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Introduction

The WHO Scientific Group on the Treatment of Psychiatric Disorders met
in Geneva from 20 to 24 November 1989. Opening the meeting on behalf
of the Director-General of the World Health Organization, Dr
N.Sartorius, Director, Division of Mental Health, recalled previous phases
in the Organization’s efforts to facilitate the development and
mmprovement of services for the mentally ill. He referred to the work of the
Organization on national mental health policy and programme
development, and to projects undertaken to identify the need for mental
health care and the operational strategies required for its provision. He
noted that most countries were aware of the need to deal with the growing
burden of mental health problems. Several hundred million people were
affected by mental disorders or psychosocial problems such as those
related to the abuse of alcohol and drugs, and in the developed countries,
at least two out of every five cases of disability were caused by mental
illness or impairment. Mental or psychosocial disorders accounted for up
to one-third of all contacts with health services, in both developing and
industrialized countries. These problems also affected families and the
communities in which patients lived, caused significant economic losses,
and diminished the quality of life of all concerned.

Numerous treatment methods had been proposed to deal with these
problems. Some were simple to apply, led to immediate benefit and could
be provided at low cost. Others required more skills, money and facilities
and little was known of their effectiveness. If mental health programmes
were to deal with psychiatric disorders in a way that would be

- cost-effective, humane, and acceptable to patients and to the communities
in which they were living, the most appropriate methods of treatment
would need to be selected, and applied properly. However, at present there
was little agreement about criteria that might be used by countries in
assessing treatment techniques, and in deciding whether particular
methods should be introduced or continue to be used.

The main purpose of convening this Scientific Group meeting was,
therefore, to review matters associated with the treatment of psychiatric
disorders, and to select criteria that might be used by countries in assessing
the effectiveness of different therapeutic methods. Dr Sartorius also
requested the Scientific Group to formulate recommendations that would
facilitate the acquisition and the application of knowledge through
research, pooling of experience, exchange of information, and other
means.

Three series of working papers had been prepared for the meeting! (Annex
1). The first two of these dealt with the evaluation of treatment methods
within particular treatment modalities (e.g., psychotherapy), and for

' Available on request from the Division of Mental Health, World Health Organization,
1211 Geneva 27, Switzerland.



1.1

particular syndromes (e.g., alcohol dependence). The third series of
papers examined factors that could modify the assessment of particular
methods of treatment (e. g, the system of financing health care, or the level
of the health system at which they were delivered). These papers would be
used by the Group in evaluating different treatment techniques, and in
selecting criteria for their assessment.

Issues relevant to the treatment of mental
disorders

Introduction

No treatment is simplv a technology. In practice, the effectiveness of
treatment depends upon the skills and attitudes of the person applying it,
the diagnostic and other characteristics of the patient, and the
sociocultural context.

The importance of the sociocultural context has often been neglected.
However, recent evidence has demonstrated that certain treatment
methods are not equally effective in different geographical areas. Similarly,
treatments shown to be effective in one setting or population will not
necessarily be of the same value in others. Information about treatment can
become obsolete; treatments that were effective in 1960, for example, may
be of less value now, because more effective treatments, with fewer
side-effects, have become available. It is also possible that potentially
effective treatments may have been discarded on the basis of trials
conducted in the past. It is therefore a prerequisite to investigate the
current efficacy of treatment methods whenever they are proposed for use
in new settings.

Although psychiatric syndromes are now identified with much greater
precision, few psychiatrists (whether researchers or clinicians) believe that
these syndromes are due to single diseases. It is likely that schizophrenia
and other mental disorders have a number of different causes, and this has
implications for the strategies used to evaluate treatment. For example, if a
new drug leads to an improvement in 20% of patients but not in the other
80%, should it be discarded as relatively ineffective (since comparable
agents work in 60% to 70% of cases), or should it be evaluated further, to
determine whether it is especially effective for patients who suffer from a
specific subtype of schizophrenia? If this is a plausible assumption, then
those clinical features typical of the responders should be identified, and a
second, prospective trial of the drug should be conducted on a group of
patients selected for their resemblance to the responders. The drug should
be considered effective only if it leads to improvements in patients in the

“second trial. This strategy needs to be employed more often if precision in

treatment indications is to improve. :



1.2 Components requiring evaluation in p:sychi‘étri‘c treatment

Techniques for evaluating the efficacy of treatment are often based on the
assumption that single modes of treatment are usually administered. In
practice, however, treatment is multifaceted and involves several types of
mmtervention, which are designed to remove or reduce symptoms, halt the
disease process, prevent impairments and disabilities, restore function,
and maintain or improve the quality of life. There is a growing consensus
among clinicians that interventions required for adequate management of
impairment, disability and handicap should differ from treatment methods
aimed at dealing with acute illness. They may require the continued
involvement of the therapist in the long term, and more comprehensive
extension of this involvement over the patient’s life and interpersonal
relationships. Furthermore, they demand a slower pace of approach, which
may cause impatience among more “action-oriented” practitioners, and
require that consideration be given to a large number of interacting
variables which, although they may have some relevance in acute
treatment situations (e.g., cultural considerations), assume much greater
importance in the long-term management and the rehabilitation of
disabilities. »

For example, in schizophrenia and agoraphobia (two conditions that are
often chronic), the patients can become disabled, and to a large extent,
housebound. Such patients may be unable to continue working, and
become socially isolated. In randomized controlled trials, patients with
these conditions have responded best to a combination of medication and
behavioural therapy. Nevertheless, each patient should be considered
individually, regardless of diagnosis, to ensure optumum treatment.

When drug therapy is to be given, the choice of an appropriate drug is only
the first step: issues such as education about the drug, compliance,
undesirable side-effects, failure to respond to treatment, and early signs of
relapse are all vital in determining the effectiveness of drug treatment. Yet
these issues are rarely subjected to scrutiny and controlled research,
although they can be described and measured accurately.

Fig. 1 provides an example of the manner in which treatment should be
assessed, in this case in the context of support for the patient’s relatives.
It lists the steps required to examine the social environment in which
treatment is conducted, which is often regarded as a nonspecific
background variable. The figure highlights the importance of physicians
being concerned with such matters. For example, the way in which the
everyday support needs of a person who is housebound are met is a
measure of treatment adequacy that is just as important as any other
component of the treatment process.

Fig. 2 presents specific behavioural and psychological interventions that
have been shown, in research studies, to be important in the treatment of
schizophrenia and agoraphobia. They are also reported to be vital
elements of treatment programmes for people with many other psychiatric



Figure 1
Interventions designed to support relatives of patients with mental disorders

Monitoring and assessment of Specific interventions
social network
Basic care provided? ﬂ} Assist in provision of basic
—» | (e.g., food, housing, supervision, resources
finance) <
Yes
v
Relatives understand patient’s ﬂ, Educate relatives about the
disorder and its management? specific disorder
‘—
Yes ]
v
Relatives affected by burden _ﬁ» Develop support group
of long-term care? for relatives
]

Nol

Problem-solving capacity ﬂ} Train relatives in efficient
of relatives is highly efficient? problem-solving
<+
Yes
v
Patient’s persistent behavioural ﬁ} Specific psychological strategies
disturbance causes excessive for relatives
burden on relatives? +—
No ‘
4

disorders, and as such, specific attention should be given to their
assessment.

Other interventions by health personnel also need analysis for adequate
assessment of treatment. An example is given in Fig.3, which lists
questions relating to social skills that the person responsible for the
rehabilitation of any patient with a severe psychiatric disorder might wish
to consider. Each of the answers requires an assessment of the patient’s
behaviour against clear criteria.

Figures 1-3 are taken from a setting in a developed country in order to
illustrate the manner in which a treatment task should and can be analysed
and evaluated. Each component shown on the charts needs further



Figure 2
Specific psychological interventions

Monitoring and assessment ' Specific interventions

of symptoms, impairments, and
disability :
—» | Compliance problems? & Compliance strategies
‘—
No ..
v
Persistent cognitive impairment? __Y‘3§> Cogpnitive training strategies
<—
No l
Motivational deficits? ﬁ, Operant conditioning strategies
+—
No ‘
v
Stress-related behavioural ﬁ» Stress management strategies
disturbance?
‘—
No
v
Persistent anxiety symptoms? ﬁ, Cognitive behavioural strategies
‘__*
No
v
Persistent depressive syndrome? Yes Cognitive behavioural strategies
‘—
No l
Persistent hallucinations or is_» Cognitive behavioural strategies
delusions? :
<—
o)
Persi_s.tenF avqidance of ) _@' Behavioural strategies
specific situations because of
panic or phobia? A S

No




Figure 3
Training in social skills

I\Ilonitdring and assessment Specific training
of social skills '
Self-care satisfactory? ﬂ, Self-care training
—>
‘____.
Yes l
Independent living skiils ,M., Independent living skills training
satisfactory? 1
«—
|
Yes
v

Conversational skills satisfactory? _N_0> Conversational skills training

<_—
Yes l
Vocational skills satisfactory? _ﬂ)* Vocational skills training
<+
Yesl
Friendship/intimacy skills ﬁ} Interpersonal communication
satisfactory? skills training
<+

Yes l

Recreational skills satisfactory? ﬂ, Recreational skills training

Yes

specification in terms of specific criteria for assessment. These must be
developed and written by experts familiar with the cultural setting and with
the nature of services in the country concerned. Some of the elements may
be inapplicable (e.g., because resources are lacking) or unacceptable. This
does not affect the validity of the method presented here, nor the universat
applicability of many of the elements shown in the charts.



1.3

1.3.1

Methods of evaluation of psychiatric treatments

In order for a treatment procedure to be evaluated adequately, it must be
specified so that it can be accurately replicated through, for example, the
administration of a drug regimen, or the training of others (e.g., in the use
of a specific skill). It should be apparent how the procedure differs from
other treatments, and any disorders for which the treatment has been
shown (or for which it is believed) to be of benefit should be listed.

In general, a treatment is considered effective when patients who receive it
recover and do so more rapidly than without it. Specifically, their
symptoms are reduced so that they no longer fulfil the criteria for the
illness in question; impairment and disability produced by the disorder are
prevented or lessened, and there is an improvement in the ability to do
productive work or to carry out important social roles, such as being a
parent. Even when the nature of the underlying illness makes complete
resolution of the underlying pathology unlikely, a “good” treatment
enhances the quality of life of the patient, the patient’s family, and carers,
and facilitates the work of the health service concerned.

While it does create an artificial situation to evaluate individual treatment
procedures in isolation (i. ¢., as if no other factors influenced the outcome),
such evaluations yield useful information about particular methods of
treatment and, when considered in their proper context, they also
contribute to the improvement of psychiatric therapy.

Currently available methods

Recent years have seen much progress in the development of assessment
procedures to evaluate psychiatric treatments. There are now a number of
reliable rating scales for use by clinicians and self-report measures for
patients to assess their current symptoms, but there. are fewer valid and
reliable measures to assess impairment and disability (e.g., in terms of
work performance). In certain cultural and ethnic settings, measures have
been developed to assess personality.

Thus, while it is now possible to show that a patient’s symptoms and
vulnerability to future relapse have been reduced, problems remain to be
overcome in defining how lives have changed or disabilities have been
ameliorated as a result of treatment. There is also a lack of information
about the cross-cultural applicability of measures used to assess
personality.

Certain assessment instruments purport to measure long-term changes in
the course and outcome of disease over long periods of follow-up;
however, these do not achieve the levels of reliability associated with the
assessment of acute symptoms over short periods of time.

Patients’ self-report measures can be of great use. They are not appropriate
for patients with severe dementia, but patients suffering from chronic

-7



schizophrenia (and most other mental disorders) often have clear ideas
about the effects of treatment on their well-being. These measures
establish the level of suffering being experienced by the patient. The results
have been shown to be well correlated with those obtained by other
measures and tend to be more conservative than clinical assessments.
However, this may reflect the rising, and more demanding expectations of
well-being as patients recover.

1.3.2 Nonspecific factors affecting the evaluation of treatment

The chief problem in evaluating treatment is that numerous nonspecific
factors may cause a reduction of symptoms and an increase in the
well-being of the patient, and thereby mimic a positive effect of treatment.
For example, some disorders, given time, remit completely in the absence
of treatment. Other disorders, although chronic, vary in intensity; since
patients tend to present for treatment only when they are experiencing
severe symptoms, treatment may appear more effective than it is, simply
because these symptoms will gradually regress back to their mean level of
severity.

Furthermore, many mental disorders may improve as a result of the
patient’s positive expectations of being in treatment. This effect can be
time-limited, and may affect the benefits of a specific treatment in an
uneven manner. The administration of a medication (regardless of its
content) may also produce an effect (placebo effect) which must be
assessed and discounted in the evaluation of a treatment. These and other
nonspecific factors can therefore confound results and complicate the
evaluation of treatment.

1.3.3 Indicators of treatment outcome

In any clinical situation the observed improvement is due to the additive
effect of nonspecific benefits of being in treatment, and the benefits that
result from the application of specific therapies. “Good” clinical treatment
will seek to maximize the effects of both, whereas in the evaluation of
treatment outcome, the magnitude of the effect of the specific intervention
must be isolated accurately and assessed in relation to the total effect of
treatment in a particular setting.

High rates of drop-out among patients sometimes invalidate treatment
outcome studies. Since it is not possible to estimate or measure the
potential benefit of any treatment if only those who derived benefit stay to
be assessed, the results of studies with drop-out rates that exceed 40%
should be viewed with caution. High rates of drop-out are more likely to be
observed in studies where the treatment effect, if any, is weak. On the other
hand, low rates of drop-out (below 20%) often identify good treatments.
Patients are often able to judge which treatments are most beneficial, and
rates of drop-out could therefore be adopted by administrators as an early
indicator of the usefulness and benefit of various treatment programmes.



Another important indicator of the likely therapeutic value of a treatment
is the shape of the dose-response curve. Where there is a significant
positive correlation between the dose of a specific treatment (expressedin,
for example, the number of hours of psychotherapy or milligrams of a
drug) and the amount of response, this indicates that some element in the
treatment has been of benefit in reducing the severity of the disorder.
While the existence of a positive dose-response relationship does help to
predict the outcome of treatment. its absence does not necessarily mean
that a treatment effect is lacking.

1.3.4 Replication of the effects of treatment

Occasionally treatments produce such a large effect that no further
research seems necessary. Benefits are self-evident. An example of this is
the effect of streptomvcin on tuberculous meningitis; the dramatic
reduction in the mortality rate was such that it would have been unethical
to conduct a controlled trial. A large effect, whereby, on average, a treated
patient shows more improvement than 99% of untreated patients, is almost
certain to be due to the treatment that has been administered. Replication
of the effect and its persistence after treatment has concluded will provide
firm evidence of the effectiveness of an element of the treatment.

The issue of replication is important, and the introduction of empirical
techniques to evaluate data from many studies has led to the detection of
small but significant effects of treatment. In psychiatry, meta-analysis is
used to assess the benefits to be expected from treatments used in cognitive
impairment, schizophrenia, affective disorder, the anxiety disorders, and
eating disorders. This technique uses the average benefit or observed effect
and the number of studies to estimate the probability that the finding of
significant benefit is real and not a spurious effect. In addition, because the
magnitude of the observed effect is a direct indication of the benefit of
treatment, the benefits of different treatments can be compared.

1.3.5 Randomized, placebo-controlled trials

Ideally, any treatment that is used should be supported by the results of a
randomized, placebo-controlled trial thatinvolved an adequate number of
carefully diagnosed patients, and employed reliable, valid, accurate, and
appropriate measurements made on relevant occasions and over a period
of time appropriate to the known clinical course of the disorder.

Careful diagnosis ensures that the treatment is being delivered to the
disorder likely to be responsive to that treatment.

Reliable and valid measures are essential for the accurate and repeatable
estimation of the symptoms and disabilities associated with the disorder. In
studying a treatment for depression, for example, the measuring
mstrument should be able to assess changes in depressive mood, and it
should deal with more than one aspect of the disorder, such as symptoms
plus incapacity for work.
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Relevant times when measurements should be taken include the point of
maximum estimated benefit, when the effects of treatment should be most
evident, and a follow-up some months after treatment has ceased so as to
demonstrate the long-term effects of treatment, if any. A long interval
between treatment and assessment also minimizes the likelihood that
regression to the mean or placebo effects account for any effects that are
observed.

Unfortunately, it is very difficult to use a randomized placebo-controlled
trial to demonstrate more than relatively short-term effects on symptoms;
drop-out rates with placebo treatments that continue for more than 8
weeks are usually unacceptably high. In studying non-drug therapies, it is
virtually impossible to develop credible placebo treatments. Furthermore,
for patients who are seriously ill, it is unethical to deny active treatment for
more than very short periods of time.

Nevertheless, randomized placebo-controlled trials remain the most
powerful research design available to assess treatment. Their use is
essential in assessing therapies proposed for conditions in which the
intensity of symptoms fluctuates markedly (e.g., depression) or in which
the effects of the nonspecific factors discussed earlier may be substantial.
Control groups selected from waiting lists circumvent the need to control
for regression to the mean to some extent, but do not permit the estimation
of the contribution of the nonspecific effects of being in treatment.
Furthermore, they have the same drop-out and ethical problems as
long-term placebo treatments.

1.3.6 Alternative methods for assessing treatment outcome

The constraints imposed by the use of placebo-controlled trials may be
avoided in trials that compare two active treatments. The features that are
recommended for randomized placebo-controlled designs can be used in
such trials to assess treatment over long periods of time or after long-term
follow-up. However, a review of the literature shows that many
comparative trials last only a few weeks, an unjustifiable strategy when the
disorders being studied are essentially chronic and disabling. Comparative
trials can indicate which treatment is better or best. Although they require
large numbers of patients to generate reliable and clear results, this
problem has been overcome by the introduction of the multicentre trial.

The problem remains that, unless the likely contribution of the nonspecific
effects of treatment can be assessed from the literature, it is not possible to
estimate the benefit conferred by the new treatment, per se, but only to
compare its effects with those obtained by a well established treatment.

Interest is growing in the use of other designs. For example, in a baseline
“pre-post” study, the patients are assessed prior to treatment for a period of
time that exceeds the duration of treatment. Similar measurements are
undertaken at the end of treatment. In this way the effect of remission and
regression can be controlled, but the placebo effects must be estimated



using data from other sources. Simple “pre-post” designs, without baseline
assessment, allow estimates of the degree of improvement. However,
because neither remission, regression, nor placebo effect are controlled
for, such studies are only suitable for conditions in which it has been
shown that these factors are minimal.

Both “pre-post” and comparative studies should include a range of
carefully diagnosed patients who comply with treatment, and who are
measured appropriately and reliably on relevant occasions. Both types of
trial permit long follow-up periods after the end of treatment. For example,
in agoraphobia, follow-up periods of 5 to 8 years have been reported. A
series of planned single-case studies is a variant that can be used to
demonstrate dose-response relationships, and the response of individual
symptoms to specific aspects of the treatment process. Baseline “pre-post” -
studies and planned single-case studies can be conducted within the
constraints of ordinary clinical practice, with data on baseline behaviour
being collected from routine sources (e. g., the frequency of attendance by
the general practitioner in the year prior to and the year after treatment).

Investigations of patients in whom treatment has been successful (“post
hoc” single-case studies) are seldom indications of anything more than
that something has made the patient better. However, many effective
remedies have evolved from this type of observation.

1.3.7 Other issues relating to the evaluation of treatment

Some treatments are difficult to assess by any of the techniques mentioned.
For example, psychoanalysis cannot be studied with a randomized
placebo-controlled trial because it is impossible to maintain patients on an
appropriate but non-effective placebo over the time period involved. If
there was a change in symptoms after 5 years of analytically oriented
psychotherapy, such a finding would not be very meaningful. In such cases,
it may be more useful to assess the patient’s participation in the workforce
and his or her use of the health service during the years prior to and
following therapy.

Some treatments must be evaluated before a complete set of data are
available. Skilled and expert clinicians can assess the benefit likely to result
from complex procedures. “Consensus development” conferences have
become fashionable and, in the absence of documented evidence from
scientific trials, can give useful recommendations, provided that the judges
are not selected because of their adherence to a particular treatment
modality.

In assessing the usefulness of any treatment procedure, a variety of other
issues should be taken into account, such as where the treatment is to be
used, by whom, and at what level of the health delivery system.

The type of health system in which treatment is provided (e.g., centralized
or decentralized; placing emphasis on primary health care or specialist

1
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care), the nature of legislation regulating treatment, and the manner in
which health services are financed are other important factors in
determining the choice of treatment and the method by which it should be
delivered and assessed. These factors need to be considered in developing
recommendations for treatment strategies that are appropriate to the local
culture and environment.

Other general factors, related to the characteristics of the environment in
which a therapy is to be deployed, also require attention. Thus, if the
economic situation leads to irregularities in the supply of an anti-epileptic
drug because of its sophistication and expense, these drawbacks will
outweigh the pharmacological advantages of the drug. In such situations,
an easily obtained and cheaper preparation whose supplies can be
guaranteed, even if not quite as effective, will provide better patient
management and avoid the risks and traumas of inadvertent drug
withdrawal and possible status epilepticus.

Well-functioning. community care services, where close supervision is
available, can diminish the need to administer higher doses of
medicaments to compensate for erratic drug-taking. Where health staff
have only basic training in the use of psychotropic medication, however,
the safety index will be of great importance in the choice of drug to be made
available (see Table 1).

If efficient and effective systems for liaising with and for referring patients
are well established, acute treatment of severe mental disorder can be
undertaken by general health services close to the patient’s home; with
support from more specialized staff, this may be all that is required. Even if
hospital admission is necessary, the early initiation of treatment aimed at
reducing psychotic excitement will greatly facilitate the continuing
management of the patient in an inpatient unit.

Thus, the patterns and strategies of treatment should take into account the
characteristics of the individual setting. Cultural factors are particularly
important in the management of psychiatric disorders, not only in adapting
treatment techniques, but also in determining attitudes to decisions about
matters such as who needs to be treated, where, and by whom. The
potential for effective rehabilitation, and the form that it should take, are
also matters greatly influenced by cultural values and attitudes to work.

In developing adequate and cost-effective treatment services for a country
or region, careful and detailed attention is required from a team of
experienced and skilled individuals, who should be intimately familiar with
the cultural and organizational patterns of the country concerned.

Cost-benefit issues in psychiatric treatment

The relationship between the costs of care and the available resources
varies enormously between the developed and the developing worlds, but
nowhere are funds being made available to meet all possible demands.



Table 1 ‘
Requirements for treatment provided at different leveis of care

Level Treatment provider/setting Treatment
Primary ' Village or clinic health Safety essential
worker Drugs must be stable

(refrigeration may not be
available). Treatments should
be easy to apply, rapidly
effective, and usable in the

home.
Secondary District hospitals, Treatment must be acceptable
health centres, etc. to general physicians, doctors

and nurses. Treatment is
facilitated by similarity to
conventional methods used to
treat other medical conditions,
and is of short to medium
duration. More complex
therapies are possible if
supervision from tertiary
sector is available.

Tertiary Tertiary hospital, teaching All complex treatments
(specialist level) hospital, or specialist available
facility (e.g., mental hospital Treatment for cases resistant
or forensic unit) to therapy and for patients

considered dangerous;
provision for complex tests,
and for the initiation of
long-term care and
rehabilitation.

Accordingly, forceful arguments are made to use funds efficiently, e.g., to
provide only interventions of proven value, use less expensive rather than
more expensive methods when they produce equivalent outcomes, and
rationalize services.

The assumption is that the funds saved as a result will be available in the
health budget for alternative expenditure. However, this is not necessarily
true, since savings may be reclaimed by governments for other needs.
When this occurs, although treatment has been provided at lower cost, the
capacity of the health service to respond to future or hitherto unmet needs
has not been expanded, and worse, the motivation of staff to find more
rational ways of meeting health needs is usually diminished. Furthermore,
when comparisons are being made between treatments, it is essential to
ensure that all costs are taken into account, not merely monetary costs. The
difficulties associated with the measurement of pain and suffering and their
expression in monetary terms should not be a reason for omitting them
from the calculation.
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There are additional concerns. Firstly, a decrease in costs in the official
health sector does not necessarily represent a saving to the community. In
order to assess the matter properly, the location of the patients who are no
longer in that sector should be determined: have patients been transferred
from hospital to a nursing home, with costs for the latter charged against
social security — or are they truly back in the community? And if back in the
community, is treatment at home really less expensive than in hospital, and
if so, for whom?

Secondly, cost-benefit analysis must pay careful attention to the difference
in benefits per unit cost obtained from the first influx of resources, and the
benefits from each succeeding influx. The benefit/cost ratio is usually
higher at the outset of new services than it is when needs are largely being
met.

Thirdly, it is necessary to be explicit about the value or importance ofa
given benefit. Ts it possible to assess the importance of investments aimed
at making life more pleasant and dignified for patients, even if they will not
be “cured” by the service provided (i.e., outings, cosmetic care, attractive
furnishings, beautified hospital grounds, etc.)? No economic analysis will
reveal whether adding to dignity is worth while; thatis a question of human
values, not of economics. This question of social and cultural values, and
the effect that these have on the costs of health care, is complex and
demands careful reflection.

Accordingly, cost-benefit analyses in health care must take into
consideration other important questions, such as the costs of the
alternatives, whether society will pay for those costs, and who or what
benefits from the provision of health care — the individual, the family or the
community.

Costing, no matter how scrupulously carried out, is a political activity
undertaken to make a case for or against a given programme. A device that
is often used is to redefine the problem so that it is no longer considered a
health issue, i.e., to decide that the problem is not untreated chronic
schizophrenia, but homelessness, and thus remove the homeless mentally
ill from the reach and costings of the mental health programme. In some
areas, increased privatization of health insurance reduces demands on the
public budget and is regarded as being a saving. However, it often leaves
the public sector with the sickest, most handicapped, and costliest patients,
while siphoning off those able to pay premiums.

It is important to recognize that secondary benefits often escape economic
analysis: measures such as personal grooming and more attractive clothing
offered to patients may in the long term change the attitudes of the general
public to the mentally ill, and reduce prejudice; in turn, this could make
rehabilitation and other complex interventions less difficult and costly.

The above issues are briefly summarized in Table 2. Economic analysis
involves the identification, measurement and quantification of the
resources consumed in each of the activities being compared. The



Table

2

The nature of. economlc evaluation of health care activities

Input Processes and/or Outcome

: activities
Resources consumed’ Interventions by health Economic benefits
(direct and indirect costs) services and carers

Changes in the length and
quality of life for both patients
and their carers

objective of this analysis is to identify the “opportunity costs”, which
represent the total costs of each option to society. These can be further
broken down into direct and indirect costs. The direct costs are those met
by persons involved in providing care and treatment. This process is
defined in terms of an episode of care from the onset of an illness, through
diagnosis and treatment to recovery. The process involves opportunity
costs for the health service, as well as for other statutory agencies (e.g.,
local government community support programmes), for non-statutory
agencies (e.g., voluntary groups and organizations), for the carers, and for
the patient and the patient’s family.

The indirect costs include effects such as loss of employment for the
patient and the person providing care (the spouse, for example, may leave
the labour force to care for the patient at home), and the costs of the
distress and pain associated with the illness. Such indirect costs may be
identifiable but may be difficult or even impossible to quantify.

There are two tvpes of benefits obtained from the resources used to make
health care interventions or provide treatments. These are economic

“benelfits (i.e., a decrease in costs) and a change in the length and quality of

life for patients and their carers. For each treatment mode, efforts should
be made to identifv, quantify and value the effects of treatment on the
survival, course of illness, and quality of life of patients and on the quahty
of life of those around them.

There are four main levels of economic evaluation. These, to varying
degrees. estimate the costs and benefits of the treatment options being
analysed.

Costing studies provide an estimate of the cost or burden of different
diseases but do notindicate which is the best way to reduce such costs. The
cost minimization approach assumes that the outcomes of the alternatives
being evaluated are equivalent and compares their costs. Such studies do
not, however, measure the benefits of treatment.

The cost-effectiveness approach takes a simple outcome measure particular
to that therapeutic area and appraises the costs of alternative ways of
achieving that outcome. Thus, dialysis and transplantation for patients
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with end-stage renal failure can be studied to identify the cost per year of
Jife gained from each of the alternatives. The problem with this technique is
that the outcome measures are unique to each problem under study and
cannot be compared across treatments for different medical conditions.
Thus, the technique enables managers to identify the best way of treating
blood pressure or end-stage renal failure but not whether it is more
efficient to invest in treating one or other of these conditions..

In the cost-benefit approach, costs and outcomes are identified and valued
in monetary terms. The main disadvantage of this type of approach is that,
in focusing on monetary valuation, certain important aspects of clinical
outcome which cannot be translated in monetary terms (e.g., pain and
suffering) are not taken into consideration.

Thus, cost-benefit analysis is almost inevitably incomplete; it may be less
useful than cost-utility analysis. The objective of cost-utility analysis is to
estimate the costs of different treatment options and create an outcome
measure that identifies improvements in the length and quality of life.
Thus, improvements in health are valued in terms of the cost of producing a
quality-adjusted-life year (QALY) or “well” year. This approach can be
used in making decisions about particular methods of treatment. Since
such estimates can be produced for all sectors of the health service, the
cost-QALY characteristics of alternative methods of treatment can be
estimated and ranked.

Economic evaluation must be sufficiently explicit to enable the physician
or manager responsible for preparing the health service budget to answer
the following questions:

— Was the research question posed in an unambiguous manner?

— Were the alternative methods of treatment described comprehensively
and clearly?

— Were the costs — identified clearly? — measured accurately? — valued
appropriately?

— Were the outcomes —identified clearly? —measured accurately? — valued
appropriately?

— Were costs and outcomes adjusted for different time periods?

— Was sensitivity analysis carried out?

Ethical issues
Introduction

In this section, an attempt will be made to identify some of the ethical
principles that should govern the relationship between health workers and
patients receiving treatment, specifically in the area of mental health. While
there are differences between cultures with regard to what is perceived as
being “proper” medical behaviour, these differences may relate to what is
habitual rather than to real ethical disparities.



The customary behaviour that governs the relationships between doctors

1.5.2

1.5.3

and their duties to society (professional etiquette) are separate, and will not

be discussed further.

The following ethical issues permeate all matters pertaining to treatment
and need to be examined when assessing treatment procedures.

Consent to treatment

Consent to treatment can only be given by an individual who can make a
rational judgement about his or her treatment. This individual must be
given sufficient information about the treatment and about the condition
for which it is intended to enable him or her to reach the most appropriate
decision, given the particular circumstances and conditions which apply.
As stated in the 1981 Declaration of Lisbon on the Rights of the Patient,
adopted by the 34th World Medical Assembly, “the patient has the right to
accept or to refuse treatment after receiving adequate information”.

These qualifications are important, and need to be set against the rather
simplified view that a person can only provide informed consent if he or
she is fully aware of all the details of, and risks associated with, a particular
course of action and all the available alternatives, and of all the possible
pathological outcomes with or without treatment. It is hardly realistic to
expect patients to acquire such knowledge. Informed consent is usually
obtained most readily in the treatment of a problem that does not require
immediate intervention: patients in acute distress may, for example, be
unable to assess the alternatives realistically.

An important distinction that must be made is between accepted and
experimental treatments, and the related issue that a treatment procedure
must be demonstrated to be of at least presumptive value. In this regard,
the risks associated with a particular treatment must be shown to be less
than the likelihood of benefit.

The fact that a patient consents to a particular procedure does not mean
that he or she is willing to receive such treatment on a permanent basis.
Information about treatment, and the patient’s knowledge and consent
must be reviewed with the patient at regular intervals, and whenever
treatment is changed. or new treatment decisions are required. This is
particularly important in the case of complex treatments administered
over the long term.

The right to treatment

Patients should receive the best treatment available for their illnesses.
While doctors may not have control over many aspects of treatment, they
have a responsibility to ensure, by all the means in their power, that their
patients receive the best treatment.

17



- 1.5.4 Refusal of treatment
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Patients have an unquestionable right to refuse treatment, irrespective of
the likely outcome of such refusal: this right can only be abrogated by
mental incompetence or some other loss of autonomy (e.g., loss of
consciousness). In the case of minors, this right is vested in the parent or
legally recognized guardian. The criteria for establishing incompetence are
usually Jaid down by society in appropriate legislation, which in most cases
recognizes emergency situations where psychiatrists or other practitioners
may use their own judgement, provided that they can subsequently
demonstrate that their actions were well founded.

These legal principles are based on the view that no person has the right to
breach the autonomy of another, for whatever reason, while that autonomy
can be demonstrated to exist. As a consequence, psychiatrists or health
workers must endeavour to meet their patients’ wishes rather than their
own, taking into account factors such as competence, need for treatment,
proven efficacy or experimental character of the treatment, assessment of
hazard, and ongoing consent.

The act of compulsory hospitalization does not establish a state of
incompetence as regards autonomy to choose (or refuse) treatment. On the
other hand, people living in the community may lack the autonomy to
make decisions about issues pertaining to their treatment.

This is a complex area. While the concept of compulsory treatment is
different from that of compulsory detention, the right of the patient who
has been committed to hospital to refuse treatment for a severe mental
illness will, if employed, almost certainly prolong the period of compulsory
detention. In terms of ethics, it is vital that a balance be struck, since it is as
unethical to prolong hospitalization, by taking shelter behind an
apparently legal prohibition on treatment, as it is to ignore protest, and
press ahead with a treatment programme that ignores the concerns and
wishes of the patient.

However, most legal systems do recognize these concerns and permit the
administration of treatment as required. The right of the well informed
medical practitioner or psychiatrist to actin the best interests of the patient
is given much respect and weight by tribunals and courts, provided that it
can be shown that the issues involved have been properly assessed. It is
essential to avoid the unjustified use of authority, and priority and respect
must be given to the wishes and views of the patient at each step of the
treatment procedure.

In this context, even where patients are judged to be incompetent and
treatment has been authorized against their wishes, the patient should
continue to be involved in making decisions about alternative treatments.
The legal act of declaring an individual incompetent does not imply that all
capacity to make judgements has been suspended. As a general rule, only
minimal coercion should be used, in absolutely essential treatment issues,



- and the maximum amount of freedom should be accorded to patients with
respect to matters where they can continue to exercise their own
judgement. o

Another issue to be considered in the context of the right to refuse
treatment is the equally important right to refuse rehabilitation. The
competency of the patient must be established as before. Rehabilitation is a
term sometimes used to imply some sort of active treatment programme,
when all that is intended is to keep a person in a mental hospital for a
period of time during which no active treatment, and indeed no acceptable
rehabilitation programme, is offered. The compulsory long-term
committal of individuals with serious personality disorders is a case in
point. In this situation, it is important to respect the right of the patient to
refuse to be detained in order to be “rehabilitated”.

1.5.5 Factors influencing competency

Competence is not just amatter of integrity of the central nervous system.
It is also affected by such problems as the incapacity of a patient to
comprehend a situation or an item of information because of language
difficulties or cultural differences. Such problems demand high levels of
sensitivity to ethical considerations. Doctors working within their own
majority culture may find it easy to adopt a critical attitude towards
migrants, or members of some other minority group, and to act as if they
were In some manner responsible for their inability to comprehend.
Further, that inability to comprehend, or the exhibition of other culturally
determined behavioural patterns may, quite unjustifiably, be taken as
evidence of more fundamental incompetency, and even of a mental
disorder. From the security of a dominant culture or language group, it is
all too easy to allow the rights of such patients to be abused, because of
their relative vulnerability, and their reluctance to protest. Indeed, unless a
self-critical attitude is preserved, the doctor may be unaware of a lapse in
normal ethical behaviour.

A related dilemma occurs with members of certain cults which teach and
require that their members should not accept medical treatment. The
competence of patients in this category must first be assessed. If the patient
is competent, his or her informed wish should dictate the doctor’s action. If
the patient is incompetent, the doctor’s decision should ensure that the
patient receives the most appropriate treatment available (see section
1.5.3).

In considering issues related to informed consent and compulsory
treatment, the clinician must remember that competency, insight and
understanding can be affected by treatment. For example, heavy
tranquillization can produce an apparently compliant patient, and
addictive drugs can create a state of dependency which compromises the
autonomous capacity of the patient. Similarly, psychotherapeutic and
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other psychological techniques may lead to the creation of psychological
dependency. The deliberate use of these techniques to control a patient’s
behaviour is unethical and indeed may be criminal.

Confidentiality

Another ethical issue relating to the competency of the patient is the
requirement that the doctor determine the extent to which he or she may
breach confidentiality when called upon by the law to do so, and the need
to keep quite separate and apart the roles of being a treating doctor (i. €., the
agent of the patient) and of being a doctor called as a third party to report
on a person (e.g., to an insurance company or employer). While doctors
may report on patients to a third party with their patient’s consent, their
responsibility remains to their patients and requires that such reports do
not harm the patient.

A great deal of care is required in dealing with patients in these situations.
Communication with the patient must be established as soon as possible,
and attention paid to the probable unwillingness of the patient to complain.
Clarification of issues relating to treatment and consent to treatment is
particularly important, and demands painstaking attention to detail.

Consideration should also be gven to the extent to which psychiatric
treatment itself, especially compulsory treatment, and the place of
treatment may breach the patient’s right to confidentiality about the nature
of his or her illness. Geographical separation of mental health facilities
from those in which patients with other diagnoses are being treated makes
such breaches of confidentiality almost inevitable.

For example, in labelling a facility as a “mental health centre” or as a
“mental treatment unit”, all its clients are identified as being mentally
afflicted and are marked by a stigina which can, in some societies, impose a
lifelong handicap on patients and their families. The type of treatment
given, if publicized, may identify schizophrenia (rightly or wrongly), and
even the deliverv of psychiatric care by “mental health specialists” may be
disadvantageous. Quite apart from commitments to primary health
systems and decentralization of care, this is an important argument for the
delivery of as much psychiatric treatment as possible by general
practitioners, in general health settings, supported by psychiatrists and
other specialists working as consultants and supervisors, but very much in
the background.

1.5.6 Compulsory treatment
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Compulsory treatment can only be justified on ethical grounds provided
that the following criteria are satisfied:

e The patient is not competent to exercise reasonable judgement about
his or her state, or about issues relating to treatment.

e The proposed treatment has been shown by adequate assessment
methods to possess an acceptable level of therapeutic efficacy in this



particular diagnostic condition. (If there is any doubt about this, then
the practitioner should consult with - respected peers or other
authorities and maintain such- consultation throughout the treatment
programme.)

® The treatment proposed is not hazardous, or unpleasant, to a degree
which would more than offset any expected benefit.

e Failure to treat would result in significant harm to the patient or to the
patient’s family and/or society.

Where a practitioner has no access to peers, as is frequently the case in
remote areas or in developing or poor societies, the requirement for a
treatment to be of established efficacy may need to be more stringent to
prevent the application of experimental treatments or treatments of
unproven efficacy. Indeed, it is precisely in this type of situation that ethical
considerations demand a conservative and cautious approach to treatment
procedures.

Consideration must also be given to the question of whether compulsory
treatment requires to be implemented by compulsory hospitalization of
the patient. Many modern psychiatric treatments, e.g., monthly depot
injections of a necessary drug, can be administered to outpatients provided
that legislation is in place to permit such treatment to be given on a
compulsory basis. An increasingly common form of legislation, to permit
compulsory treatment, involves guardianship proceedings. These enable a
court to appoint a defined person (or organization) to act as guardian or in
loco parentisin respect of the patient. Such a guardian is then responsible
for exercising informed consent on behalf of the patient. Where such
provisions are in effect, and the treatment need of a patient does not
require hospitalization, it may then become unethical to subject the
individual to confinement during treatment.

Compulsory hospitalization can contribute {o patient care in three ways:

— It can safeguard the public and/or the patient from behaviour that is
physically or socially dangerous.

— It can permit diagnosticallv essential observations or investigations that
depend on a hospital environment to be carried out.

— It can permit the application of complex treatment or management
procedures that depend on a hospital environment.

1.5.7 Seclusion and restraint

In many mental hospitals, seclusion and restraint have been used, and in
some continue to be used, as part of treatment and management regimens.
Almost invariably, such methods are applied only to patients who have
been subject to compulsory detention. There may be clear medical or
nursing circumstances which warrant this in the interests of protecting the
patient or other individuals from harm. In the case of seclusion, for
example, the demands of nursing a physically ill patient may require
separate accommodation; dangerous or socially embarrassing behaviour
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may require that a patient be kept away from others; or seclusion may be
necessary to protect a patient who is at risk of being attacked because of
some - offence which causes severe reactions among other patients. The
reasons for its use must be of this order, readily justifiable on medical
grounds, and fully documented. The use of seclusion should be reassessed
on a daily basis, and secluded patients should be observed carefully and
given adequate support. It is unethical to use seclusion as a form of
punishment or as an easy method (for supervising staff) of getting peace
from a noisy or difficult patient. Such use is not uncommon, and
administrators and other staff in charge of treatment programmes should
be alert to such situations.

Similar considerations apply to restraint. The reasons given for its use are
usually that “chemical” restraint was not available, or was inappropriate or
ineffective, and that physical restraint was therefore necessary in the

interest of protecting others and the patient (usually in that order) from

violent and difficult behaviour. The degree of restraint used is often
excessive, cruel and unduly prolonged, and as such can never be ethical. If
restraint must be used, the general rule should be that it is of the minimum
extent necessary to protect first the patient, and secondly other individuals,
and applied for only so long as is necessary, and always under close and
careful supervision. Appropriate pharmacological control of disordered
behaviour should be achieved as soon as possible. Physical restraint, like
seclusion methods, can never be justified on the grounds of punishment or
convenience. Reasons for its use must be clear and explicit, preferably
given in writing; physical restraint is almost always unnecessary where
drugs are available and where attending staff are properly trained — which
should be the case in most hospitals.

1.5.8 Judicial supervision of treatment
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While courts and the judiciary usually have the power to authorize or
approve treatment being carried out in the case of a non-compliant patient,
leaving it to the clinician to decide on the most suitable course of action, in
some countries they can also approve or disapprove specific treatment
plans and modify these over time.

In theory, this additional legal control over treatment should not raise
ethical issues. It is to be presumed that the decisions of courts in these
matters are based on careful assessment of medical evidence and
consideration, based on adequate information, of the extent to which the
treatment proposed is consistent with acceptable ethical standards.

Problems arise, however, when courts face excessive workloads, and
where decisions are not based on the time-frame imposed by medical and
health considerations. If the patient is likely to be harmed as a result of a
delay in the legal process, there must at least be provision for a doctor to
make treatment choices and to implement treatment. Any decisions and
actions taken should then be justified retrospectively.



The underlying principle would therefore seem to be the question of what -
is best for the health and welfare of the patient at that particular time. This
question can be very difficult to resolve, and it is in these circumstances
that decisions by a court should be of most benefit to doctor, patient and
society. ‘

Treatments that always require judicial consent

Certain forms of treatment always require judicial consent. Examplés of
such treatments may include psychosurgical procedures and castration. As
with other treatments, the benefits of treatment must be carefully assessed
in relation to the costs, both for the patient and for society. Since it is highly
unlikely that such procedures will ever need to be performed as
emergencies, there will always be an opportunity for such issues to be
weighed by the judicial system.

1.5.9 Clinical responsibility

The practising physician has a clinical responsibility to patients and to
society as a whole. This includes:

With regard to the patient

e Commitment on the part of the doctor to acquire the best and most
critical information (on treatment, outcome, etc.) available, and to keep
this knowledge up to date. The psvchiatrists responsibility covers all
treatment procedures within his or her expected competence, and
includes responsibility not to exceed those boundaries.

e Acceptance of the responsibility constantly and accurately to
distinguish between what is scientifically established, and what is
merely an ideological commitment to a particular mode of therapy,
whatever the reasons.

e Acceptance of the responsibility for treatment, even when such
treatment is administered by others.

With regard to society
¢ Avoidance of harm to society.
e Avoidance of misuse of public resources.

The scientific evaluation of treatment methods, and the avoidance of
methods for which there is good evidence of non-effectiveness, are ethical
requirements for medicine in general and for psychiatry in particular.

1.5.10 Clinical trials

The Scientific Group recommended that attention be paid to the ethical
issues involved in psychopharmacological trials. Empirical studies have
shown that many patients who had given their “informed consent” were, in
fact, completely ignorant of the most basic information concerning the
study in which they had been included. Evidence indicates that poorer and
less well-educated patients are more likely to be involved in clinical trials.
Indeed, less well-informed patients are more likely to consent to a clinical
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trial. Awareness of this needs to be promoted among researchers and in the
various human rights and ethics committees which pronounce on the
acceptability or otherwise of proposed research studies. Where - a
treatment of established effectiveness exists, the use of a placebo in a
clinical trial is unethical because it withholds a useful measure from the
patient. The new treatment methods should be contrasted with effective
standard therapy and only after the patient has been given a full
explanation of the trial and has given consent.

Accordingly, each institution (university, hospital, government agency) in
which clinical research is undertaken must have an ethics committee, with
the primary responsibility of ensuring respect for patients’ rights. This
committee should include non-professionals as well as professionals. Its
role s to ensure (a) that the problem to be investigated is important; (b) that
the design of the study is such that it will permit an answer to the problem;
(c) that the associated risks are much less than the likely benefits; and (d)
that patients are given a full explanation of the associated risks and benefits
and can refuse to participate without incurring a penalty.

Treatment of specific psychiatric disorders

This section deals with the methods that should be used in the evaluation of
treatment for the most common psychiatric disorders. In general, a
definition of the disorder under discussion based on Chapter V of The
International Statistical Classification of Diseases and Related Health
Problems, Tenth Revision (ICD-10). Volume I: Tabular list (1) is given at the
beginning of each section; the ICD-10 code numbers are also given.
However, for reasons of space, definitions are not given in the sections
dealing with mental and behavioural disorders associated with the
puerperium, disorders of psychological development and behavioural and
emotional disorders with onset usually occurring in childhood and
adolescence, and mental disorders in old age, each of which includes a
number of disorders. For these definitions, the reader is referred to
ICD-10, Chapter V, and to Mental and behavioural disorders: clinical
descriptions and diagnostic guidelines (2).

Following the definition, each section contains a brief description of the
treatment methods that, according to the literature, are most often used for
the specific disorders. While general methodological criteria to be
considered in evaluating psychiatric treatment methods have been
discussed in the introductory chapter, specific criteria for evaluating the
effectiveness of treatment methods for specific psychiatric disorders are
given in each section. It was not an intention of the Scientific Group to state
that one treatment is better than another; rather, the Group suggested
criteria which should be taken into account by researchers, clinicians and
health care personnel in evaluating the effectiveness of specific psychiatric
treatment methods for each of the disorders examined.
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Each section ends with a list of areas requiring further research. These
areas have been selected on the basis: of four criteria:

— the public health importance of the problem;

— the adequacy of evidence about the effectiveness of the particular
treatment method; ‘

— the likelihood that research carried out in this area will prove to be
successful,

~ the recognition that the lack of research is the main obstacle to service
delivery.

The list of areas requiring further research has been drafted for each group
of disorders, without any attempt to indicate the research priorities within
the overall field of psvchiatric treatment methods. The selection of such
research priorities depends on many factors, including the specific needs
of individual countries, their existing systems of health care, and the
existence of national systems and programmes to support specific areas of
research, and will usually have to be made at national level.

Organic, including symptomatic, mental disorders (FO0-F09)
Definition

This section comprises a range of mental disorders grouped together on
the basis of their having in common a demonstrable etiology in cerebral
disease, brain injury, or other insult leading to cerebral dysfunction. The
dysfunction may be primary, as in diseases, injuries, and insults that affect
the brain directly and selectively; or secondary, as in systemic diseases and
disorders that attack the brain only as one of the multiple organs or systems
of the body that are involved.

Current treatments

The clinical manifestations of these disorders fall into two groups. The first
comprises cognitive disturbances (dysmnesia, intellectual deterioration
and learning problems) or disturbances of the sensorium (e. g., disorders of
consciousness and attention). The second includes symptoms in the areas
of perception (hallucinations), thought (delusions), or mood and emotion
(depression, elation, anxiety), and overall personality and/or behaviour
patterns.

The currently used treatments for organic, including symptomatic, mental
disorders are discussed under five headings:

— Dementias, including dementia in Alzheimer disease (F00), vascular
dementia (FO1), and dementia in other diseases classified elsewhere
(FO2).

— Organic amnesic syndrome, nor induced by alcohol and other
psychoactive substances (F04).

— Delirium, not induced by alcohol and other psychoactive substances

(FO5).
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— Other mental disorders due to brain damage and dysfunction and to
physical disease (F06).
— Personality and behavioural disorders due to brain disease, damage and
dysfunction (FO7).

Treatment options for all five groups remain limited beyond the specific
treatment of the primary disease or disorder, which can be effective,
particularly among the deliria, specific dementias and symptomatic
psvchoses. Thus in delirium caused by cerebral malaria or typhoid fever,
specific and effective treatment is available and the clinical picture of
dementia in hypothyroidism responds dramatically to treatment with
thyroxine. The clinical features of all the organic psychosyndromes are
nonspecific, and are secondary to a variety of disorders, which may or may
not be readily treatable. Accordingly, the fundamental first step in treating
these conditions is to establish a diagnosis based on the causes of the
disorder. This can be difficult and sometimes demands complex
investigation. Evidence from developed countries indicates that it is
financially beneficial to identify and treat specific dementias caused by
normal pressure hydrocephalus, benign cerebral tumours, and infectious,
endocrine and vitamin deficiency disorders, even though this does require
tull investigation of the causes of all dementias. In every case, the costs of
long-term care of patients with treatable (but undiagnosed) dementias
outweigh the costs of investigation. In the majority of organic mental
disorders, attention has to be directed at prevention; at drug and
behavioural therapies to relieve symptoms; and at methods to preserve,
maximize and rehabilitate specific areas of psychosocial and interpersonal
function.

Dementia

Dementias of the senium consist mainly of senile dementia of the
Alzheimer type (SDAT), which accounts for about 40% of cases,
multi-infarct dementias (MID), which account for about 15-20% of cases,
and a mixed group (SDAT + MID), which represent 20-30%. These
distributions seem to be different in certain populations; in some studies of
Japanese populations, for example, vascular dementias are reported more
frequently than those of the Alzheimer tyvpe.

Preventive treatment is of relevance in MID but not as yet in SDAT.
Important measures include the proper management of hypertension,

. obesity, diabetes, embologenic cardiomyopathies and cardiac insuffi-

ciency. More general preventive measures include attention to smoking
habits, and to diet and exercise. Such measures require changes in life-style,
which may involve mental health as well as other health care profes-
sionals and action by other social sectors.

Specific treatment, especially of SDAT, remains a major goal for

~ international research. There is insufficient convincing evidence to support

the use of cerebrovascular dilating drugs (e. g., dihydroergotamine), dietary
precursors of acetylcholine (e.g., choline, lecithin) or cholinergic drugs
(e.g., physostigmine, tacrine). ‘



Another group of drugs, the so-called “metabolic activators”, which
includes naftidrofuryl, piracetam, and pyritinol, is more difficult to assess.
Although many researchers doubt the efficacy of these drugs, and several
well-controlled studies produced no evidence of effectiveness, a number
of reports have indicated some benefit in the short to medium term.

The main approach to treatment of these dementias remains symptomatic.
' Neuroleptic drugs have been reported to relieve the symptoms associated
with episodes of agitation or superimposed deliria. However, the
anticholinergic properties of some drugs in this group may have an adverse
effect on residual memory.

There are numerous reports showing that insomnia and convulsions are
among symptoms that often respond to relevant medication. In the case of
insomnia, appropriate neuroleptics seem to be more useful than
anxiolytics, since they provide better sleep and also control nocturnal
behavioural disorders. Hypnotic anxiolytics of the benzodiazepine group
have frequently been reported to cause paradoxical reactions with
increased psychomotor agitation and incoordination, and to worsen
memory and intellectual functions dramatically.

Antidepressants are extensively used, probably partly in response to the
possibility that a depressive “pseudo-dementia” might be missed. Studies
show that, while tricyclic antidepressants can be of benefit if depression is
present, their marked anticholinergic properties may add further
confusion and cognitive impairment. There is insufficient evidence
concerning, and thus a need to evaluate, the effects of other types of
antidepressants in the management of dementia; for example, it has been
suggested that monoamine oxidase inhibitors may have an effect on the
underlying pathogenesis of senile dementia of the Alzheimer type.

There is evidence from studies and clinical reports to suggest that general
symptomatic measures are important; maintenance of a relatively constant
environment and adequate nocturnal illumination in familiar surround-
ings help to reduce the number and severity of episodes of agitation
and confusion. Similarly, it is important to avoid too many changes of
attending personnel. Familiar members of the patient’s family, when they
are available and willing, have a considerable advantage as nursing at-
tendants. Attention to the nutrition, vitamin intake, hygiene, and hydration
of the patient, and to the need to reduce prescribed medication to a mini-
mum, in terms of both the number and the dosage of drugs, are all general
measures that have been shown to be effective. Constant attention must be
given to the possibility of deterioration being due to excessive serum
levels of drugs, or to drug interactions.

Restorative and rehabilitative approaches are increasingly being established
and assessed in the management of the dementias. Preliminary results of
studies designed to maximize residual memory function by linking verbal
and non-verbal memory behaviour have been encouraging. Some studies
indicate that behavioural approaches using mnemonics can lead to
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improvements in cases of dysmnesia, apraxia, and agnosia. Other
interventions reported as being useful and requiring further investigation
include:

— psychological methods of ameliorating depressive states, including
supportive individual and group psychotherapy, and supportive family
therapy; _ :

— social and sociotherapeutic methods of treatment, using game and
exercise therapy (aimed at maximizing physical fitness and maintaining
suppleness of joints), verbal practice, music and art therapy, etc.

“In these approaches the aim is to prevent or slow the development of the

disability, maximize residual function, restore any loss in function, and
treat symptoms of depression and anxiety. Such treatment has been shown
to help in maintaining the independent existence of patients with dementia
in the community, and to prevent or delay their hospitalization.

Organic amnesic syndrome, not induced by alcohol and other psychoactive
substances

Specific treatment consists of treatment of the primary disorder.
Otherwise, the approaches used are similar to those discussed for the
treatment of dementia. There are some reports claiming that the use of
thiamine, irrespective of the primary disorder, can be useful.

Delirium, not induced by alcohol and other psychoactive substances

Acute delirium always represents primary or secondary cerebral
dysfunction; diagnosis based on the causes of the disorder followed by
precise treatment of the underlying causes is crucial. Delirium may be
caused by several factors, particularly in the elderly, and the addition of the
effects of drugs, especially when these are given in the presence of
problems related to malnutrition or infection, is particularly important. In
developing countries, problems related to malnutrition, toxicity and
infection are more common, and delirium is also reported to:be more
frequent, especially in younger age groups. If background cerebral reserve
is diminished as a result of brain injury, very little may be required to trigger
a delirium. By the same token, however, there is agreement that admission
to hospital, together with food, hydration, rest and tranquillization, may be
all that is required by way of treatment in such cases. Otherwise general
measures as discussed for dementia are reported to be effective;
neuroleptics have been found to be particularly useful in reducing agitation
and fear resulting from confusion.

Other mental disorders due to brain damage and dysfunction and to
physical disease

The symptomatic disorders parallel dementia (chronic) and delirium
(acute) and treatment is usually similar. The specific symptoms dictate the
choice of approach, e.g., antidepressant therapy when depressive
symptoms dominate the clinical picture of an organic affective disorder.
Particularly in developing countries, patients with symptomatic disorders
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of an acute psychotic type frequently show delirious symptoms and a
variety of emotional symptoms. In general, these states are managed in the
same way as deliria.

Personality and behavioural disorders due to brain disease, damage and
dysfunction

Numerous reports underline the importance of careful evaluation of
specific behavioural patterns. Impulsive aggressive outbursts, acute
episodes of excessive intake of alcohol, symptoms of hysteria and acute
episodes of depression have been found to respond well to carefully
planned treatment interventions. There is only limited evidence to suggest
that these patients respond to social shaping through group and
therapeutic community approaches.

Criteria for evaluating the effectiveness of treatment
The following should be taken into account:

¢ The assessments should be broad in scope, including measurement not
only of memory, thinking processes and behaviour, but also of the
reduction in disability in daily life and of the improvement in quality of
life reported by the patient and/or those who have an opportunity to see
the patient frequently (e.g., relatives). Even if the treatment leads to
only a moderate reduction in symptoms, it may improve the quality of
life of those who look after the patient, and this effect should, therefore,
also be assessed.

® The tests used to assess patients should be sensitive to change, their
results should not depend on the number of times they are used, and
they should be adapted to local cultural conditions.

¢ The effectiveness of treatment should be examined not only in the short
term, but also for longer periods of several months or more.

Areas requiring further research

The need for continued efforts to find an effective treatment for the
dementias is self-evident. Research on treatment is likely to focus on
pharmacological means; this needs to be matched by studies on the
long-term effect of the social environment on dementia, particularly in
institutional settings, about which little is known at present.

Another area requiring attention is the evaluation of the benefits of
programmes such as day-hospital attendance and other activities intended
to support relatives, as well as to help patients.

Mental and behavioural disorders due to psychoactive substance
use (F10-F19)
Definition

This section includes a wide variety of disorders that differ in severity and
clinical form, but that are all attributable to the use of one or more
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