one point, or there is a paper missing, they send the whole
application back instead of pointing out what was missing and asking to get just that.
One aspect of these hindrances is ‘the rule of the red tape”, which is about the superfluity of
forms that society demands that you know and can handle in order to take care of your
rights and to get access to help. In a more abstract meaning this has to do with fitting into
the definitions and the right categories.
Many people have a phobia about forms, and have great problems to understand the wording and
the kind of answers that are expected in the various columns and boxes. It is difficult and
embarrassing to ask for help to fill in – and it will have major consequences if you don’t do so.
The various services should have a low threshold and not be so run by systems. The waiting time
for getting help is quite often long… In acute psychiatry the problem is whether you fit the
criteria or not – and if you are so-called 'amendable to treatment’ according to the form.
When meeting the public, trust in the social services is put to the test. Stability and
coherence in relationships are needed in order to promote trust, and the caseworker must be
worthy of trust. When meeting public representatives, several factors seem to create
distrust:
You don’t get trust in eight different people. Trust must be built over time.
Sometimes I think that “the systems” have shown me very much distrust through
letters and threats …you have to fulfil requirements and you must justify and
document everything. The whole system is founded on distrust, and then it is difficult
for me to show trust in return.
-

6

NAV is an abbreviation for The Norwegian Labour and Welfare Administration
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The possibility of having work and developing work-life integration is part of society’s
political objectives – also for persons with mental disabilities. However, many have
experienced problems when applying for supported employment:
We have an official policy about integration and universal arrangements. Nevertheless, there are
more persons outside the labour market now than before – even though the Norwegian economy
is really thriving…What can the reasons be?
5.3 The technological dominance
Mastering the new technology – computer technology in particular – contributes to social
inclusion, but those who, for various reasons, are unfamiliar with the technology experience
themselves as excluded. Authorities and social organisations expect most people to be
connected to the Internet – or at least have access to the Internet. Some of the functional
obstacles that people experience are therefore related to lack of knowledge concerning how
to use computer technology. Consequently, the question is whether one copes with the
technology – or feels ruled by it.
Things are more accessible – only one press on the button away – but at the same time more
closed for those who don’t have the knowledge or the facilities.
Try to find your way to the right form on the NAV site… Yes, you must know the name of what
you want. You have to know it.
I asked to have a form but was told to go to the Net and fetch it. I felt that it was weak to say “ I
don’t know how” … so I said thank you and left – without a form.
Yes, knowledge is necessary to make your way in society. If you lack knowledge you will easily
be outside and powerless. If you have knowledge, you are inside.
The participants wish to be involved when public websites are being developed so that they
will be user-friendly. It is necessary to get access to relevant information in order to be able
to choose. However, help is increasingly needed to find what they are searching for.
There are positive aspects of computer technology as well: personal blogs can be used as a
means of building one’s identity and to make a profile of interests and competence. One can
create one’s own identity. The blog may also function as an open diary that many people
can follow and stay updated.
On the Internet you can become who you want. What is different and good is that you
can throw out people when you want to, and that is not possible when they are sitting
on your sofa at home.
And you needn’t disclose more than you decide on the Web. In personal interactions
you disclose more of yourself because we see each other – we notice the facial
expressions…
5.4 Individualisation and loneliness
Individualisation is a prominent feature of the societal development. This implies that the
responsibility today to a large extent relies on the individual when it comes to questions
which in earlier times could be handled within the framework of the family or other
collectives. The individual is more free, but at the same time more responsible. There is also
a paradox here: On one hand the individual is to create his or her own life and be
responsible, while on the other hand one is expected to go with the stream – i.e. to be like
others expect ’people’ to be:
Everybody is supposed to follow the mainstream. This is more important now than before.
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Hasn’t it always been like this?
Yes, but the problem is that there are so many streams to follow.
Individualisation is focused, but nevertheless you have to fit into social expectations.
Consequently, there are no real options if you deviate from the mainstream. You get a loser
stigma if you have mental problems or problems with drugs.
One aspect of individualisation and societal rationalisation is that the concrete contacts
between professionals and users are reduced. Thus, when the face-to-face contacts between
the parties are replaced by automation, the impersonal feature of daily life becomes even
more prominent. When the development is characterised by automation and anonymity
instead of personal contacts, the feeling of loneliness arises:
I think of the 'terror society' – we are afraid of the neighbours and are sceptical towards them.
The 'risk society' is marked by loneliness. This is also shown in user research, using the method
”User asks user”. In this study the biggest problem was loneliness – and with loneliness other
problems followed...
'Risk society' ... yes, we are lonely – and there are constantly new things we have to learn and
respond to – simultaneously.
With individualisation follows increased demand on the ability for self-presentation, i.e.
being capable of speaking for oneself and not leaving it to experts or administrators. Being
able to express oneself also involves believing that what one says is worth listening to and
experiencing acknowledgement from others – and finally being able to realise that this is
true. When one is able to participate in the conversation or discussion, a feeling of being
significant may grow. But it is also a right to remain silent if the theme of conversation is
unfamiliar.
-

5.5 Searching for a meaningful everyday life
Dealing with daily duties and creating a meaningful life are vital to persons with mental
disabilities as well as for others. Societal developments present opportunities in that
direction. This presupposes having a network of persons who support you and who you feel
a spirit of community with. Adapted work conditions can contribute to mastery and
meaning. Possibilities exist, but are not sufficiently utilized:
It is up to the individual. A disabled person can participate if the work situation is tailored.
Nowadays, people can work at home – the options are multiple and flexible if they are used. But
this flexibility isn’t utilized.
There are a lot of tasks or jobs which don't require sitting in an office. But it depends on having
computer tools and equipment and being trained in computer skills. People with disabilities
must be upgraded, they must receive training and they need help...
People want to get into jobs and be part of working life. It is healthy. But people are medicated
too quickly, thus covering up the problems. The pills serve as a chemical lid over what is difficult.
In order to participate in society, e.g. by having a job, the support systems should to a larger
extent focus on helping the individual to cope with daily tasks despite problems and
disabilities:
I think that one should be better at learning how to live with one's shortcomings, and learning to
live better with oneself. Everybody has faults, nobody is perfect.
Belonging to an alternative fellowship: When the public service and support systems
cannot provide practical assistance to solve problems, it is important to have access to
alternative arenas and fellowships that make it possible to learn from others who are in the
same life situation – and to be able to try out new modes of being, new problem-solving
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strategies in a supportive milieu. The Centre is an example of such a milieu. It constitutes an
alternative fellowship characterised by a low threshold service for work and activities – and
in addition serves as a competence centre for user involvement. Participating in the
community of the Centre gives support to daily coping and provides meaningful
experiences. Here one can “be oneself” in an accepting environment:
You are yourself when you arrive – you are accepted as long as you don’t hurt anybody. You
may come and just sit and look around, and you may take part in preparing meals or renovating
the house.
The building is being renovated. You can also go on a trip or go for a walk in the town. We also
have a football team here, and we go on summer tours. So there is something for everyone …
But the Centre must not contribute to passivity. It is a place for growth and being – a place to be,
to learn and to recover when it is needed. It is not meant to be a replacement for school
attendance. Here, it is possible to recover – yes, recover – that is the right angle. The basic values
of the Centre are trust, user management and appropriate care. It is not treatment– but action
focused.
Expectations and demands: Expectations on the individual are that one contributes “such as
one is” and with “what one can”. This means on the one hand acknowledgement and
recognition, and on the other that fellowship norms are accepted.
Your religious belief is not an obstacle to being here either, but it is basically nothing we talk
about much. If you want to talk about religion you can do so, but you can’t stand and talk in
front of the whole assembly. Religion is a private matter. But otherwise people can come as they
are.
In addition to the requirement not to hurt others, there is another demand and a permanent
hindrance from using the Centre:
The requirement for being here and using the Centre is: Not to be drunk or have a
hangover. But you are not excluded, but just sent home! “You are warmly welcome
back when you are sober”.
Trust and care: The Centre is regarded as an addition to other services offered in the local
community. This means that the participants can have treatment relations or work/activity
offers besides the Centre. Therefore one can come “home” to the Centre – home to a fellowship
that is like a good family. In the description of the atmosphere and culture, one participant
chooses “greenhouse” as a metaphor. The culture in the greenhouse has been influenced by
the fact that it is a different place where basic values are trust, user management and adapted care.
Trust is shown in many ways, but very concretely in that 13 people have been given keys to
the house. Importance is attached to there not being guardianship, but user management.
People decide themselves whether they feel that the place is something for them. They find out by
coming to visit – walking around a bit – seeing how they feel. But it is like that everywhere: Not
everyone fits in to every place. The most important thing is that they choose the Centre – or not.
There are qualities here that are not experienced in the community.
What are the qualities of the Centre here?
Just look round here: It’s the people! Here things are steered by the users.
A low degree of control characterises the relations here – and it is just that which is missing in
the public helping services. There – there are agreements and rules and they are stuck in their
structures. Here it is different.
I have had some problems with drugs and such things. In other places there has been a focus on
negative talk, but here I have been given a golden opportunity for ordinary talk. And I can also
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be here late in the evening, at the weekend – and when I myself may want to. I can work, cook
and be together with the other users of the place.
The adapted care, which nobody can manage without, is a question of caring about and
caring for others. In the focus group discussions, this finds expression in the following
reflections:
You don’t need treatment when you are taken care of!
No, you feel the caring atmosphere.
Yes, here we are met in a genuine way. For example, we mean it when we ask: How are you
now? We understand each other without having to make long explanations.
And if there is a day when you don’t see someone who is usually here, you ask how that person is
today. It is care that it is a question of.
The Centre is different and unique because it is not an institution, and because it is a place
with a fellowship that each person chooses to be part of. In this way, the Centre constitutes
an essential part the participants’ network. Here, they get information, understanding and
suggestions for how to cope with the challenges and possibilities of everyday living in the
local community.

6. Discussion
6.1 Co-operative inquiry – a fruitful way of producing knowledge about everyday life?
The model that was used in this study to increase knowledge about what it is like for people
with mental disabilities to live in late-modern society – co-operative enquiry – is
characterised by co-operation, flexibility and dynamics. It is a research model where the
roles between researchers and those researched are partly dissolved and where knowledge
grows in dialogues between the people involved, rather than through information being
transferred from information-givers to researchers. The distance between knowledge and
action is short – elements of change/action are often combined with development of new
knowledge. The model is particularly well suited in studies where experiences from actual
life – the life-world – are sought. The collection of data by means of focus group interviews,
particularly multistage focus groups, also means that these experiences are shared between
the participants and can be the objects of reflection, development and deepening.
In this connection, social science theories on the long-term development of society, and
structural concepts like 'risk society', 'disembedding' and 'individualisation' constitute starting
points. Concepts that might be expected to be too intangible to be able to be operationalised
and identified in an open discussion as in a multistage focus group. However, the main
purpose of the study was not to contribute to the theory of late-modernity or the risk society.
Instead the focus was on the everyday experiences of the participants and the extent to which
they are connected with or differ from the distinctive features that characterize late-modern
society. The everyday life of people with mental disabilities was the starting point against
which the explanation value of the concepts could be discussed.
In spite of this, it appears that many of the concepts used to characterise late-modern society
– or the risk society – can be identified by the participants and correspond well with their
everyday life experiences with regard to content. Not surprisingly, the study also shows that
other expressions are used to describe these experiences. The content of concepts like 'the
disembedded society' could very well be recognised and described, while the concepts
themselves could feel unfamiliar. At least two experiences with regard to method can
therefore be noted:
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That the study's bases in structural social-science theory can well be combined with the
open participant-based and formative element in co-operative inquiry, and
That structural concepts like these also have a broad explanation value in a discussion
on concrete life experiences, i.e. the structural macro-level and the social micro-level
could be successfully combined in this study.
We will now proceed to discuss the empirical results in relation to the earlier description of
societal changes and changes in the way of regarding people with mental disabilities – and
society's support of this group.
6.2 Everyday life in late-modern society
The results of the study have been reported in five comprehensive categories. The first of
these – change and uncertainty – focuses on the rapid change in society, which means that
social relations based on spatial closeness and long-term consideration tend to be replaced
by anonymous, 'technified' and shorter-term relations. Giddens (1996) uses the concept
'disembedding' to describe just this process – that the relations are removed from their
ontological context. The result tends to be anonymisation and alienation. 'Waiting music',
which is common in shopping centres and telephone contacts, for example, can be viewed in
the same perspective, as an anonymising sound barrier. For people who are strained by
mental disabilities the result can be increased stress and concentration difficulties. One of
the participants describes it as a “process of alienation”. The rapid pace of change and
demands for increased efficiency have the same effect. The conditions for spontaneous and
informal meetings are reduced in a world in which membership of a limited local
community is weakened.
Mental disabilities and societal obstacles is a category that focuses on the relation between the
individual and society, primarily in nursing and medical care. The participants give
examples of how their mental disabilities are made evident in various societal contexts,
often in contacts with support and treatment professionals. Bureaucratic administrative
routines, shortage of time and – once again – lack of a personal and long-term contact make
societal contacts difficult and, paradoxically enough, can contribute to accentuating the
mental disability instead of mitigating its consequences. “You don't get trust in eight
different people. Trust must be built over time.” This quotation illustrates Giddens'
expression (1996) 'transformation of intimacy'. In contemporary society trust can be built on
personal contacts to a lesser extent. But the quotation shows even more clearly the difficulty
of trusting a system that seems impersonal and incomprehensible. The problems are also
evident in the meeting with a society that in general demands more and more adaptation
and streamlining, for example when it is a question of the possibility of getting a job and a
reasonable income. Concepts like 'employability' indicate this development – it is the
individual that is to be adapted to the labour market, not the other way round. A weak
financial situation in combination with a great need of support and service, which often cost
money, contribute even more to a feeling of being an outsider: “It is expensive to be poor.”
The technical dominance is a prominent feature in late-modern society, as in the discussion
about the risk society. Advanced computer technology and communication technology
characterise practically every area of social life and for the individual. Knowing how to
handle the technology and access to computers and mobile phones are regarded as more or
less implicit conditions for a functioning everyday life. The participants in the study see
several problems with this. For those who do not have access to a computer of their own
and connection to the Internet it can be difficult to handle contacts with authorities and
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carers. Information via the Internet is often more difficult to understand than necessary, the
participants would like to see the participation of users when web pages are set up. If one is
familiar with the Internet and has access to modern computer equipment, on the other hand,
the technology offers new possibilities. For those who can find face-to-face contacts difficult,
particularly meeting groups of people, computer technology makes personal
communication possible, but on their own terms; they can be close and distant at the same
time. By means of a personal blog they can show the sides of themselves they wish, but at
the same time keep other parts to themselves. Computer and information technology mean
both limitations and advantages, but the negative aspects outweigh the positive ones. Up-todate knowledge is decisive – “If you lack knowledge you will easily be outside and
powerless. If you have knowledge, you are inside.”
The development towards increased individualisation can be traced over a long period of
time and is not primarily caused by the rise of late-modern society. Nevertheless, the
individualisation process is very clear in today's society, where both possibilities and
responsibility rest to such a high degree on the individual. The participants' experiences in
this area are summed up in the category Individualisation and loneliness. The possibilities to
create and form one's own life have never been greater. Globalisation, unbounded
technology, a higher level of education and a generally higher material standard of living
are important factors here. Paradoxically enough, they also involve greater pressure on the
individual to live up to various standards and fashions, at the same time as the demand to
'stand up for what you are' increases. It can be difficult to meet these apparently conflicting
demands. A greater feeling of loneliness can therefore go with increased individualisation.
The distance between people increases. The participants even think we have created a 'terror
society': “... we are afraid of the neighbours and are sceptical towards them – the 'risk
society' is marked by loneliness.”
As is shown above, the characteristics of late-modern society can to a great extent be found
in the everyday experiences of the participants. For the most part it is a question of the
change in society involving an increase in problems and stress, which was also the
fundamental assumption behind the study. For those who suffer from mental disabilities
society has become more anonymous, 'depopulated', inaccessible, demanding and insecure.
How much more natural then to seek new ways for fellowship and belonging. In the
category Searching for a meaningful everyday life the focus is on two of the arenas of the world
of life – working life and social network. Through the development of computer and
communication technology new possibilities have been opened for adapting working life
also to various forms of mental disability. However, for this to be possible those responsible
must have the will to do so, and the participants experience that this is not always the case.
Instead there is a tendency towards increased medication, something that can be “a
chemical lid over what is difficult”.
At least as important as having a job or something meaningful to do is belonging to a social
community (which can naturally also be connected with a job). The participants in the study
come from a user-steered centre connected to the user organisation Mental Health. The Centre
provides the possibility of building up a new social network, having the feeling of belonging
to a social community. The Centre is a 'free zone', members are met with trust and positive
expectations, they support each other and show genuine care – “We mean it when we ask:
How are you now?” It is not a question of a get-together without demands, but the demands
are adapted to the person and the situation; one of the participants compared the Centre with
a 'greenhouse' where everyone has the possibility for personal growth on their own premisses.
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The user organisation Mental Health and the activities in the Centre are examples of how
people with mental disabilities (as one of several groups) have developed a greater degree
of user organisation and user influence in recent years. Late-modern society leaves more
freedom of choice and responsibility to the individual but also opens the way to new forms
of organisation and support. In one sense this society leaves the individual to his own fate to
a greater extent. The vision of the modern – industrial – society, of an all-embracing and
united welfare society, can partly be regarded as having cracked. But in the cracks new
possibilities open up. The activity at the Centre can be regarded as such an alternative
organisation, an answer to the needs that societal development has created, but at the same
time made possible.
The participants think that the larger society can learn something important from such
alternative fellowships – like what the Centre represents. Some of the special characteristics
here are the flexibility both in relation to organisation and content, and the positive balance
between individual and collective focusing. Besides, the Centre has something to teach to
others about different expressions of trust, mixture of age and gender and the tolerance for
diversity which characterise the milieu. Being met with care and trust strengthens personal
responsibility and the feeling of community. Such beneficial social relationships seem to
promote recovery processes (Schön et al 2009). Public service systems could develop in a
more user-friendly way if they were based to a greater extent on trust and shared
responsibility instead of distrust accompanied by the need for control systems, namely, a
welfare system in alliance with the users “focusing on supporting them to deal with the
uncertainty that is a feature of late-modern society” (Börjeson 2005: 23).

7. Possible ways forward, from the perspective of users, professionals,
educators and researchers
The purpose of the study was focused on experiences in everyday life of people with mental
disabilities. They constitute a group that – like several others – can be regarded as exposed
and vulnerable, and thus dependent on support from society, not least from mental health
care and social support work. The question of everyday life in late-modern society for
people with mental disabilities therefore does not concern only themselves but also several
other groups: professionals in care and support activities, teachers and heads of higher
education, and people working with research and development (R&D). We therefore
conclude the chapter with some ideas – visions - about continued development and the
needs of change that can be regarded as called for in a society characterised by late
modernity and new uncertainties. The tree groups we deal with are users (and user
organisations), professionals and educators, and those working with R&D.
7.1 The role of service users and service users’ organisations
The process towards openness and participation in social life for people with mental
disabilities that was started in connection with de-institutionalisation in the 1960s will
continue. User perspective and user influence can be expected to be far more prominent
than today. This is the case with regard to individual users, but to an even higher degree for
various forms of organised co-operation between them.
Service users in the area of mental disabilities create and strengthen their own organisations
and associations. These organisations consist in certain cases only of service users/former
service users, while in others relatives, professionals in the field of mental disabilities and, in
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certain cases, others who wish to support the work can be members. In certain countries
people with mental disabilities have, not least with inspiration from Italian examples, built
up co-operative enterprises that provide income but also social support and belonging.
Forming organisations of their own and increased user influence are themes that are gaining
greater scope. Having experience of functional disorder or social failure oneself is gradually
also becoming valued as an important competence from the perspective of society. With a
continued and even more pronounced development in this direction, it also seems logical
for user-led organisations to establish contacts and be organised over national borders.
Service users’ voices would then be more united and have a greater impact.
7.2 The role of professionals and educators
The societal changes in the late-modern countries and the development towards a risk
society also have consequences with regard to professionals and higher education in this
field. Care and support for people with mental disabilities can be expected to involve
markedly changed professional roles. Being a professional does not always mean knowing
best. The knowledge of service users (knowledge from experience) will in many cases be
valued as equal in merit to the knowledge of professionals (theoretical knowledge and
experiential knowledge). Definition power and decision power are to be shared between
professionals and service users.
Academic programmes should prepare students for work where professionals are in
alliance with service users to a far greater extent. Training must also give a preparedness to
work together with other professions to a far higher degree than today. Knowledge on
everyday-living – with shortcomings due to the mental disability taken into account - will be
an increasingly important part of higher education. In mental health care the balance of
power shifts from the scientific/medical perspective towards the sociological/humanistic
perspective. The growing research on recovery processes points unequivocally to the
importance of an ideographic approach to knowledge, where all aspects of a person
(physical, mental, social, spiritual) have their justified space. Internationalisation,
globalisation, a closer collaboration between countries and harmonisation in an increasing
number of fields will demand training courses that add a regional and a European
perspective to the local and national perspective.
7.3 The role of Research and Development (R&D)
Research and the production of knowledge play an increasingly important role. The
development of a risk society changes knowledge requirements. Research has a greater
responsibility for developing and implementing knowledge that can be used in people’s
everyday lives. Research that is close to practice and linked to life environments and local
communities can contribute to knowledge for coping with new risks and uncertainties. It
will then also be natural for research and social change to be linked together in action
research projects, for example by using the co-operative inquiry research model (Reason &
Heron 1986, Hummelvoll 2006). Service users, but also professional welfare workers, are
more and more closely involved in research. Increasing needs, in combination with
stagnating or diminishing resources, make greater demands on research to develop new
forms of care and treatment, but also to point out deficiencies in forms of support that are
out of keeping with the times, so that they can be phased out. The responsibility of research
to contribute to society’s development becomes increasingly clear.
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1. Introduction
Substance use disorders are expressed within most age, economic, cultural, gender, and
occupational groupings. They come to expression in individuals who may be considered
vulnerable on biological, psychological, social, family, or spiritual levels. As with other
mental disorders, vulnerability differs between individuals with both nature and nurture
influencing their risk. Some health care professionals will also develop these chronic
disorders regardless of any special knowledge or experience they may have. When
substance use disorders are expressed within the health care professions, the delivery of
safe, competent, compassionate, and ethical care is threatened. The health of the health care
professional is also at risk as the substance use disorders typically progress in severity and
may result in premature death.
This is often a sensitive issue to address yet its importance demands the concerted attention
of the health care professions. The following chapter begins with background on the issue of
substance use disorders within the health care professions, followed by a discussion of
mitigating associated risks, and an exploration of disciplinary and alternative to discipline
policies. This chapter is focused primarily on literature on physicians and nurses because of
the predominance of research in these disciplines. The argument will be made that creating
conditions that encourage early identification, reduce barriers to treatment, and that include
long-term monitoring programs provide the best conditions for ameliorating the risks
resulting from substance use disorders amongst the health care professions to patient safety
and health care professional health.

2. Background
It has been argued that the substance use disorders are the most important illnesses of our
time because they are the most prevalent mental disorder, the leading preventable cause of
death and disease, and the single greatest contributor to excess health care spending (Els,
2007). Their scope is widespread as they affect the health and wellbeing of individuals,
families, and society at large. The substance use disorders are a leading occupation health
issue, ranking second as the cause of disability, and affect individuals predominantly in
their prime working years.
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The substance use disorders are chronic, progressive, and potentially fatal illnesses that are
recognized by both the major disease classification systems as bona fide, chronic and
relapsing medical conditions (American Psychiatric Association [APA], 2000; World Health
Organization [WHO], 2007). Research has demonstrated that repeated exposure to
substances over time might alter brain structure, chemistry, and function in susceptible
individuals. The American Psychiatric Association’s [APA](2000) Diagnostic and Statistical
Manual of Mental Disorders, 4th edition, text revision (DSM-IV-TR) classification of Substance
Use Disorders includes the disorders of Substance Dependence and Substance Abuse.
Substance Dependence is described as the continued use of a substance despite significant
substance-related problems and a pattern of repeated self-administration that can result in
tolerance, withdrawal, and compulsive drug-taking behaviour. Craving, defined as a strong
desire to use the substance, is experienced by most individuals. Substance dependence as
characterized by a maladaptive pattern of substance use, leading to clinically significant
impairment or distress, and manifested by three (or more) of the following occurring at any
time in the same 12-month period:
• Tolerance as defined by either of the a need for markedly increased amounts of the
substance to achieve intoxication or desired effect, or markedly diminished effect with
continued use of the same amount of the substance,
• Withdrawal as manifested by the characteristic withdrawal syndrome for the substance,
or by the ingestion of the same (or a closely related) to relieve or avoid withdrawal
symptoms,
• Taking of the substance in larger amounts, or over a longer period, than was intended,
• Persistent desire or unsuccessful efforts to cut down or control substance use,
• Spending a great deal of time in activities to obtain the substance, use the substance, or
recover from its effects,
• Reduction or abstinence of important social, occupational, or recreational activities
because of substance use,
• Continued substance use despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by
the substance (APA, 2000).
Substance Abuse is described as a maladaptive use of chemical substance(s) leading to
clinically significant outcomes or distress (i.e.. recurrent legal problems, failure to perform at
work/home/school, and physically hazardous behaviour). The criteria do not include
tolerance, withdrawal, or a pattern of compulsive use. Instead it includes the harmful
consequences of repeated use. It is pre-empted by the diagnosis of Substance Dependence at
any point in the individual’s life, and for that specific class (or classes) of substances.
Substance Abuse is manifested by one (or more) of the following occurring within a 12month period:
• Recurrent substance use resulting in a failure to fulfill major role obligations at work,
school, or home (e.g., repeated absences or poor work performance related to substance
use; suspensions from school; neglect of children),
• Recurrent substance use in situations in which it is physically hazardous (e.g., driving
an automobile impaired by substance use),
• Recurrent substance-related legal problems (e.g., arrests for substance-related
disorderly conduct),
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Continued substance use despite having persistent or recurrent social or interpersonal
problems caused or exacerbated by the effects of the substance (e.g., arguments with
spouse about consequences of intoxication) (APA, 2000).
It has been proposed that the substance use disorders will have different criteria in the
upcoming American Psychiatric Association DSM-5. Under the new classification of
Substance Use and Addictive Disorders, the proposed revision collapses the existing
division between dependence and abuse, and lists the existing indicators together (for a total
of 11 indicators). Severity of the disorder will be described as moderate with the presence of
2-3 positive criteria and severe for 4 or more positive criteria. The term ‘Physiological
Dependence’ will refer to evidence of tolerance and/or withdrawal (American Psychiatric
Association [APA], 2011).
Individuals in the ‘pedestal professions’ are also potentially vulnerable to developing
substance dependence or substance abuse, and some health care professionals will be
affected regardless of any special knowledge, skills, or insights they may have due to their
education and professional experience. The health care professional might have entered
their career with a family history of members with these disorders or other vulnerabilities
that place them at risk (Kenna & Wood, 2005). There is evidence suggesting health care
professionals may be placed at increased risk for developing these disorders because of
work related factors such as high job strain, disruption and fatigue related to shift work and
long hours, ease of access to medications in the workplace, self-treatment of pain and
emotional problems, working in certain specialties, and knowledge of the benefits of
medications (Lillibridge et al., 2002; McAuliffe et al., 1987; Trinkoff & Storr, 1998; Trinkoff et
al., 2000; Wright, 1990).
Since the late 1970’s, numerous studies have examined the use of substances among health
care professionals. Methodological inconsistencies between these studies do not allow for
direct comparisons or conclusions. In general, however, it appears that health care
professionals are affected at rates similar to the general population with possibly higher
patterns of use for substances they may have access to within the workplace (Brewster, 1986;
Collins, 1999; Hughes et al., 1992; Kenna & Wood, 2004; Kunyk, 2011; Storr et al., 2000;
Trinkoff & Storr, 1998; Tyssen, 2007). If this conclusion is accurate, then approximately 8.5%
of health care professionals will have an alcohol use disorder (Hasin et al., 2007), and a
further 2% (Compton et al., 2007) will experience a drug use disorder within the next 12
months.
•

3. Mitigation of risk
Substance use disorders within the health care professions is a serious and complex issue for
the individual with the disease as well as their families, patients, colleagues, professional
body, employer, and society at large. The health of the health care professional is threatened
as these disorders typically progress in severity and may result in premature death (Kleber
et al., 2006). Health care professionals are in a safety-sensitive positions; their occupational
functioning impacts public safety. Patient safety may be placed at risk when health
providers practice with active, untreated substance use disorders as alertness, attention,
concentration, reaction time, coordination, memory, multi-tasking abilities, perception,
thought processing, and judgment can be compromised (Graham et al., 2003).
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When substance use disorders are expressed in health care professionals, the goal is for
early identification, treatment, documentation, and monitoring of ongoing recovery prior to
the illness impacting the care of patients or the health of the health care provider with the
disorder. Achieving this goal also reduces the risks of these disorders to the health of the
health care professional. The global and chronic shortage of health care professionals (World
Health Organization [WHO], 2006) confirms that early identification, recovery, and return to
work are critical goals for society. As a group, however, health care professionals often
ignore our collective responsibility for identifying, treating, and supporting our colleagues
when a substance use disorder comes to expression (Talbot & Wilson, 2005).
3.1 Early Identification
Early identification of health care professionals affected by substance use is necessary to
protect the safety of patients and to achieve the best possible outcomes for the health of the
health provider. This is a challenging goal as early evidence of the disease may be difficult
to identify. Research suggests that the order in which the effects of substance use disorders
in physicians are first observed starts with the family, then the community, next is financial,
spiritual, emotional and physical health, after which job performance is finally impacted
(Talbott & Wilson, 2003).
As the work area is the last place where substance use by the health care professional is
apparent, identification may occur late in the progression of the Substance Use Disorder.
Identification of concerns about the use of substances by a health care professional on their
practice, or on their health, may be self-identified, identified by their colleagues or through a
formal complaint to the employer or regulatory body. These will now be discussed.
3.1.1 Self-identification
Health care professionals are ethically required to ensure their fitness to practice by
withdrawing, restricting, or accommodating their practice if unable to safely perform essential
functions of their role. This responsibility can be interpreted to necessitate self-removal from
the work setting if the health care professional questions his/her use of alcohol and/or drugs.
For the purposes of ongoing registration, health care professionals may be required to selfidentify whether the use of alcohol and/or other drugs may impair their ability to practice
upon their initial registration as well as on their annual practice permit application.
There is some evidence to suggest that nurses may be more cognizant of the need to access
treatment for their substance use, and more engaged in treatment, when compared with the
general population. Within a sample of 129 registered nurses self-identified with substance
dependence in the last 12 months, 27 (22.3%) had sought help for their use of alcohol and/or
drugs within the last 12 months. Slightly more (28; 23.2%) thought they should seek help but
had not done so. Most of this subset (23; 82.0%) indicated they did not get help because they
were too embarrassed to discuss it with anyone. The next most cited reason (18; 53.2%) was
they did not think anyone could help (Kunyk, 2011). That almost one quarter of nurses with
substance dependence were receiving some help is a positive finding. As almost one quarter
aware of their need for assistance with their alcohol and/or drug use but had not done so
suggests there is a tremendous opportunity to mitigate the risks associated with substance
use.
Reducing the barriers to self-identification and treatment seeking is one measure to mitigate
risks associated with substance use disorders in the health care professions. Stigma is a key
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barrier for anyone impacted by the substance use disorders. Stigma is not confined to the
general public; it also occurs among health professionals (Standing Senate Committee on
Social Affairs, 2006). Some nurses have acknowledged delaying treatment seeking because
of stigma felt within the workplace, and this procrastination prolonged their recovery
(Lillibridge et al., 2002). Darbro (2005, p.179) noted that a ‘culture of mistreatment of addicts
in the workplace by health care professionals’ was listed as a reason for concealing their
illness from colleagues, and that this procrastination prolonged their recovery. In this sense,
the environment in which the health care professional works can be a part of the problem.
Confidentiality provides a level of protection from stigma and, for this reason, is considered
an essential precondition to successful treatment for individuals with substance use
disorders (Roberts & Dyer, 2004). Confidentiality may be placed at risk when health care
professionals with substance use disorders seek treatment when their employer is also their
health care professional. Confidentiality is also not afforded when health care professionals
are subject to formal investigations, open hearing tribunals, and publication of discipline
decisions.
“Wearing Two Hats”: When the Employer is the Treatment Provider
In some situations, health care professionals may be placed in the position of receiving
treatment from their employer for their substance use disorder. As the substance use
disorders are highly stigmatizing illnesses, confidentiality by the treatment provider is a
critical necessity for the individual seeking treatment. However, the employer is also
responsible for assuring the provision of safe care by their employees. What are the
responsibilities when a treatment provider learns that their health care professionalemployee has a substance use disorder?
The Alberta Office of the Information and Privacy Commissioner (Order H2011-001)
made a ruling on this question when a complaint was lodged against Alberta Health
Services’ (AHS) collection, use, and disclosure of the health information of an employee
with a substance use disorder. In this case, the health care professional (an employee of
AHS) attended addiction counseling through AHS Mental Health and Addiction
Services. The counselor provided the information obtained to the AHS human resources
department. This information was then used to conduct an investigation that resulted in
suspension from employment. The health information was also disclosed to the
regulator/professional body.
In examining the case, the Adjudicator raised a number of important questions and
conclusions:
• Why would subjecting an individual to a human resource investigation be necessary
for promoting and protecting the public health (Section 52),
• Why would an employee receiving treatment for a relapse pose a threat to public
health (Section 530),
• Disciplining health professionals rather than treating them is not in the best interests
of either health care professionals or their patients given the risk that health care
professionals will not seek treatment to avoid professional repercussions. To better
protect patients, the privacy of health care professionals should be protected. Patient
confidentiality is key to providing reasonable healthcare. Employees/health care
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professionals are entitled to the same level of reasonable health care (and
confidentiality) as other Albertans (Section 59),
• There is nothing in the Health Information Act that suggests that patients who are
also health care professionals should have less protection in relation to their health
information than anyone else seeking health services has (Section 71), and
• The AHS interpretation would have ‘the extremely deleterious chilling effect of
discouraging health care professionals with health problems which could be seen as adversely
affecting their ability to perform their employment duty from seeking treatment in order to
avoid these problems from coming to light. This approach would have the effect of
exacerbating the problems to patient care that the provision is seeking to avoid (Section 72).’
The Arbitrator concluded that when individually identifying health information was
transferred between the addictions counselor and the acting manager and employees of
human resources for the purpose of conducting a human resources investigation, this was
an internal use of health information, and that the disclosure of health information and
also that the professional body contravened the Health Information Act. The employer
was ordered to cease collecting, using and disclosing health information in contravention
of the Health Information Act.
This decision provides clarification regarding the protection of confidentiality for the
health care professional who is receiving treatment, and the boundaries between the role
of treatment provider and employer. It is consistent with the American Medical
Association (2008) statement that ‘as patients, physicians are entitled to the same right to
privacy and confidentiality of personal medical information as any other patient’.
Source: Alberta, Office of the Information and Privacy Commissioner, Order H2011-001, July
29, 2011, Alberta Health Services, Case File Number H3350 (www.oipc.ab.ca)
3.1.2 Peer identification
Perhaps one of the more difficult challenges health care professionals may have to confront
in their careers is to determine their obligations when they suspect substance use is affecting
the performance of a colleague. Taking action may feel overwhelming when faced with
uncertainty about how to proceed, the knowledge that raising concerns in such situations is
often difficult at best, and the awareness that any action may permanently risk the
reputation of the colleague under concern. There is also the reality that the health care
professionals involved in this situation may continue to work together and that action (or
inaction) will impact on their ongoing relationship.
Health care professionals are morally, and often legally, compelled to address threats to the
delivery of safe, competent, compassionate, and ethical care, as may be the case when the
practice of their colleagues may be impaired by the use of substances. Moral obligations are
also raised when health care professionals develop substance use disorders, as they would
be for any other health care professional with an illness, but particularly when the high
stress of caring work and access to substances has placed them at risk (Kunyk & Austin,
2011). For any health care professional having concerns about a colleague, their professional
and ethical requirement is to report these.
The urgency of patient safety in the immediate situation is clearly of utmost priority and
health care professionals are obliged to intervene when they perceive patient risk. If harm is
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not imminent, health care professionals are obligated to address their concerns as directly as
possible in ways that are consistent with the good of all parties. When appropriate and
feasible, actions may include:
• Directly seek input from the colleague whose behaviour or practice has raised concern,
• Maintaining a high level of confidentiality about the situation and actions,
• Seek information from relevant authorities (e.g. supervisor or manager) on expected
roles and responsibilities for all of the parties, and
• Consult the relevant professional association and/or regulatory body for guidance
and/or to assist in addressing and resolving the problem.
With these initial steps, the colleague may be approached, and advice and direction sought,
without revealing the identity of the colleague with the suspected problem (Canadian
Nurses Association [CNA], 2008, p. 41).
There are members of the health care community who do not believe they have the able to
recognize or to assist when the practice of a colleague may be impaired by the presence of
an active and untreated substance use disorder. In an Internet survey of 4064 registered
nurses, 98% nurses understood the importance of identifying impaired practice. But only
53% were confident in their abilities to recognize or intervene when it occurs (Kunyk, 2011).
Health care professionals must learn about, and become sensitive to, signs of substance use
affecting the professional performance of their colleagues. As the substance use disorders
are potentially fatal, and impaired practice places patient care at risk, early detection may
save their colleagues’ or a patients’ life.
The manifestations of impaired practice tend to be varied and non-specific. Early on,
patterns of high alcohol intake at social events or generalized irritability might be observed.
Later they may be as overt as intoxication, with symptoms of ataxia and dysarthia, while at
work (Berge et al., 2009). Behaviours associated with physicians might include late rounds,
unavailability or inappropriate responses to calls, and prolonged or failure to respond to
paging (Talbott & Wilson, 2003). It has been noted that nurses may volunteer to give pain
relief to their colleagues patients, wait until alone in the medication room before opening the
narcotics cabinet, and consistently sign out more narcotics that their peers (Quinlan, 2003).
When the substance of choice is diverted from the workplace, the health provider may show
up at work when not scheduled or work longer hours. For health care professionals, alcohol
is the most common drug of choice followed by opioids, and multiple drug use is not
uncommon (Glasser et al., 1986. Gossop et al., 2001; Reading, 1992). Berge, Seppela and
Schipper (2009) have identified specific behaviours suggestive of alcohol dependence and
opiate dependence in health care professionals (Table 1).
When concerns about substance use on their professional practice are addressed, the health
care professional may reject the possibility. Others may be relieved that they were
approached. The identification of the problem by a nurse colleague can be the turning point
for recovery (Lillibridge et al., 2002). Recovered nurses have reported that they felt let down
when other nurses failed to recognize or confront their substance problem, and some
recovered colleagues feel that the intervention probably saved their lives (Lillibridge et al.,
2002). In fact, having the support of colleagues is perceived as one of the most important
factors in a successful recovery (Hughes, 1998).
When addressing concerns, the objectives are for the health care professional to immediately
discontinue work and directly proceed to have a comprehensive assessment to determine
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the presence of a substance use disorder. With a compassionate, non-confrontational
approach, an assessment and discontinuation of work is strongly advised because concerns
have arisen without pressing the issue of whether or not there is a bona fide problem. If this
is refused, then the individual is advised that the alternative is to refer the matter to the
regulatory board (Skipper, 2009). Referral options and an action plan should be in place so
that the health care professional-patient will be enabled to follow the recommended
assessment and/or treatment. Arguments have been made for a chain-of-custody transfer of
the health care professional-patient to the area where the assessment will occur to decrease
the risk of a tragic outcome (Berge et al., 2009).
Signs Suggestive of Alcohol Dependence
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alcohol on breath
Slurred speech
Ataxia
Erratic performance or decrement in performance
Tremulousness
‘Out of control’ behavior at social events
Problems with law enforcement
Hidden bottles
Poor personal hygiene
Failure to remember events, conversations or commitments
Tardiness
Frequent hangovers
Poor early morning performance
Unexplained absences
Unusual traumatic injuries
Mood swings
Irritability
Sweating
Domestic/marital problems
Isolation
Leaving the workplace early on a regular basis

Signs Suggestive of Opioid Dependence
•
•
•
•
•
•
•
•
•
•
•

Periods of agitation (withdrawal) alternating with calm (drug was just taken)
Dilated pupils (withdrawal) or pinpoint pupils (side effect of opiate)
Excessive sweating
Wearing long sleeves
Frequent bathroom breaks
Unexplained absences during the workday
Spending more hours at work than necessary
Volunteering for extra call / work
Volunteering to provide extra breaks or refusing breaks
Volunteering to clean operating rooms
Volunteering to return waste drugs to pharmacy
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Rummaging in sharps container
Slopping record keeping or discrepancies between charted dose and actual dose
delivered
Excessive narcotic use charted for patients
Assay of waste drug returned showing evidence of dilution
Never returning any waster at the end of a case
Patients reporting pain out of proportion to charted narcotic dose

Source: Berge, K.H., Seppela, M.D., Schipper, A.M. (2009). Chemical dependency and the physician.
Mayo Clinical Proceedings 84(7): 625-631.

Table 1. Possible Signs Suggestive of Substance Dependence in a Health Care Professional
3.1.3 Formal complaint
Both health organizations and regulatory bodies have responsibilities to ensure their
patients are receiving safe and ethical care. For regulatory bodies, their mandate is to assure
their members are practicing according to their professional standards. But there are also
organizational responsibilities to health care professionals with substance use disorders.
Human rights legislation in Canada recognizes addiction as a disability. As a result, there
exists a duty to accommodate for both the employer and the regulator. Health care
professionals with substance use disorders may come to the attention of their regulator
and/or employer through formal complaints filed by colleagues, public members, or other
individuals. When this occurs, these organizations are required to respond according to
their policy directions.
Their options for action will be discussed in section 4.0 on policy alternatives.
3.2 Comprehensive assessment
When concerns about the effects of substance use are identified, the objectives are for
immediate withdrawal from practice until a comprehensive assessment may take place. The
purpose of this assessment is to establish whether or not the individual has a substance use
disorder. One or more medical professionals experienced in the evaluation of substance use
disorders and its concomitant problems in health care professionals may perform the
assessment (Talbott & Earley, 2003). Certified addiction medicine specialists (American
Board of Addiction Medicine [ABAM], 2011) are trained to identify and treat the medical
consequences of alcohol and / or substance abuse. These specialists perform a detailed
history and examination, and order the appropriate diagnostic and confirmatory testing, to
determine the medical diagnosis and recommendations for a range of addiction medicine
treatments.
An assessment can determine, with a reasonable degree of medical certainty, if the health
professional in question is impaired1 or potentially impaired because of their use of alcohol
and/or other substances. A comprehensive assessment should also determine any
coexisting physical or mental problems, and make recommendations for the individual’s
treatment needs. The assessment team must also determine whether issues involving public
1 The American Medical Association [AMA] Guides to the evaluation of Permanent Impairment, Sixth
Ediction (2011) refers to impairment as ‘a significant deviation, loss, or loss of use of any body structure or
body function in an individual with a health condition, disorder, or disease’.
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health and safety, or violations of ethical standards, require that the health care professional
be reported to their regulatory body, if not already aware (Talbott & Earley, 2003).
With a positive diagnosis for a substance use disorder, the first ethical obligation of the
health care professional is to remove himself/herself from practice and engage in treatment.
Many regulators have a requirement that the member self-report when they have an illness
that may possibly impair their ability to practice.
3.3 Detoxification, medical stabilization and treatment
The Substance Use Disorders are widely considered to be amenable to treatment. The
outcomes to evidence-based interventions are similar to other chronic disease conditions
including hypertension, asthma, and Type 2 diabetes (McLellan et al., 2000). Most persons
with a substance use disorder will have one or more relapses (the return to substance use
after a drug-free period) during their ongoing process of recovery.
Early intervention with tailored, multi-modal and long-term treatment is generally
acknowledged as providing the most beneficial treatment outcomes. These outcomes may
include abstinence from, or reduction in, the use of substances, reduction in the frequency
and severity of relapse to substance use, improvement in psychological and social
functioning, and increased life expectancy (Kleber et al., 2006). For health care professionals,
the primary goal is to achieve abstinence and maintain long-term remission of his or her
substance use disorder (Talbot & Wilson, 2003).
Comprehensive treatment is aimed at reducing denial, increasing self-care, treating the
coexisting family, medical, and psychiatric problems, and helping the health care
professional learn to protect himself/herself from the substance use disorder. Safe and
effective evidence-based treatments for individuals with substance use disorders requires
matching treatment to include the modalities available for the particular disorder and
comorbidities, as well as follow-up on a longitudinal basis. Evidence-based treatments for
these disorders recognize their chronic and relapsing nature, and this frames recovery as a
process as opposed to an event. With this approach, stand-alone interventions such as
detoxification and residential treatment are considered as only one component to
comprehensive treatment. The National Institute on Drug Abuse [NIDA] has identified
thirteen principles for addiction treatment (Table 2).
Comprehensive treatment often includes detoxification, medical stabilization, individual and
group therapy, Twelve Step programs, medication as required, written assignments,
psychoeducation, family education and therapy, and workplace/lifestyle restructuring. A
longitudinal approach to management of this chronic disease is ideal and, in general, the
iterative goals of treatment are first to engage, assess, motivate, and help to retain the health
care professional-patient in a safe and effective evidence-based treatment setting. Treatment
retention and adherence to mutually agreed-upon goals generally maximize potential benefits
of treatment and improve outcomes (Kunyk, Els & Robinson Hughes, 2010).
1.

2.

Addiction is a complex but treatable disease that affects brain function and
behavior. Drugs of abuse alter the brain's structure and function, resulting in
changes that persist long after drug use has ceased. This may explain why drug
abusers are at risk for relapse even after long periods of abstinence and despite the
potentially devastating consequences.
No single treatment is appropriate for everyone. Matching treatment settings,
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interventions, and services to an individual's particular problems and needs is critical
to his or her ultimate success in returning to productive functioning in the family,
workplace, and society.
Treatment needs to be readily available. Because drug-addicted individuals may be
uncertain about entering treatment, taking advantage of available services the
moment people are ready for treatment is critical. Potential patients can be lost if
treatment is not immediately available or readily accessible. As with other chronic
diseases, the earlier treatment is offered in the disease process, the greater the
likelihood of positive outcomes.
Effective treatment attends to multiple needs of the individual, not just his or her
drug abuse. To be effective, treatment must address the individual's drug abuse and
any associated medical, psychological, social, vocational, and legal problems. It is
also important that treatment be appropriate to the individual's age, gender,
ethnicity, and culture.
Remaining in treatment for an adequate period of time is critical. The appropriate
duration for an individual depends on the type and degree of his or her problems
and needs. Research indicates that most addicted individuals need at least 3 months
in treatment to significantly reduce or stop their drug use and that the best outcomes
occur with longer durations of treatment. Recovery from drug addiction is a
longterm process and frequently requires multiple episodes of treatment. As with
other chronic illnesses, relapses to drug abuse can occur and should signal a need for
treatment to be reinstated or adjusted. Because individuals often leave treatment
prematurely, programs should include strategies to engage and keep patients in
treatment.
Counseling—individual and/or group—and other behavioral therapies are the
most commonly used forms of drug abuse treatment. Behavioral therapies vary in
their focus and may involve addressing a patient's motivation to change, providing
incentives for abstinence, building skills to resist drug use, replacing drug-using
activities with constructive and rewarding activities, improving problemsolving
skills, and facilitating better interpersonal relationships. Also, participation in group
therapy and other peer support programs during and following treatment can help
maintain abstinence.
Medications are an important element of treatment for many patients, especially
when combined with counseling and other behavioral therapies. For example,
methadone and buprenorphine are effective in helping individuals addicted to
heroin or other opioids stabilize their lives and reduce their illicit drug use.
Naltrexone is also an effective medication for some opioid-addicted individuals and
some patients with alcohol dependence. Other medications for alcohol dependence
include acamprosate, disulfiram, and topiramate. For persons addicted to nicotine, a
nicotine replacement product (such as patches, gum, or lozenges) or an oral
medication (such as bupropion or varenicline) can be an effective component of
treatment when part of a comprehensive behavioral treatment program.
An individual's treatment and services plan must be assessed continually and
modified as necessary to ensure that it meets his or her changing needs. A patient
may require varying combinations of services and treatment components during the
course of treatment and recovery. In addition to counseling or psychotherapy, a
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patient may require medication, medical services, family therapy, parenting
instruction, vocational rehabilitation, and/or social and legal services. For many
patients, a continuing care approach provides the best results, with the treatment
intensity varying according to a person's changing needs
Many drug-addicted individuals also have other mental disorders. Because drug
abuse and addiction—both of which are mental disorders—often co-occur with other
mental illnesses, patients presenting with one condition should be assessed for the
other(s). And when these problems co-occur, treatment should address both (or all),
including the use of medications as appropriate.
Medically assisted detoxification is only the first stage of addiction treatment and
by itself does little to change long-term drug abuse. Although medically assisted
detoxification can safely manage the acute physical symptoms of withdrawal and,
for some, can pave the way for effective long-term addiction treatment,
detoxification alone is rarely sufficient to help addicted individuals achieve longterm abstinence. Thus, patients should be encouraged to continue drug treatment
following detoxification. Motivational enhancement and incentive strategies, begun
at initial patient intake, can improve treatment engagement.
Treatment does not need to be voluntary to be effective. Sanctions or enticements
from family, employment settings, and/or the criminal justice system can
significantly increase treatment entry, retention rates, and the ultimate success of
drug treatment interventions
Drug use during treatment must be monitored continuously, as lapses during
treatment do occur. Knowing their drug use is being monitored can be a powerful
incentive for patients and can help them withstand urges to use drugs. Monitoring
also provides an early indication of a return to drug use, signaling a possible need to
adjust an individual's treatment plan to better meet his or her needs
Treatment programs should assess patients for the presence of HIV/ AIDS,
hepatitis B and C, tuberculosis, and other infectious diseases as well as provide
targeted risk-reduction counseling to help patients modify or change behaviors
that place them at risk of contracting or spreading infectious diseases. Typically,
drug abuse treatment addresses some of the drug-related behaviors that put people
at risk of infectious diseases. Targeted counseling specifically focused on reducing
infectious disease risk can help patients further reduce or avoid substance-related
and other high-risk behaviors. Counseling can also help those who are already
infected to manage their illness. Moreover, engaging in substance abuse treatment
can facilitate adherence to other medical treatments. Patients may be reluctant to
accept screening for HIV (and other infectious diseases); therefore, it is incumbent
upon treatment providers to encourage and support HIV screening and inform
patients that highly active antiretroviral therapy (HAART) has proven effective in
combating HIV, including among drug-abusing populations.

From National Institute on Drug Abuse [NIDA]. (revised April 2009). Available at:
http://www.drugabuse.gov/PODAT/PODATIndex.html

Table 2. Principles of Addiction Treatment
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3.4 Continuing care
As the substance use disorders are conceptualized as chronic diseases, detoxification,
medical stabilization, and addiction treatments are only the beginning disease management.
Upon successful completion of residential care, if necessary, and primary treatment, the
health care professional is challenged with sustaining their recovery while returning to
work.
After completion of primary treatment, a comprehensive medical assessment by one or
more professionals experienced in the evaluation of addiction and its concomitant problems
in health care professionals can provide an independent opinion regarding the scope of
continuing care required by the recovering health care professional. Total abstinence is the
treatment goal and adherence to this goal is assessed repeatedly throughout the ensuring
prolonged monitoring programs (Section 3.5). Continuing care plans are individualized but
may include specifics regarding:
• Abstinence from all drugs of abuse,
• Frequency of reassessment,
• Addiction medicine physician,
• Required therapy,
• Attendance at mutual help group meetings e.g. Caduceus,
• Random urine screening with observed micturition,
• Modifications in practice,
• Workplace surveillance,
• Additional continuing care assignments,
• Protocols to be followed should mood-altering drugs be required for a medical reason,
• Primary care physician,
• Family therapy,
• Contingencies should a relapse to substance use occur, and
• Names of individuals who will support the health care professional in his or her
ongoing recovery.
Not all health care professionals receive similar or optimal treatment programs and returnto-work options. An exploratory study compared initial clinical presentations, service
utilization patterns, and post-treatment functioning of physicians and nurses with substance
use disorders who received services in an addiction treatment program (Shaw et al, 2004).
Members of both professions showed comparable results. Prior to participating in the
program, nurses showed less personality disturbance than physicians but did tend to work
and live in environments with more triggers to relapse. Following their initial
hospitalization, nurses received less primary treatment, worked longer hours, and were
more symptomatic than physicians. Furthermore, nurses in this study reported more
frequent and severe work-related sanctions. The authors conclude that, although in most
areas of study, nurses and physicians demonstrated comparable results but that these
significant differences suggest these groups may have different clinical needs.
3.5 Monitoring programs
The purpose of monitoring programs are to support the health care professional, monitor
their success and intervene with difficulties during the recovery period and, in so doing,
protect the public (FSPHP, 2000). Monitoring programs provide the active case management
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and supervision system for health care professionals who have signed formal, binding
contracts for their participation. Health care professionals who refuse to enter into a contract
agreement are usually reported to their regulator, if not previously aware.
Monitoring of recovering health care professionals provides a sensitive and specific
mechanism for ensuring treatment occurs and for early detection of relapse, and may be a
licensing requirement. Much of the work in the area of monitoring programs has been with
physicians. There are several designations for these programs such as physician health
programs, physician aftercare, physician recovery networks, diversion, alternative to
discipline, impaired physician, and physician health effectiveness programs.
The Federation of State Physician Health Programs guidelines require long-term monitoring
of physicians after successful completion of treatment with reporting to the appropriate
regulatory body any instance of a physician who is not able to cooperate with indicated
treatment and monitoring or who becomes impaired (FSPHP, 2008). Through their
experience and research, they have concluded that long-term recovery from the substance
use disorders are routinely achieved after five years of successful monitored recovery. They
further recognize that, after 5 years of monitored recovery, physicians usually are successful
in managing further problems in their recovery through the use of their extensive support
network while recognizing that some may benefit from shorter or lengthier periods (FSPHP,
2000).
Monitoring includes substance use detection and compliance with specifics of the
monitoring contract plan. With random alcohol and drug testing, participating health care
professionals call a telephone number daily during the working week to see if they are to be
tested that day. A computer is used to randomly assign the decision as to who gets tested
that day. The frequency of testing is more often earlier in the beginning of the contract
period and less frequent towards the end of the five years.
When contracted, supervised care and monitoring of the health care professional occurs,
regulators often defer disciplinary action with the stipulation that evidence of failure to
adhere or relapse under patient care conditions will lead to referral of the health care
professional back to the regulator (Dupont et al., 2009). A relapse includes the use of alcohol
or other drugs non-medically, and also includes failure to adhere to treatment session or
other signs of noncompliance.
Monitored care may start with residential or intensive outpatient care in a specially
treatment program. Health care professionals commonly withdraw from practice at this
time. The choice of treatment provider may be limited to specific programs with which the
monitoring program has had extensive, successful experiences, and is known to provide
excellent care. Monitoring is initiated or continues when the recovering healthcare
professional moves into continuing care.
The evidence suggests that physicians have high rates of recovery when involved in longterm continuing care and monitoring programs. In a five-year, longitudinal cohort study,
904 physicians in 16 state physician health programs in the United States were followed
(McLellan, Skipper, Campbell & Dupont, 2007). The outcome measures were program
completion, alcohol and drug use, and occupational status at five years. Of the 80.7% of
physicians who had completed treatment and resumed practice under supervision and
monitoring, alcohol or drug misuse was detected by urine testing in 1.9% over the five
years. At the five-year follow-up, 78.7% were licensed and working. The authors concluded
that programs with an appropriate combination of treatment, support, and sanctions to
manage addiction among physicians are effective.
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There is evidence to support this model for a range of populations but its implementation is
not consistent across the health care professions. Talbot (2005), in reiterating his earlier
work, postulates that the factors that appear to have predictive value in assessing successful
recovery include:
• The number of 12-step (or reasonable alternatives) meetings attended per week.
• A working relationship with a sponsor and frequent sponsor contact.
• Random drug screening.
• Monitoring milestones in each stage of recovery.
• Monitoring for the effects of the emergence of compulsive behaviours.
• Evaluation of the status of current therapies, treatments, and medications.
• Assessment of family relationships.
• Physical health status.
• Number of leisure activities per week.
• Compliance with monitoring activities, timely attendance at recommended therapies,
and 12-step (or reasonable alternatives) meetings.
• Amount of time spent exercising per week.
• Evaluation of work-related stressors.
• Monitoring of changes in financial status.
• Additional training and/or continuing medical education.
• Self-rated quality of recovery programs.
• The identification of the soft parts of the physician-patient recovery program.
Physicians in continuing care and monitoring programs receive an optimal treatment model
that assumes primary medical responsibility for the disease. These programs combines
empathic support with the highest level of structure of close monitoring, and sanctions
matched according to need. Physicians with substance use disorders treated within this
framework have the highest long-term recovery rates recorded in the treatment outcome
literature: between 70% and 96% (Brewster et al., 2008; Domino et al, 2005; Gastfriend, 2005;
Gold & Aronson, 2005; McLennan et al., 2007; Smith & Smith, 1991, Talbott et al., 1987).

4. Policy alternatives
Organizations including employers, regulators, professional associations, and unions are
obliged to respond when they become aware of their health care professionals whose practice
may be impaired by use of substances. The purpose of intervening is to protect the public from
harm and not to punish the health care professional (CNA, 2009). Responsibilities for ensuring
the provision of safe, ethical care meeting the standards of practice for the profession requires
the enactment of comprehensive policies. There are two dominant organizational policy
responses to substance use disorders among the health professions: discipline and alternative
to discipline. Considerable variation exists within each of these groupings due to legislation,
structuring of responsibilities, and professional standards.
In general, disciplinary (punitive) policies are designed to penalize health care professionals
and prevent them from practicing for the purpose of protecting the public (Monroe,
Pearson, & Kenaga, 2008). Disciplinary measures include actions such as termination,
probation, practice restrictions, and suspension or revocation of practice licenses (Corsino,
Morrow, & Wallace, 1996). Some disciplinary programs may include aftercare, case
management, and assistance for re-entering the workforce (Quinlan, 1994).
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In the disciplinary model, upon the receipt of a formal complaint (e.g. pharmaceutical theft
from the employer, failure to provide analgesics to patients, or falsification of records), a
formal investigation may be launched. This may incorporate, among other powers, access to
the health care professionals’ workplace including interviewing colleagues, managers, and
other individuals connected to the nurse under investigation (Health Professions Act, 2000,
section 63). If supported by sufficient evidence, the complaint proceeds to an open hearing
tribunal that may include a lawyer representing the regulator, another for the health care
professional in question, and an independent counsel to advise the tribunal panel members
of peers. When the health care professional in question is found guilty of unprofessional
conduct, sanctions vary but may include:
• A reprimand that the behavior falls below the expected standards for practice,
• Loss of licensure,
• Suspension,
• Restrictions on the practice permit,
• Requirement of supervised practice,
• Ongoing documentation of specified treatment modalities,
• Random drug screening, and
• Publication of the discipline decision with identification of the health care professional
by name or license number.
It has been estimated that the process of investigation followed by a formal hearing to
determine disciplinary action may take from eight months to three years for resolution and,
as the focus is on discipline, there is little attempt to advocate for the individual, provide
treatment or rehabilitation services, or follow outcomes (Sullivan, Bissell, & Leffler, 1990).
With alternative to discipline responses, when there is reason to believe that the use of
substances are affecting professional performance, the authority (e.g. employer or regulator)
requires the health care professional to submit to specified physical and/or mental
examinations and withdrawal from providing professional services pending the report. If
the presence of an illness is determined (e.g. a substance use disorder), the authority would
direct the health care professional to engage in treatment until their addiction treatment
team determines readiness to return to work. If the examination does not detect the presence
of an illness, the authority may choose to instigate a formal investigation and, when
warranted, an open hearing before a tribunal of peers to determine a decision (Health
Professions Act, 2000).
Alternative to discipline policies focus on early detection of illness, provisions for adequate
treatment, and re-entry to practice without prejudice along with measures to protect the
public (Monroe et al., 2008). These objective are achieved through:
• A focus on rehabilitation,
• Protection from public disclosure,
• Disclosure to the employer, and
• Long-term monitoring (aftercare) programs upon return to work.
Alternative to discipline policies provide a mechanism for impaired health care
professionals to be moved into treatment within hours or days of detection (Monroe et al.,
2008). Long-term monitoring reduces risk to patient safety through early detection of relapse
while provide support and affording confidentiality and dignity for the health care
professional in recovery.
Regardless of the policy approach taken, both the regulator and the employer have the duty
to accommodate the individual with a diagnosed substance use disorder.
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Comparisons between discipline and alternative policies are complicated by the degree of
variation in the approach, time required for treatment and aftercare, and definitions of
success. In a review of comparisons of discipline and alternative to discipline approaches
among nurses, it was concluded that alternative to discipline seems to be more
compassionate and caring about the welfare, treatment, and recovery of nurses as well as
being more effective at retaining nurses in the profession (Monroe et al., 2008). Furthermore,
the typical cost savings for aftercare programs are considered substantial compared with the
costs of investigation and disciplinary action (Darbro, 2003). Some contend that a nondisciplinary atmosphere of support might be a life-saving first step for nurses with
substance use disorders as well as for those in their care (Monroe & Kenaga, 2011).
The policy approach has been noted to impact other nurses in their responsibilities
regarding their nurse-colleagues with substance use disorders. Hood and Duphorne (1995)
examined the reporting strategies used by nurses confronted with making the decision to
report substance abuse among their peers. Nurses who believed that reporting would result
in punitive consequences were deterred from making formal reports when they suspected
nurse-colleagues of impaired practice, while nurses who believed that rehabilitative
consequences would result were more likely to report them. As nurses are the primary
source of identification of the problem of substance abuse by their colleagues (Monohan,
2003), the policy approach to nurses with substance use disorders has salience for early
detection.
When substance use disorders occur amongst health care professionals, the goals are to
protect the public from possible harm and to engage the individual health care professional
into treatment. Fear of disciplinary action is an obstacle for the ill health care professional
seeking care and a disincentive for reporting by their concerned peers. This raises questions
about the effectiveness of disciplinary environments in identifying and monitoring their
health care professionals with substance use disorders. When early referrals are not made,
health care professionals with substance use disorders often remain without treatment until
overt impairment is manifest in the workplace (FSPHP, 2008). After noting their members
with addiction were not receiving the same opportunities for treatment as the general public
because they were held to a different, disciplinary standard, the American Medical
Association and the American Nursing Association advocated for non-public, alternative to
discipline responses (Quinlan, 2003).
There are counterarguments to the alternative to discipline focus on rehabilitation,
monitoring and confidentiality. Some jurisdictions with disciplinary responses have
identified their reluctance to incur expenses involved with monitoring programs (Monroe et
al., 2008). There are disciplinary jurisdictions that spend substantive resources on formal
investigations and public hearings. A direct comparison of costs between the disciplinary
and alternative responses does not appear to be available. A review of disciplinary action on
52,297 registered and licensed practical nurses between 1996 and 2006 in the U.S.
determined that 24% were for drug-related violations (Kenward, 2008). A ruling in Alberta
determined the costs of one Hearing to be $70,000 without including staff time or salaries
(Appendix A). If this contribution is indicative, regulators following disciplinary approaches
incur substantive financial burdens.
This conundrum cannot be settled by legislation alone. In Alberta, with health care
professionals regulated under the same Health Professions Act (Province of Alberta, 2010),
there are different approaches. In this setting, complaints dispositions for physicians feature

444

Mental Illnesses – Evaluation, Treatments and Implications

a confidential, rehabilitative approach and registered nurses with an open, disciplinary one
(Els & Kunyk, 2011).
Regulators and employers are, most likely, not addiction treatment specialists. When they
impose conditions for treatment and monitoring, these may not be the most appropriate
ones for unique needs of the health care professional in question. Nor are the addiction
treatment providers for the health care professional because they are required to advocate
on behalf of their health care professional patient (Please see the chapter in this textbook,
‘Workplace Functional Impairment due to Mental Disorders’ by Els, Kunyk, Hoffman &
Wargon). In neither of these conditions, is there an external body to evaluate the quality
of care delivery.
Concerns about the quality of treatment, and the neutrality of return to work decisions, can
be addressed by the introduction of a neutral and independent intermediary. A neutral
body with experts in addiction medicine can provide independent medical assessments, and
determine the necessary treatments, continuing care, and conditions for return to work. This
neutral body can also monitor that these conditions are met, and notify regulators and/or
employers when they are not. An ‘arms length’ relationship between the treatment
providers and the monitoring program appears to be important. If there is slippage in the
performance of a particular treatment program or other service provider, it can be removed
from the list of approved providers (Dupont et al., 2009).
Case Scenario: Lost Opportunities for Monitoring in a Disciplinary Environment
Outcome studies on physicians engaged in long-term monitoring programs demonstrate
the effectiveness of this approach in maintaining recovery, supporting return to work,
ensuring ongoing treatment, and providing for early detection of relapse. Due to the success
of this model, the goal must be to ensure that recovering health care professionals with
substance use disorders are directed into similar programs. When an employer or regulator
becomes aware of their employees/members with addiction, they have the authority to
ensure that compliance with continuing care and monitoring programs occurs.
Fear of disciplinary action is an obstacle for the ill health care professional seeking care
and a disincentive for reporting by their concerned peers. This raises questions about the
effectiveness of disciplinary environments in identifying when their health care
professionals practice while impaired by the use of substances.
The province of Alberta, Canada provides a unique opportunity for study as the
registered nurses belong to one provincial regulator, and one health authority provides
most of their employment. Complaints received by the regulator regarding behaviours
related to substance use are handled through formal investigations (CARNA, 2008a) and,
if supported by sufficient evidence, the complaint proceeds to an open hearing tribunal.
When the nurse in question is found guilty of unprofessional conduct, sanctions may
include a reprimand advising that their behaviour falls below the expected standards for
nursing practice, suspension and/or restrictions on their practice permit, requirement of
supervised practice, ongoing documentation of specified treatment modalities, random
drug testing paid for by the nurse in question, conditions required for return to practice,
and publication of the discipline decision in its newsletter Alberta RN (CARNA, 2008a, p.
10). The nurse may also be directed to pay a contribution toward the costs of the
investigation).
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In a study in Alberta, 100 registered nurses who had self-identified with substance
dependence in the last 12 months who were currently working in nursing. Within this
sample, there were 2 nurses who had been reported to their regulator and 3 that were
known by their employer. This left 95 registered nurses unknown to an authority that
could have required ongoing monitoring (Kunyk, 2011).
Jurisdictions with disciplinary policies often claim that they are mandated to protect the
public (Quinlan, 1994) and do not advocate for the health of the health care professional
(Monroe et al., 2008). This approach may be counterproductive. The findings from this
study suggest that with a disciplinary approach, the public is minimally protected from
the risks associated with substance use. A recommendation for future research is to ask a
similar question in a jurisdiction that follows an alternative to discipline approach.

5. Conclusions
Substance use disorders among the health care professions is a complex professional and
occupational health issue. It is one that will likely affect every one of us, either directly or
indirectly, at some point in our careers. The serious nature of its threats to patient care,
health care professional health, and our professional image demands that we deal well with
the issue.
For the purposes of mitigating such risks, fitting organizational policies need to take into
consideration the implications of the broader environment in contributing to the situation.
Effective treatments for health care professionals with substance use disorders include
provisions for early detection, tailored, multi-modal, effective, affordable and affordable
interventions. Aftercare programs are considered an essential component as they enhance
the recovery of affected health professionals while also reducing the risk to the public
through the early detection of relapse.
How can we best deal with substance use disorders amongst health care professionals? The
heterogeneity between jurisdictions, individual situations, social environments, and
responsibilities suggests that there is not one solution that is appropriate for all and under
every circumstances. However, the evidence presented in this chapter, particularly the
mature models employed with physicians in their interventions and aftercare, suggest there
are some guiding principles for reducing the risks to patient care and to health care
professional health. These include:
1. Policy. The substance use disorders will affect some members within the health care
professions. This inevitability demands that the health professions, and their
employers, prepare for dealing well with the situation through the development of
evidence-based policies.
2. Health values. Following the principle of think globally, act locally, the manner in
which this issue is understood and dealt with has global implications not only for
health care professionals but also for the individuals in their care in similar situations.
Consistency with health values and beliefs will enhance our professions and health care
organizations in our respective missions. Health values include respect for health care
professional - patient confidentiality, the recognition of disease conditions, and the need
for evidence based care.
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Confidentiality. The substance use disorders are highly stigmatizing illnesses. Health
care professionals should be afforded the same confidentiality that is required for other
patients.
4. Chronic disease model. The substance use disorders are chronic, relapsing conditions.
Their treatment involves a continuum of care and a long-term perspective based on the
chronic disease model that includes provision for relapse prevention and early
detection of relapse. Provision for detoxification, medical stabilization and treatment is
only the beginning of the intervention this chronic, relapsing disease. Continuing care
with monitoring for five years is advisable.
5. Evidence-based care. The substance use disorders are highly responsive to multimodal, evidence-based treatment based on the needs of the individual. Policy
development must take into consideration access to comprehensive and high quality
addiction treatments that incorporate the NIDA Principles of Addiction. Policy
development must also outline provisions for coverage of care in the same manner as it
would for other medical conditions.
6. Comprehensive intervention. The objective for intervention when impaired practice
occurs is to minimize the risks to patient care and practitioner health through early
identification, comprehensive assessment, detoxification, medical stabilization and
treatment, and continuing care with long-term monitoring.
7. Monitoring programs. Long-term monitoring of recovering health care professionals is
effective for supporting recovery and protection of the public when relapses happen.
Monitoring requires a contractual agreement signed by the recovering health care
professional with provisions for referral to the regulator should a risk of impaired
practice occur. These monitoring programs are best performed by a party considered
‘arms length’ and neutral rather than the treatment provider or regulator.
8. Decision-making. Assessment, treatment and continuing care decisions are best made
by a health care team specialized in addiction management, and not the regulator or
employer.
9. Minimize discipline. Health care professionals who voluntarily seek recommended
treatments, successfully complete their treatment, and contract to participate in a
monitoring program should not receive punitive sanctions. This would encourage both
self and peer identification.
10. Early identification. Employers and regulators need to create conditions that require
fitness for duty, and encourage self and peer identification. This would include
minimizing the use of discipline and ensuring the right of confidentiality.
11. Environmental change. As the conditions of being a health care professional may have
contributed to the development of substance use disorders, the environment is also a
part of the solution. The empirical findings that errors made by health professionals
reflect system and organizational issues (Baker et al., 2004) may have some transferable
learning to this situation. A body of research is required to determine aspects of psychodynamically healthy workplaces for the purposes of preventing the expression of
substance use disorders amongst health care professionals, their early detection, as well
as for their return to work upon recovery.
12. Consistent between disciplines. As the standards developed with physicians’ health
programs have produced the highest documented long-term recovery rates recorded in
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the treatment outcome literature, these should be the standards for the other health
professions.
13. Return to work. Confidentiality is the privilege of the individual with the disease, and
disclosure must ultimately be a decision they make. The need to know is restricted to
those necessary to meet the conditions for return to work.
14. Human rights. The health care professional with a substance use disorders should be
afforded the same rights and privileges, including the duty to accommodate, as other
individuals in society.
In conclusion, when substance use disorders are expressed amongst some members of the
health care professions, there are serious implications for risk to the public and to the health
of the health care professional with the disease. There are many unanswered questions
regarding management of the substance use disorders amongst health care professionals.
Research is required on transferability of knowledge between the health care professions,
outcomes of the effectiveness of specific approaches, unique needs of the professions and
their specialties, and creating conditions to optimize early identification and ongoing
recovery. The existing evidence supports creating conditions that encourage early
identification, reduce barriers to treatment, and that include long-term monitoring programs
provide the best conditions for mitigating the risks resulting from substance use disorders
amongst the health care professions to patient safety and health care professional health.

6. Appendix A: CARNA Decision on Registration #62,312
During the hearing the Tribunal was presented with an exibit (41) detailing the cost in total
of this hearing up to February 10, 2010 of $63,174.96 with an additional estimate of costs for
February 26 of $7,275.
This totalled approximately $70,000. The costs did nit include costs such as staff time or
salaries. These were out of pocket expenses as detailed in Exhibit 41. These were expenses
that CARNA had to pay from its resources, which are in effect the resources of the
membership.
American Board of Addiction Medicine [ABAM](2011). American Board of Addiction
Medicine Certification. http://www.abam.net/become-certified
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1. Introduction
The future of mental health care will be both daunting in its challenges and filled with the
promise of new and better ways of understanding, preventing and treating serious mental
illness. Novel approaches for assessing and treating mental illness are being shaped by
advances in neuroscience, genetics and the scientific validation of ancient healing
traditions in the social context of a growing range of expert resources and services that are
becoming possible through rapidly increasing global access to the internet. Future models
of mental health care will be determined by demographic trends and economic necessity
as well as changing social norms and increasingly holistic values among both physicians
and patients.
In the coming decades advances in conventional biomedicine will take in place in parallel
with growing insight into the mechanisms underlying non-conventional therapies.
Complementary and alternative medicine will evolve from the use of “herbs and vitamins”
to a sophisticated research-driven model of integrative medicine based on individualized
treatments incorporating biological, mind-body, informational and
energy therapies
targeting complex multi-factoral causes of mental illness. Improvements in the
pharmacological management of mental illness and advances in manufacturing and quality
assurance of vitamins, herbals, amino acids and other natural products will result in more
efficacious and safer conventional and alternative treatment choices for psychiatric
disorders. Treatment protocols incorporating validated mind-body and energy therapies
will become widely used preventive therapies for maintaining optimal mental functioning
in healthy populations and will be more frequently “prescribed” for the treatment of
depression, anxiety, psychosis and other mental health problems.
Following a brief overview of the perspectives and limitations of biomedical psychiatry,
emerging paradigms in the basic sciences and medicine that are changing the way we think
about and treat mental illness are concisely described. Important recent research advances
that will impact mental health care in the coming decades are summarized. Core principles
and practical clinical methods of an emerging paradigm, integrative mental health care, are
then discussed. In the coming decades advances in the basic sciences will transform
biomedicine into a more robust and more complete paradigm that will reconcile modern
Western scientific theory with the World’s great healing traditions. A near term benefit will
be more effective person-centered mental health care. The emerging paradigm of integrative
mental health care is an important step in this evolutionary process. The chapter concludes
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with a forecast of important advances that will transform mental health care in the first
decades of the 21st century.

2. Framing the problem
Conventional biomedicine—also called allopathic medicine—is based on an enormous body of
research and is often very effective however conventional biomedicine has failed to adequately
address medical and psychiatric illnesses in the United States and the world at large. In the
U.S. 15% of the GNP (approximately $1.6 trillion) is spent on healthcare, yet drug reactions,
infections, surgical errors or other complications of conventional medical care are among the
leading causes of death and morbidity (Starfield 2000; Zhan 2003). Broad economic issues that
interfere with the capacity of allopathic medicine, including the specialty branch called
biomedical psychiatry, to meet health care needs include restrictions of treatments covered
under managed care, Medicare, and private insurance contracts, growing dissatisfaction with
the quality of conventional medical care because of concerns over efficacy and safety, and the
increasing cost of care for the average consumer (Astin 1998a).
The shortcomings of conventional treatments suggest that biomedicine does not fully
explain the causes of mental illness while inviting rigorous consideration of novel
explanatory models of symptom formation and studies on promising non-conventional
treatment modalities. Growing acceptance of non-allopathic healing traditions in Western
culture is the result of both scientific advances and social trends. Conventional biomedicine
is being influenced by the increasing openness of Western culture to non-Western healing
traditions in the context of growing demands for more meaningful and more personal
contact with medical practitioners—often difficult to find during brief appointments in
managed care settings. These issues have led increasing numbers of individuals who see
conventionally trained physicians to seek concurrent treatment from alternative
practitioners, including Chinese medical practitioners, herbalists, homeopathic physicians,
energy healers and others (Barnes 2008).
Recent years have witnessed growing openness to non-conventional therapies among
conventionally trained clinicians and researchers. At the same time people who are critical of
Western biomedicine as currently practiced are turning increasingly to non-conventional
therapies for the treatment of both medical and mental health problems (Rees 2001; Astin
1998a). Approximately 72 million U.S. adults used a non-conventional treatment in 2002,
representing about one in three adults (Tindle 2005). If prayer is included in this analysis
almost two thirds of adults use non-conventional therapies (Barnes & Bloom 2008). Anyone
diagnosed with a psychiatric disorder is significantly more likely to use non-conventional
therapies compared to the general population (Unutzer 2000; Unutzer 2002). One third of
individuals who report a history of generalized anxiety, mood swings or psychotic symptoms
use non-conventional approaches to treat their symptoms (Unutzer 2000). Furthermore, two
thirds of severely depressed or acutely anxious individuals use both conventional and nonconventional treatments concurrently, and as many as 90% of these see a psychiatrist or other
mental health professional (Kessler 2001). The findings of two large patient surveys suggest
that most individuals who have mental health problems use conventional medications and
non-conventional approaches at the same time (Unutzer 2000; Eisenberg 1998). According to
one large physician survey approximately half of U.S. physicians believe that acupuncture,
chiropractic and homeopathy rest on valid medical principles, and frequently refer patients to
non-conventional practitioners for these therapies (Astin 1998b).
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Mental health care in its present form is at a critical juncture. In spite of enormous industryfunded research efforts over many decades the evidence supporting pharmacologic
treatments of major psychiatric disorders is inconsistent and disappointing (Sussman 2004).
Billions of dollars of research spending for new drug development have failed to
significantly reduce the prevalence rates of serious psychiatric disorders. In fact there is
evidence that rates of some disorders are increasing in spite of ongoing advances in
biomedical psychiatry. Furthermore, recently published systematic reviews of quality
double-blind placebo-controlled trials fail to show strong efficacy for widely used
conventional pharmacological therapies used to treat common psychiatric disorders
including major depressive disorder, bipolar disorder, schizophrenia, dementia, and others
(Moller 2007; Kirsch 2008; Thase 2008; Fournier et al 2010; Fountoulakis 2008; Katzman 2009;
Dixon et al 2009; Tajima et al 2009; Birks 2006) In addition to growing concerns about their
lack of efficacy psychopharmacologic treatments are plagued by serious safety issues. Many
widely used psychotropic drugs are associated with serious adverse effects including
weight gain and increased risk of diabetes and heart disease, neurologic disorders, and
sudden cardiac death, and increased suicide risk. Furthermore conventional drugs often
result in partial response or no response even when recommended treatment protocols are
followed. The persistence of serious symptoms of mental illness during treatment results in
impairments in occupational functioning with associated losses in productivity. Concerns
about the limitations of contemporary biomedical psychiatry including inequalities in
delivery of mental health services, the lack of integration of mental health services into other
medical specialties, conflicts of interest in relationships with the pharmaceutical industry
and other clinical practice issues have been raised by leading figures in academic psychiatry
(Reynolds et al 2009).
In response to the limitations of conventional mental health care future directions of research
and clinical therapeutics are becoming progressively more open to the rigorous examination of
novel perspectives. This growing intellectual openness is giving birth to a truly integrative
model of mental health care that draws from the best evidence in both conventional
biomedical psychiatry and alternative modalities. Novel theories are being advanced in
response to the conceptual and practical clinical limitations of the orthodox view embraced by
conventional biomedical psychiatry in efforts to more adequately explain both normal
conscious functioning and the complex factors that contribute to mental illness. These
emerging theories will shape the future of mental health care. They are at the heart of a rapidly
evolving paradigm called “integrative mental health care” that is leading to innovative new
research methods and more effective clinical therapeutics. At the level of individual patients
an important result of this evolutionary process will be more effective and more compassionate
“whole person” mental health care that takes into account the complex biological,
psychological, social, cultural and possibly also spiritual causes and meanings of mental illness.

3. Biomedicine and biomedical psychiatry in overview
At its core, biomedicine or “allopathic” medicine incorporates assumptions about the nature
of material existence and identifiable causal relationships between factors in the
environment and illness phenomena that can be traced to cultural and philosophical roots of
early Western civilization. This ancient philosophical perspective eventually led to the
establishment of formal methods of observation and measurement, culminating in modern
scientific method. In spite of the recent confirmation of a role of quantum mechanics in
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complex living systems including the human brain, biomedicine continues to rely
exclusively on the tenets of classical Newtonian physics in building its theories and
evaluating claims of mechanism and demonstrations of outcomes in its clinical methods. In
short, the dominant paradigm of contemporary biomedicine—and by extension biomedical
psychiatry—rests on metaphysical assumptions about the properties of phenomena that can
have existence according to the classical materialist world-view of the universe—a model
that was replaced over a century ago by a more inclusive paradigm informed by quantum
mechanics and general relativity theory.
Contemporary biomedical psychiatry—the orthodox perspective in which mental health
care is practiced—is based on the assumption that mind is a manifestation of what the brain
does. Diverse perspectives on the so-called “mind-body” problem exist in contemporary
psychiatry however there is still no consensus on a sufficient explanatory model of mindbody interactions (Kendler 2001; Wright & Potter 2003). Complete understanding of mindbody interactions will probably require a convergence of classical and non-classical
paradigms (Shang 2001). For example, light exposure therapy is known to have therapeutic
effects on melatonin and neurotransmitter activity and may also interact with brain
dynamics on subtle levels possibly consistent with the postulates of quantum mechanics or
quantum brain dynamics (Curtis 2004). The human bio-field is probably best described with
respect to complex interactions between classical and non-classical kinds of energy and
information, including electrical, magnetic, acoustic, and large-scale quantum properties of
living systems (Rein 2004). Practitioners of conventional biomedicine frequently regard
“energy” treatments as examples of the placebo effect because of the assumption that
postulated forms of energy or information on which energy treatments rest simply do not
exist. Rigorous research designs investigating “energy” medicine are difficult to achieve and
findings on the effectiveness of directed intention and putative non-classical energy effects
on human health remain inconclusive (Abbott 2000). Nevertheless, accumulating research
evidence shows that beneficial effects of some energy treatments can be replicated under
controlled conditions, suggesting that non-classical forms of energy or information influence
outcomes in some cases.
The reductionist perspective implicit in Western science informs the central dogma of
biomedical psychiatry, namely neurotransmitter theory, which holds that discrete
correspondences exist between symptoms of mental illness and deficiencies or dysfunction at
the level of specific neurotransmitters (Lopez-Munoz 2009). To date the neurotransmitter
theory has failed to provide an adequate explanatory model of the causes of mental illness
or to consistently predict responses to treatments targeting specific neurotransmitters
(Lopez-Munoz 2009). In addition to problems related to the questionable validity of core
assumptions on which biomedical psychiatry is based, the orthodox paradigm is limited by
numerous practical issues. Biomedical psychiatry prioritizes pharmacological and
psychotherapeutic treatment of acute symptoms of serious chronic mental illnesses over
prevention and maintaining wellness. While pharmacological treatments often result in
rapid, dramatic stabilization of severe symptoms, many so-called maintenance therapies of
common psychiatric disorders have marginal efficacy compared to placebos (Sussman 2004).
Furthermore, significant unresolved safety issues and the high cost of many psychotropic
drugs significantly limit the potential reach of biomedical psychiatry in Western culture and
render them inaccessible and often irrelevant in less developed world regions. On a practical
vein mental health care as practiced in North America, and the EU is typically limited to
brief impersonal appointments emphasizing “medication management” under cost
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constraints of “managed care” that fail to take into account the complex medical,
psychosocial, cultural or spiritual factors that frequently contribute to mental illness.

4. Biomedical psychiatry is an evolving paradigm
Recent discoveries in neuroscience and genetics suggest that contemporary models of human
consciousness and, by extension, understandings of mental illness are incomplete. Theories
describing neurochemical mechanisms underlying normal brain functioning continue to
evolve at a rapid rate pointing to the limitations of the neurotransmitter theory. This stillcurrent model advanced in the early 1960s characterizes neurotransmitters as substances that
are invariably synthesized and released by neurons, act on post-synaptic receptors, and
mediate both normal and abnormal states of consciousness in relationship to specific activity
levels or dysregulations at the level of their synthesis or receptor binding affinities. In contrast
to the above model in which dysregulations of specific neurotransmitters correspond to
discrete symptoms, certain recently characterized neurotransmitters and neuropeptides are
not stored in synaptic vesicles or released by exocytosis and do not act at receptor sites on
post-synaptic vesicles, thus they do not fulfill criteria for neurotransmitters. D-serine is an
example of such “atypical” neurotransmitters. This molecule is synthesized and stored in
neuroglia and binds to NMDA receptors whose dysregulation has been implicated in the
pathogenesis of schizophrenia and other psychotic disorders. Other “atypical”
neurotransmitters that may play significant roles in psychiatric disorders include nitric oxide,
carbon monoxide, and possibly hydrogen sulfide. It has been suggested that nitric oxide (NO)
may play an important role in learning and memory. (Snyder 2000).
When mental health care is most effective it addresses symptoms of mental illness at their
root psychological, social, cultural, biological and spiritual causes. The contemporary
biomedical model of mental health care is limited in its capacity to alleviate the root causes
of suffering because its theoretical foundations and clinical methods address only some of
the complex causes and meanings of mental illness. This is largely due to the fact that the
root causes of mental illness are still poorly understood resulting in numerous poorly
substantiated models of mental illness causation and a corresponding multiplicity of
therapies that do not adequately address or correct the root psychological, cultural or
spiritual meanings or biological causes of symptoms (Wright & Potter 2003). At a basic
theoretical level the causes of symptom formation in psychiatric illness are poorly
understood because of the absence of research methods needed to examine and elucidate
the roles of disparate external and internal factors that cause or exacerbate cognitive,
affective or behavioral symptoms. This has led to multiple biological and psychodynamic
theories whose premises are often contradictory or mutually exclusive. In the broader
context of the history of medicine it is not surprising to find that psychiatry lacks a unifying
body of theory or universally endorsed standards of clinical practice. Factors contributing to
the ambiguous position of psychiatry have been discussed at length in two important works
(Grof 1985; Wilber 2001) Among psychiatrists, the dominant view is an extension of
contemporary biomedicine, which equates mental health problems to discrete functional
abnormalities at the level of neurotransmitters. According to this model, successful
“treatment” entails “correcting” a presumed neurochemical abnormality with the goal of
restoring to normal a corresponding dysregulation in cognitive, emotional, or behavioral
functioning. While psychiatrists often use cognitive-behavioral approaches or “talk”
therapies directed at changing maladaptive interpersonal dynamics, depth psychological
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approaches examining existential or spiritual themes are typically regarded as incidental to
“more serious” psychotherapeutic or pharmacological treatments informed by the dominant
biomedical paradigm. Agreeing on a "most relevant” theory or a “most appropriate”
treatment is even more problematic for psychologists for whom numerous theories of
symptom formation have yielded disparate and frequently contradictory explanations of the
underlying causes or meanings of psychopathology. Because of the multiplicity of theories
and clinical practices that comprise contemporary psychology and psychiatry there is no
theory-neutral method for evaluating the relative merits and weaknesses of disparate
treatments. Subsequently consensus is lacking on the “most appropriate” or “best”
conceptual framework or practical clinical methods when approaching a specific mental
health problem. In addressing this dilemma Wilber has systematically reviewed divergent
psychological theories of mind-body, and has proposed guidelines for the creation of an
“integral psychology” that takes into account core psychological and spiritual features of
many dominant theories of mind-body (Wilber 2001). An important practical goal of this
work is the elaboration of a series of integrative psychotherapeutic strategies that are ideally
suited for specific symptoms of mind-body, psychological or spiritual distress.
In a more practical vein contemporary biomedical psychiatry is constrained by ambiguous
research evidence supporting its various theoretical claims. This stands in contrast to
biomedicine in general, in which discrete unambiguous relationships have been confirmed
to take place between identifiable disease-causing factors and discrete disorders. Novel
assessment and treatment approaches in biomedical psychiatry will emerge from on-going
advances in the basic neurosciences, brain imaging, immunology and genetics. Future
models of mental illness causation will not depend exclusively on empirical verification of
strictly biological processes and will postulate both classically described kinds of biological
and biophysical causes (eg, genetic factors and neurotransmitter dysregulation) as well as
non-classical kinds of phenomena (eg, non-linear brain dynamics and quantum-level
processes). Future studies will used advanced functional imaging technologies to examine
the role of complex non-linear dynamic relationships between neural circuits and the
immune system and specific psychiatric disorders, as well as the postulated role of quantum
“entanglement” associated with large-scale coherent macroscopic quantum field effects in
both normal consciousness functioning and psychiatric symptom formation.

5. Important advances are taking place in the theory and practice of
psychiatry
In contrast to the limitations of the clinical practice of biomedical psychiatry steady
advances in medical research are contributing to a more robust paradigm of mental health
care that will translate into improvements in patient care in the coming decades. On-going
advances in the neurosciences, psychopharmacology and brain imaging research will soon
yield novel assessment approaches, more effective and safer conventional treatments
including drugs based on novel mechanisms of action and new therapeutic uses of light,
weak electrical current and magnetic fields. Collectively, these advances are transforming
the theoretical foundations and clinical therapeutics of contemporary Western mental health
care. Novel theories in biomedical psychiatry promise significant advances in
understanding of the nature and causes mental illness. For example, it has been suggested
that non-linear dynamics (ie chaos theory) may help explain mood changes associated with
the menstrual cycle on the basis of postulated complex influences of hormones and
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neurotransmitters, as well as social and psychological variables on mood (Rasgon 2003).
Substantiation of this model by research findings may eventually lead to effective
preventive strategies addressing hormone-mediated mood disturbances. There is significant
emerging evidence that complex interactions between immune functioning,
neurotransmitters and hormones are important in depressed mood, anxiety, and other
disorders (Miller 2004).
Improved understanding of genetic factors that mediate mental illness will continue to
accrue from analysis of the genetic library available in the Human Genome Project.
Biomedical psychiatric research is increasingly taking into account the significance of
genetic and biochemical variability in mental illness. For example, the high degree of
individual variability in response to conventional drugs suggests poorly characterized
differences in neurotransmitter deficiencies or imbalances associated with major depressive
disorder, generalized anxiety and other psychiatric disorders (Delgado 2000). Studies on the
effects of neurotransmitter depletion on mood are consistent with the view that changes in
brain serotonin or norepinephrine activity levels alone do not fully explain the causes of
depressed mood or observed differential responses to antidepressants which are probably
related to complex biological and social factors including genetic variability (and thus
ethnicity), diet, and culturally determined expectations. Genetic, cultural and social
variability translates into differences in effective dosing strategies using conventional drugs
and commensurate differences in susceptibility to adverse effects (Lin 2004). The high
degree of biological variability may be especially problematic for patients of African or
Asian ethnicity potentially causing safety issues or poor outcomes (Lawson 2004; Edmond
2004). The AmpliChip CYP450™ test, recently introduced by Roche Pharmaceuticals,
incorporates two DNA amplification and detection technologies that screen for genetic
mutations. The polymerase chain reaction (PCR) is used to amplify or make copies of
genetic material, and a high-density microarray technology is subsequently used to capture
and scan the amplified DNA. The device will enable physicians to determine when
variations or mutations are present in the CYP450 cytochrome system providing clinically
relevant information about individual differences in prescription drug metabolism. In the
near future psychiatrists will routinely order outpatient laboratory studies using this
technology to determine the most appropriate drugs and doses to use for a given patient
while minimizing the risk of adverse effects (Amanda, Meyers and Nemeroff 2010).
In biomedical psychiatry classically established forms of energy are used as probes to
provide information about brain activity associated with symptoms. Normal brain
functioning is characterized by complex bio-magnetic and electrical activity that can be
measured using functional brain imaging techniques including positron emission
tomography (PET), single photon emission computed tomography (SPECT), functional
magnetic resonance imaging (fMRI), magneto-electroencephalography (MEEG) and
quantitative electroencephalography (QEEG). Advances taking place in functional brain
imaging will permit studies on discrete neurotransmitter/receptor systems underlying
normal conscious functioning as well neural and molecular processes involved in the
pathogenesis of specific psychiatric disorders. This will result in improved diagnostic
accuracy of neurologic and psychiatric disorders with commensurate improvements in the
efficacy of treatments targeting discrete neurotransmitter systems and neural circuits
(Bandettini 2009). Emerging evidence suggests that consistent relationships exist between
specific patterns of electrical brain activity and discrete psychiatric disorders (John 2007;
Bares 2007; Venneman 2006; Brinkmeyer 2004) however it is often difficult to determine
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whether energetic “abnormalities” in the CNS are causes or effects of pathology. Electrical
currents and pulsed electromagnetic fields are established conventional treatments in
contemporary biomedical psychiatry. Electrical current and focused magnetic fields
probably have real-time effects on the biomagnetic properties of brain functioning in
addition to long-term effects at the level of neurochemical and biomagnetic changes in the
activity of brain circuits associated with the regulation of affect, cognition and behavior
(Liboff 2004).
Important technological innovations that will become more widely used treatments of
mental illness in the first half of the 21st century include transcranial magnetic stimulation
(TMS), EEG biofeedback and virtual reality exposure therapy (VRGET). Biofeedback
techniques addressed at modifying autonomic activity include galvanic skin resistance
(GSR), electromyography (EMG), and electroencephalography (EEG) training techniques are
widely used in outpatient clinic settings to treat phobias and other anxiety disorders.
Emerging findings suggest that biofeedback training based on heart rate variability (HRV)
significantly reduces stress and improves general feelings of emotional well-being in
individuals who are subjected to acute job-related stress (McCraty 2001). Continued rapid
growth in broad-band internet access will soon result in widespread use of these
biofeedback techniques by patients at home and at work environments using portable
devices based on existing computer technology. Chronically anxious patients, and especially
those with panic disorder or agoraphobia, are frequently too impaired by their symptoms to
seek professional care. Others are geographically isolated and cannot obtain conventional
cognitive-behavioral therapy (CBT) or pharmacological treatment for severe anxiety
syndromes. Broad-band videoconferencing using internet technology is being explored as a
cost-effective alternative mode of treatment delivery to these home-bound patients. It has
been established that an effective therapeutic alliance can be achieved between therapist and
patient when CBT is done by videoconference (Manchanda 1998; Bouchard 2000). Although
CBT can be done by telephone (telepsychiatry), videoconferencing has the advantage of
permitting the therapist to demonstrate behavioral exercises to the patient, and both
therapist and patient are able to accurately observe non-verbal behaviors during sessions
creating an authentic sense of “presence” that simulates face-to-face interactions in
conventional psychotherapy settings. A large controlled study showed that CBT is equally
effective for a range of anxiety symptoms when done in conventional out-patient therapy
settings or via broad-band videoconferencing (Day 2002). CBT delivered via
videoconferencing is as effective as face-to-face CBT in patients with both panic disorder
and agoraphobia (Bouchard 2004). This is a significant finding in that it provides a viable
and affordable alternative to routine CBT for this severely impaired population who might
otherwise not utilize mental health services. In the coming decades advances in artificial
intelligence will lead to the creation of therapist “avatars” that will interact with patients in
virtual environments, will be capable of optimizing psychotherapeutic interventions in
response to each unique patient’s needs, and will be capable of simulating both expert
factual knowledge and therapeutic interventions.
Controlled studies confirm that virtual reality graded exposure therapy (VRGET)
(sometimes called experiential cognitive therapy or “ECT” in European countries) is more
effective than conventional imaginal exposure therapy (using mental imagery to provoke
the feared object or situation), and is comparable to in vivo exposure therapy (Pertaub 2001;
Emmelkamp 2001). Many VRGET tools are already available over the internet, permitting
mental health professionals to guide patients in the use of these computer-based advanced
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exposure protocols through real-time videoconferencing anywhere high-speed internet
access is available (Botella 2000). Within the next few decades treatments of phobias, panic
attacks, and other severe anxiety disorders will combine VRGET with biofeedback,
cognitive-behavioral therapy (CBT) or mind-body practices in outpatient settings or in the
patient’s home via real-time interactions permitting authentic “presence” between the
patient and the therapist or a therapist “avatar” via broadband internet connections.
Research progress in all of these technology-based therapies will soon yield effective, safe
non-pharmacological treatments for major depressive disorder, bipolar disorder, anxiety
disorders and other serious psychiatric disorders.
Brain-computer interface (BCI) is a frontier technology that is emerging from the new field
of neural engineering that will soon enable paralyzed individuals to regain use of their
limbs. This technology permits direct communication between brain centers that control
movement and robotized prosthetic devices. In the coming decades continued evolution of
this technology will lead to neuroprosthetic devices that will permit individuals diagnosed
with psychiatric disorders to regulate behaviors, mood or cognitive problems to enhance
functioning in all of these areas (Krusianski 2011). By the year 2050 non-invasive
neuroprosthetic devices will be widely used to effectively and safely treat serious
psychiatric disorders that are poorly responsive to psychotropic drugs including bipolar
disorder, severe depressed mood and dementia.
In addition to advances in psychoparmacology, genetics and technology-based therapies,
natural product research is yielding significant findings of beneficial effects when a specific
vitamin, mineral or herbal is used as a monotherapy to treat a specific psychiatric disorder
(Sarris et al., 2009). An important trend that is pushing the evolution of contemporary
biomedical psychiatry toward increasing integration with other healing traditions comes
from the use of synergistic combinations of synthetic drugs and select natural products
(Sarris et al., 2009). This principle has been demonstrated in many studies showing
increased antidepressant efficacy when SAMe, folic acid, L-tryptophan or omega-3 fatty
acids are combined with antidepressants in the treatment of depressed patients. (Sarris et al.,
2009); and increased efficacy when n-acetyl cysteine, magnesium, folic acid or amino acids
are combined with conventional mood stabilizers in bipolar patients (Sarris et al., 2010b).
Future studies will examine such synergistic combinations of synthetic drugs and natural
products to determine optimal formulas addressing common psychiatric disorders. The use
of natural products including nutrients or botanicals in combination with
pharmacotherapeutic agents holds the potential for improving outcomes while reducing
adverse effects by permitting reductions in effective doses of psychotropics and
commensurate reduction of adverse effect risks.

6. Novel paradigms are shaping the future of medicine and mental health
care
In conventional biomedicine, mainstream concepts from chemistry and biology provide the
theoretical foundations for current explanatory models of illness phenomena. Conventional
biomedicine posits that health and illness can be adequately characterized in terms of
established theories in biology and physics. Some novel approaches in medicine and
psychiatry do not radically depart from assumptions embedded in the orthodox views of
conventional biomedicine. For example psychoneuroimmunology (PNI) is a synthetic model
that starts from established theories in psychiatry and biomedicine and postulates complex
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dynamic relationships between stress, immunological status and psychiatric or neurological
symptom formation (Irwin 2008; Muller & Schwarz 2007; Muller & Schwarz 2006). There is a
rich discussion of PNI and other emerging paradigms in the peer-reviewed journal literature
including emerging models in physics, biology and information science describing
structure-function relationships in complex living systems. However, in general the day to
day clinical practice of biomedicine takes place without regard to these novel ideas. Nonclassical paradigms including complexity theory and quantum field theory (QFT) may
eventually lead to novel research methodologies that will elucidate subtle inter-relationships
between “healing intention,” immune status and psychiatric symptom formation.
Phenomena regarded as legitimate subjects of inquiry in non-Western healing traditions
have been largely ignored in biomedical research including, for example, the role of prayer
and intention in health and healing; and putative beneficial effects of so-called “subtle
energy” on immunological or neurobiological functioning as postulated by practitioners of
QiGong, “healing touch” or other forms of “energy medicine.”
Although many non-allopathic therapies meet conventional scientific criteria for efficacy
and effectiveness they have not been endorsed as mainstream treatments largely because of
entrenched conservative beliefs in Western medicine and strong academic biases against
novel ways of understanding illness. Non-allopathic treatments based on biological
mechanisms of action have been more thoroughly investigated in controlled studies
compared to mind-body or “energy” therapies. St. John’s Wort (Hypericum perforatum),
SAMe, 5-HTP and folic acid are examples of non-conventional biological modalities that
have been thoroughly evaluated. Mind-body therapies and treatments based on established
or postulated forms of energy or information have not yet been carefully evaluated in
Western-style research studies. For example, Reiki, qigong, and homeopathy are based on
postulated forms of energy or information that have not been verified and may in fact not be
potentially verifiable by Western science. While some non-allopathic therapies are probably
no more effective than placebos, the same argument can be applied to conventional
biomedical treatments. The placebo effect is widely accepted among conventional Western
medical practitioners as playing a significant treatment role in both medical and mental
health problems (Dixon 2000). Meta-analyses of controlled trials suggest that conventional
drugs used to treat major depression and other psychiatric disorders are no more effective
than placebos (Kirsch 2002; Thase 2002; Sussman 2004). Unanswered questions about the
role of placebo effects in treatment response are shared concerns for both conventionally
trained and alternative medical practitioners. The controversy over placebo effects is
complicated by the more recently described “nocebo” effects—adverse effects associated
with placebos—which may affect as many as 40% of individuals who take placebos
(Tangrea 1994). These findings suggest that many treatments probably have non-specific
effects that are either beneficial or detrimental to health, including general effects on the
body’s immune, endocrinologic, and central nervous system. There is no agreed on theory
that fully explains placebo and nocebo effects however personal, social and cultural factors
that are difficult to quanitfy may facilitate “self-healing” when patients undergo any kind of
medical or psychiatric treatment.
Disparate systems of medicine postulate the existence and involvement of different forms of
energy and information in health, illness and healing. Some assessment approaches rely on
the accurate characterization of classically described biological, energetic or informational
processes that constitute the presumed causes of a particular symptom or symptom pattern.
A more complete and accurate understanding of the role of consciousness in health and
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healing may require a convergence of biomedicine and non-biomedical paradigms. Some
non-allopathic treatment approaches are based on classical forms of energy including
electromagnetic energy and sound. Examples include Western herbal medicine, functional
medicine, EEG biofeedback, music and patterned binaural sounds, full spectrum bright light
exposure, micro-current brain stimulation, and dim light exposure at selected narrow
wavelengths. It has been established for decades that all living organisms emit ultra-weak
photons and under certain conditions such biophotons are emitted as highly ordered or
“coherent” light (Bajpai 2003; Popp 2003). Research on biophoton emissions from the human
body have led to speculation about “light channels” that regulate energy and information
transfer within the body, biological rhythms associated with the intensity and patterns of
biophoton emissions, and diseases related to energetic “asymmetries” between the left and
right sides of the body (Cohen 2003; Wijk 2005). Studies on biophoton emissions associated
with acupoints suggest that subtle differences in count, wavelength and coherence may
correspond to energetic “imbalances” in yin and yang elements that, according to Chinese
medical theory, are associated with neurologic and psychiatric disorders (Yang 2004).
Treatment approaches based on classically accepted forms of energy can have both direct
energetic effects and indirect informational effects on biological or energetic processes
associated with health and illnesses. The latter can be described as “informational” effects of
classical forms of energy. In contrast treatments based on postulated non-classical models of
energy or information, including quantum mechanics, quantum information, and quantum
field theory may have both direct and subtle effects on brain functioning and physiology
(Curtis 2004; Hankey 2004). Functional medicine is an important emerging paradigm that
views health and illness in relationship to informational changes in complex intercellular
communication processes. Functional medicine rests on conventional biomedical
understandings of pathophysiology in the context of assumptions of biochemical and
genetic individuality (Bland 1999). According to this model health and illness result from
interactions between the unique genetic constitution of each individual and many different
internal and external factors including infection, trauma, lifestyle, diet or environmental
influences that can modify genetic expression and alter intercellular communication
manifesting as complex physical or psychiatric symptom patterns. Disparate molecules
serve as cellular mediators, including neuropeptides, steroids, inflammatory mediators and
neurotransmitters. Functional assessment approaches identify informational changes in
intercellular communication associated with symptoms, and effective treatments modify the
informational basis of illness taking into account complex interactions between mediators
and different cell types. Preliminary findings suggest that immunological dysregulation
plays a significant causative role in the pathogenesis of affective disorders, schizophrenia,
Alzheimer disease, and other degenerative neurological disorders (Sperner-Untewegger
2005). The relationship between immunity and mental illness is complex and poorly
understood and the same immunological dysregulation is sometimes found in patients with
disparate symptoms (Irwin 2008). Recent studies suggest that nonspecific over-activation of
the immune system involving T-helper cells takes place in subgroups of persons with
schizophrenia (Strous & Shoenfeld 2006). The immune-mediated dysregulation of both
dopamine and glutamate neurotransmission has also been implicated in the pathogenesis of
schizophrenia (Muller & Schwarz 2006). In response to these findings, anti-inflammatory
and immune-modulating therapies are being investigated as future treatments for affective
disorders and schizophrenia. Horrobin (Horrobin 1996; Horrobin 1998) proposed a
“membrane phospholipid” model of schizophrenia which posits that abnormal metabolism
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of phospholipids resulting from genetic and environmental factors manifests as a chronic,
severe constellation of symptoms typically diagnosed as a variant of schizophrenia or
schizoaffective disorder. The membrane phospholipid hypothesis posits that a spectrum of
psychiatric disorders is associated with abnormalities in neuronal membranes and the type
and severity of symptoms are functions of the magnitude and specific type of metabolic
errors resulting in abnormal phospholipid metabolism.
Some established and emerging non-allopathic assessment approaches postulate that illness
phenomena can be more completely described in terms of non-classical forms of energy.
Examples include analysis of the vascular autonomic signal (VAS) (Ackerman 2001), Chinese
meridian diagnosis (Hammer 2001; Zhang 2002; Langevin et al 2004), homeopathic
constitutional assessment, and Gas Discharge Visualization (GDV) (Korotkov, Williams and
Wisneski 2004). Because disparate factors contribute to mental illness it is often difficult to
accurately and reliably assess the causes of symptoms and to identify the most efficacious
treatments. The integrative mental health care of the future will include sophisticated
assessment approaches capable of evaluating the causes of mental illness at biological,
informational and “energetic” levels of body-brain-mind. On-going research studies of nonallopathic assessment approaches will validate some as clinically useful in mental health care
while others will become marginalized. The increasing use of novel assessment approaches in
clinical psychiatry will gradually lead to more comprehensive and more cost-effective
treatment planning. Promising emerging approaches in psychiatric assessment include:
 Testing of the urine and blood to reveal dysregulation at the level of neurotransmitters
and immune factors associated with mental illness
 Quantitative electroencephalography (QEEG) to quantify differences in brain electrical
activity for clarifying psychiatric diagnosis and predicting treatment response
 The use of micro-array “chips” to analyze genetic differences in drug metabolism
associated with individual differences in the P450 cytochrome system
 The use of advanced semiconductor devices to measure ultra-weak biophotons
providing clinically useful indicators of the causes of mental illness at subtle
neurochemical and“energetic” levels of brain function
 The use of pulse diagnosis as used in Chinese medicine, Ayurveda, and Tibetan
medicine and scientific studies to validate energy assessment in the context of novel
paradigms in physics including quantum mechanics
Like emerging assessment approaches many non-allopathic treatment approaches are also
based on postulated non-classical forms of energy or information including for example
acupuncture, homeopathic remedies, Healing Touch, Qigong and Reiki. In Chinese
medicine “Qi” is regarded as an elemental energy that cannot be adequately described in the
language of contemporary science, but may have dynamic attributes that are consistent with
quantum field theory (Chen 2004). Quantum brain dynamics (QBD) is an example of a nonclassical model which invokes quantum field theory to explain certain dynamic
characteristics of brain functioning, including possibly the influences of non-classical forms
of energy or information on mental health. It has been suggested that healing intention
operates through non-local “subtle” energetic interactions between the consciousness of the
medical practitioner, and the physical body or consciousness of the patient (Zahourek 2004).
In contrast, energy psychology assumes that highly developed energetic techniques,
including acupuncture, acupressure and healing touch, are required to affect energetic
balance and health. “Mind energetics” is a recently introduced conceptual model that
postulates the exchange of “energy” through language and intention during therapeutic
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encounters, and claims that “energy” transforms psychological defenses in beneficial ways
(Pressman 2004). Widespread interest in the role of spirituality and religion in mental health
has resulted in increasing research in this area and the inclusion of a special V code in the
DSM-IV for religious or spiritual problems (Turner 1996).

7. Complex systems theory will expand the paradigm of biomedical
psychiatry
Contemporary biomedical theory argues that medical or psychiatric disorders are
attributable to discrete “causes” that are biological in nature and take place at the level of
interactions between molecules or cells. An implicit assumption underlying this reductionist
view is that for any disorder a particular biological marker corresponds to an underlying
“cause” in a simple linear fashion. A corollary of this view is that a treatment is “effective”
when it adequately addresses and ultimately “corrects” the discrete underlying biological
cause of a specific (medical or psychiatric) symptom or disorder by repairing abnormal
functioning at a cellular or molecular level. This is in fact the basic logic supporting the
neurotransmitter theory as an explanatory model in biomedical psychiatry (see above). The
complex systems model stands in contrast to the conventional view of linear causality that is
implicit in biomedical theory (Auyang 1998; Bell 2002). Biomedicine is beginning to
incorporate concepts from emerging theories in physics, biology, and information science
describing structure-function relationships in complex living systems including the human
brain. Complex systems theory invites an increasingly integrative perspective in the social
sciences, biology and medicine. Important advances will take place in the conceptual
foundations of biomedical psychiatry when the research dialog includes complex systems
theory, which argues that dynamic non-linear energetic or informational states at multiple
levels in the brain and body manifest as symptoms (Morowitz & Singer 1995). This view
implies that although a particular symptom may have one apparent “primary” or discrete
cause, complex dynamic cause(s) can vary significantly between individuals reporting
similar symptoms as a consequence of each person’s unique biochemical, genetic, social,
psychological, and energetic makeup. For example, light exposure therapy is known to have
therapeutic effects on melatonin and neurotransmitter activity that result in improved
mood—but emerging research evidence suggests that light interacts with brain dynamics on
subtle energetic levels consistent with the predictions of quantum mechanics. In contrast to
the orthodox view of empiricism and linear causality many traditional healing systems
conceptualize illness, health, and healing in terms of subtle non-linear processes at multiple
hierarchic levels of body-mind-spirit within each unique human and between humans and
their environments.
In the framework of complex systems theory, a symptom or symptom pattern (ie, a
“disorder”) is viewed as an emergent property of multiple factors interacting at multiple
hierarchical levels. Practical differences in assessment and treatment approaches in the
world’s healing traditions can be viewed as reflecting basic differences in assumptions
underlying contemporary biomedicine and complex systems theory. Biomedicine assumes
that linear causality operates in the dynamic interactions between natural phenomena and,
by extension, discrete causal relationships exist between identifiable causal factors and
disease states in a system that can be adequately characterized using existing empirical
research methods. In contrast to the linear view, the complex systems model posits that
dynamic non-linear relationships exist between multiple factors in a hierarchical web and
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dynamic emergent properties of body-brain-mind experienced as physical or mental
symptoms (Strogatz 2001). In some cases, for example in the management of infectious
diseases, discrete symptoms are correlated with an identifiable viral or bacterial infection,
and the linear biomedical model probably yields a relatively accurate description of
symptom formation, and is therefore an adequate basis for effective treatment planning.
However in mental illness, causes, conditions or meanings associated with a symptom
pattern are typically more complex and change over time. Even in cases where conventional
biomedical assessment yields clinically useful information, it is reasonable to approach
assessment of multiple interacting factors associated with mental illness within the
framework of complex systems theory and to regard discrete biological markers (eg, thyroid
hormone levels, electrolytes, immune factors) as important elements of a complex dynamic
web of factors associated with mental illness.
Conventional biomedicine tacitly acknowledges the validity of the complex systems model
by employing pharmacological or other kinds of biological treatments targeting disparate
metabolic or cellular functions when addressing a particular disorder. The same logic
supports the use of integrative approaches using modalities that combine to yield
synergistic effects when addressing disparate causal factors underlying psychiatric
disorders. Although a particular symptom pattern may have one or few primary causes,
each patient’s unique biochemical, genetic, social, psychological, and possibly also energetic
or spiritual constitution translates into unique differences at all of these levels in individuals
diagnosed with the same psychiatric disorder. The situation becomes even more complex
when taking into account that in any individual the psychological, biological, energetic,
informational and possibly spiritual causes of a disorder may fluctuate over time in relation
to both dynamic internal and environmental factors. Conventional biomedical psychiatry
argues that persisting cognitive, affective and behavioral symptoms in the same individual
are associated with varying levels of activity in neurotransmitters and receptors—or
dysfunction at either level—over time however reasons for such variability remain unclear.
It follows from this observation that an assessment or treatment approach that is
appropriate for a particular psychiatric disorder at one time for a particular patient may not
be the most appropriate approach with respect to another individual diagnosed with the
same disorder, or even the same individual diagnosed with the same disorder at a future
time. Because complex systems theory does not inform contemporary biomedical psychiatry
clinical methods used in assessment and treatment planning do not take into account the
complex and highly variable nature of factors associated mental illness at the level of each
unique patient. Starting from complex systems theory and assuming that dynamic symptom
patterns that comprise psychiatric disorders are associated with multiple factors and
multiple kinds of factors that change over time, it is reasonable to assume that using two or
more assessment approaches will more adequately capture multiple causes as well as
different kinds of causes. It follows from the complex systems model that the most
appropriate and effective treatment plan will include disparate modalities targeting
disparate causal factors identified through history or formal assessment. Different
approaches are being used to model complex variables that operate in non-conventional
healing approaches including path analysis and the analysis of latent variables (Schuck 1997;
McArcle 2009). The latter approach has been used to assess quality of life in psychotic
patients (Mercier 1994).
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8. Emerging understandings of “energy” and information will contribute to
future mental health care
Some “alternative” treatments not currently endorsed by biomedical psychiatry are based
on well described forms of energy such as electromagnetism and sound. Examples include
EEG biofeedback, music and patterned binaural sounds, full spectrum bright light exposure,
micro-current brain stimulation, and high-density negative ions. Treatment approaches
based on such classically described forms of energy and information have specific or general
beneficial effects at the level of neurotransmitter systems or brain circuits. In contrast,
treatments based on postulated non-classical kinds of energy or information, including
quantum mechanics and quantum field theory, may have both direct and subtle effects on
brain function and mental health. Non-conventional modalities based on concepts that are
presently outside of the tenets of biomedicine include acupuncture, homeopathic remedies,
Healing Touch, qigong, and Reiki. Ancient healing traditions and accumulating modern
research evidence suggest that prayer and other forms of directed intention may help
alleviate symptoms of physical and mental illness. This is the domain of energy medicine
(Chen 2004).
In contrast to the materialist philosophy implicit in contemporary biomedicine and by
extension biomedical psychiatry, Indo-Asian philosophy is based on the premise that the
nature of reality, including both inanimate matter and living systems, is best understood in
terms of fundamental properties of a postulated “vital energy” (Di Stefano, 2006). The
meaning and role of causality in non-Western systems of medicine is not constrained by
physical processes interacting in a world ordered by linear time flow. According to this view
states of both living and non-living systems are regarded as secondary manifestations of
more primary energetic states. By extension “energetic” factors are believed to play
important roles in the manifestations of all living systems including changes in functioning
associated with illness and health. Although “Qi” in Chinese medicine and “Prana” in
Ayurveda cannot be directly observed or measured using Western style research methods
professional practitioners of Chinese Medicine and Ayurveda can infer the roles of specific
energetic “imbalances” when particular illness phenomena are present. Because of the
philosophical difference between the Western medical tradition and Indo-Asian medicine
proponents of contemporary biomedicine often regard methods used in non-Western
systems of medicine as subjective or arbitrary. By the same token, non-Western healing
traditions often place little emphasis on the empirical methods of Western science that
attempt to “reduce” subjective symptoms into mechanistic descriptions of discrete
underlying biological “causes.” Indeed, from the perspectives of traditional Chinese
medicine (TCM) and Ayurveda, attempts to empirically verify relationships between
energetic phenomena are regarded as unnecessary because a fundamental energetic
principle is assumed to be immanent throughout the universe.
Novel understandings of energy and information are also coming from recent theoretical
developments in quantum physics. A fundamentally new direction in our understanding of
consciousness and by extension the causes of mental illness—will come from an emerging
theory that regards brain functioning from the perspective of quantum mechanics and
quantum field theory (Naeqau & Kafatos 1999; Elitzur 2005; Lorimer 2004). Quantum brain
dynamics attempts to explain subtle characteristics of brain functioning in terms of nonclassical forms of energy and information (Jibu and Senta 2001). Pending further
confirmation through advanced functional brain imaging studies quantum brain dynamics
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may eventually help explain reports of therapeutic benefits achieved through non-local
interactions between the consciousness of the medical practitioner and the patient (Schlitz &
Braud 1997; Astin 2000; Standish 2001; Wackerman 2003; Standish 2003). This work will
eventually yield a testable hypothesis about the role of prayer and intention in health and
healing clarifying therapeutic mechanisms associated with spiritual and mind-body
practices including meditation, yoga and energy medicine.

9. Possible future pathways of medicine and psychiatry and a forecast
Within the first decades of the 21st century psychiatrists will embrace assessment and
treatment approaches now excluded by orthodox Western medicine. Novel diagnostic and
treatment modalities will emerge in the context of on-going research on non-conventional
modalities. Future explanatory models of mental illness will take into account established
Western scientific theories, emerging paradigms, and non-Western healing traditions. In this
process Western psychiatry will become a truly integrative paradigm yielding more
complete understandings of biological, informational and “energetic” processes associated
with mental illness. A future more integrative psychiatry will emerge from a synthesis of
disparate explanatory models of mental illness. More complete understandings of complex
dynamic relationships between biological, somatic, energetic, informational, and possibly
also spiritual processes associated with symptom formation will lead to more effective
assessment and treatment approaches addressing causes or meanings of symptoms at
multiple inter-related hierarchic levels. Future studies on meditation, healing intention,
meditation and prayer will elucidate the role of consciousness in health and healing.
It is likely that the theories and methods that comprise conventional biomedicine and
biomedical psychiatry in the early 21st century will follow one of two possible future
evolutionary pathways resulting in either continued conservative growth or radical change.
Although it will not be necessary to go outside the established paradigm of contemporary
biomedicine in order to develop a conceptual framework for integrative medicine, the
empirical validation of novel assessment and treatment approaches will require the rigorous
evaluation of novel concepts in physics, chemistry and biology. This conservative pathway
does not assume or require the violation of orthodox scientific models of reality based on
implicit assumptions of linear causal interactions between discrete particles in order to
explain illness and health. However the conservative model does assume that important
future directions in medical research will not be completely determined by currently
entrenched economic, institutional or intellectual dogma influencing beliefs and research
studies in academic centers. A more radical pathway is conceivable in which an increasingly
eclectic framework of conventional biomedicine will progressively embrace novel ideas in
physics and neuroscience as well as concepts from non-conventional systems of medicine
that rest on assumptions currently outside of the orthodox paradigm (Rubik 1996; Liboff
2004; Jonas & Crawford 2004). If intellectual, institutional and economic trends favor the
more radical pathway in the coming decades it is likely that conventional biomedicine—and
along with it biomedical psychiatry—will gradually transform into a fundamentally new
paradigm that will have little resemblance to mental health care of the early 21st century.
Regardless of whether future mental health care undergoes gradual conservative changes or
radical transformation, practical clinical advances tracking the conceptual evolution of
medicine will result in an increasingly “whole person” systems approach that will more
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adequately address the underlying causes and meanings of mental illness. This systems
approach will incorporate the broad range of both conventional and alternative therapies.
By employing individually tailored treatments integrative mental health care will will more
adequately address unique needs and concerns of each patient including their physical and
psychological well-being, social relationships, and spiritual values. Novel scientific models
of complex relationships between biological, energetic, and informational processes
associated with mental illness will lead to more effective integrative assessment and
treatment strategies addressing the causes or meanings of symptoms at multiple hierarchical
levels of body-brain-mind. This evolutionary process will result in an increasingly
integrative perspective in conventional biomedicine and novel explanatory models of illness
and healing that address the assumptions underlying contemporary Western science and
medicine. This trend will accelerate in the first half of the 21st century in response to
increasing intellectual openness in Western culture to non-biomedical systems of medicine
and ongoing advances in the basic sciences resulting in evolution of the conceptual
foundations and clinical therapeutics of conventional biomedical psychiatry into a more
sophisticated model of care incorporating both scientific and intuitive understandings of
normal psychological functioning and the complex psychological, biological, energetic and
informational factors contributing to mental illness.
In the coming decade mental health care will emerge as a more eclectic and more open
paradigm responding to research advances in both biomedicine and alternative medicine.
Congressionally mandated reforms will progressively restrict the influence of the
pharmaceutical industry on research in both academic psychiatry and the private sector.
Quality manufacturers of select CAM modalities will become established players in an
increasingly diversified healthcare marketplace in which private insurance and Medicare will
cover select alternative therapies that will have parity with conventional biomedical
treatments. Under reforms in health care policy that will come into effect in this decade,
government, industry and academic research centers will work in a more coordinated fashion
to develop systematic research programs on a wide range of assessment and treatment
modalities resulting in more effective and more cost-effective treatment choices addressing
urgent unmet needs of mental health care in the U.S. and other western countries. Increased
collaboration between researchers and clinicians in the U.S. and internationally will help
advance and accelerate evolution towards integrative mental health care.
The first decades of the 21st century will bring a gradual transition away from
psychopharmacology as the dominant mode of treatment toward increasing reliance on
advanced technologies for alleviating serious mental illness. Growing global access to
broadband internet services will permit patients to benefit from psychotherapy through
“tele-presence,” advanced biofeedback techniques and virtual reality exposure therapy, and
therapist “avatars” in the comfort of their homes. By the year 2050 psychiatrists and other
mental health practitioners will routinely use a scientifically validated integrative “tool kit”
incorporating the most advanced biomedical technologies together with empirically
validated traditional healing practices. The more integrative mental health care of the future
will permit more accurate assessment of biological, energetic and informational factors
associated with symptoms and lead to individualized multi-level treatment strategies
addressing the unique pattern of biological, energetic and informational factors associated
with each patient’s unique symptoms. The transformation of biomedical psychiatry to
integrative mental health care will result in deeper understandings of mental illness,
improved and more rapid treatment response, and reduced costs.
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By mid-century a new paradigm will be solidly established and will inform the theories and
clinical therapeutics of mental health care. Biomedical theory will be informed by complexity
theory, novel theories in physics and information science and accumulating findings from the
basic sciences and consciousness research. There will no longer be a rigid dichotomy between
biomedical and alternative modalities. By mid-century advances in the genetics and
neurobiology of mental illness will have yielded more specific, more effective and more
individualized pharmacological, genetic and energetic therapies for major psychiatric
disorders. Rigorously designed Western-style research studies will have verified the
mechanisms of action of some non-conventional biological, mind-body and so-called “energy”
modalities and validated their therapeutic claims. By the same token many contemporary
conventional and alternative modalities will have been discredited as lacking efficacy by well
designed studies and will no longer be used. Treatments that will be abandoned in the coming
decades will include many conventional pharmacological therapies and psychotherapeutic
treatments in current widespread use as well as natural products from diverse healing
traditions. In parallel with these changes on-going advances in functional brain imaging will
permit studies on postulated roles of magnetic fields, biophotons, and macroscopic highly
coherent quantum field effects on normal brain functioning and mental illness.

10. Concluding remarks
Mental health care as practiced today is in urgent need of new ideas, better, safer, more
affordable and more compassionate approaches to the prevention and treatment of mental
illness. The future of mental health care is being shaped by emerging paradigms in the basic
sciences, increasing openness to non-Western systems of medicine, changing clinicians’
attitudes, but most of all by our patients’ demands for better, more personalized and more
compassionate care.
The theoretical foundations and clinical practices of mental health care will continue to
evolve as biomedicine begins to explore perspectives that recognize complex interrelationships in brain-body-mind, for example, the field of psychoneuroimmunlogy, an
integrative paradigm which reconciles non-biomedical systems of medicine with
contemporary biomedicine has been emerging for some time now and yield significant
improvements in the day to day practice of mental health care (Irwin 2008). A more robust
theory of mental illness causation will require novel research methodologies to adequately
address complex psychological, neurochemical, immunological and energetic mechanisms
associated with both normal brain functioning and mental illness. The new paradigm that is
emerging from advances in functional brain imaging, genetics, and molecular biology will
be capable of elucidating complex relationships between the biological and electromagnetic
( possibly also quantum-level) activity of the brain and body in healthy individuals, as well
complex factors underlying cognitive, affective and behavioral symptoms. The new
paradigm will be highly integrative taking into account both classically described biological
factors including neurophysiological and immunological functioning as well a non-classical
phenomena, including the postulated role of macroscopic coherent quantum fields in
neuronal activity associated with human consciousness (Pizzi 2004; Thaheld 2001). The
disparate viewpoints of biomedicine and non-Western healing traditions call for conceptual
bridges between different systems of medicine and practical strategies for integrating
therapeutics used in different cultures. Future technologies may eventually result in
empirical validation of “Qi” or other non-Western concepts of “energy” however important
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differences will probably persist between the theories and clinical practices of biomedicine
and non-conventional healing traditions.

11.
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In the book “Mental Illnesses - Evaluation, Treatments and Implications” attention
is focused on background factors underlying mental illness. It is crucial that mental
illness be evaluated thoroughly if we want to understand its nature, predict its
long-term outcome, and treat it with specific rather than generic treatment, such
as pharmacotherapy for instance. Additionally, community-wide and cognitivebehavioral approaches need to be combined to decrease the severity of symptoms
of mental illness. Unfortunately, those who should profit the most by combination
of treatments, often times refuse treatment or show poor adherence to treatment
maintenance. Most importantly, what are the implications of the above for the mental
health community? Mental illness cannot be treated with one single form of treatment.
Combined individual, community, and socially-oriented treatments, including recent
distance-writing technologies will hopefully allow a more integrated approach to
decrease mental illness world-wide.
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