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1Introduction to Person-Centered
Psychiatry

Juan E. Mezzich, MD, MA, MS, PhD, Michel Botbol, MD,
George N. Christodoulou, MD, PhD,
C. Robert Cloninger, MD, PhD
and Ihsan M. Salloum, MD, MPH

1.1 Conceptual Development of Person-Centered
Psychiatry and Medicine

Person-Centered Psychiatry and Medicine are fundamentally aimed at promoting
the health and well-being of the totality of the person [44, 49]. Here, the person is
the key concept as the center and goal of health care [12].
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Historical roots for person-centered care can be found in major Eastern civi-
lizations, particularly Chinese and Ayurvedic, which are still alive and practiced
today as traditional medicine. Both of them articulate a comprehensive and har-
monious framework of health and life and promote a highly personalized approach
for the treatment of specific diseases and the enhancement of quality of life [53]. In
the West, the need for holism in medicine has been strongly advocated by ancient
Greek philosophers and physicians. Socrates and Plato taught that “if the whole is
not well it is impossible for the part to be well” [14]. This position was enriched by
Aristotle, the philosopher and naturalist par excellence [34] and by Hippocrates,
who brought theory, emotion, and individuality into the practice of medicine and
delineated its ethical and person-centered foundations [36]. Prehispanic American
medicine vision was holistic and integrative in context and in beliefs [40] and was
consistent with concepts of medicine and health in the earliest Asian and Hellenic
civilizations. Such broad and enlightened concept of health (full well-being and not
only the absence of disease) has been incorporated into WHO’s [70] definition of
health. This notion has maintained its vitality throughout the vicissitudes of con-
temporary health care.

Modern medicine has brought a number of important advances in the scientific
understanding of diseases and the development of valuable technologies for diag-
nosis and treatment. At the same time, it has led to a hyperbolic, impersonal, and
dehumanizing focus on disease and organs, over-specialization of medical disci-
plines, fragmentation of health services, weakening of the clinician–patient rela-
tionship, and commoditization of medicine [30].

In response, proposals for re-prioritizing psychiatry, general medicine, and
health care as person-centered are emerging, which cover a wide range of concepts,
tasks, technologies, and practices that aim to put the whole person in context as a
center of clinical practice and public health. Among contemporary antecedents of
person-centered medicine, particularly prominent is the seminal work of Tournier
[66], who wrote Medicine de la Personne in Switzerland. Also important are the
contributions of Rogers’ [55] person-centered approach in education and counsel-
ing focused on open communication and empowerment in the United States,
McWhinney’s [41] family medicine movement in the UK and Canada, and Ala-
nen’s [1] need-adaptive assessment and treatment approach in Finland.

An important implication is that the focus of contemporary medicine should be
shifted from disease and patient to person [48, 51]. In the clinical arena, Heath [30]
has spoken critically of “promotion of disease and distortion of medicine” and
concerning public health, the World Health Organization’s [70] broad definition of
health focused on well-being is compelling. Concerning theoretical and practical
purposes and vis-a-vis narrower approaches such as evidence-based medicine,
person-centered medicine is promoting a view of evidence-, experience- and
values-informed medicine oriented to the fulfillment of the whole person [67].
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1.2 Mental Health Perspectives in Person-Centered
Medicine

Complementing the broad Hellenic perspectives relevant to person-centered med-
icine mentioned earlier, Socrates stated that “everything comes from the psyche,
bad things and good things for the body and the whole person” [24]. These con-
siderations illustrate the ancient roots of holism and integrity of the person in
medicine, as well as of the particular role of the psyche, i.e., mentation, emotions,
and behavior, for health and well-being.

A brief discussion of the place and role of mental health in person-centered
medicine should start with the various activities and manners through which mental
health has contributed to the conceptualization and experience of person-centered
medicine.

At the 54th World Health Assembly, Brundtland [11], former Prime Minister of
Norway and then WHO Director General proclaimed “There is no development
without health, and no health without mental health.” This summarizes the growing
perception of the crucial importance of mental health to achieving general health
and well-being. The following sections illustrate why this is so, from various
angles, particularly with attention to person-centered health and person-centered
medicine.

1.2.1 The Importance of Behavioral Factors for Addressing
Chronic Diseases

Chronic non-communicable diseases such as diabetes, cancer, and cardiovascular
and respiratory illnesses are responsible for over 70 % of morbidity and mortality
across the world. Their prominence as a global epidemic has attracted the urgent
attention of the United Nations and the World Health Organization [72].

Addressing chronic disease is particularly pertinent for the International College
of Person-Centered Medicine given that effective care for such conditions requires
indispensably the engagement of persons and their sense of responsibility to adjust
their life style actively and creatively [17, 28]. Consequently, the International
College dedicated its 5th Geneva Conference to Person Centered Care for Chronic
Diseases and issued its first Geneva Declaration, which was dedicated to this topic
[35]. Among its recommendations are to monitor risk and protective factors (in-
trinsic and extrinsic; biological, psychological, and social), as well as outcomes for
positive health (vitality and resilience despite exposure and adversity).

The World Health Alliance (World Medical Association, International Council
of Nurses, International Dental Federation, and International Pharmaceutical Fed-
eration) has recently identified through a Health Improvement Card [61] a number
of factors to prevent chronic diseases. The majority of such factors have to do with
behavior and life style. Among these are: diet, exercise, avoidance of alcohol and
other hazardous drugs, stress-control, adequate rest and sleep, and participation in
social and creative activities.
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1.2.2 Psychological Elements in Adaptive Systems
for the Promotion of Well-Being

Keyes et al. [37] have shown the overlap of physical, mental and social well-being,
as well as the inadequacy of focusing only on the presence of physical and mental
disorders in assessing health. Flourishing involves dynamic interactions between
healthy functioning, contributions to health and the experience of health. As argued
by Herrman et al. [32], in order to develop well-being, people must be aware of the
causes of both their distress and disability as well as of the paths open to them to
develop in health and happiness with community support as well as personal effort.

Cloninger et al. [19] have endeavored to explain the dynamic origins of
well-being. The causes of well-being and ill-being appear to involve a complex
adaptive network of components and processes that are being gradually specified,
measured and treated according to the principles of person-centered medicine.
Some of the key factors promoting well-being involve the development of self-
awareness, leading to greater self-directedness, cooperation, and self-transcendence,
and in turn health [16].

1.2.3 The Importance of Subjectivity and Inter-subjectivity
in Person-Centered Care

As noted by Botbol [8], person-centered medicine should not be reduced to indi-
vidualization of care or respect for patients’ rights, as it has wider aspirations. These
include the recognition of the individual subjectivity of the whole person of the
patient beyond what characterizes his or her illness or the status or role of patient.
What is of interest here is dealing with the inner world of a patient in his particular
situation of suffering and dependence caused by illness, as proposed in Aristotle’s
Nicomachean Ethics: “Cure of a unique person (not of a generalized nosological
case), in a specific situation, within a specific, unrepeatable period of one’s life”
[69]. What becomes crucial here is the commitment of the mental health profes-
sional to approach the patient’s subjectivity in such singular vital situation.

In addition to the attention paid to the medico-biological aspects of the person’s
health status, a person-centered assessment needs to give enough consideration to
the patient’s subjective feelings [10]. Whether or not one suspects a psychic or
psychosomatic causality to the disorder that a patient brings to the clinic, it is
essential to keep in perspective the factors involved in the patient’s health situation.
Beyond reasserting this principle, one needs to utterly enhance the methodology for
accessing these subjective dimensions among different partners involved in the
diagnostic process and the therapeutic relationship. For health professionals, the
only way to access these subjective dimensions is through what the patient (and or
his/her carers) says in words or shows in acting, as long as these words or acts can
trigger in the professionals enough empathy to approach the patient’s subjective
feelings to which these expressions are related.
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Working on a person-centered diagnostic approach has become an important
element to meet this methodological goal. This diagnostic model includes, besides
the objective elements about the patient and his or her context, the subjective
elements reported by the idiographic formulations of the person who is being cared
for, their carers and assisting professionals.

This approach appears to lead to a closer examination of the role of the pro-
fessional’s empathy as a way to access the subjectivity of the patient, trying to go
beyond general assertions about the importance of this concept in therapeutic
relationships and care activities [10].

At first seen as the professional’s ability to listen sympathetically to the com-
ments of the patient and to consider his wishes and needs, the notion of empathy
has gradually widened to include representations that the physician (or other health
professional) makes of the clinical situation in which the person in need of care is
involved. In short, these are representations that the professional makes of the
health situation of the person suffering through the professional’s own empathy,
triggered by the words and the acts of the patients and of their carers. This
mechanism is well described by the concept of “metaphorizing-empathy” proposed
by Lebovici [39] from his work with babies and their mothers. It is also close to the
notion of “narrative empathy” proposed by Hochmann [33] based on his work with
autistic children and on the philosophical ideas brought by Ricoeur [54] in his book
“Time and Narrative.” It is also consistent with Kleinman’s [38] assumptions about
illness narratives. This important development in person-centered medicine marks
the full recognition of the role of the physician’s subjectivity as a diagnostic and
treatment tool within the framework of the physician–patient relationship. This
recognition of the role of empathy corresponds to the concept of “resonance” in
traditional medicine because both allow harmony to develop from the evocation of
images, emotions, concepts that facilitate communication and understanding.
Well-being involves a harmonious balance of physical, mental, and social processes
that occur within each person, between persons, and in the collective whole of life.

1.2.4 Recovery Orientation in Mental Health and Its
Relations to Medicine

Recovery-oriented concepts emerged from a coalescence of efforts from both ser-
vice users and professional groups in the mental health field. On one hand, indi-
viduals who suffered and recovered from mental illnesses formed a recovery
movement and a national and international community of activists. For example,
Chamberlin [13] and Deegan [22] expressed their criticism against negatively
experienced psychiatric treatment and demanded to be considered active protago-
nists and partners rather than passive recipients of care. On the other hand,
well-known experts in the field of psychosocial rehabilitation, such as Anthony [2]
welcomed the statements of service users and recognized the need to attend to their
subjective experiences, speaking against improving just functioning and adaptation
and not cultivating the flourishing of the individual human being. At least since the
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beginning of the 1990s, many professionals in rehabilitation and other fields and
various service user groups have started substantial collaboration through joint
publications and conferences. Recently, reflecting progress in this regard, Barber
[6] has considered recovery as “the new medical model for psychiatry.”

Recovery Orientation engages multidisciplinary cooperation, where profes-
sionals aim at helping not only to reduce symptoms, disease and disability but also
to assist individuals to have a home again, to return to work, and to have friends.
Key here is to cultivate a partnership attitude in which the individual can contribute
actively based on his/her former illness experience and include family members and
friends who know well the patient’s needs. Furthermore, peer-support (a
recovery-oriented development) is becoming frequently complementary to standard
treatment in the United States, United Kingdom, and Australia [21].

Patients’ participation in treatment planning is being increasingly advocated in
mental health [23]. “Shared decision making” was an early contribution of the
recovery movement to clinical care, and is becoming gradually a valued tool in
person centered medicine. It is considered a promising method of engaging patients
in medical decisions and improving health-related outcomes [29, 62]. The concept
of “shared decision making” serves as a clinical tool towards enhancing commu-
nication and optimizing treatment planning as well as implementing respect for the
autonomy, responsibility and dignity of every person involved. It is now a core
concept applied in both recovery orientation as well as person-centered care,
especially useful for chronic patients. The patient or client, an expert by experience,
and the practitioner, an expert by training, are now expected to contribute from their
own perspectives and determine collaboratively a course of treatment.

A comparison of the essentials of recovery orientation and person-centered care
identified unique characteristics for each approach as well as substantial elements of
convergence. Recovery orientation is primarily centered within the mental health
and psychosocial fields while the person-centered approach covers general medi-
cine and health care at large. Their points of convergence encompass a holistic
theoretical perspective, an emphasis on contextualization and establishing a com-
mon ground for understanding and action, development of person-centered pro-
cedures for clinical care and health promotion, and, last but not least, an ethical
commitment [60].

1.3 From Psychiatry for the Person to Person-Centered
Medicine

The organized and institutional development of person-centered care in the psy-
chiatry and mental health field has been unfolding in two phases. The first one from
2005 to 2008 took place in the form of an Institutional Program on Psychiatry for
the Person within the World Psychiatric Association (WPA). The second one, since
2008 to date, evolved from the first one by extending its domain from psychiatry to
medicine at large and progressing institutionally through collaboration with a large
number of top global institutions in medicine and health.
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1.4 WPA Institutional Program on Psychiatry
for the Person

The Institutional Program on Psychiatry for the Person (IPPP), established by the
2005 General Assembly of the WPA, involved an organization-wide initiative
affirming the whole person of the patient within his context as the center and goal of
clinical care and health promotion, at both individual and community levels. This
was set to involve the articulation of science and humanism to optimize attention to
the ill and positive health aspects of the person. As care is basically a partnership
experience, the program involved the integration of all relevant health and social
services. Furthermore, the program also involved advancing appropriate public
health policies.

Historians Garrabe and Hoff [27] have noted that the principles behind psy-
chiatry for the person could be already detected at the very beginnings of the WPA
in 1950. As a conceptual introduction to the whole Institutional Program, two
editorials were published, one broadly focusing on articulating medicine’s science
and humanism [42] and another on the dialogic basis of the profession [43].

The work of the Institutional Program was organized in four components:
Conceptual Bases, Clinical Diagnosis, Clinical Care, and Public Health. These are
summarized next.

1.4.1 Conceptual Component

This component dealt with analyses and delineations of the conceptual bases of
psychiatry for the person. It produced an editorial and a regular article in interna-
tional journals presenting the objectives of this component [15, 44, 49].

Additionally, a monographic set on the conceptual bases of psychiatry for the
person was prepared and eventually published with the following table of contents:
Introduction [44, 49], Historical perspectives [27], Philosophy of science per-
spectives [65], Ethics perspectives [26], Biological perspectives [18], Psychological
perspectives [9], Social perspectives [57], Cultural perspectives [25], Spiritual
perspectives [20], Users perspectives [68], and Literature and art perspectives [64].

1.4.2 Clinical Diagnosis Component

There were two work objectives in this component. The first one involved col-
laborating with WHO toward the development of ICD-11. There was a preliminary
background phase in this process during the first half of the preceding decade
involving principally the WPA Classification Section and the WHO Classification
Office and leading to two monographs [5, 52]. A full development of the ICD-11
Mental Disorders Chapter started in early 2007 under the direction of the WHO
Mental Health Department.
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The second and main work objective of the IPPP clinical diagnosis component
was the development of a person-centered integrative diagnosis (PID) model. At its
heart was a concept of diagnosis defined as the description of the positive and
negative aspects of health, interactively, within the person’s life context. The PID
would include the best possible classification of mental and general health disorders
(expectedly the ICD-11 classification of diseases and its national and regional
adaptations) as well as the description of other health-related problems, and positive
aspects of health (adaptive functioning, protective factors, quality of life, etc.),
attending to the totality of the person (including his/her dignity, values, and aspi-
rations). The approach would employ categorical, dimensional, and narrative
approaches as needed, to be applied interactively by clinicians, patients, and fam-
ilies. A starting point for the development of the PID was the schema combining
standardized multiaxial and personalized idiographic formulations at the core of the
WPA International Guidelines for Diagnostic Assessment (IGDA) [73].

As an introduction to this IPPP component’s work, a broad ranging volume on
psychiatric diagnosis: challenges and prospects [58] was prepared. A paper on
“Towards innovative international classification and diagnostic systems: ICD-11
and person-centered integrative diagnosis” was published by Mezzich and Salloum
[45] as an invited editorial in Acta Psychiatrica Scandinavica. Other papers per-
tinent to this developmental work included an editorial on Clinical Complexity and
Person-centered Integrative Diagnosis [47] and On Person-centered Integrative
Diagnosis [46].

1.4.3 Clinical Care Component

The thrust of the work of this component encompassed educational efforts towards
achieving person-centered care. The two main developments which were outlined
were an approach to person-centered clinical care and a curriculum to carry out
training on the above-mentioned approach.

It was noted that the teaching of medicine and that of psychiatry in particular
was experiencing many changes. There was a time when the core curriculum in
psychiatry, written by the WPA together with the World Federation for Medical
Education, became a landmark because it not only defined the competencies in
psychiatry that every physician should be taught, but mainly because it called
attention to prevention of illness and promotion of health.

1.4.4 Public Health Component

Public health in modern times has a broad scope as the organized global and local
effort to promote and protect the health of populations and reduce health inequities.
This ranged from the control of communicable diseases to the leadership of
intersectoral efforts in health [7]. It was noted that evidence had been growing on
the value of integrating mental health in general health and public health practice
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[31, 56]. Despite this, it was also noted that public health programs in many
countries around the world have yet to recognize and include mental health and
mental illness as areas of relevant action.

Psychiatry for the person became a basis for advocacy that emphasizes the value
and dignity of the person as essential starting points for public health action. This
includes development of policies and services, and research and evaluation sup-
porting these. Failure to recognize the humanity and dignity of citizens living with
mental illness as well as the value of mental health to the individual and community
have resulted in abuse and neglect of the former and lost opportunities to improve
mental health through population-based and person-based initiatives. The neglect of
individual needs and the fragmentation and inadequacies of health and social ser-
vices undermine policy development [63, 71]. Public health actions to promote
mental health, prevent illness, and provide effective and humane services benefit
from and contribute to the development of psychiatry for the person.

1.4.5 IPPP Events

1. London Conference on Person-centered Integrative Diagnosis and Psychiatry
for the Person: It was organized on October 26–28, 2007 by both the WPA IPPP
and the Health Department of the United Kingdom. It represented a path-opening
opportunity for synergism between person-centered care and Britain’s Shared
Vision Project.

2. Paris Conference on Psychiatry for the Person: This was organized on
February 6–8, 2008 by the WPA IPPP, the French Member Societies of WPA, and
the five WPA European Zonal Representatives. The city and the professional
community that served 58 years earlier as the cradle of WPA offered a special type
of conference, focused and interactive, without commercial accompaniments.

3. Philippe Pinel Prize on Psychiatry for the Person: Articulating Medicine’s
Science and Humanism: In 2007, the WPA Executive Committee established this
Prize to honor Philippe Pinel, a pioneer in the systematization of clinical psychiatry
and an inspiring humanist who broke the chains of his hospital’s mental patients.
The awardee was Prof. Yrjo Alanen of Turku, Finland, world-acclaimed for his
innovative work on Need Adaptive Assessment and Treatment integrating scien-
tifically valid therapeutic techniques with attention to the experience and views of
patients with psychotic disorders.

1.5 Development of Person Centered Psychiatry Within
the Framework of Person Centered Medicine

Around 2008, contacts between the leaders of WPA and those of other important
organizations such as the World Medical Association, the World Federation of
Neurology, the World Organization of Family Doctors (Wonca), the International
Council of Nurses, and the international Alliance of Patients’ Organizations, among

1 Introduction to Person-Centered Psychiatry 9



others, revealed wide interest for placing the person at the center of general med-
icine and health care. This led to the collaborative organization of the first Geneva
Conference on Person Centered Medicine at Geneva University Hospital. This
started a process of annual Geneva Conferences. Of note, the World Health
Organization joined in formally co-sponsoring the Conferences since its third
edition in 2010 to date. From this process emerged the International Network, now
International College, of Person-Centered Medicine [50].

Within the framework of this broader conceptual scope and wide inter-institutional
collaboration, work on person-centered psychiatry has continued with greater vigor and
reach. Illustrative of these efforts are the following projects.

1.5.1 The Person-Centered Integrative Diagnosis
(PID) Model

This work has involved the publication of a consolidated structural model for
Person-centered Integrative Diagnosis (PID), following-up on the work on
person-centered clinical diagnosis initiated during the period of the Institutional
Program on Psychiatry for the Person mentioned above. Thus, most immediately,
this is a model for person-centered psychiatric diagnosis, but potentially extensible
to medicine at large.

The PID model [48, 51] articulates science and humanism to obtain a diagnosis
of the person (of the totality of the person’s health, both its ill and positive aspects),
by the person (with clinicians extending themselves as full human beings, scien-
tifically competent and with high ethical aspirations), for the person (assisting the
fulfillment of the person’s health aspirations and life project), and with the person
(in respectful and empowering relationship with the person who presents for
evaluation and care). This notion of diagnosis goes beyond the more restricted
concepts of nosological and differential diagnoses.

The Person-centered Integrative Diagnosis model is defined by three key fea-
tures: (a) broad informational domains, covering both ill health and positive health
along three levels: health status, contributors to health, and health experience and
values, (b) pluralistic descriptive procedures (categories, dimensions and narra-
tives), and (c) evaluation partnerships among clinicians, patients, and families.
Evolving research on the PID includes a conceptual validation of its basic elements
[59].

1.5.2 The Latin American Guide of Psychiatric Diagnosis

The Latin American Psychiatric Association Section on Diagnosis and Classifica-
tion has prepared and published the Latin American Guide of Psychiatric Diag-
nosis, Revised Version [4]. It was built as a revision of the original GLADP [3] and
largely incorporating the basic elements of the Person-centered Integrative
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Diagnosis (PID) model [48, 51]. For coding disorders, it uses categories and codes
of the WHO International Classification of Diseases.

The GLADP-VR is being increasingly used throughout various Latin American
countries. It is the official guide published by the Latin American Psychiatric
Association for the use of health professionals in the region.

There are also plans to develop under the auspices of the International College of
Person Centered Medicine a PID practical guide intended for use in general
medicine.

1.6 The Person-Centered Psychiatry Book

The remainder of this introductory chapter attempts to delineate the purpose,
authorship and organization of the Person-Centered Psychiatry book.

The experience of its five editors ranges from genetics to behavioral sciences to
clinical care to public health. They are among the earlier and more consistent
contributors to person centered psychiatry. Virtually all the book chapters are
multi-authored to foster comprehensive, authoritative, and consensus presentations.
The 83 chapter authors, all prominent scholars and clinicians come from 30 dif-
ferent countries from across the world. The countries involved from the Americas
are Argentina, Brazil, Canada, Cuba, Peru, United States of America, and Vene-
zuela. From Europe, they are Austria, Belgium, Bulgaria, Croatia, Denmark,
France, Germany, Greece, Iceland, Italy, Norway, Portugal, Russia, Serbia, Spain,
Sweden, Switzerland, and United Kingdom. From Africa they are Egypt and South
Africa. And from Asia/South Pacific they are Australia, India, and New Zealand.

The chapter authorship includes representatives from 18 different Scientific
Sections of the WPA, i.e., Anxiety and Obsessive Disorders, Biological Psychiatry,
Child and Adolescent Psychiatry, Classification and Diagnostic Assessment, Edu-
cation, Intellectual Disability, Military Psychiatry, Quality Assessment, Philosophy
and Humanities, Preventive Psychiatry, Psychiatry and Human Sexuality, Psy-
choanalysis, Psycho-Oncology and Palliative Care, Psychotherapy, Public Policy
and Psychiatry, Religion, Spirituality and Psychiatry, Schizophrenia, and Tran-
scultural Psychiatry.

The book is institutionally sponsored by the International College of
Person-Centered Medicine, and is formally co-sponsored by the WPA and the
World Federation for Mental Health. The 40 chapters of the book encompass an
introduction and 39 chapters clustered into the following five sections: (1) Princi-
ples (nine chapters), (2) Diagnosis and Assessment (five chapters),
(3) Person-centered Care Approaches (seven chapters), (4) Person-centered Care for
People with Specific Mental Conditions (11 chapters), and (5) Special Topics
(seven chapters).
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1.7 Colophon

This book emerges from a broad conceptual and collaborative process. Its
authorship and structure reflects these features. Editors and chapter authors, alike,
hope this volume will prove to be sound, innovative, and helpful to advance the
science and practice of psychiatry in a manner faithful to its soul and highest
aspirations.
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2The Person as Center of Health

Eric Cassell, MD and Drozdstoj S. Stoyanov, MD, PhD

2.1 Introduction

Increasing attention to the sick person and the movement for person-centered
medicine require more consideration in medical education and practice. The defi-
nition of sickness that underlies this discussion is: “Persons are sick who cannot
pursue their purposes and goals because of impairments of function which they
believe are in the domain of medicine. The goal of medicine is the well-being of the
patient” [1]. This definition is heavily dependent on an understanding of persons
because only persons can know what purposes and goals are important to them,
what functions are impaired and in what manner, and when they have achieved
well-being. It does not matter that the sick person may not spontaneously know
these things; it may take careful history taking and verbal interaction with the
physician before they are clear enough to guide clinical action. Another critical
facet to incorporate in clinical judgment thus is based on values, both intrinsic and
external in respect to the person [5]. Values-based medical practice moves forward
across the limitations of traditional twentieth century bioethics.
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The net effect of the impairments of function can be to make the person
unrecognizable in his or her own eye. Each particular aspect—for example, sense of
self, notions of future and past, life plans, pursuit of goals and purposes—can be
specifically called up by the physician and restored even in the face of the most
serious or fatal illness. This is a specific task of medicine.

In advance of the core sections of this chapter we should pose the fundamental
question; what should be the relationship between the notions of person and per-
sonality? Contemporary psychology has contributed extensively to understanding
of personality as a complex multidimensional combination of temperament and
character traits [2, 3, 4, 6]. Those traits interact permanently in a nonlinear manner
with the dimensions of the context, e.g., psychological climate at workplace [13]. In
our chapter, we have adopted the view that the person is a more general super-
structure around personality in the meaningful connections of social life. In that
sense person is not only a psychological and physical construct per se, but should
be seen from ethical, aesthetical, communicative, and other perspectives as well.

2.2 The Person and Its Existential Being

A person is an embodied being, purposeful, thinking, feeling, emotional, capable
of choosing, reflective, relational, responsible, very complex human individual of a
certain personality and temperament, existing through time in a narrative sense,
whose life in all spheres points, both outward and inward, and who does things.
Each of these terms is a dynamic function, constantly changing, and requiring
action on the part of the person to be maintained—although generally the main-
tenance is habitual and unmediated by thought.

Persons are always in action and never quiescent in the manner of inanimate
objects. Persons are complex and can support contradictory thoughts and actions
simultaneously, which, however, produce new thoughts and actions. Although
fundamentally stable in personality and overall psychological and social being,
persons are always changing perceptions, thoughts, and actions in a continuous
manner. They are dynamically and interactively responsive to their inner and outer
environment.

A person is a temporal as well as a spatial object. A person as a temporal
object like a piece of music extends through time. As such persons have an
aesthetic dimension where one can judge whether seeing or knowing about the
person through time presents a harmonious aspect to consideration. This under-
standing of the esthetics of a life over time fits well with the use of the narrative to
describe a person over time. As it has been emphasized by Musalek [9]
social-aesthetical factors can influence in various ways the treatment, clinical
course, and outcome of disease. One part of the story of a life or a part of a lived life
generally fits with the preceding and the following parts of the narrative. Or its parts
may be in discord or unbalanced. There can be no objective measurement of this
idea of “fit,” but it is not usually idiosyncratic; as with other things in the aesthetic
domain there will mostly be agreement among observers. The general belief that the
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life as lived should be concordant allows us to say that what happened to someone
does not seem to fit his or her life as lived.

The process of care can be carried out with active thought given to fitting into the
aesthetic balance of the person’s story and thereby reducing the ugliness of the
illness and its care. This requires that clinicians acquire an aesthetic viewpoint of
their patient’s life and that requires conscious effort. All persons have an innate
aesthetic sense, a sense of order, harmony, and beauty (as they know it). This does
not mean, as Benedetto Croce explained almost a hundred years ago, that they can
paint or make a poem that will bring tears to your eyes. Those are the artistic
expression of an aesthetic impulse, not the aesthetic thought itself, which comes
prior to its expression.

A person is a being who has a sense of self, a notion of a future and past, can
hold values, make choices, and who can adopt life plans. To have these capacities a
person must be a being with its own point of view on things. A person is a being
who in most states (but not when unconscious, anesthetized, or similarly impaired)
can be addressed and who can reply. It is these features of persons that underlie the
fact that they have goals and purposes and that the fulfillment of the person’s
purposes leads to a feeling of well-being [14]. Persons act on the basis of the
meanings of things, not on things themselves. Meaning as used here is about the
implied or explicit significance of the thing, what a thing is considered to represent
or to be. There is perhaps no object, event, or relationship which does not have or
will not acquire meaning. Meaning as used here is more than the denotative
meaning or even connotative meaning. Meaning also has emotional, physical
(bodily response), and spiritual dimensions.

All persons are different in virtually every feature of their existence. Bio-
logical, physical, psychological, and spiritual and this as fundamentally true as the
communal nature of human life.

2.3 The Person as Psychological Functioning

All persons have a subjective dimension. “Relating to the thinking subject,
proceeding from or taking place within the individual consciousness or perception.”
[11]. All the information from the senses is subjective—it happens to the person,
the subject. The information from the major senses is in part a result of not only a
sensory function but also a cognitive function because it is given meaning as it is
sensed. An indistinct speech utterance may take several moments before it is sorted
out into words that the listener hears. The remainder of the senses such as interior
sensations from the gut, joints, skin, and so on are also supplying information
which is given meaning if it reaches consciousness. Further, the meaning applied to
one group of sensations influences the meaning assigned to other sensory responses.
It appears to be possible to retrieve the original unmediated sensory information
under certain circumstances. The assignment of meaning is coherent with general
attitudes and understandings of the person’s world and these are sometimes referred
to as ideologies or general attitudes toward the world, or general understandings so
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that information received is seen as a this or a that and confirms the persons
previous beliefs. Mostly these subjective dispositions toward the world are uniform
in the person, however, a person may have more than one general attitude that
shows itself in different circumstances. These attitudes are learned and may be
present from early childhood.

Persons generally have more than one self. A self is an enduring set of
cohesive personality and behavioral characteristics (including, sometimes differ-
ences in appearance, stance, gait, and speech) that exist over time and that may be
public, private, or even secret. Selves arise as a result of occasional differences or
even conflict between the manner of life someone must live in a family, group or
community and that person’s individual inborn nature and behaviors. There are
usually only a few such selves each emerging in situations similar to those that
originally evoked them, usually in childhood. This implies, correctly, we believe,
that whatever other selves a person has, if any, all persons have an authentic self—
an inborn and lifetime enduring constellation of personality and physical charac-
teristics—whether it ever reveals itself fully or not. No one would confuse different
selves with being a different person; executive control remains with the dominant
self. (This distinguishes the phenomenon of different selves from the pathologic
entity multiple personality disorder.) Despite the occurrence of different selves there
is good evidence that personality is enduring over a lifetime.

Emotion is a fundamental aspect of mental activity. Just as there is a flow of
thought where ideas seem to be central, there is a stream of thought where emotion
and mood is the content. The list of human emotions is well over a hundred in
number. Emotion may be experienced as transitory where one brief experience of
emotion may follow another as the emotional reactions to thoughts and experiences.
One emotion may last for hours. For example, if someone steps on your foot you
might have a flash of anger which in its onset occurred too rapidly for you to
identify a thought which preceded it or of which it is a component. The anger is the
primary result of the emotive response to being stepped on; no thought beyond that
is a necessary response. After being stepped on the anger may lasts all day long and
you are still talking about the incident hours later. Then we think that the original
flash of anger, a response to being stepped on, has been co-opted by another, more
lasting idea, the idea that you are (say) commonly abused by other people. As noted
above, emotion can take over the stream of thought, and you might be thinking
about abuses and the things that have happened that reinforce that idea for hours to
come.

Finally, an emotion such as anger may become the dominant mood. Then we
might not say that the person is angry but that the person is an angry person. The
dominant mood could as well be joy, despair, sadness, or love. In sick persons’
emotiveness is blunted, just as cognition is impaired and executive control
diminished. While there is experimental evidence of the impairments of cognition
and executive control, the evidence for the impact of sickness on emotiveness is
anecdotal. Patients report, for example, that although they know they should feel
love for a family member visiting and they say the words, they do not feel the
emotion.
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All persons may experience fear, an emotion as universal in animals as is
desire. Generally fear is described as an aversive emotional response to a specific
stimulus—persons know what, in the situation, they are afraid of. Sometimes the
fear is momentary, perhaps in response to an impending needle-stick. Fear may,
however, become a pervasive emotion that invades everything; the fear of the
hospital, for example. Sometimes fears seem to be less specific such as about dying,
unfamiliar situations, loss of control, or dependency. When that is the case it is
often possible to track down what the patient is afraid of about hospitals or surgery;
loss of control or dependency. If the exact details of the fear can be elicited it can
often be laid to rest.

The most effective antidote to fear is information; however, in order to be useful,
the information should be focused around the particular concerns of the patient, at a
level the patient can understand. Too much information, or undesired information,
can lead to more fear. Information is transmitted in the context of a therapeutic
relationship and for the information to be accepted and to do its job the relationship
must be trusting. Trust is not blind trust. Herein lies the importance of truthfulness
and honesty.

People in strange and threatening settings such as, for some, hospitals or other
medical situations, can be expected to be frightened. Sometimes people have fears
that seem understandable, but on further questioning the fear is not what it first
appeared to be. The fear of death is very common, but often—perhaps most often—
the real fears are not death but the fear of separation from others or from the group,
or fear about the dying process.

All persons may experience anxiety, which like fear, is a normal response to
certain kinds of threatening situations. Anxiety is, however, more complex than
fear. It is important to distinguish the kind of anxiety that can occur in anybody as
distinct from the psychological anxiety disorders such as generalized anxiety dis-
order, posttraumatic stress disorder, panic disorder, and social anxiety disorder.
Whereas, fear has an identifiable object, anxiety is vaguer and it is less easy to
identify what is at the root of the anxiety. When anxiety is present it is experienced
as variable feelings of dread, tenseness or jumpiness, restlessness and irritability.
There may be an anticipation of bad things or general apprehension. Restlessness,
trouble concentrating, anticipating the worst, and waiting for the ax to drop are
characteristic, as are nightmares and bad dreams. The anxious person’s world
threatens but what is actually the source of the threat is not obvious. Physical
manifestations are almost universal and can be quite extreme; heart palpitations,
shortness of breath, and chest pains which may seem like a heart attack. Fatigue,
nausea, stomach aches, headaches, diarrhea, or other physical symptoms may make
the anxious person sure he or she is physically ill. Physiological manifestations are
common such as elevated blood pressure, increased heart rate, sweating, pallor, and
dilated pupils. However, anxiety can make itself known by mild feelings of unease,
irritability, and apprehension without obvious physical symptoms or go all the way
to a full blown panic attack where the person is sure that death is imminent.
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The source of the conflict that is always present in anxiety may be simple or
more complex. For example, a person may seem to be very anxious in response to
the threat of death, but it is really not death itself, but conflict about it that is
evocative. A very sick person has come to terms with his impending death, but his
wife is extremely upset at the idea of his death and he feels that his acceptance of
death is a betrayal of his intense love and loyalty. He is afraid of what will happen
to his wife when he dies, but he is tired of fighting an illness when the inevitability
of death seems to offer surcease. As a consequence of this conflict of which he is
unaware he becomes anxious and his anxiety is wrongly interpreted by observers as
evidence of his fear of death. There was a period where great credence was given to
something called “death anxiety” which was believed to be nearly universal. More
careful recent research has failed to support the concept and its universality [7, 8].

Anxiety is sometimes aroused in situations where different selves in the same
person come into conflict. An older woman found herself anxious in situations
where she kept asking herself, “which me am I supposed to be, the compliant, hard
working, but resentful me, or the hardworking but interested and creative me?”
Without being aware of such a conflict, anxiety is evoked which resolves when the
conflict is made clear. Anxiety is extremely common, especially in the medical
setting. There are effective anti-anxiety drugs, but they do not expose, clarify, or
generate understanding of the conflict that always exists. It may not require
sophisticated psychotherapy to uncover and resolve the conflict. That is preferable
to medication and but anything that works is better than allowing someone to
endure chronic anxiety in serious illness, for example, wanting to live but not
wanting to suffer, wanting to be cared for but feeling guilty about it; the anxious
person is often of two minds, ambivalent and conflicted, and these feelings are
commonly sources of anxiety. There may be partial awareness of these feelings of
conflict, or even perhaps clarity about them, but the tension that creates the anxiety
is not being able to have both desired outcomes even when they are known.

In all persons emotive thought also operates on content from perception and
memory producing specific instantaneous evaluations which are felt as emotions.
Emotions are feelings, affections such as, pleasure, love, amusement, amazement,
anger, sadness, dejection, or joy. Pain is spoken of as an emotion by some, but it
regularly evokes emotion. Much less is known about emotion and emotiveness than
about ideas and reasoning because from antiquity emotions were thought to con-
taminate thinking and interfere with reasoning. Sometimes, even in contemporary
writing about cognition, emotions are dismissed as lesser than or contaminations of
thought. They are not; they are a central and essential element of the mental life.
The emotions that sick patients have about their sickness are as much a part of the
sickness as are the symptoms.

Persons are thinking all the time. They are mostly constantly aware of thought
while awake, but mental quietude can be trained The mind is always occupied by
and aware of a stream of thought—of cognitive activity usually in the form of
language—that varies from moment to moment as focus, interests, occupations, and
preoccupations shift. Content of the stream of thought also arises from memory as
the information from the world evokes ideas and associations that have been stored
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in both distant and recent memory. The stream of thought is personal and it pro-
vides for further thought. That thought influences the focus of the subsequent
mental activity which may change what is of interest and further change the
direction of thought, and so on. The train of thought is also a commentary on the
person’s activities so that it may offer a meaning to explain something that happens,
such as some difficulty lifting a weight. The focus of thought can become captured
by one subject—for example, a fear or love so that all these aspects of thought are
in the service of what can become monomania. This can happen when sickness
occupies the person. Then all the facts generated by the various modalities of
thought are interpreted in the light of the sickness—e.g., shortness of breath pre-
viously interpreted a result of steep stairs now becomes evidence for heart failure.
Thought is also occurring below awareness as problems, including technical,
mathematical, or others are solved and come to awareness in various forms. The
nature of this kind of thought including how, when, and why it takes place is a
matter of present speculation and investigations.

All persons understand their world, it is generally believed, by two kinds of
thought; reasoning and emotiveness. Reasoning is based on what are believed to
be facts and is able to follow ideas to their ends, take them apart, combine them to
form new ideas, and generally go beyond the information given. Reason is a
method of thinking which can be used to understand and follow any set of ideas
whatever their subject. If the ideas are faulty—internally incoherent, or such as
cannot be logically connected with other ideas, then the reasoning will be faulty, but
its subject will not have been irrational. The mind also employs intuition to know
things from objects or events apparently without the intermediary of reasoning.
Conventional ideas about intelligence are now being challenged. The combination
of new technologies in neuroscience and increased attention by psychologists to the
operations of thought are leading to a reappraisal of older concepts about thinking.
Ideas are probably generally in the form of words, but artistic, sculptural, or musical
ideas (which may be called motifs) are in the form of the art in which they occur—
sketches or musical notes, for example.

Persons are adaptive. Starting in very young childhood, the necessity is that
persons must conform to a greater or lesser degree to the demands of their physical,
emotional, and social circumstances and to the significant persons who are part of
their context. Different selves are a manifestation of that adaptability. Children must
accommodate to or attune themselves to the family of their birth (or developing
years) even if they are, by nature different. The original inborn self, which may not
fit in the family, then fades into the background and may not show up except in
congenial environments. Persons are more or less aware, involved in, and largely
influenced by the surrounding environment physically as well as cognitively,
socially, and morally. An example of this last is that where all around the person
others are talking from a specific frame of reference—for example, the oncology
care environment where patient survival and response to chemotherapy is the
dominant frame of reference—that is the set that will also frame the person’s
response to the actions and words of others as well as his or her own. Persons in
such a context may experience themselves in such terms even though doing so may
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be against their interests as they know them They will often be unaware of the
presence and impact of the frame of reference.

Events in childhood back to infancy may form the basis for adult behaviors.
These events, even though they have this impact, may not come to awareness.
Events in this sense are not restricted to brute facts but are also the person’s
emotional response to recall of early relationship with parents, siblings, caretakers
or others. These memories may not be actively repressed. Even actively repressed
early memories or their emotional content—memories that are not in and cannot be
brought to consciousness—may have an impact on behaviors, including speech and
bodily responses to stimuli (including sexual stimuli) which seem to come out of
the blue or seem completely unexplainable. (This is what is usually meant by
reference to the unconscious or “the Freudian Unconscious.”) All of this may be
particularly important in illness in which things happen which are in themselves
reminiscent of childhood. When that happens, the door may be opened for the effect
of childhood events and their emotional content, remembered (dissociated,
incomprehensible and therefore shoved aside before even being remembered), or
repressed (remembered but hidden from consciousness), to have an impact on the
course of the illness.

All persons have the ability to evaluate themselves. As persons judge others
they also judge themselves and their behaviors. This is an aspect of the fact,
described above that everything from how and what they do to how brave or
cowardly they have been is both shown outwardly and known inwardly. Persons are
not always aware of what feelings or behaviors they have displayed to others. They
may also evaluate themselves in a manner that does not reflect how they are actually
seen by others.

All persons have a past, a present and a future. The neurobiology of memory
is complex—more than one kind of memory and more than one perspective on past
events. Further it depends to a great extent on some phenomenological features of
time experience which transcend biological explanations, such as autobiographical
memory; the phenomenon of “frozen” time in schizophrenia [10], etc. The past is
often in terms of the things that matter personally. Persons are capable of great
detail if prompted or otherwise helped to remember. As they go further into the
past, unsupported memory becomes less reliable—particularly for unpleasant or
unhappy events or circumstances Traumatic events in the past may stand out in
memory or may be selectively forgotten. The experiences gathered during living
one’s life are a part of today as well as yesterday. Events of the present can be
checked against the past, and events of the past contribute to the meanings assigned
to present happenings. Memory can be evoked by sensory experience.

Life experiences—previous illness, experiences with doctors, hospitals, medi-
cations, deformities and disabilities, pleasures and successes, or miseries and fail-
ures—form the background for illness. The personal meaning of the disease and its
treatment arise from the past as well as the present. The future is always uncertain;
it cannot be otherwise. People tend to have enduring ideas about what the future
will bring and how they will make it happen. Everybody indulges in hoping—
formed by both desire and expectation—and their hopes are part of their ideas of the
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future. Hope is of concern in medicine where the dangers of hopelessness and of
losing hope are emphasized.

People generally consider themselves unitary beings. Despite this belief,
below the surface of consciousness there are other entities that in certain circum-
stances (for example, in hypnotic states) can openly voice opinions that are not
necessarily the same as those expressed in ordinary everyday consciousness. This
has been known for at least 150 years, demonstrated in the famous French neu-
rology clinics of Jean Martin Charcot and Pierre Janet. These other, inner, voices
are not ruled by dailiness. On the other hand, as experienced using hypnosis, or
even by persons as inner “voices” they are usually shy and hesitant. They are easily
dismissed and they are overridden by doubt and/or anxiety. More than one inner
voice, however, is not uncommon. These voices rarely speak in full sentences or
paragraphs, instead they are cryptic. (EJC Personal experience.) This inner world
and the inner voices come to consciousness and are not what is usually meant by
reference to the unconscious, or the Freudian unconscious (see below).

All persons have an inner negative voice. It is the voice of caution, of damping
down expectations, suggesting that given the positive or negative possibilities, the
negative will win out: so the inner voice suggests being prepared. It seems to serve
the purpose of keeping the person from taking chances. The inner negative voice is
not the same as optimistic versus pessimistic personality profiles. The problem for
the person is that the negative voice points out evidence in support of its position.
These “voices”, selves, inner expressions are directly experienced by everyday
persons and not as pathological events. Their presence has been encountered reg-
ularly by one of the authors (EJC) using hypnosis for more than 35 years in
working with persons with life threatening illness. This experience is thus far
unpublished.

All persons have a secret life. Sometimes it takes the form of fantasies and
dreams of glory, and sometimes it has a real existence known to only a few. Within
that secret life are fears and desires, love affairs of the past and present, hopes or
fantasies, and ways of solving the problems of everyday life known to only the
person. Disease may not only destroy the public person but the secret person as
well. A secret beloved friend may be lost to a sick person because he or she has no
legitimate place by the sickbed. When that happens, the sick person may have lost
that part of life that made tolerable an otherwise embittered existence. The loss may
be of only the dream—the wish or fantasy (however improbable) that one day
might have come true. Such loss can be a source of great distress and intensely
private pain.

All persons can dissociate themselves partly or completely from events,
experiences, memories, or bodily sensations. Dissociation is defense psychological
mechanism described by Freud (abwehrmechanismen), which is different from
simply not remembering or forgetting, where a memory can be jogged back into
existence by a clue or someone actively helping. Dissociation is an active process
that selectively bans the dissociated material from consciousness or conscious
recall. The memory of traumatic events may be hidden by dissociation, as may
dreams, unpleasant conversations, or things people have been told that they did not
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want to know. Clinicians learn this when they tell a patient bad news and shortly the
person behaves as if, or even says that they have never been told. People are also
able to dissociate themselves from the experience of physical pain as though they
cannot feel the sensation. One self may dissociate itself from other selves as though
they or their behaviors did not exist.

2.4 Persons and Their Relationships with Others

All persons require recognition of their existence from others. Imagine a person
in an environment in which he or she is absolutely and completely unnoticed. No
one turns around or turns aside, no one looks up, no one speaks, all acted as if the
person is nonexistent. Rage and impotent despair would soon well up. Imagine such
person on a gurney in an emergency ward, in the hallway outside an operating
room, in a hospital bed. Then when things were done to the person’s body even if
unexplained, uncomfortable, or painful the person might be grateful for the atten-
tion. With these painful scenes in mind you will understand the almost animal
gratitude such persons will have for personal voices, little pleasantries, answered
questions from even total strangers.

Relationships may be very difficult to understand. Nowhere is that mystery more
important than in clinical medicine, where relationships abound, waiting to provide
information and aids or barriers to the attentive clinician. How odd is this? A person
can go to see a physician who is a stranger and within minutes the physician has a
finger in the patient’s rectum. And the person (now a patient) says “thank you.”
What made that otherwise inexplicable event possible? The name, the doctor–
patient relationship, labels but does not explain it. What happened was guided by a
complex set of rules and entitlements that applied to both patient and physician. We
might guess that the doctor learned those rules and entitlements (not called such)
during the long years of training. The physician’s behavior is expected to be as
described. Why did the patient bend over to expose the reluctant anus to the finger’s
penetration, something almost universally abhorrent? Perhaps the patient contains
the same rules and entitlements (or their mirror image). This suggests that role
behavior (for they were playing the parts required by their respective roles) resides
in both of them. In fact, each of us has a library of roles that we follow throughout
the living of daily life and which are quite detailed. They make daily life possible.
But they also imply that even when we are complete strangers our behaviors are not
strange. The degree to which our daily behaviors are rule guided is startling since
we generally believe our behaviors are spontaneous and responsive to our chosen
purposes.

All persons have a capacity to love to a greater or lesser extent. All seem to be
captivated by the idea of love. Except for the most unfortunate, love—flowing in
both directions—is a fact of infancy and young childhood. From that young
experience we get the basic characteristic of the feeling of love; a merging of two
people. Under even the best of circumstances the merging of loving persons (or at
least the feeling of merging) is of relatively short duration but their belief in their
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love may be enduring. The feeling of merging, attachment, or connection can occur
in the absence of recognition of the feeling of love and it is usually pleasant, but
sometimes threatening as it may be accompanied by frightening awareness of
vulnerability.

All persons have a capacity for trust. “Trust is confidence or reliance on some
quality or attribute of a person or thing, or the truth of a statement” [11]. Trust in
their care or the caregivers is necessary for sick persons because they live in a world
of unknowns and uncertainty. The enhancement of trust is a necessary activity of
clinicians. Some persons are unable to trust and their world is necessarily experi-
enced as dangerous.

All persons have a variable capacity to merge with others. The capacity to
merge with others seems to be accompanied by a desire to merge that is greater in
some people than others, occasionally being extreme. When people are sick,
especially very sick, their ability to connect to others—particularly caregivers—is
greater than at other times. This may be the source of the sometimes very strong
attachment of the very sick to their clinicians. This is a situation when the fact and
the manner of the attachment of sick persons to their caregivers are reminiscent of
the attachment of these persons to their mothers in infancy. Psychoanalysts gen-
erally believe that these attachments by the sick are similar to the phenomenon of
transference in general where the patients react to the psychiatrists as they reacted to
their mother or father. Not surprisingly, persons who care for the sick also seem to
have more than the usual ability to form connections. In general the loving
attachment seems to be a conduit to the feelings, thoughts, and even the body of the
merged persons. Little is known of this because it is so difficult to study and
because it shares in the disbelief in the everyday world of such things.

There is little doubt, judging from ordinary experience, that some degree of
knowing what others are thinking is a commonplace. It is possible to feel the
feelings of another person and that capacity is not uncommon among experienced
clinicians, especially psychiatrists and psychotherapists.

All persons have sexual feelings and desires to one degree or another. In the
past, physicians in general were often not good at taking a sexual history from
patients because of embarrassment. With the emergence of the HIV/AIDS epidemic
a sexual history became important and clinicians learned that it was not difficult
once the questions were learned. Very sick patients usually lose sexual desire and
do not have sexual thoughts until they start to recover. On the other hand, patients
who are chronically ill, even if dying, may experience sexual thoughts and sexual
desire. For that reason, questions about sexuality should be part of taking a history,
even in a dying patient. Sexuality is not simply about physical desire and orgasm
even in healthy persons; intimacy is an integral part of the human experience and
may be vitally important to a patient even in the absence of normal erectile or
vaginal function. Clinicians show their recognition of these and other intimate
problems by asking simple and unembarrassed questions.

All Persons want to be accepted, admired, and valued by others (and
themselves) and they want to be like those that they admire.

2 The Person as Center of Health 29



2.5 The Person and Its Context

All persons behave in a manner that is responsive to context. Whatever the
behavior and whatever the context the self experienced now, that was experienced a
few minutes and more time ago, that might emerge in different circumstances and
that might be expected (without awareness of the expectation) to be experienced as
time unrolls is what the person calls me. The person will not be aware, usually, that
he or she is behaving like a different self than (say) in the doctor’s office just
minutes before. This me has a frame of mind and a bodily state of feelings, both of
which the person is more or less aware, and is involved in some purposeful activity
with some subsidiary goal in mind. Dailiness, the occurrences and settings of
everyday life, is the overriding context in which life is lived and is a major source of
the behavioral rules by which people are guided. Further, especially in psychiatry, it
is of utmost importance to acknowledge the contextual factors, which impact both
person’s narrative behavior and professional judgment. This is probably the one
essentially context-dependent area of medical expertise. Imagine for instance a
person who is walking through the lobby of a luxurious hotel in a bath towel. This
outfit can well be understood as normal in the context of a SPA hotel in some health
resort and judged as abnormal (psychopathological) if it takes place in a business
hotel downtown in New York. Overall the process of inference is governed by the
so called logics of practice [12].

2.6 Persons Live Continuously in a Context
of Relationships with Other Persons

Some relationships are close while others are formal. Close or formal persons are all
separate beings. A variable degree of trust in both the self and others is necessary
for the initiation and maintenance of relationships. In every thought, feeling, and
action and in virtually every idea about oneself and in every dream, fantasy, and
fear the presence of others is reflected. In everyday life, physical appearance, dress,
walking and other bodily movements and actions, language, speech, and gesture,
everything is tuned to others (even facial expression is a social construction). The
same is true of ideas and beliefs—even ideas about how the world works. Humanity
is divided into cultures, subcultures, and ever smaller groups—but always groups.
The same is true about language groups consisting of shared language and mean-
ings from large ones like national groups to small individual groups such as airline
pilots, golfers, or doctors. Where there is common language there are common
beliefs and prevalent sentiments. Part of the molding of individuals to each other
must necessarily be physiological although the extent of such conforming is
unknown.

Persons live in a figurative public space. The idea of human relationships is
not exhausted by speaking of direct relationships of persons to each other or with
groups. Persons also live in something that has been called a figurative public

30 E. Cassell and D.S. Stoyanov



space, not an actual physical public space. An example might be or sitting side by
side on a bus and one says to the stranger along side, “really crowded, isn’t it.” Here
the person acknowledges he or she and the respondent (and perhaps others) are in
the relationship of immediate understanding without further explanation. Similarly
a patient might say, “I’m really sick,” and we would understand not what sickness
the person has or even that he or she is sick in the doctor’s sense of the word but in
the public social sense.

All persons have a family. The intensity of family ties cannot be overempha-
sized; people frequently behave as though they were physical extensions of their
parents. Things that might cause suffering in others may be borne without com-
plaint by someone who believes that the disease is part of the family identity and
thus inevitable. Many diseases where no heritable basis is known may be acceptable
to an individual because others in the family have been similarly afflicted.

All persons have a cultural background. It is well known that socially
determined factors, such as diet, environment, and social behaviors, contribute to
disease patterns. Because culture also contributes to beliefs and values, cultural
factors play a part in the effects of disease on a person. Culture defines what is
meant by masculine or feminine, what clothes are worn, attitudes toward the dying
and the sick, mating behavior, the height of chairs and steps, attitudes toward odors
and excreta, where computers sit and who uses them, bus stops and bedclothes, how
the aged and the disabled are treated. These things, mostly invisible to the well,
have an impact on the sick and can be a source of untold suffering. They influence
the behavior of others toward the sick person and that of the sick toward them-
selves. Cultural norms and social rules regulate whether someone can be among
others or will be isolated, whether the sick will be considered foul or acceptable,
and whether they are to be pitied or censured.

All persons have a spiritual dimension. Spiritual and spirituality are words
most often applied in a religious context. The meaning that has been assigned to
spirituality is primarily a result of the history of the idea. Spirit and spirituality refer
to matters which transcend the individual. Patriotism and team spirit are topics in
the spiritual realm since the feelings transcend the boundaries of individuals.

2.7 Persons and Their Social Responsibility

All persons have a sense of responsibility to and for self and to and for certain
others. Persons seem to accept that they a have responsibility to be who and what
they are. Who they are in the sense of their presentation to the world and to some
degree for their spoken words, their actions, and their appearance. Most people
acknowledge their responsibility for their behaviors, actions, and responses to
events, circumstances, and other persons. This fact of responsibilities accepted arise
from the same roots as the aspects of persons that make them always in relationship
to others. They usually hold themselves responsible also for their expressions of
emotion even though they may not know why they responded in a particular way
[14].
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All persons have some choice in the kind of person they want to be. Persons
have with limits an ability to choose how others see and behave toward them.
Persons can also choose their goals and purposes. They can choose and work to
accomplish being other than they are now. Within limits that vary from population
to population, and may be at least partially determined by socioeconomic status,
education, and other social and personality characteristics, they can choose what
future they want to inhabit. The freedom to make such choice is characteristic of the
egalitarian societies of Western democracies. To make a choice implies the
responsibility to stand and accept the consequences of your actions and not to
attribute them to external factors and circumstances. Persons do not always assume
or act on the consequences of their choices.

2.8 Person and Body

All persons have a body. This person’s body is different than any other person’s
body because it is this person’s body. The body is an aspect of person. Person and
body are integrated and in constant interplay. They can never be separated except in
death. The body can do some things and not others. People become habituated to
their body’s enormous range of abilities and incapacities. They generally know
exactly what every part can do (of which they are or can be conscious). These
capacities become accepted as a part of their person (“me”). This physical view of
persons has been partly hidden by the cultural importance of and attention to
individuality developed over the past number of centuries in Western European and
American societies. Individuals sometimes presented themselves as though they
were not also bodies. It sometimes seems as though the body has its own intentions
that are not the known intentions of the person. People also generally know when
parts are not working properly and these impairments of function—if they come on
quickly enough to be noticed and are lasting and important enough—become
symptoms as they are joined to other incapacities. On the other hand, if impairments
of function emerge only slowly, are easily accommodated, or are deemed unim-
portant, even quite impressive impairments will soon be adapted to or dismissed.
This is particularly so because of the importance of impairments of social, psy-
chological and spiritual function that is part of the understanding of sickness where
the person is the object of concern, not merely the body.

The truth about bodies is that things happen to them—they can be injured or get
sick. Bodies sometimes bleed, smell bad, make embarrassing sounds, have
embarrassing functions, make inopportune demands, create strong desires, some-
times look bad, and become old and slow, and sometimes ugly. (These facts are
frequently denied or hidden in everyday life.) Persons grow up with profound
ignorance about how the body works even though most people learn about it in
school. Unfortunately, clinicians can have considerable knowledge about diverse
diseases but be quite ignorant about the body’s everyday functions. This limits their
ability to ask questions in the hunt for impairments of patients’ functions. It also
reduces their ability to make things function better.
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All persons who are experiencing themselves include an awareness of the
body and many of its functions. The function of the special senses and the somatic
senses are generally within the awareness of the individual so that if they develop
abnormalities, the functional loss reaches awareness. Muscle strength, walking
speed, pulmonary capacity, bowel and bladder function, and others are part of what
persons know of themselves. This is true of healthy as well as sick persons although
persons will adapt to slowly losing function and sometimes be unaware of signif-
icant impairment until it is pointed out to them. This same adaptiveness allows
persons to change the way they carry out tasks or the manner in which certain
actions are performed so that they can do things despite major losses in function in
virtually every system from the cognitive to the hand and other extremities. On the
other hand, as impairments in function develop, particularly in systems such as
bowel and bladder that impact on social function persons may change their habitual
behavior to avoid embarrassment.

Psychological conflicts might also be converted into physical symptoms.
All persons die. The inevitability of death, mourning, and grief entailed present

one significant issue to manage in health care delivery both from ethical and
psychological perspectives.

In Summary a person is an embodied being, purposeful, thinking, feeling,
emotional, capable of choosing, reflective, relational, responsible, very
complex human individual of a certain personality and temperament, existing
through time in a narrative sense, whose life in all spheres points both out-
ward and inward and who does things. Each of these terms is a dynamic
function, constantly changing, and requiring action on the part of the person
to be maintained—although generally the maintenance is habitual and
unmediated by thought.

2.9 Conclusions

This chapter presented a multidimensional perspective on what a person is and how
it should be understood in the many different facets of its existence. Virtually
nothing about persons that we have discussed in this chapter is unaffected by
sickness. What sickness does is impair function but the functions that it limits may
be found in every sphere of a person’s life as it is lived. The knowledge of this
provides an opportunity to understand sickness, but it also creates therapeutic
opportunities that are far greater than are usually considered. The fundamental
understanding that must not be forgotten diagnostically or therapeutically is that
whatever happens to one part of a person happens to the entire person. Also,
however, whatever is done for one aspect of a person has an impact on the whole
person.
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3Ethics in Person-Centered Psychiatry

George N. Christodoulou, MD, PhD,
C.W. Van Staden, MBChB, MMed (Psych), MD,
D. Jousset, MD, PhD, M. Schwartz, MD
and A. Mishara, PhD, PsyD

3.1 Introduction

This chapter outlines the ethics of person-centered psychiatry (PCP). Doing so may
seem superfluous considering that attention to the person is a sine qua non condition for
the ethical practice of psychiatry. Almost all ethical codes for the practice of medicine
and psychiatry underscore the importance of attention to the person and profess priority
to the well-being of the patient in the clinical encounter above the well-being of the
therapist’s own self.

We should, however, consider the ethics of PCP since the ethical commitments
expressed in the concept and practice of PCP need to be made clear [21]. What does the
ethical commitment to a PCP entail and how does that contrast with positions that are
not committed ethically in this way? For example, PCP may mistakenly be assumed to
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incur necessarily a commitment to individualism, or liberalism. It may be mistakenly
thought of as being exclusive of societal and public health interests or as nothing more
than a commitment to the principle of respect for personal autonomy.

The ethics of PCP puts the person and his or her interests central in psychiatric
practice [32], guarding against too narrow a focus or exclusive attention to his or
her disorder, treatment, brain, mind, or ill health. The concern of what is good for
the patient’s disorder is one thing and a legitimate concern of psychiatry, no doubt.
The broader concern of PCP is with what is good for the person (and not merely his
disorder, treatment, brain, or mind).

The person is neither confined to a mere patient role, but all social capacities of the
person matter in PCP—hence “person-centered” and not merely “patient-centered”.
Appreciating the patient in all his other capacities too, makes him not merely a receiver,
user, or consumer of healthcare but an active participant who may contribute to the
diagnostic understanding of his difficulties, his treatment, and the decisions made in his
healthcare [4]. As a participant, the people of the clinical encounter may draw on the
resilience that each brings (as expert by training and/or expert by experience) in joint
pursuit of well-being and not merely the absence of illness. PCP also recognizes not only
the patient as a person, but also the people in the patient’s life [18] including the
psychiatrist.

PCP neither escapes tensions between individual interests and those of society,
nor does it necessarily side with the individual’s interest. PCP recognizes the person
in the singular and the plural (i.e., people in society) amidst these tensions [4].

PCP thus provides for that person who ascribes to individualism, or liberalism,
but not exclusively so. PCP also provides for a communitarian ethic in which the
person is held in high regard whether as an individual or in the society. But PCP is
not necessarily committed to either individualism or communitarianism [33].

PCP so understood resonates nonexclusively with the utilitarian ethics theory of
Jeremy Bentham in which an act is considered ethical if it gives pleasure to most
people (“the greatest good for the greatest number”) [7]) thus implicitly supporting
societal interests. There are also utilitarian approaches that insist on the well-being of
the individual vis a vis benefit to society as a whole. For example, in various parts of
the Helsinki Declaration (the Ethical Principles for Medical Research of the World
Medical Association) [36], the well-being of human subjects is of greater priority than
the presumed benefit to society from the research results (articles 3, 4, and 8).

3.2 Ancient Greek Perspectives

Aristotle (384-322 BC) one of the best-studied and most prominent Greek ethicists of
his time insisted on the attention to the needs of each particular person, a stance akin to
the person-centered approach of our times [15]. He made various parallelisms between
Medicine and Ethics and insisted on the individuality of each person by stating that
what is good for one person may not be as good for another person (“a physician can
take the best care for a patient when he knows the general rules of what is good for
everyone but also what is good for the particular individual….” 1106b, Nicomachean
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Ethics, Loeb’s Edition, quoted by [15]). In another passage he makes human diversity
even more explicit by explaining that “the natural inclination of one man is different
from that of another” (1109b, Nicomachean Ethics).

As a consequence of the above advice of Aristotle pertaining to individuality, he
professed contention with the Approximate rather than with the mathematically
Exact. In his own words: “…for a well-schooled man is one who searches for that
degree of precision in each kind of study which the nature of the subject at hand
admits” (1094b, Nicomachean Ethics).

Aristotle underlined his individuality approach by providing the well-known
paradigm of wrestler Milon, a heavy muscular athlete. He stated that while the
standard portion of food provided by his trainer would be too little for Milon, the
same portion would be too much for someone who has just started training.

However, even before Aristotle, a century earlier, in the era of Hippocrates,
physicians “were concerned with the application of general knowledge to particular
cases since most of them took the view that the individuality of each case and each
patient had to be taken into consideration” [6]. These views are certainly in line
with the modern idea of person-centered medicine [23].

3.3 Modern Perspectives on Personhood

In modern perspectives, the first principle of ethics is the respect of the autonomy,
which stands for the very dignity of the human person. Thus, Kantian deontologism
denounces the treatment of a person’s humanity as only a means and no longer also an
end in itself. The ethics of PCP represents a significant shift here, since Kant formulated
the principle of respect for ‘the rational being’ as an end in itself (“[a]ct with reference
to every rational being (whether yourself or another) so that it is an end in itself in your
maxim”) Kant [19]. However, psychiatry cannot focus on the rational being (in Ger-
man, “jedes vernünftige Wesen”), but rather on the person and ultimately his deviation
from the normal, or his temporary or irreversible inability to conform to a universal
norm. It is no longer the legislative ability of reason that demands respect, but any
person, regardless of the boundary between reason and deviation from it.

3.4 Phenomenological Contributions
to a Person-Centered Ethics in Medicine

By virtue of its capacity to provide a provisional definition of the person as an
embodied self in relation to others, and further its capacity to characterize how this
relationship is structured, phenomenology can contribute to a person-centered ethics in
medical practice. The clinical relationship—as any other relationship—is a relationship
between embodied persons with their own perspectives—both in the current situation
and in relation to the world generally. The perspective of each participant mutually
shapes the perspectives of the other participants in an unfolding process. In clinical
situations, this becomes particularly evident. Doctor and patient take reciprocal attitudes
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to one another in their common goal of treatment (as articulated by phenomenological
clinicians or thinkers, including Binswanger,

Blankenburg, Buber, Gadamer, and von Weizsäcker). Through conveying an
openness to affirmation of the patient as an autonomous person, the clinician
empowers the patient to participate in the healing process.

A brief review of phenomenological contributions will follow, emphasizing the
overlap between phenomenological approaches and person-centered medicine, and
indicating how, given this overlap, the phenomenological approach may be applied
to a person-centered medicine.

3.5 Max Scheler: Value Theory of the Person

The philosopher Max Scheler (1874–1928) employed the phenomenological
method to define the concept of person and how we experience the personhood of
others, which, as will be indicated, has relevance to clinical practice.

Scheler’s concept of the person is complex. Here we only present its possible
application to person-centered medicine. Scheler proposed an ethics based on value
theory (Wertethik) and specifically the incontrovertible value of the person, to
counter the formalism of Kant’s ethics [27]. Our experience of the humanity of the
other person whom we encounter is not given simply through adhering to any
formal principle. Something more is required. Instead, there is a way in which the
other person—and our feelings regarding their vulnerability or our empathy with
their situation—touches us, and moves us to act compassionately.

For Scheler, it is not possible to grasp another person by taking an objective or
neutral approach to another. The “perception” of another’s value is only accom-
plished by an engaged commitment on our part to experience their value—which is
given through emotional cognition. That is, each person has inherent value and this
value can only be grasped through compassion, an act of openness to the other’s
transcendence as exceeding one’s current perspective.

The value of each individual person is incontestable in Scheler’s Wertethik. One
only needs to open oneself to other(s) in an act of compassion. Furthermore, for
Scheler, this absolute value of the individual persons we encounter is given us a
priori as an emotion of love or compassion, which is a direct experience of their
personhood. The other, in their mental activity, which can be understood but not
objectified, remains transcendent.

Furthermore, for Scheler, “any objectifying attitude makes the person immedi-
ately transcendent” [27] and this is the case both for oneself as well as for others.
This should be self evident, since no act can become the object of another act. And
furthermore, such mental activity in itself can never become an object in a sub-
sequent reflection, which tries to call it back to mind: “an act is never an object”
[27]. Hence, the person as source of own mental activity cannot be objectified by
oneself or another [27]. The person as the executor of acts is “…the most hidden of
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all phenomena” [27]. “The person lives…existence precisely in the
experiencing…”

The person is embodied self as being a world inhabited by other persons.
However, we do not directly experience the person through our perception of their
body but only through our own emotive experiences of their value or dignity as
persons. That is, we need to be open to experiencing other’s value to be able to
experience it emotively (for the role of empathy in our experience of other persons),
see [29].

Furthermore, for Scheler, the cognitive act of perceiving the personhood of a
fellow human being is an act of love, but love here is meant in a special sense. It is
the affirmation of the other person as other, as transcendent, as a value in them-
selves which is given to me in emotional acts. Only recently has cognitive neu-
roscience started to accept the view that emotions and feelings convey information
about the world and our relationship to others in this world (e.g., [12, 26]). It is only
through love that we are able to “perceive” the other as person, to affirm their core
of humanity as a continued process of becoming self.

In summary, once again in contrast to Kant’s formalistic ethics, the phe-
nomenological philosopher Scheler countered that ethics in its application to human
relationships should be embodied based on feeling. The value of each individual is
incontestable. One needs to only open oneself to other(s) in an act of compassion.
Certainly, many are made uneasy by Scheler’s basing ethical action on feelings, as
this is precisely how bias enters. But it is not so much our feelings toward the
individual, but our openness to the person’s “thouness” in a mutual unfolding that is
relevant.

Emphatically, it is not required that we agree with Scheler. Hartmann [14] or
other value theorists state that these values are given as “existing in themselves, a
priori givens.” [10]. It is enough to acknowledge that the person, each person, has
incontestable value in one’s self. Still, it is in fact the emotion of compassion or
love that is the sole assurance that we will not dehumanize others often in implicit
bias [13] but see their incontestable value as persons. This requires an openness to
the other that goes beyond our efforts to be neutral or objective. For the phe-
nomenological philosopher, Levinas (e.g., [20]) it is the vulnerability of the other
before us, as betrayed in the other’s face, that calls for us to respond with caring for
their suffering as an ethical imperative.

3.6 Hans-Georg Gadamer: The Transcendence of the Thou
(a Hermeneutic Circle of Interpretation)

Following Scheler, the philosopher Gadamer (1900–2002) emphasized that the
other’s worth is not given through perception or what is called cold cognition but
instead engages the embodied response of openness to the other in an unfolding
dialog [11].
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Gadamer proposes that open dialog anticipates a totality which both conversants
share but to which neither has full access. In a similar vein, following Plato,
thinking is a dialog with oneself in which totality or closure is anticipated, but never
fully accomplished in what Gadamer calls a “hermeneutic circle” (see e.g., [8],
p. 262). And, as emphasized by the phenomenologically oriented Heidelberg
psychiatrist Beringer, “In healthy individuals there is the always unconscious
heading towards a totality, an intuitive knowing where the thought is going which is
missing…in thought disorders” of schizophrenia [1]. Similarly, Gadamer [9]
describes how we apply in our understanding of others, a preliminary or antici-
patory grasp of completeness (die Anwendung des Vorgriffs der Vollkommenheit).
From a Bayesian perspective (and in conformity with the phenomenology), we tend
to see or interpret our experiences of other persons, including clinical diagnosis or
treatments, in terms of what we already expect or anticipate, updating these
anticipations with new information only after they have been challenged (Mishara
and Sterzer, in press). Citing Melancthon (1497–1560), Gadamer states that the
proper application of the law to situations is that “therefore an interpretation should
be applied to every law that would bend it to more humane and lenient decisions”
[9, p. 324]. Similarly in diagnosis and treatment, we should consider and respect the
totality of the person embedded in their situation, thus informing our clinical
application with the most humane approach. In this sense, Gadamer continues the
early Greek concern “with the application of general knowledge to particular cases”
described above.

3.7 Karl Jaspers: Anticipation of a Person-Centered
Medicine

The psychiatrist and philosopher Jaspers (1863–1969) was the first to apply phe-
nomenology as a formal method to psychiatry and thus clinical situations. Mishara
and Fusar-Poli [24] indicate that Jaspers’ work anticipated a person-centered
medicine: “When writing the Allgemeine Psychopathologie [17]; [General Psy-
chopathology], Jaspers finds himself in the middle of a debate carried over from the
19th century. In this debate, which concerns the opposed methodology of the
natural versus the human historical sciences, Jaspers emphasizes psychological or
historical understanding”. In psychiatry, the psychological understanding of the
patient occurs in the interactive context of the diagnosis and treatment of mental
disorders. This understanding is narrative-based; holistic; sensitive to ethnic, cul-
tural, and individual differences; and ultimately oriented to patient strengths. In this
sense, Jaspers’ work anticipates a person-centered medicine. Jaspers [16] writes:
“We experience in the other a unity which we cannot define but only experience”
[16, p. 115]. Therefore, Jaspers underscores the importance of the contextuality in
the developing expertise of diagnostic practice (for Jaspers’ affirmation of diversity
before his time, see [28].

40 G.N. Christodoulou et al.



3.8 Paradigm Shift for Medicine

Mezzich et al. [22] describe a progression from the current biomedical model to a
more “person centered medicine.” Citing the existential-phenomenological
philosopher Ortega y Gasset, “I am I and my circumstance,” they write, “Respect
for the patient’s autonomy, values, and dignity represents a fundamental recogni-
tion of his or her personhood, and an ethical imperative. Slowly these concepts are
finding their way into evidence.” In this sense, ethics underpins person-centered
Medicine and Psychiatry and is at the foundation of its practice.

3.9 The Person-Centered Perspective in Psychiatry

Mental health is an area where ethics considerations are pressing, and often more
pressing than in physical health. One reason for this is that patients with mental
health problems are more vulnerable to abuses of various kinds and are less
well-protected against these abuses. There are historical paradigms of unethical
behavior towards patients with mental illness committed by relatives, professionals,
governments, and society as a whole. Abuse is not only physical but also psy-
chological and can occur not only by doing something harmful but also by not
doing something that ought to be done (harm by neglect).

The person-centered approach is a prerequisite for the good practice of clinical
psychiatry and in this sense it is in line with professional ethics. It is necessary for
the development of a good interpersonal relationship and for the therapeutic impact
this relationship is expected to have for the patient’s health and well-being. This is
especially relevant in the current time when over-dependence on modern laboratory
technology has reduced clinical care to a seemingly secondary role.

Clinical psychiatry, by its very nature requires a close interpersonal relationship
between two persons, the person of the therapist, and the person of the patient
(provider and recipient of services). The interaction between these two persons
determines to a great extent the outcome of the intervention. If the sensitive bal-
ances of this interaction are violated, then not only benefit may not be achieved but
harm may be produced the non nocere principle of Hippocrates is violated.

Furthermore, in response to the alienation of health actors, PCP refers to the
empowerment of “service users and carers” in the mental health system. This
political concept should be evaluated at the ethical level by estimating the risk of
making the actors overly responsible and by conceiving this power to act (em-
powerment) in the wider concept of cooperation, which implies a real sharing of
the power of decision-making, a decentralization, and a valued application of
individual and local experiences.
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3.10 The Declaration of Madrid

The Ethics Code of the World Psychiatric Association (WPA) is the Declaration of
Madrid. This Declaration was approved by the WPA General Assembly on August
25, 1996 and was amended in 1999 and 2002. Since then there have been no further
revisions but certain guidelines for specific situations have been added in 1996,
1999, 2002, 2005, and 2011.

The importance of the individual sense of responsibility of each psychiatrist is
underlined in the preamble of the Declaration. This is in line with two Ethics
considerations. First, with the moral obligations of the provider of psychiatric
services (Psychiatry by the Person) and, second, with the predominance of prin-
ciples over legalistic codes and rules. Indeed, it is the principles (like the individual
sense of responsibility) that provide the basis for the rules and also provide the
ethical stance of each practitioner through whom the rules are filtered and imple-
mented. Without the principles, the rules would be without reason, relevance and
ideology. Even the most fundamental code of Ethics, the Hippocratic Oath would
be nonsensical if it was not based on principles [3]. This point is made quite clear in
the Madrid Declaration when it is explicitly stated that legalistic constructs do not
guarantee the ethical practice of Psychiatry.

The Freedom of the patient is considered in paragraph 1 of the Declaration
where it is stated that therapeutic interventions should be the least restrictive
concerning the patient’s freedom. Autonomy is the ethical principle that is
observed in this paragraph.

The principle of autonomy of the patient is further stressed in paragraphs 3 and
4. In paragraph 3, it is underlined that the decisions of the patient should be free and
informed and should be made on the basis of the personal values and preferences of
the patient. In paragraph 4, safeguarding of the human dignity and rights of the
patient and his or her right to accept or refuse treatment are underlined.

Paragraph 5 deals with a delicate albeit important person-centered mental health
ethics issue, namely the obligation of the psychiatrist to inform a person being
assessed about the purpose of the assessment. The fact that such an obvious obli-
gation (arising from the well-known “double agent” issue) had to be included in an
Ethics code suggests that psychiatric practice is not always consistent with this
ethical obligation.

Paragraph 6 deals with a fundamental person-centered ethical issue, that of
confidentiality and paragraph 7 emphasizes that psychiatric patients are vulnerable
research subjects in need of special protection. From the person-centered ethics
perspective, safeguarding the autonomy of the patient is once again emphasized.

In conclusion, the ethics principles that are more prominently highlighted in the
Madrid Declaration are the principle of autonomy and the Hippocratic principle of
“lη bkάpseim” (non nocere). Both these principles are strongly person-centered.
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3.11 Values and Ethics

One of the basic goals of PCP is to adjust the application of objective science to the
values of the patient and each of the people involved in his or her care [2, 30, 31].
PCP puts thus the person in the center of clinical activities through an active
engagement with the values of all the people that have bearing on the situation: the
values of the patient, the family, the psychiatrist, and the community [4]. Some of
the values may be shared among the role-players, yet other values may be diverse
[34]. PCP seeks to engage with both the shared values, as expressed in, for example
principlism, and the diverse values that the patient or his/her family bring to the
clinical encounter.

To this end, Values-Based Practice (VBP) is a practical and theoretical resource
that is derived from analytic ethics [34].

Fulford et al. [7] distinguish between substantive and analytic ethics.
Substantive ethics defines the guiding principles that provide substantive

responses to ethical problems. Utilitarianism, deontology and principlism are
examples of them. Analytic ethics on the other hand focuses on the meanings of the
terms in which ethical issues are presented. This approach is concerned with
unpacking the standards of reasoning as a basis for answering problems rather than
providing the answers to problems as such.

The authors believe that ethical challenges should be approached with a com-
bination of the substantive and the analytic approach. This complementary
approach will allow the consideration of the different moral arguments that are
relevant in every single case and in this way, optimal clinical decisions can be
reached. To support this conclusion, the authors argue that the Guiding Principles,
consistently with their status as prima facie principles may conflict. For example, in
the case of Compulsory Admission, the “purpose principle” which covers safety
may conflict with the principle of “autonomy” which is related to the patient’s
wishes. In this case, values-based practice can be used to support a process of
balanced individualized (person-centered) decision-making [34].

Ultimately, one may ask if respect of the person is a higher or priority principle,
justifying a transgression or suspension of the application of other principles. This is
relevant to the debate on the ethical justification of coercive treatment, of psychiatric
treatment without consent, in the name of “best interests of the patient” as pointed out
in the Declaration of Hawaii, World Psychiatric Association [5] or by respect to the
expressed volition of the patient. Ethical questioning resulting from practice relaunches
the problematization of the foundations of the ethics of medical care.

3.12 Conclusions

Person-centered Psychiatry is closely associated with Ethics. This relationship
provides fertile ground for an interaction of clinical and philosophical perspectives.
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The Ethics of Person-centered Psychiatry regards the person as central in Psy-
chiatric practice but considers it not only in the singular but also in the plural (i.e.,
people in society).

Many ethical questions in person-centered Psychiatry certainly remain unan-
swered and one of them is the issue of ethical priorities in clinical psychiatric
practice. Further consideration of these issues would be very productive. The aim
should be to harmonize the various points of view to reach conclusions that are
theoretically valid but also clinically useful.
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4Holistic Framework for Ill Health
and Positive Health

C. Robert Cloninger, MD, PhD, Kevin M. Cloninger, PhD
and Juan E. Mezzich, MD, MA, MS, PhD

4.1 A Holistic Approach to Health

Effective health care and promotion require growth in the complete health of the
whole person [75]. A whole person is an inseparable component of a much larger
psychosocial context, including the person’s community, planet, and ultimately the
universe as a whole [10]. In practice, the assessment of the healthy functioning of a
person is most thoroughly based on a comprehensive description of their person-
ality, as can be done with the temperament and character inventory [16, 19, 21]. It is
also possible to describe the state of their functioning using measures of subjective
well-being [25–28], but all such subjective measures are largely expressions of how
happy or satisfied a person is and do not describe the components of the devel-
opmental processes leading to health and happiness [9, 46].

In order to be effective, health promotion of the person must increase knowledge
and awareness of how to live and function well. Health promotion with the person
helps a person to identify and accept valued goals. It teaches self-regulatory skills
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that enhance self-efficacy in functioning. Health promotion by the person supports
the integration of this factual knowledge and personal values to support a com-
mitment to change that cultivates plasticity. Health promotion for the person assures
that values are directed toward enhanced personal and collective well-being. Values
that are optimally healthy and prosocial are self-transcendent and virtuous because
social inequality and personal vices are unhealthy for individuals and the social
groups in which they live [59]. Thus, person-centered health promotion works by
activation of synergy among healthy functioning, plasticity, and virtue [16, 17] (see
Chapter on Integrative Approach to Person-centered Therapeutics).

4.2 Why Are the Individual Components of Health
Promotion Only Weakly Effective?

Self-transcendent values (i.e., virtue) guide a person to function in ways that promote
both individual and collective well-being [16]. In turn, healthy functioning promotes
a person’s plasticity, which allows him or her to be resilient, flexible, and free in the
choice of valued actions to which they commit. Plasticity allows the flourishing of
the “good life” that is healthy, happy, and virtuous. Thus, person-centered medicine
promotes healthy functioning, plasticity, and virtue, which are synergistic in their
promotion of well-being with strong and consistent effects [18]. If any one of these
crucial components of health care promotion is blocked, a person’s health is vul-
nerable, does not flourish and begins to deteriorate in the face of daily life challenges
[18]. When health promotion efforts address only individual components of
well-being, then the other indispensable components may be unhealthy, resulting in
interventions and treatments that are weak and inconsistent in their efficacy. Treat-
ments and interventions may work weakly or sometimes in those people in whom the
other neglected components already happen to be healthy.

Physical, mental, and social aspects of well-being are all strongly dependent on
the TCI character traits of self-directedness, cooperativeness, and
self-transcendence [20, 45]. The development of these personality traits over the life
course is a complex adaptive process that allows a person to adapt one’s outlook,
goals, and values to social norms and individual life experiences in a meaningful
and satisfying way [10, 46].

Personality provides a reliable way to assess the quality of a person’s functioning
in the general population as well as with psychiatric and other medical patients with
physical disorders [19, 22]. In order to promote physical, mental, and social
well-being, it is necessary to promote the healthy personality development that
underlies healthy living. Perhaps the inadequacies of past efforts at health promotion
can be explained by the need to more fully accept the fact that the well-being
depends on the development and maintenance of a healthy personality, not just
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knowledge, external support, and encouragement although those things represent
part of the necessary resources. So, we need to know what is a healthy personality?

4.3 What Is a Healthy Personality?

Three key practices have consistently been shown to lead to the development of
well-being: (1) letting go, (2) working in the service of others, and (3) growing in
awareness [10, 12]. Letting go involves acceptance of who you really are so that
you can develop realistically and calmly without fighting or worry. Acceptance and
letting go are expressions of hope, rather than giving in to excessive or insatiable
desires. Working in the service of others is expressed as genuine acts of kindness,
which are satisfying even when it involves personal sacrifice. Serving others is an
expression of love, rather than giving into fear and selfishness. Growing in
awareness is the result of using our intelligences to listen to all aspects of our being.
Through reflection, meditation, and contemplation a person can discover more
about one’s self and the mysteries of one’s inseparable relations to others and the
world as a whole. Awareness is the actualization of the benefits of faith. Such faith
is based on the insight and conviction that comes from intuitive understanding,
rather than blind acceptance of dogmatic assertions by external authorities.

Each of the practices that lead to well-being is functional expressions of the
character traits of self-directedness, cooperativeness, and self-transcendence.
Self-directedness (i.e., being resourceful, purposeful, self-accepting, responsible,
and foresighted) leads to confidence about one’s ability to accomplish valued goals,
and such self-confidence is a way of describing hopefulness. Consequently people
who are highly self-directed accept who they are really and can admit to faults and
weaknesses, whereas others are too proud or ashamed to admit their faults [10].

Cooperativeness (i.e., being tolerant, helpful, empathic, principled, and com-
passionate) is an indicator of a person’s disposition toward kindness and compas-
sion for one’s fellow human beings. Such loving kindness and compassion
motivates a person to work in the service of others, rather than for personal gain
[10]. Acts of kindness are satisfying and enhance physical, mental, and social
aspects of well-being [24, 55, 77]. Acts of kindness make people happy [55], and
happy people experience less pain [77], have improved cardiovascular health and
resilience [24], fewer accidents and suicides, and live longer [32].

Self-transcendence (i.e., being intuitive, imaginative, easily absorbed and
engaged in what is valued, and spiritually accepting) indicates capacity for insight
from meditation and contemplation. Such contemplation leads to enhanced
awareness, self-knowledge, and peak experiences of the inseparability of all things
[10]. Mindful meditation has been shown experimentally to reduce stress and
enhance objective indicators of well-being [40, 41].

Meta-analysis of longitudinal studies and experimental interventions show that
increases in subjective well-being are predictive of reduced morbidity and mortality
and of improved objective health and longevity [40, 41]. The effect size of the
correlation between changes in subjective well-being with changes in objective
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physical health is weak (r = 0.14 to 0.16) in both longitudinal studies and in
experimental interventions [41]. An effect size of 0.15 corresponds to an odds ratio
around 1.3 for improvement, which indicates that most people are not substantially
improved in objective measures of physical health from changes in subjective
well-being [8]. Medical morbidity and mortality in 7-year follow-up is more
strongly predicted by the absence of positive well-being than by the presence of
negative well-being, but the effects are still weak and inconsistent [42].

Personality traits are predictive of later health status and mortality in longitudinal
studies using the personality questionnaires measuring three and five factor models
[1, 44]. High neuroticism and low conscientiousness are often predictive of higher
mortality, but the results have been weak and inconsistent [11, 44]. More consistent
predictors of health outcomes can be identified using Ryff’s measures of psycho-
logical well-being (such as autonomy and self-control) [2, 30] and the character
measures from the TCI previously described here [20, 45, 63]. The TCI was the
strongest predictor of clinical health outcomes among all 14 multidimensional
personality inventories tested in a longitudinal study in the USA [37]. The average
of the TCI’s multiple correlation with six clinical indicators of psychopathology
was r = 0.53 compared to the averages for other personality tests (r = 0.27 to 0.45).
Hence the linear prediction of mental health outcomes by antecedent personality
traits is moderate in strength.

Multidimensional personality profiles are the most consistent predictors of
well-being because they specify synergistic nonlinear interactions. Specifically, the
combination of all three TCI character dimensions (i.e., high self-directedness,
cooperativeness, and self-transcendence) predicts greater physical, mental, and
social well-being than any other profile or individual trait [20]. The profiles are
more informative than the average (linear) effects of the same traits for both mental
health and physical health outcomes [20, 63].

The synergistic quality of all three character dimensions is called creativity and
the healthy personality configuration is called the creative character profile [16].
Creativity can be defined as the original, adaptive, and beneficial innovation that
emerges from the combination of high self-directedness (i.e., resourceful, realistic,
and self-accepting), cooperativeness (i.e., tolerant, helpful, and empathic), and
self-transcendent (i.e., intuitive, imaginative, and spiritual). Creativity depends on all
three of these components of character because it must be (1) original (i.e., using
imagination or innovative ideas to solve problems or to invent new and better
solutions to traditional approaches, as is characteristic of highly self-transcendent
people), (2) adaptive (i.e., a realistic way to use available resources to make
something suitable for a new use or purpose, as is characteristic of highly
self-directed people), and (3) beneficial (i.e., being favorable, helpful, or advanta-
geous for others so that it becomes adopted by the culture or social group, as is
characteristic of highly cooperative people). There is no consensus about a single
definition or test for measuring creativity despite much study of the topic, but there is
agreement that creative processes are original, adaptive, and beneficial for one’s self
or others [58, 68, 72]. Sometimes the word “adaptive” is taken broadly to imply both
realistic and beneficial. In any case, the importance of creative products being
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socially valued and benefiting others has been well-documented in studies of cre-
ative achievement [23, 33, 65]. Creativity has been shown to be strongly related to
three facets of individual differences: differences in (1) intellectual abilities (e.g.,
divergent thinking, imagination, and aesthetic sensibility), (2) personality traits (e.g.,
tolerance of ambiguity, desire to grow, desire to work for recognition, and will-
ingness to take risks and try to overcome obstacles), and (3) character style or style of
mental self-government (e.g., a progressive legislative style, which finds enjoyment
in creating one’s own rules and ways of doing things, looking for new things to do
and for new ways to do old things), and [69, 70, 72].

Overall, creativity is a process that occurs within creative people in particular
states of mind in a particular psychosocial context [10, 23]. Specifically, the cre-
ative character profile (i.e., the combination of being highly self-directed, cooper-
ative, and self-transcendent) facilitates a person getting in a creative state of mind
(i.e., calm alertness with a flowing intuitive awareness that awakens automatic
intelligences), thereby helping a person to discover original solutions that are
adaptive for one’s self and others.

Each of the three TCI character traits contributes to positive affect and life
satisfaction regardless of the level of the other two traits, and the combination of all
three has a stronger correlation with subjective well-being than expected from the
sum of the three individual contributions [20]. In other words, the dynamic non-
linear interaction among these dimensions has a synergistic effect to enhance
physical, mental, and social aspects of well-being.

The creative process emerging from the healthy character configuration has
concrete and practical benefits. People with high Self-transcendence have a vivid
imagination, and this leads to creativity when combined with realistic thinking
typical of high self-directedness and with schizotypal or magical thinking when
combined with low self-directedness [66]. In contrast, people who are high in
self-directedness and self-transcendence, but low in cooperativeness, are generally
regarded as “fanatics” and often act with hostility or in ways that are destructive for
themselves and others, so they are not regarded as creative despite their ingenuity.
People who are “organized” (i.e., high in self-directedness and cooperativeness, but
low in self-transcendence) have often been considered to have healthy personalities,
but they are still vulnerable to being self-centered, materialistic, and conventional
unless they are also high in self-transcendence [14, 15]. Creative processes require a
freedom of will and thought that is not constrained by past conditioning and tra-
ditional beliefs [49, 50].

Creativity must not be regarded as a rare capacity of exceptional individuals.
Existential and phenomenological approaches to medicine recognize that each
moment in life is a creative process in which all people are transforming their past
experiences and future hopes into the more-or-less adaptive actualization of the
present moment. Illness provides the opportunity for creative development by
increased awareness of our all three aspects of our being (i.e., body, thoughts, and
soul), but only if we allow ourselves to accept reality and to grow in its under-
standing [76]. Our pains and fears force us to enlarge our consciousness if we are to
adapt adequately. From this adaptive perspective, health is adequate creativity and
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an illness is inadequate adaptation [61]. From this person-centered perspective,
Victor von Weizsaecker, observed that illnesses revealed meaningful information
about reciprocal psychosomatic interactions that create health. From his clinical
observations in psychosomatic medicine and his experimental observations about
the phenomenology of perception, thought, and movement, he suggested that we
become sick when we are not in a creative dynamic state:

The health of a human being is not just capital to be consumed; rather health is actually
present only when it is created in each moment of life.
If health is not being created, then a person is already sick [74].

Essentially, when we are not growing creatively, we are consuming what health
we have until we become ill, unhappy, and empty. When we are healthy, we are
energetic, happy, and fulfilled because we are living creatively in each moment.

4.4 The Importance of a Synthetic and Holistic
Perspective

The idea that health is being created in each moment of life has been forgotten in
Western allopathic medicine with its tendency toward specialization that regards
different organs and systems as separate parts, rather than interactive components of
the whole person. In contrast, osteopathic medicine follows the Eastern tradition of
recognizing that there is an underlying unity of structure and function, which leads
to four main principles:

1. “The body is a unit, and the person represents a combination of body, mind, and
spirit.”

2. “The body is capable of self-regulation, self-healing, and health maintenance.”
3. “Structure and function are reciprocally interrelated.”
4. “Rational treatment is based on understanding these principles: body unity,

self-regulation, and the interrelationship of structure and function.” [Tenets of
Osteopathic Medicine, American Osteopathic Association, www.osteopathic.
org].

Likewise the principles of holistic medicine are person-centered [www.webmd.
com]. Holistic medicine emphasizes that the patient is a person, not a disease or
separate organ. All people have innate healing powers. Healing takes a team
approach involving the patient and doctor, and addresses all aspects of a person’s
life using a variety of health care practices, including diet, exercise, psychotherapy,
relationship and spiritual counseling, and a variety of complementary and alter-
native treatments, such as acupuncture, homeopathy, massage, and naturopathy.
Treatment is directed to the underlying causes of diseases, not just alleviating
symptoms. Holistic medicine takes a person-centered approach to provide uncon-
ditional positive regard plus respect for each person being responsible for their own
health and well-being.

52 C.R. Cloninger et al.

http://www.osteopathic.org
http://www.osteopathic.org
http://www.webmd.com
http://www.webmd.com


The combination of mainstream Western medical therapy with complementary
and alternative medical procedures is defined as Integrative Medicine by the
National Center for Complementary and Alternative Medicine at the US National
Institutes of Health. Integrative Medicine is a person-centered medical approach
that recognizes that the whole person has three aspects (body, thought, and spirit). It
emphasizes the person-centered therapeutic relationship and makes use of all
appropriate therapies that promote health, both conventional and alternative [73].

All these holistic approaches are person-centered, whereas some patient-centered
approaches are not really holistic and do not recognize the person as a creative force
in his own healing. The very notion of “patient” suggests a person who must wait
patiently for the expert to instruct them in what to do, which is a framework
inconsistent with truly person-centered care.

The importance of a holistic perspective for the full expression of person-
centered medicine becomes clear when it is remembered that in Traditional Chinese
Medicine (TCM), the physician was paid to keep a person well by curing emerging
diseases before symptoms occurred. If symptoms occurred, the physician had
already failed at his job. In TCM, the diagnostician learned to detect energetic
changes that would predispose a person to disease and the effort of the physician
was to prevent illness by correcting the prescribing changes in lifestyle and cor-
recting energetic imbalances using methods such as herbal therapy and acupunc-
ture. In contrast, Western medicine is skilled at acute treatment of disease, but is
strikingly ineffective in the prevention and management of chronic disease [14, 15].

4.5 The Range of the Benefits from Creative Living
with a Holistic Perspective

Mental Well-being: It is well established that a creative way of living (measured by
a creative TCI character profile) is linked with greater subjective well-being,
including greater life satisfaction (cognitive aspect of subjective well-being) and a
more positive balance between positive and negative affect (the emotional aspect of
subjective well-being) [20]; Josefsson et al. [45]. However, higher
self-transcendence can also lead to increases in negative emotions, particularly in
secular societies where self-transcendent attitudes are in disfavor, but even then
positive affect is greater than negative affect in adults [45]. During adolescence, the
roles of self-directedness, cooperativeness, and persistence appear to be more
important than self-transcendence [34, 35]. The role of self-transcendence becomes
clear only when individuals must cope with ultimate situations, like suffering,
personal death, or mass extinction, which may occur at any age but only are
recognized fully in older adults [9, 14, 15, 43, 46].

Physical Well-being: Both personality profiles and heart rate variability are
predictive of physical morbidity and mortality [6, 7]. The impact of personality is
not fully explained by people’s choice of healthy lifestyles, such as habits about
diet, physical exercise, and health care utilization [78]. In order to explore the
physiological pathways by which personality influences physical health, we have
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studied relations between personality profiles and heart rate variability, which is
sensitive to a variety of emotional and physiological stressors. We found that
creativity, measured as the product of the three character scores in the TCI, was
significantly correlated (r = −0.3) with healthy autonomic balance with predomi-
nance of parasympathetic activity, as measured by the ratio of high frequency
(sympathetic) activity to low frequency (parasympathetic activity) [78]. In contrast,
other character profiles (in which any one of the character dimensions was low)
were not significantly correlated with healthy autonomic balance [78]. Agreeability
is associated with greater parasympathetic activity but does not reduce sympathetic
activity, whereas forgiveness reduces sympathetic activity but does not increase
parasympathetic activity [78].

Greater parasympathetic balance is characterized by a state of calm alertness; it
is facilitated by slow, deep breathing and is disrupted by stress or defensiveness.
Defensiveness (i.e., fight or flight responses, including both aggression or avoid-
ance) is characterized by sympathetic hyperactivity. All three TCI character traits
are correlated with greater parasympathetic activity individually, and the product of
the three together was greater than their individual association, indicating that there
is synergy among these traits that leads to autonomic balance. Experimental
interventions show that psychophysiological training with slow, deep breathing,
and cultivation of positive affect can enhance heart rate variability and thereby
promote healthier outcomes [51, 52].

Dean Ornish has developed multimodal training programs including diet,
emotional self-regulation, and meditation to prevent or reverse coronary heart
disease. Ornish has found in longitudinal studies that they lead to improved
well-being, including longer telomeres (a predictor of longevity) compared to
others who do not change their lifestyle [53, 54, 60]. Nevertheless, personality has
not been measured with the TCI in Dean Ornish’s program of lifestyle change, and
the directions of influence among the several changing processes involved in
comprehensive lifestyle change remain uncertain. The interactions among the
multifactorial processes will need to be considered as components of a complex
adaptive system [18].

Social Well-Being: Creativity is associated with perception of warm and satis-
fying social relationships [20]. The processes underlying the prosocial benefits of
creativity have been studied in detail in negotiation and conflict resolution [36, 62].
Stable and satisfying social relationships depend on emotional communication that
combines assertiveness with mutual respect, thereby leading to innovative and
nonviolent resolution of disagreements. Nonviolent communication must begin
with establishing a context of mutual respect and shared goals. In order to be
authentic, there must be the opportunity to express and assert what each person
feels and thinks candidly. Yet to avoid violence and resistance, there must be a
freedom and openness to change that involves innovative solutions emerging from
respectful dialogue. The same principles of nonviolent communication can be
applied to negotiation generally. Again in social aspects of health, we can recognize
a complex adaptive system involving multiple reciprocal feedback systems, in
which trust stimulates openness, which in turn reinforces change with increases in
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trust. Similar mechanisms are involved in the formation and maintenance of a
helping therapeutic alliance [38, 39].

Spiritual Well-being: Studies of the benefits of spirituality show that there are
positive benefits from spiritual acceptance that there is a divine order like justice in
the cosmos [5, 29] because this conviction is a basis for hope and other
self-transcendent virtues that are characteristic of people who recover from physical
and mental disorders [3]. Meta-analyses show that intrinsic motivations like love,
hope, and faith led to positive psychological adjustments, whereas extrinsic moti-
vation (doing outwardly pious acts to be seen by others) and avoidance of dealing
with one’s problems by withdrawing into religious activities led to negative mental
and physical outcomes [4, 48, 56, 57, 67]. Religious struggles (like feeling God had
abandoned you) has been associated with slightly increased mortality [56]. The
effect of spiritual acceptance as a single variable to reduce mental distress or to
improve health is weak in large-scale meta-analyses (r = 0.09) [4, 67].

Intrinsic motivation is based in inner awareness of a connection with something
beyond one’s self, which inspires a sense of meaning and commitment to valued
action [13]. Creativity is consistently characterized by intrinsic motivation and a
sense of meaning in life. Self-transcendence involves awareness of what gives
meaning and purpose to a person beyond the selfish acquisition of pleasure, power,
and possessions [31, 43]. The spiritual aspects of health are often discussed in
secular cultures by reference to the strong human needs for engagement and
meaning, as emphasized in Seligman’s model of psychological health based on
positive emotions (i.e., feeling good), engagement (i.e., being completely absorbed
in valued actions), positive relationships (i.e., being authentically connected to
others), meaning (i.e., feeling your existence has a significant purpose), and
accomplishments (i.e., feeling successful in what you have done) (PERMA) [64].
Engagement is one of the facets of TCI Self-transcendence; people frequently
become so absorbed in doing something they value, that they lose track of time and
place for a while, so it is labeled as “self-forgetfulness” in the TCI [10, 13]. When
people are asked what has given them the most lasting satisfaction in their life, the
feeling of accomplishment is one of the three most common experiences they
report, along with satisfaction with warm social relations and discovery of what
gives them meaning [10, 47]. All of these aspects of the good life arise from using
intuition to grow in awareness of who you really are and what you truly value so
that you can flourish (i.e., function with happiness, plasticity and virtue).

In psychoanalytic terms, healthy and wise people function using the mature
defenses of sublimation (i.e., letting go of desire for personal pleasure to accom-
plish something meaningful or beautiful, like an artistic creation), altruism (i.e.,
serving others unselfishly), hopeful anticipation (i.e., anticipating and preparing for
possible future adversity by living moderately) with a sense of humor and humility
[71]. People with creative characters are the individuals who are most aware of their
need for coherence and self-actualization, which leads them to work on the
development of wisdom and integrity [10]. Hence the healthy life is good life, and
the good life is also the happy life. Lives that are healthy, happy, and good all
involve doing what you value with flexibility, integrity, and wisdom.
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4.6 Conclusion—Person-Centered Medicine Has a Holistic
Perspective

Holistic and integrative medical approaches are fundamentally person-centered.
Some approaches to medicine that practitioners consider as person-centered are not
holistic (e.g., many patient-centered approaches are highly specialized and not
integrative). However, health is a state of physical, mental, social, and spiritual
well-being, so full health requires a holistic approach. As the holistic framework is
adopted, the benefits of person-centered care becomes increasingly strong and
consistent, as expected with the traditional view that people create health in each
moment of their life. Therefore, as person-centered medicine develops in its
effectiveness, it becomes increasingly synthetic rather than analytical, holistic rather
than reductive, and functionally integrative rather than specialized.
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5Subjectivity, Intersubjectivity,
and Psychological Functioning

Michel Botbol, MD and Dusica Lecic-Tosevski, MD, PhD

5.1 Introduction

Individual psychological development emerges in constant interaction with others,
beginning with the infant–mother relationship. A gradual developmental process
culminates in two critical separation-individuation phases—the first one in early
childhood and the other during adolescence—and leads to increasing independence
of the subject and more mature relationships with other persons [4].

From a psychological perspective, person-centered psychiatry (PCP) has then to
consider both the intrasubjective and the intersubjective aspects of clinical situa-
tions whenever a person suffers from a psychopathological disorder not only when
it results from a failure in the developmental process but also when it is due to any
other determinants, because they contribute to the person’s quality of life and
healing process [3].

In line with a contextualized definition of the person (“I am I and my circum-
stance”) [12], person-centered psychological approach has to focus both on the
individual experience of the patient, including his subjectivity, and experience
involving the family and the social environment.
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The PCP should not therefore be reduced to the individualization of care or the
respect for patients’ rights, as it aspires to something more: the recognition of the
individual subjectivity of the whole person of the patient beyond what characterizes
his or her illness or his status as patient [3]. What is of interest here is dealing with
the inner world of a patient in his particular situation of suffering and dependence
caused by illness, like in Aristotle’s Nicomachean Ethics: “Cure of a unique person
and not a generalized nosological case, in a specific situation, within a specific,
unrepeatable period of one’s life” [15]. What becomes crucial here is the com-
mitment of the mental health professional to approach the patient’s subjectivity in
his singular vital situation.

5.2 Psychological Functioning and Subjectivity

To understand and assess psychopathology in PCP perspective one should take into
account three psychological dimensions [4]:

• The patient’ experience of an illness and the effects of an illness on his/her
personal and social life: this aspect could be called the phenomenological
dimension (which includes psychological suffering, quality of life and similar
processes). It is certainly subjective and can be considered as a core aspect of the
mental disorder, defining both the patient’s clinical situation and his/her more
global being in the world.

• The psychological functioning underlying a disorder and the global organization
of psychological functions: this has to take into account not only the explicit
symptoms but also the underlying normal or pathological personality within
which they develop. This is not related only to the psychopathological elements
but also to the overall organization of the patient’s inner life. This aspect could
be called the structural dimension.

• The conscious and unconscious meanings of symptoms and other life events and
the embedding of disorders in the patient’s narrative; we call this the metaphoric
or symbolic dimension. This dimension is essential for the individual’s appraisal
of the disorder and for its treatment. In some cases, the elements of this
dimension may have an etiological role. This specific subjective aspect should
be considered in the design of the therapeutic approaches, as they may be crucial
to the therapeutic alliance.

To these three psychological dimensions, Alanen et al. [1] adds a fourth one he
calls the familial or environmental dimension including two groups of conditions
that may require family- and environment-centered treatment. The first group is
composed of acute crisis situations, especially when related to losses and other
stressful life events in the family, including suicides and suicidal attempts that need
empathetic support. The second group of conditions requiring family- and
environment-centered treatment involves persons with increased dependence on
their closest human network. “Children obviously belong to this group because of
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their dependence on the family. The same is also true for adolescents for whom a
general goal of family therapy is often needed to support the individual develop-
ment of the identified patient by clarifying the psychological boundaries between
family members and to strengthen the adolescent’s contacts outside the family” [4].

In adult psychiatry, this group of conditions may also include schizophrenia and
other psychoses, substance abuse, severe eating disorders as well as borderline
personality disorder. Elderly patients and other dependent individuals may also be
included within this group.

Alanen considers that in “psychotic outbreaks, the general goals of family-
centered treatment are usually twofold: to stimulate the individualized development
of the patient and to support family members as they deal with the patient’s disorders.
The experiences of joint meetings of the treatment team with patient and family
members have shown that they have both an important informative function and
therapeutic significance” [1]. “In many cases, these joint meetings enhance the
success of simultaneous or consecutive individual therapy” [4].

The consideration of the above-mentioned dimensions appears to be important
for person-centered conceptual and practical approaches in psychiatry. However,
they are often ignored by conventional disorder-centered psychiatry. Berganza et al.
[2] has pointed out that the latter is one of the main limitations of the current
standard classificatory systems on which much of modern psychiatry is grounded.
Strauss [14] has stressed the problems of reductionist psychiatry by saying that “this
has neglected attention to the importance of subjective factors such as feeling,
meaning and will”. “It has left us ignoring a major part of human experience, left us
with half a science”.

Unlike standard diagnostic criteria, these dimensions are not only subjective but
also holistic. The recognition and assessment of these dimensions require
improvements in the parameters and guidelines for the appraisal of evidence,
beyond the rigidity and narrow scope of what is usually termed evidence-based
medicine (EBM), because their holistic perspective implies constant interactions
between ill and positive health aspects of the patient’s health status and because
their subjective components apply not only to the views of the patient and his
family but also to those of the professionals.

For the psychiatry for the person perspective, one of the challenges is therefore
to find a non-metaphysical way to give enough room to the above-mentioned
psychological bases even though they can be accounted mainly through the
patient’s narratives and the subjective joint understanding of these narratives both
by the patient and the professional in close interaction.

5.3 Subjectivity and Intersubjectivity in PCP Practices

In addition to the attention paid to the medico-biological aspects of the person’s
health status, a person-centered assessment needs then to give enough consideration
to the patient’s subjective feelings [5]. Whether or not we suspect a psychological
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or psychosomatic causality to the disorder that a patient brings to us, it is essential
to keep in perspective the factors involved in the patient’s health situation. Beyond
reasserting this principle, we need to explicit the methodology for accessing these
subjective dimensions among different partners involved in the diagnostic process
and the therapeutic relationship. For the professionals, the only way to access these
dimensions is through what the patient (and/or his carers) says in words or shows in
acting, as long as these words or acts can trigger in the professionals enough
empathy to approach the patient’s subjective feelings to which these expressions are
related.

Working on the diagnostic approach has become an important element to meet
this methodological ambition. That is why on the basis of previous experience
promoted with the World Psychiatric Association Essentials of the International
Guidelines for Diagnostic Assessment [11], the PCP developed a Person-Centered
Integrated Diagnostic (PID) model [10]. As it is developed elsewhere in this book,
one of its main objective is to take into account the subjective aspects (positive and
negative) of the health situation of persons seeking care, and not just an objective
description of their illness. This diagnostic model includes, besides the objective
elements about the patient and his or her context, the subjective elements reported
by the idiographic formulations of the person who is being cared for, their carers
and assisting professionals. This approach naturally led us to a closer examination
of the role of the professional’s empathy in the methodology to access the sub-
jectivity of the patient, trying to go beyond the general assertions on the importance
of this concept in therapeutic relationships and care activities [5].

At first considered as the professional’s ability to listen sympathetically to the
comments of the patient and to integrate his wishes and needs, the notion of
empathy has gradually widened to include representations that the physician (or the
health professional) makes of the clinical situation in which the person in need of
care is involved. In short, these are representations that the professional makes of
the health situation of the person suffering through his/her (the professional) own
empathy, triggered by the words and the acts of the patients and of their carers. This
mechanism is well described by the concept of “metaphorizing-empathy” proposed
by Lebovici [9] from his work with babies and their mothers. It is also close to the
notion of “narrative empathy” proposed by Hochmann [7] based on his work with
autistic children and on the philosophical ideas brought by Paul Ricoeur, a famous
French phenomenologist, in his book “Time and Narrative” [13]. It is also con-
sistent with Kleinman’s assumptions [8] on illness narratives. This important
development in PCM marked the full recognition of the role of the physician’s
subjectivity as a diagnostic and treatment tool in the physician–patient relationship.

5.4 Concluding Remarks

The PCP has evolved from a PCP aiming to mirror the patient’s opinion on himself
or his health status to a PCP struggling to approach the subjectivity of the person (in
both its conscious and unconscious aspects) [5]. This should be done through the
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personal commitment of the professional and his or her use of his or her
metaphorizing empathy. This perspective is much more consistent with the reality
of medical practice which, in one form or another, must deal with this vital
dimension in every patient. Moreover, by establishing the subjectivity of the
physician as a tool for understanding the patient and his disorder (and thus a
meaningful encounter of two persons: a Buber’s dialogue of I and Thou) [6] , the
subjective involvement of the professional regains positive status which was lost
with the progress of objective technical medicine. In this perspective the subjec-
tivity of the professional can be properly included in practice and training if enough
space is given to work it through. Rather than training the professionals to fight
against their subjective movements or to deny it and to prevent them from getting
closer to the patient’s personal needs, the PCP proposes to train them to use these
subjective movements as their best tool to access the patient’s subjectivity. Thus,
the PCP acknowledges relevance for clinical practice of the clinician’s congruence
in the relationship, (i.e., his or her access to experiences arising in resonance with
the patient). A required condition is, for professionals, to be trained to work it
through properly, and develop enough reflexive capacities. This would enable them
to take subjectivity and intersubjectivity as one of the bricks of the therapeutic
relationship, i.e., the interactive construction they should build with the patient and
for him or her, involving all those who are contributing to their health care and
health status [5]. The teamwork and peer supervision are crucial to enhance and
sustain this interactive process.
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6The Role of Communication

Marijana Braš, MD, PhD, Veljko Đorđević, MD, PhD,
Roger Ruiz-Moral, MD, PhD, Myriam Deveugele, MA, PhD,
Rodrigo Ramalho, MD, PhD and Peter Pype, MD, PhD

Everything is in human relationship
Homo homini remedium

6.1 Introduction

The doctor–patient relationship is central to the practice of health care and is
essential for delivery of high-quality healthcare. The current model of the doctor–
patient relationship is one of collaborative partnership. In this model, communi-
cation between patients and doctors is based on common understanding, and it
occurs in a caring and dynamic relationship that must involve the family. Char-
acteristic of the relationship should be the educated patient, confidence and level of
guidance and leadership, with an educational and advocacy role on behalf of the
doctor [13, 15]. However, this was not always the case, as the relationship between
a patient and a doctor has changed throughout history and according to the evolving
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role of the doctor. Doctor–patient relationship is dependent on both the era and
social culture, and the potentials and technological limitations of medicine in a
particular period. Nowadays, we are witnessing an unprecedented development of
the medical science and the medical profession. The development of nanotech-
nology, epigenetics, pharmacogenomics, functional imaging, and attempts to
visually present human emotions are all examples of this development. However,
all this technological superiority should not allow us to lose sight of the patient as a
person in their physical, psychological, social, and spiritual totality [13, 15].

Communication has been defined as the transmission of information, thoughts,
and feelings so that these are satisfactorily received and/or understood [17].
Communication is basic tool in building relationships as it allows people to share
their interest, concerns, and support of each other; to make critical decisions and to
cooperate better with each other. Communication in medicine is considered as a
fundamental clinical skill and a way to successful diagnosis and treatment and to
establish a relationship with the patient. Numerous studies have shown that com-
munication skills are associated with the outcome measures, including patient
satisfaction, treatment adherence, a lower incidence of complaints about medical
errors, and to some extent health related outcomes [8, 11, 23, 27, 37, 38, 39].
Therefore, in recent decades great attention has been paid to the quality of com-
munication in medicine. Communication is the most widely used clinical skill in
medical practice, used hundreds of thousands of times in working life. Commu-
nication includes a large number of interactions with all participants in the health
system, of which we mention only some: patient and doctor communication,
communication between the patient and other members of the healthcare team
(nurses, psychologists, teachers, social workers, medical technicians, physical
therapists, etc.), communication between doctors and patients’ family members,
communication between members of medical teams and interdisciplinary teams,
communication among health professionals within professional associations, doc-
tors’ communication with the local and national governments and intergovern-
mental organizations, communication with civil society organizations (particularly
with associations of patients), communication with insurance companies, commu-
nication with pharmaceutical companies, the media, etc. Only good communication
can provide and establish good relationship between the health professional and
patient, and the most important aspect of communication is the medical interview,
as a bridge from bench to bedside to community [13, 15]. Due to recent advances in
neuroscience, we are now able to describe and discuss the neurobiology of the
doctor–patient relationship [1]. Different physiological and biochemical mecha-
nisms take part in complex functions, such as trust, hope, empathy, and compas-
sion, which are all very important elements in the doctor–patient relationship. From
a neuroscientific perspective, the doctor–patient relationship can be divided into at
least four steps: feeling sick, seeking relief, meeting the therapist, and receiving
therapy [2]. Although besides enabling an in-depth biological assessment of the
doctor–patient relationship, the main advantage of a neuroscientific perspective is
that doctors, psychologists, and other health professionals can better understand the
kind of changes they can induce in their patients’ brains, further boosting the
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professional’s empathic and compassionate behavior [3]. This further supports the
point that effective doctor–patient communication is a central clinical function not
only in developing a therapeutic relationship, but also in the delivery of
high-quality healthcare.

Person-centered medicine represents the novel paradigm of general well-being,
and not merely absence of disease. In order for this to be successful, we must
overcome numerous obstacles in our path, obstacles which dehumanize, so that we
can find ourselves on a path that leads to the humanization of man, who has no
earthly predator but himself, and the civilization to which he belongs [16].

6.2 Medical Interview

Modern healthcare professionals need to be educated on how to use their highly
specialized knowledge when approaching an individual patient as a unique and
whole person living in a given psychological, social, and material context. Such an
approach combines the best of ancient medicine—which was individualized and
person-oriented, yet not sufficiently scientific—and modern, scientific-oriented,
highly efficient medicine, which, unfortunately, tends to disregard the person as a
whole Đorđević et al. [13, 15]. In a series of talks given to students of the Harvard
University School of Medicine, Francis W. Peabody said: “The practice of medi-
cine in its broadest sense includes the whole relationship of the physician with his
patient. It is an art, based to an increasing extent on the medical sciences, but
comprising much that still remains outside the realm of any science. The treatment
of a disease may be entirely impersonal; the care of a patient must be completely
personal. One of the essential qualities of the clinician is interest in humanity, for
the secret of the care of the patient is in caring for the patient” [25]. As there are no
two identical genotypes or two identical DNAs, there are no two identical persons.
Everyone is unique. We should accept the person seeking help as a whole, but that
person should also accept the caregiver as a person who provides help and can be
trusted. The stronger and more open this trust relationship, the better, faster, and
more efficient the outcome. The treatment process exists only while the trust
relationship exists [13, 15]. The medical interview provides a framework for
exploring and understanding patients’ concerns, fears, misconceptions, and how
they experience their illness while taking into consideration their culture, avail-
ability of treatment options, and financial considerations [9]. Medical interview is a
complex process of obtaining information for the purpose of making a diagnosis
and it is an extremely important factor in establishing the relationship between
health professionals and patients [9, 20].

Literature describes the medical interview as being ‘physician-centered’ or
‘patient-centered’. The latter is advocated to replace the former. Physician-centered
interview mainly includes asking specific questions in order to establish the diag-
nosis. The physician takes the lead during the whole consultation, defining the
topics of the consultation along the interest of the doctor. This approach in most
cases ignores important personal information about the patient, his or her
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personality, and emotions. Patient-centered interview, on the contrary, focuses on
the understanding the patient’s perceptions of illness. Patient-centered communi-
cation style aims to identify the patient’s needs. Likewise, the patient’s open and
clear presentation of his or her reasons for visit adds to an effective and efficient
encounter, which makes the patient feel helped, empowered, and cared for [34, 35].
Moreover, this interview model includes the aspect traditionally connected to the
physician-centered style (history taking, making diagnoses, giving information, and
providing treatment). But even in these more strick medical aspects, the patient is
seen as a whole person with his/her own preferences and with the ability to discuss
the treatment options and to make the decision about treatment together with the
caregiver. Patient-centered interview results in the most complete, accurate, and
diagnostically powerful data set—the patient’s biopsychosocial story, and
strengthens the patient-physician relationship [35]. The essential elements of the
patient-centered interview are to build a relationship, open the discussion, gather
information, understand the patient’s perspective, share information, reach agree-
ment, and provide closure. Attentiveness and worth, empathy, respect, support, and
partnership are basic relationship skills that help build physician–patient rapport
[36]. Focused interventions, either with patients or their clinicians, enhance
patients’ involvement in decision-making [10, 18, 30].

In their book: ‘Skills for Communicating with Patients’, Silverman, Kurtz and
Draper [33], provide the rationale for the importance of using good medical skills.
They state that doctor–patient communication is central to clinical practice and is
not an optional add-on. Communication turns theory into practice; how something
is said is as important as what is communicated.

They describe three types of communicative skills:
Content skills—WHAT health professionals communicate; the substance of

their questions and responses, the information they gather and give, the treatments
they discuss. This includes the biomedical and patient’s perspective; biomedical
perspective refers to sequence of events, symptom analysis, past medical history,
drug and allergy history, family history, personal and social history, review of
systems, etc.; patient’s perspective includes patient’s illness experience, ideas and
beliefs, concerning and feeling, expectations and effect on life;

Process skills—HOW health professionals communicate; this includes the way
to communicate with patients, the strategy to discover the information and the
medical history, which verbal and nonverbal skills are used, how the relation is
developed and which structure is provided.

Perceptual skills—What does health professional think and feel. These skills
include internal decision-making, clinical reasoning, and problem-solving at the one
hand but also attitudes and personal capacities for compassion, integrity, respect,
and flexibility of the healthcare provider on the other hand.

Content skills, process skills, and perceptive skills are linked and cannot be
considered in isolation. As a result they need to be studied and taught as an insep-
arable whole. As communication is generally purposive, medical interview can be
better understanding as a model of communicative activities, most of these activities
can be taught as tasks. A number of well-established consultation models and
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recommendations list these tasks [21, 22, 26, 31, 30, 33] (Pendleton and Schofield
2003). An alternative is the Zagreb model of person-centerd medical interview
(currently under development by its authors Đorđević et al. [15, 13]). This model
focuses not only on the disease or illness but on patient’s quality of life in the context
of health and disease. Person-centered medical interview is an important bridge
between personalized and person-centered medicine. In order to evaluate and
influence communication in medicine and healthcare, trainers, researchers and pro-
viders increasingly monitor communication processes during healthcare encounters.

6.3 Teaching and Learning Communication Skills

Communication skills training is now internationally accepted as an essential
component of medical education [12, 28]. Much of communication theory can be
learnt through textbooks and guidelines that can provide a solid foundation and
framework sufficient for the knowledge about communication or for understanding
how to perform the medical interview. However, theory and knowing how is
absolutely not sufficient to become skilled in the art of the medical interview,
experiential learning is of crucial importance.

Fortunately during the last decades, much more attention is given to commu-
nication training when developing new medical curricula. Nevertheless, the
implementation of communication training still deals with several problems. To
name some: First, although good communication require generic skills, most cur-
ricula deal with specific topics like breaking bad news, genetic counseling, handling
psychosocial problems, or smoking cessation. Generic skills (listening, empathy,
negotiation, etc.) can be used more or less intensive, depending of the situation. In a
good communication curriculum rehearsal and continuation throughout the whole
curriculum is aimed for. Specific situations (like breaking bad news or smoking
cessation) can then use the benefits of the skills trained earlier and be seen as an
application of the generic skills learned. A second problem deals with the fact that
training is limited in time and mostly not contextualized. As a result transfer from
training to practice in the real world, is hard to achieve. A major problem is the
role-models students get when they start their clerkship. Hospital care is diagnosis
oriented, doctor centered, and often related to acute interventions. Students are
seldom stimulated to look for patient’s ideas, concerns and emotions at the bedside.
Third, medical curricula often deal with teaching problems. It will be obvious that
the specific didactical techniques are needed. Ex-cathedra lectures on communi-
cation will never be successful to teach communication skills [12].

Specific teaching methods for communication are needed, with an emphasis on
skills, in order to achieve behavior change in participants. Cognitive learning
(theory) and taking into account attitudes are certainly complementary approaches.
Thus, it can be said that teaching communication skills is not to be considered
optional and “supplement to other education” because proper communication is
crucial to ensure effectiveness in every day medical practice. Communication
bridges the barriers between evidence-based medicine and the individual approach

6 The Role of Communication 71



to the patient [28]. It is necessary to offer education in communication skills to both
undergraduate and postgraduate education, for all health professionals. In com-
munication skills laboratories students and professionals have a chance to practice
with real-life and simulated patients using video cameras and scales, such as Roter
Interaction Analysis System and Cambridge Guide to Medical Interview [4, 29].
This will give proper up-to-date tools to evaluate, modify, and adopt various aspects
of communication processes [32]. Just a personal experience or talent is not enough
for optimal physician–patient communication. Although some are more and some
are less talented, it is encouraging to know that skills can be improved by training.

All health workers are primarily human, and to make errors is human. Only
education can help us to reduce mistakes [5, 14].

Medical education is a critical component of the promotion of the culture of
health, which requires a revised approach to the teaching of clinical and commu-
nication skills. Ars medica is as much “art in medicine” as it is “the medicine of art.”
It is a journey from a culture of illness toward a culture of health, from symptoms and
diagnoses toward human beings and persons [16]. When we talk about different
forms of communication in medicine, we must never forget the importance of
communication through art. Although one of the simplest, art is effective way to
approach the patient and produce the effect that no other means of communication
can achieve. Art can be used as a therapeutic technique as well as a means of raising
public awareness of some medical problems. Art can also be one of the form of
educating medical professionals and others involved in treatment and
decision-making [7]. Art influences people’s emotions and forms an invaluable part
of today’s medicine. Creation is an act of survival, growth, and development of an
individual and the community. There is no development without creativity. A doc-
tor’s approach is always unique and reflects us, as a person, and the context in which
the meeting takes place. Each meeting is a new creation, a creation of a relationship
that can be recorded or imitated, but never repeated in exactly the same way.

6.4 Communication in Interdisciplinary Team

Inter-professional communication is an important aspect in the treatment of
patients, and all parties involved would benefit from proper inter-professional
collaboration. The interdisciplinary team is one of the most widely accepted
innovations in the delivery of health care and social services. In today’s medicine
and healthcare, patient outcomes are more than ever dependent on effective inter-
disciplinary teamwork. No single professional can deliver a complete episode of
healthcare and there is a need for the division of labor among medical, nursing and
allied health practitioners. Physicians, nurses, psychologists, social workers,
physiotherapists, pharmacists, occupational therapists, technicians, chaplains, and
volunteers must coordinate their activities, if safe and efficient patient care are to be
a priority. Moreover, aging populations with growing multi-morbidity present with
complex healthcare problems requiring inter-professional and interdisciplinary
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collaboration [41]. Inter-professional healthcare teams allow for health care pro-
viders to combine their individual competences and deliver an integrated
high-quality patient care, leading to better health outcomes. Communication is one
of the four core competences for inter-professional collaborative practice, besides
values/ethics; roles/responsibilities and teamwork [19]. Communication is a core
item in survey instruments measuring teamwork in healthcare settings [40]. Two
major themes are subject to inter-professional team communication. First
patient-centered care. Team members discussing patient care and treatment options
need awareness of the value of every member’s professional input and should strive
for interdisciplinary shared decision-making on treatment plans. Frequent com-
munication leads to shared knowledge creation, development of shared goals, and
shared clinical decision-making [24]. Consequently the results of the team dis-
cussions can be communicated to the patient without conflicting messages, leading
to higher patient satisfaction and better therapy compliance. Second, communica-
tion about the functioning of the team is important. Team meetings should also
focus on individual members’ roles, responsibilities and task description to avoid
conflicts. Hierarchical differences between team members should equally be
acknowledged and discussed to promote clarity.

To promote effective and efficient team communication, the Inter-professional
Education Collaborative describes eight key recommendations [19]: 1. Use
appropriate communication tools and techniques to facilitate interactions enhancing
team function; 2. Avoid discipline-specific terminology; 3. Share your knowledge
and opinions with team members to create common understanding of information
and team decisions; 4. Listen actively and encourage ideas and opinions of other
team members; 5. Provide feedback to other team members about their performance
and be prepared to receive feedback from others; 6. Adapt your language to the
requirements of the situation, e.g., respectful discussion in case of inter-professional
conflict; 7. Acknowledge every team member’s personal and professional identity
and its impact on team functioning and inter-professional working relationships; 8.
Be an advocate for teamwork in patient-centered care. Ideally, inter-professional
communication should be part of undergraduate education to prepare the future
healthcare workforce for collaborative practice [41].

The various practitioners benefit from this collaborative effort: as their role
becomes clarified, they are viewed as an important member of the team, and their
work becomes more streamlined and efficient.

6.5 Conclusion

The core of the medical profession has always been and will be the relationship
between the health professional and the person seeking assistance. It is imperative,
as individuals and families, as citizens and communities, and as healthcare pro-
fessionals, that we view each person as a unique individual, whatever their
biopsychosocial needs may be, and not as a disorder or the sum of their symptoms.
Fortunately, the traditional relationship between the physician and the patient has
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changed and is greatly impacted by huge social, philosophical, economic, and
scientific developments. Communication is an integral part of any relationship with
patients and their families, and represents the key to the success of a medical team.
The focus must be on stimulating healthy and creative forces in patients that are so
important for their coping with disease, maintaining hope, fighting for life, and not
giving up. An effort must be made to provide patients with the best humane
healthcare and empathy as possible. Today is more than ever important to make a
balance between humanism and medical sciences. The ability to communicate
effectively is not innate; it is a skill that can be taught and learned. More impor-
tantly, the way in which this skill is taught determines how well the students and
professionals learns to communicate. Experiential learning is important, with an
individualized and interactive format of teaching. Health professionals must adhere
to many of the principles of evidence-based medicine, but not forget to use
person-oriented and person-centered approach. Human relationship is what matters
most!
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7Cultural Awareness
and Responsiveness
in Person-Centered Psychiatry

Laurence J. Kirmayer, MD, Rachid Bennegadi, MD
and Marianne C. Kastrup, MD, PhD

7.1 Introduction

Person-centered psychiatry aims to reorient clinical practice around understanding
and engagement with the patient as a person. A crucial aspect of this reorientation is
systematic attention to the social world in which the person lives—both in terms of
individuals’ developmental history and biography and their current life circum-
stances. Human beings are social and cultural beings: we are born unable to fend for
ourselves and spend the first decades of life acquiring language and learning to
navigate cultural constructed social worlds. Cooperative social activity is essential
for human adaptation and flourishing. For millennia our environments of adaptation
have been primarily humanly constructed and our biology and ways of life have
undergone coevolution [14]. Hence, medicine and psychiatry must take culture and
social context into account in understanding and responding to illness and pro-
moting health and well-being. However, as our social worlds have changed with
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new technologies, forms of community, and global networks, so too has the nature
of culture. Culturally informed psychiatric theory and practice must therefore
consider the shifting meanings of culture in relation to new configurations of the
social world.

In this chapter, we outline current thinking about the importance of culture in
mental health and review approaches to integrating attention to culture in
person-centered care. Although some anthropologists argue that culture is a concept
that has outlived its usefulness and, indeed, may be a cloak under which various
forms of discrimination hide, we believe that the construct of culture has utility in
psychiatry, standing for a great variety of social determinants of health and illness
experience that are crucial to effective mental health care. Moreover, while some
who grant the importance of culture assume that adopting a person-centered
approach will be sufficient for clinicians to elicit all they need to know about
cultural and social context from the individual patient, we will argue that systematic
attention to culture, guided by relevant conceptual frameworks is essential to obtain
a comprehensive picture of patients’ lifeworlds and respond appropriately to their
health problems and concerns. In this light, we will review current approaches to
integrating culture in health care systems and practice with particular attention to
person-centered aspects. Finally, we will discuss some specific tools and strategies
for culturally informed assessment and treatment and outline some issues for health
care policy and mental health promotion [40].

Crucial to our approach is the recognition that culture is not simply a matter of
discrete social factors, values or beliefs, but constitutes the matrix of meaning,
discourse and practice through which structures of power, inequality and social
position are constructed, legitimated and maintained [20]. As such, understanding
the ways in which cultural identities are played out in a given society, community,
or clinical setting must be central to any vision of a person-centered psychiatry that
aims to provide equitable and effective care. Moreover, given that culture provides
the language and the settings which people use to negotiate shared values and
perspectives, attention to culture is an important bridge between person- and
people-centered medicine, which aims to acknowledge the social determinants of
health and address the political issues raised by inequalities at local, national,
transnational, and global levels [15].

7.2 Thinking About Culture in Context

“Culture” is a broad term that covers all of the humanly constructed and socially
transmitted knowledge and practices that constitute a way of life. The meanings of
“culture” differ with social, geographic and political context, and have changed
over time with the emergence of new technologies, forms of community, and
networking. In any country, geographical region or clinical setting, there are
specific historical, socioeconomic, and political factors that define major cultural
groupings and highlight some forms of difference and diversity as relevant to the
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health care system, while others are ignored or rendered invisible. It is important to
consider the specific contexts in which concepts and clinical approaches to culture
emerge.

For example, much literature on culture and mental health has been produced in
the U.S., where diversity is often discussed in terms of the five major ethnoracial
blocs defined by the census based on language (Hispanic or Latino), geographic
(Asian American or Pacific Islander), indigeneity (American Indian and Alaska
Native), and racialized categories derived from the history of the slave trade
(African American, Caucasia, or White). Of course, such broad groupings cannot
capture the diversity within groups. Indeed, later changes in the U.S. census that
allowed people to endorse multiple categories have revealed high levels of mixed
identities or hybridity. When people are able to provide their own categories, the
predefined categories are “shattered” resulting in a wide array of new identities
constructed on many different bases including religion, sexual orientation, occu-
pation, or vocation and illness [22]. However, epidemiological data, clinical studies
and training materials from the U.S. continue to reference these broad categories,
which simply do not make sense in other societies, which have other ways of
framing difference and diversity [32].

In societies with a history of colonialism, for example, the identities of new-
comers from former colonies may be framed in terms of categories that bear traces
of the racism of the colonial past [18]. In other cases, ethnic identity may be
suppressed in situations where political ideology sees it as a threat to national unity.
The key issue for mental health is that cultural identities depend on local politics
and are framed in terms of tensions and distinctions within and between commu-
nities. Hence, they are emotionally and politically charged and may be important
influences on individual and population health.

Culture is often confused with ethnicity and we need to distinguish constructs of
culture, ethnicity and race, which vary across societies with different histories,
politics of identity and demographics. Culture generates local forms of identity,
including concepts of race and ethnicity. The health implications of these categories
must be understood in context. In most societies, culturally constructed categories
of identity are associated with major health disparities due to ongoing structural
violence [17]. However, these forms of collective identity, even when they are
largely imposed by dominant groups within the society, may also constitute com-
munities in ways that allow social support, solidarity and political agency.

Race refers to socially constructed notions of biological difference—usually
based on superficial characteristics of appearance (skin color, facial features, hair)
that are viewed as markers of intrinsic biological difference. In fact, the charac-
teristics attached to race depend on cultural conventions that hide histories of
colonization, slavery, and other forms of structural violence and institutionalized
inequalities. Notions of race are commonly incorporated into stereotypes of others
and used to maintain systems of racial discrimination and oppression. Hence, while
race is a biological fiction, it is a social fact with major impact on physical and
mental health [23, 53, 54].
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Culture, race, and ethnicity then are not traits of individuals with a particular
upbringing or an intrinsic characteristic of some group or community but are
constituted by knowledge, practice, values, institutions that form social systems; in
effect, culture is a name for a large number of inter-related social processes more
than it is a discrete entity or object. The social processes that constitute culture vary
at the level of local communities or neighborhoods, nations and transnational
networks. At the level of local communities, for example, having neighbors of the
same ethic background can promote the mental health of minority groups by
improving their social supports and buffering some of the effects of racism [29, 59].
At the national level, recognition of minority rights and political voice can empower
a community with positive effects on well-being. Internationally, the ways in which
specific groups are framed and portrayed in mass media may have powerful impacts
on the mental health and well-being of people throughout a global diaspora [57]. In
each case, the health implications of identity for individuals depend on the interplay
between individual psychology, family and community dynamics, and relationships
with the larger society.

7.3 The Place of Culture in Person-Centered Psychiatry

The view of culture sketched above has implications for the place of culture in
person-centered medicine and psychiatry. In particular, it suggests that many
aspects of culture are expressed in very diverse ways among individuals, so that
assumptions about patients based on aspects of their cultural origin or identity are
likely to be unfounded. Hence, it is important to explore with each patient not only
their cultural origins and background but specific aspects of their knowledge, ways
of life and social identities, or affiliations relevant to their health care. Although it
might be assumed that a thoroughly person-centered approach that explores the
individual’s perspective will be sufficient to uncover any and all crucial dimensions
of culture, systematic attention to culture, and context can reveal important aspects
of health and illness that may be missed by an approach limited to the individual’s
perspective. These hidden cultural dimensions include aspects of personal and
collective identity, health and illness experience, social determinants of health, and
the larger sociopolitical context of the clinical encounter and of population health.
Uncovering these tacit dimensions of culture requires systematic inquiry guided by
social science perspectives. In this way, the culturally informed clinician can
develop a more complete picture of the patient’s lifeworld and predicament. The
impact of culture and social context should be explored in the clinical setting to
clarify its relevance to the patient’s own perspectives and concerns but the process
may also uncover issues that enlarge the patient’s self-understanding in ways that
can be liberating.

Person-centered care begins by engaging patients as people on their own terms
and this includes the ways that they understand their own identities. However,
identity is not a monolithic construction, but is multistranded or variegated,
involving multiple schemas and reference groups that vary with goals and context,
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including the setting and the perceived identity of the interlocutor. The answers a
clinician gets in response to questions about identity will depend on how the
question is posed and the aspects deemed relevant to the immediate concerns, as
well as patients’ perceptions of the clinician and the safety of the clinical setting.
Appreciating patients’ cultural background and current contexts requires engaging
them at the level of their clinical concerns, which are related to the ways they
understand symptoms and illness, their current predicaments, life trajectories, and
social positioning. However, self-understanding has its own limits. People may not
be aware of many of the social, cultural, and contextual factors that shape their
identity and health problems.

Indeed the notion of personhood itself is a cultural construction, and there are
important variations in what is viewed as central to the person, constitutive of
identity and indicative of health or adaptive functioning, as well as positive social,
moral, religious, and aesthetic values. Table 7.1 describes some broad cultural
variations in personhood relevant to person-centered mental health care. These
variations have implications for the assessment of identity, the impact of specific
types of stressors, sources of resilience and healing, and the ways in which health,
wellness, and recovery are conceived [3, 58].

The most common frameworks in psychiatry, clinical psychology, and psy-
chotherapy employ an individualistic concept of the person that emphasizes the
importance of self-direction, autonomy, and self-esteem [30]. On this view, persons
are constituted by their individual history, goals, and aspirations. In contrast,
sociocentric, familistic, or communalistic notions of the person give a more central
place to relationships with others. People who understand themselves primarily in
these terms will describe the self in terms of their lineage, family, clan, or com-
munity. They will privilege maintaining the harmony of these social groups and

Table 7.1 Cultural variations in concepts of personhood

Framework for
personhood

Health indicators Illness
indicators

Sources of
resilience and
healing

Individualistic
egocentric

Individual
agency,
autonomy

Self-efficacy
Independence

Lack of
self-efficacy

Personality traits,
knowledge, skills

Communalistic
sociocentric

Collective
agency,
interdependence

Harmony of the
group

Interpersonal
conflict

Relationships to
family, community,
larger society

Ecocentric Environment
(animals, land,
natural elements)

Vitality of the
environment
(biodiversity)

Degradation
of the
environment

Connection to land

Cosmocentric Ancestors, spirits Regular observance
of spiritual or
religious practices

Failure of
observances

Rituals to restore
respect and moral
order

Adapted in part from Kirmayer [30]
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emphasize collective agency and decision-making. Many indigenous peoples
around the globe articulate ecocentric views of the person that point to the deep
interconnections between the individual and the environment. From the ecocentric
perspective, there may be no sharp boundary between the individual and the natural
world. For example, Maori traditionally describe their identities not only in terms of
clan (a sociocentric notion) but also in terms of the mountains and rivers to which
they are connected [50]. Similarly, Inuit understand the physical and mental con-
stitution of the person as deeply related to the consumption of country food as the
source of the person’s strength, integrity, and well-being [36]. Finally, many
peoples have notions of the person as embedded in and constituted by relationships
with spirits or ancestors in what might be termed a “cosmocentric” view of the self.
This mode of being might lead people to see their own health and well-being as
deeply connected to that of their ancestors and to consult the spirits or ancestors to
determine the nature of health problems and to seek guidance when making
important health-related decisions.

This list is not exhaustive and these versions of personhood are not mutually
exclusive. Cultures, communities, and individuals differ in how often, when and
where they employ particular modes of thinking about the self. Most people will
have elements of each model available to guide their thinking about health and
illness. Which schema is foregrounded at any given moment depends on the nature
of the problem, the aspects of symptoms, health and identity they are thinking
about, and other social contextual factors.

These versions of personhood are not just abstract conceptual schemas. They are
grounded in bodily experiences, and overarching cultural frameworks that include
notions about ontology (what the world is made up of), epistemology (how
knowledge can be acquired and verified), and morality (what is the right way to live
one’s life). Because of this variation in concepts of the person, clinicians who aim
to respect the patient’s personhood cannot assume a completely shared under-
standing of what is at stake in an illness episode or experience. Health communi-
cation therefore cannot simply be a matter of conveying the correct biomedical
perspective but must consider the significance for the person, their family, and
community of differing ontologies, sources of knowledge, and conceptions of the
good.

7.4 Culture and the Social Determinants of Health

A second key set of clinical issues concerns the ways that culture influences the
social determinants of health. Table 7.2 lists some key social determinants of health
that are shaped by culture. Research on social determinants of health has drawn
attention to a broad set of factors related to social inequality, structural violence, and
the political economy of health care [4, 66]. However, the forms of social life vary
substantially across cultures. Consideration of this cultural variation can guide the
clinician in identifying the particular social stressors or predicaments, causal pro-
cesses, mediators, and mechanisms relevant to care. Understanding the cultural
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construction of identity and social position in terms of gender, race, ethnicity, caste,
religion, or other categories can inform interventions aims to mitigate specific social
determinants of health based on poverty, racism, discrimination, and marginaliza-
tion. Moreover, there is evidence that cultural identity and other culturally con-
figured dimensions of social relationships and environments can constitute
determinants of health in their own right. Hence, current models of the social
determinants of health need to be enlarged through systematic consideration of
cultural diversity both within and between societies. This rethinking is essential for
the translation of research on social determinants of health into culturally informed
policy and practice both at the levels of population health and clinical services.

7.5 Culture in Clinical Assessment and Diagnosis

There is evidence that systematic attention to culture and context can impact on
clinical assessment and reduce diagnostic error. Understanding symptoms in con-
text may change their significance as indicators of psychopathology. For example,
the comprehensive cultural assessment of patients referred by primary care and
mental health practitioners to a cultural consultation service resulted re-diagnosis
rates of 50–60 % across a wide range of patients and diagnostic categories [38]. In
particular, there was evidence for a high proportion of re-diagnoses of patients with
psychotic disorders [2]. In most instances, this reassessment was based on infor-
mation about personal history, social context and cultural meaning [1]. Viewing
symptoms in context led to reassigning some patients with apparent paranoid
thinking, auditory hallucinations, or psychotic symptoms to diagnostic categories of
affective disorder, dissociative disorder, and trauma-related conditions. Overall,
when social context was considered, there were more frequent diagnoses of

Table 7.2 Cultural influences on social determinants of health

Social
determinants

Influence of culture Mediating process or
mechanism

Ethnicity,
religion
Race
Caste

Definitions of social groups
Ontologies that essentialize socially constructed
categories making them seem natural, necessary
or inevitable

Belonging, solidarity
Racism and
discrimination
Marginalization
Subordination,
disempowerment

Age
Gender
Sexual
orientation
Education
Occupation

Links specific roles and identities to age, gender,
sexual orientation, education, occupation, and
other social statuses

Coherent identity
Positively valued roles
Social support versus
isolation
Opportunities to pursue
education or find work

Social class Ideologies that rationalize and maintain structure
of communities and social stratification

Economic privation
Income inequality
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adjustment disorder, due to recognition of the importance of social stressors in
patients’ condition [38].

Systematic attention to culture and social context within a multidisciplinary team
may also foster exchange of knowledge and perspectives among health and social
service professionals [16]. In addition to better understanding the significance of
symptoms and psychopathology, this leads to a more comprehensive assessment
that includes of the patient’s social context or predicament, resources, values, and
treatment expectations.

7.6 Approaches to Culture in Mental Health Care

Given the central place of culture in person-centered care, it is essential to incor-
porate culture and context into clinical assessment, treatment planning, and inter-
vention [40]. A variety of approaches have been developed to address the cultural
dimensions of care and to understand the person in context [12, 33]; each approach
has strengths and limitations as summarized in Table 7.3. Person-centered psy-
chiatry can employ elements of each of these approaches.

Table 7.3 Strategies for integrating culture in clinical care

Strategy Strengths Limitations

Mental health
literacy

• Educates individuals and
communities to identify and
respond to mental health
problems;

• Aims to reduce stigma and
improve access to and
appropriate use of services

• Assumes that cultural
knowledge can be changed by
simply providing new
information or education

• Does not consider local
implications of specific
explanatory models or
practices

• May not address structural
barriers to care

Language
interpreters

• Communication is fundamental
to safe and effective health care

• Trained interpreters observe
ethical standards and provide
accurate translation

• Need to go beyond linguistic
interpretation to explore
meaning of cultural context

Culture brokers or
mediators

• Focus on cultural translation can
go beyond language to include
nonverbal, contextual and
community dimensions of
meaning and identify important
stressors and sources of support
and resilience

• Roles, training, and ethical
standards for culture brokers
not well-established

(continued)
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Table 7.3 (continued)

Strategy Strengths Limitations

Ethnic matching • Practitioners and institutions can
present a welcoming face and
make use of knowledge of the
needs of specific groups to
respond appropriately

• May be addressed at level of
intervention, practitioner or
institution with specific benefits

• Matching usually imprecise
• May not be able to find match
for patients from smaller local
communities

• May not result in tailored
services or intervention

• May be stigmatizing for patient
and for minority practitioner

Cultural adaptation
of intervention

• Interventions can be tailored to
be more acceptable and
effective for individuals and to
mobilize or integrate culturally
grounded coping strategies

• Cultural adaptation is
time-consuming and costly

• Effectiveness of adapted
intervention may be uncertain
and require additional
evaluation

Cultural
competence of
clinician

• Focus on clinician fits with
professionals’ emphasis on
knowledge and skill acquisition

• Generic skills can be used with
diverse and changing
population across different
settings

• Tends to locate culture with the
patient and expertise with the
clinician

• May not sufficiently emphasize
issues of power, structural
violence and inequality

Cultural
competence of
institution and
health care system

• Organizations that make efforts
to address culture may be seen
as more receptive and
responsive by ethnocultural
communities

• Can change local institutional
culture in ways that foster
competence at all levels of
service delivery

• May emphasize form rather
than substance in terms of
structural organizational
change

• Requires resources for
institutional reorganization

Cultural safety • Addresses issues of power and
inequality rooted in historical
and structural violence

• Focuses on safety of systems,
institutions, clinical settings and
encounter

• Emphasis on power sharing and
dialogue

• Framed in terms of
vulnerability rather than
strengths

Cultural
formulation

• Use of specific tools and
procedures to elicit and
organize clinically relevant
cultural information (e.g.,
DSM-5 Cultural Formulation
Interview)

• Emphasis on understanding
context in systematic way

• Relevant to all patients

• Issues of how to integrate
information into clinically
useful formulation

See: Kirmayer [33]
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Mental health literacy approaches assume that lay people may have limited
information or be misinformed about mental health and that this can be addressed
by education which may include explanations about the nature of mental health
problems, everyday coping strategies, mental health “first aid” and appropriate
help-seeking. The notion is that if people are well-informed they will be better able
to cope and to make appropriate use of the health care system [28]. Increasing the
knowledge and skills of community members in general will enable them to
respond more effectively to others who face mental health problems. The strengths
of this approach include knowledge sharing, patient activation or empowerment,
and engagement of the wider community in helping and guiding individuals toward
appropriate treatment. Among the potential limitations of the mental health literacy
approach is the tendency to view patients’ knowledge and illness models mainly in
terms of how well they fit the biomedical view, rather than in relation to their
personal and cultural meaning and social implications. When patients’ under-
standing is rooted in particular cultural systems of knowledge and practice, merely
providing new information may be insufficient to change their values, attitudes and
behaviors, and may have unintended negative consequences [35]. For example,
efforts to promote a view of major mental health problems as biological diseases,
while intended to reduce stigma, may have instilled pessimism about treatability
[42]. Moreover, given that many barriers to help seeking are structural and eco-
nomic, focusing primarily on patients’ knowledge of mental health may be insuf-
ficient [46, 62].

Language skill may constitute a structural barrier in health care and limit the
ability to deliver person-centered care. When patient and clinician do not share
facility with a common language, communication will be limited and the quality of
assessment and care can be severely compromised. In such situations, the use of
professional medical interpreters is an essential strategy to improve clinical com-
munication [43]. While limited language proficiency may suffice to express very
basic health needs and concerns, greater skill is needed to convey the complexity of
symptom and illness experience associated with mental health problems. Moreover,
attention to language history and preference may allow the clinician to appreciate
key aspects of patients’ identity and social position. Language is key to patients’
feelings of recognition, comfort and safety in the clinical setting, as well as the
clinician’s empathy, access to affect and memory, and ability to mobilize the
patient’s capacity for creative problem-solving.

While language is central to culture, not all of culture is directly encoded or
expressed in language; for example, important aspects of culture reside in nonverbal
communication and body practices, family structure and interaction, as well as
social networks and community institutions. Understanding these dimensions of
culture requires systematic inquiry with patients and others in their entourage or
community. To address the broader aspects of culture, clinicians may work with
culture brokers or mediators, who have knowledge of the cultures of the patient and
the practitioner or institution [49]. The culture broker can act as a go-between,
interpreting the meaning of statements and experiences to both patient and clinician
by supplying missing or taken-for-granted cultural context and background
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knowledge. The clinician’s ability to understand the patient’s social world is crucial
for clinical empathy [31].

The strategy of “ethnic match” assumes that addressing cultural dimensions of
care can be accomplished by matching patients and services. However, matching
can occur at different levels, including the institution, the provider, and the inter-
vention itself. Each level of matching has its own benefits and limitations, which
may vary for specific ethnocultural groups and contexts. Matching interventions to
the patients’ cultural background and expectations can allow them to make use of
their own personal and family resources. For example, patients for whom media-
tion, yoga, or other practices are culturally familiar may approach such interven-
tions with positive expectations and find them easier to integrate into their
treatment.

Ethnic matching also has important limitations. There is usually wide variation
in experience among people from the same ethnocultural group or geographic
region. Hence, matching is usually very rough or imprecise and often cannot
address all of the salient dimensions of patients’ self-identified ethnicity, language,
religion, gender, politics, and values. Patients from minority communities may find
that matching makes them feel singled out in ways that seem racist or discrimi-
natory or else threatens clinical confidentiality because the clinician is from the
same small, local community. In some cases, migrants who have fled persecution
may not trust others from their country, community, or ethnic group [39].

There are also issues for practitioners associated with ethnic matching. While
practitioners from similar backgrounds may share some aspects of identity with
patients, their education, and professional training often distance them from
patients. Practitioners who are expected to work with patients from specific com-
munities may feel typecast or marginalized because they want to be recognized
primarily for their technical skills or other competencies rather than their cultural
identity [63]. Moreover, practitioners who lack frameworks for incorporating cul-
tural knowledge into their professional practice may not make optimal use of their
own background knowledge. Finally, in settings with high levels of diversity and
many small communities, matching may not be feasible.

Cultural adaptation approaches aim to modify existing evidence-based treat-
ments to better fit the language, culture, expectations, and resources of patients from
particular backgrounds [9, 26]. The adaptation process involves translation of
language, concepts, and procedures in ways that balance fidelity to the original
intervention and fit with the new population or context. There is evidence that such
adaptation can improve treatment acceptability, adherence and outcomes.

Perhaps the most common framework for addressing diversity in mental health
services is cultural competence, which is defined in terms of a set of practitioner
attitudes, knowledge, and skills along with organizational policies and practices that
facilitate effective intercultural care [10]. There is some evidence that cultural
competence can improve the quality of care and health outcomes in general med-
icine as well as mental health [6, 11, 12, 56, 61]. For clinicians, cultural competence
includes: (1) awareness of one’s own identity, its potential meaning to patients, and
how it affects clinical practice; (2) language and communication skills (including
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skill in working with interpreters); (3) knowledge of issues of racism, discrimina-
tion, structural violence, power, and privilege; (4) specific cultural knowledge
relevant to the patient population (e.g., developmental processes, family structure,
migration trajectories, explanatory models of illness, healing practices, local com-
munity institutions, resources, and social issues) [7, 25, 33, 55].

Cultural competence outlines a general approach that can be applied to every
situation and can promote thinking about mental health problems in context in ways
that are relevant to person-centered care for patients from any background. Generic
cultural competence begins with professionals’ awareness of their own cultural
background and identity, assumptions, biases, and prejudices. To explore these
personal dimensions of their own experience, professionals need safe training and
practice settings that encourage self-reflection as well as learning about others’
experience, communities, history, traditions, and concerns. Applied to institutions
and health care systems, cultural competence aims to organize services in ways that
respect the language, values, and priorities of people from diverse communities. At
the institutional level, cultural competence includes establishing collaborative
relationships with local cultural communities to identify their needs and concerns
and ensure they have a voice in shaping systems and services [19].

Despite its popularity as a rubric under which to develop strategies to address
diversity, as currently constructed cultural competence has a number of limitations
[33, 64, 65]. Discussions of culture tend to locate culture primarily with the des-
ignated ‘Other’, ignoring the sense in which mental health practice itself is an
expression of specific cultural values and attitudes. Cultural competence tends to
construe culture mainly in terms of individual characteristics or traits rather than the
structure and dynamics of social systems. Cultural competence training sometimes
focuses on information about specific ethnocultural groups and this may inadver-
tently foster stereotypes. A further concern is that the emphasis on the clinician’s
competence treats the negotiation of values and perspectives as a technical issue
outside interpersonal relationships and larger structures of power and domination.
In the clinical encounter, the superficial application of principles of cultural com-
petence may create the illusion of mastery rather than opening up a respectful
relationship of dialogue, shared inquiry, co-learning, and collaboration in
decision-making. A person-centered approach to culture and context in the clinical
encounter would address this by insisting that the voice and perspective of the
individual remain central throughout.

A critical advance in medical anthropology applied the methods of social science
to studying the culture of biomedicine and psychiatry. This shift in focus revealed
many of the tacit assumptions of biomedicine based on its specific cultural history
and values [21, 45, 51]. Becoming of aware of these assumptions and potential
biases opens up a space for recognizing the diversity of illness experience and can
encourage the clinician to consider alternative approaches. This self-reflectiveness
is the most general aspect of cultural competence. There is a more intimate, per-
sonal dimension to this self-reflection and openness that depends on clinicians’
understanding of their own identity, both in terms of their own strengths and
vulnerabilities, and in relation to how they are perceived by the patient. This will
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help the clinician develop the sensitivity needed to remain open to patients’ per-
spectives and to address issues related to institutional context and social difference.

Concern about the risk of appropriating the other’s cultural knowledge, and
reducing culture to a set of impersonal “factors” led medical educators to the
construct of cultural humility as corrective stance [60]. Cultural humility recognizes
clinicians’ necessarily limited knowledge of any patient’s culture and lifeworld and
focuses on remaining open to dialogue and learning from the patient in ways that
allow mutual understanding and collaboration. Similar concepts have been framed
as “intercultural opening” and “cultural safety.”

The concept of cultural safety, developed by Maori practitioners in New Zealand
[41, 52] and elaborated for other health care contexts, emphasizes the ways in
which power disparities and histories of domination make institutions of the
dominant society unsafe for minority groups [13, 27]. Safety may be especially
salient for patients who have experienced silencing, marginalization, and discrim-
ination due to gender, sexual orientation, minority status, or other aspects of their
identity. But issues of safety are important for all patients who hope to have their
unique personhood recognized and respected in health care. Such recognition
requires knowledge of the historical and contemporary social, economic and
political contexts that create health disparities, social inequities, and structural
violence. In clinical practice, cultural safety involves building relationships with
others based on recognition, respect, and inclusiveness. The goal is to create safe
spaces for meeting, dialogue, and collaboration. As with cultural competence, this
begins with becoming aware of and working through one’s own stereotypes, biases,
and assumptions. Establishing a safe communicative situation requires concerted
listening to the voice of other, sharing power and control, and learning each other’s
conceptual language.

The strength of the cultural safety approach is that it recognizes the power
differentials inherent in health care with ethnocultural minorities or other vulnerable
groups and aims to make structural changes to health services and the clinical
encounter to share power and promote patients’ voice and agency. The main lim-
itation of the cultural safety construct is that it frames the encounter in terms of
vulnerabilities rather than strengths, viewing collective history in terms of conflict
and domination rather than resilience. Nevertheless, the effort to foreground his-
tories and enduring structures of inequality is crucial to developing what has been
called “structural competence” as a basic component of ethical and effective care
[46].

7.7 Implementing Culturally Responsive Person-Centered
Psychiatry: Implications for Education, Policy
and Practice

Sensitivity to cultural dimensions of the lifeworlds of patients, as well as their
families and communities is an essential component of person-centered psychiatry.
But the clinician and health care system must go beyond sensitivity to respond
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effectively in ways that meet patients’ needs. Elements of each of the approaches
described in the previous section can be brought together in forms of culturally
responsive person-centered care that address the quality of the clinician–patient
relationship, the safety of the clinical setting and practices, and the organization of
health care systems and institutions [33]. Specific information about culture and
context can then be elicited by practitioners and integrated into the process of
comprehensive clinical assessment, case formulation, and intervention based on
conceptual models of the place of culture in psychopathology, healing and recovery
[38, 48]. The process of cultural formulation can be aided by frameworks like the
outline for cultural formulation and cultural formulation interview in DSM-5 [44,
47]. Significantly, DSM-5 recognizes the cultural formulation interview as a part of
a person-centered approach relevant to all patients, whatever their background [5].

With increasing globalization and migration, communities everywhere are
becoming more diverse and policy makers must respond to changing demography.
Addressing cultural diversity in population health is important for the effectiveness
of health services, social justice and equity, and human rights [32, 34]. In most
regions, policy-makers and administrators will need to consider changes in orga-
nizational culture within health care institutions to make services culturally
accessible and responsive to the all minority groups [24]. Patients from diverse
cultural and ethnic backgrounds do not represent a homogeneous group charac-
terized by their “difference” from some taken-for-granted norms of the mainstream
or dominant local groups, but present multifaceted needs that need careful con-
sideration if person-centered care is to succeed.

The work of the Centre François Minkowska, which provides care for migrants
and refugees in the Paris region, illustrates how cultural and person-centered per-
spectives can be usefully integrated. While the reflex of many clinicians, when
confronted with a patient who is culturally or linguistically “different”, is to focus
on language barriers and cultural references that are unfamiliar, the person-centered
transcultural psychiatry developed by the Centre François Minkowska is not cen-
tered exclusively on language or any other sociological consideration, but
approaches each patient as a person in all his or her complexity. Social and cultural
context is relevant to all patients, who deploy their own cultural meaning systems to
make sense of and cope with illness and the clinician must consider these to
determine the nature of patients’ problems and healing resources. Of course,
applying this person-centered approach requires effective communication. This
begins with identifying the necessary resources: (1) if clinician and patient share a
common language, the principles of person-centered care and culturally informed
assessment can be applied directly; (2) if clinician and patient do not share a
common language, it is essential to work with a skilled interpreter; and (3) whatever
the linguistic situation, when cultural differences are substantial and resources
allow, it is preferable to work with a cultural mediator with expertise in mental
health care, who can function as a co-therapist [8].
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The knowledge and skills needed for cultural competence must be incorporated
into professional training and the elements of institutional cultural competence
integrated into health care policy and accreditation standards for health care insti-
tutions [37]. With regard to treatment, service providers must strive to provide care
that responds to the diversity of the populations they serve. This requires integrating
person-centered services with culturally appropriate resources according to patient
need. When establishing services, attention should be given to relevant sociode-
mographic factors affecting the physical and mental health of ethnic minorities,
including employment, housing, education, and migration status.

Each of the social factors that affect health in the clinical setting has broader
implications for social policy and prevention. In the case of migrant populations,
policy-makers must allocate sufficient resources to support public mental health and
education about migration and its consequences when developing culture sensitive,
person-centered policies [39]. The goal should be to ensure cultural diversity and
competence in all aspects of mental health care but also to emphasize that mental
health issues are as important as physical health in the policy for social develop-
ment and long-term integration. In this way, mental health services can facilitate
adaptation and social integration for migrants as well as promoting the cultural
capital associated with diversity [32].

7.8 Conclusions

Concepts of culture and context are central to the conceptual framework of
person-centered medicine. Understanding patients as persons who live in social
worlds configured by both local and global cultures provides a basis for developing
modes of practice that can respond appropriately to each person’s values and
promote their health and well-being as members of communities. The meanings of
culture are changing with both global and local forces, and psychiatry must evolve
in response. Globalization has not eliminated cultural diversity but given rise to new
hybrid forms. The networking made possible by information technologies has
created new kinds of identity and community, new sources of resilience and
healing, as well as new pathologies. Addressing these emerging forms of person-
hood, ways of life, and conflicts requires a broad program of ongoing research and
clinical innovation [35].

The effort to recognize, respect and respond to cultural diversity in mental health
care is not only a central pillar of person-centered medicine, it is an important issue
for strengthening local and global civil society and human rights. People need to
participate in meaningful cultural worlds to realize their capabilities. Addressing
diversity through culturally responsive mental health care is therefore a contribution
to population health at the levels of the person, family, community, and global
society.
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8Recovery, Empowerment, and Person
Centeredness

Margit Schmolke, PhD, Michaela Amering, MD
and Alessandro Svettini, MD

8.1 Introduction

The topic “recovery” has been increasingly discussed in the last 15 years among
professionals in the mental health field [3]. In comparison to the concept of
Person-Centered Psychiatry [36], the Recovery concept has emerged from
ex-patients or consumers of psychiatric services themselves, taken up and supported
by mental health policy makers and professionals. At the beginning of the recovery
area, one could find information about this topic almost only in the so-called gray
literature, i.e., in Internet forums, special websites and brochures. Meanwhile, the
interested reader can find high quality publications in international professional
journals, books and readers—written by persons with a lived recovery experience
and by professionals dealing with psychiatric rehabilitation, psychiatric treatment
and policy. An impressive amount of articles and books can be found in the
literature written jointly by authors with and without a lived experience of mental
health problems and service use (e.g., [19, 59]).

The recovery movement has grown to an impressive number of activists, mainly
in English-speaking countries all over the world, who exchange their experiences in
forum groups, many of them offer additional services in the mental health field
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based on their lived recovery experiences and participate and create own ideas in
mental health research. International interest and implementation efforts are
growing and discussed widely and controversially [50].

Discussions concern the scientific basis and requirements [5, 51] as well as how
clinically useful the Recovery concept is being regarded up to date. Concerns by
mental health professionals are often expressed in terms of fear of misunder-
standings and illusionary hopes and expectations, lack of clear definition, and lack
of scientific evidence [45].

Recovery from severe mental illness is to be seen as a continuous and interactive
process, a personal journey of regaining the sense of self, the self-management of
the illness, a feeling of belonging and of rebuilding one’s own life in the community
[18]. Differently from the concept of Person-Centered Psychiatry [36], Recovery as
a concept emerged in the 70s and 80s from the movement of ex-patients or users of
psychiatric services mainly in North America and continues to be used and
developed at the international level by people with lived experience of mental
illness [49]. In the last 15 years, the topic “recovery” has been increasingly dis-
cussed among professionals in the mental health field [3] and it is now is taken up
and supported by mental health policy makers and professionals.

At the beginning of the “Recovery Era”, one could find information about this
topic almost only in the so-called gray literature, i.e., in internet forums, special
websites, and brochures. Nowadays, the interested reader can find high quality
scientific publications in international professional journals, books, and readers—
written by persons with a lived recovery experience and by professionals involved
in psychiatric treatment and rehabilitation as well as in policy making. An imposive
amount of articles and books can be found in the literature written jointly by authors
with and without a lived experience of mental health problems and service use (e.g.,
[19, 59]).

The recovery movement has grown to an impressive number of activists, mainly
in English-speaking countries all over the world, who exchange their experiences in
forum groups. Many of them offer additional services in the mental health field
based on their lived recovery experiences and participate and create own ideas in
mental health research. International interest and implementation efforts are
growing and discussed widely and controversially [50].

Discussions concern the scientific basis and requirements [5, 51] as well as how
clinically useful the concept of Recovery is being regarded up to date. Concerns by
mental health professionals are often expressed in terms of fear of misunder-
standings and illusionary hopes and expectations, lack of scientific evidence, and
lack of clear definition [45].

In this sense, evidence from scientific research sheds some light on the subject.
Long-term follow-up studies of patients who had schizophrenia for 20–40 years
have consistently found recovery rates from 45 to 68 % [29, 34]. From the
researchers’ perspective, recovery is understood as an outcome. In order to achieve
a specific definition in this sense, Liberman et al. [35] defined some operational
criteria for Recovery.
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The definition of recovery encompasses functioning within normal limits in
those very same dimensions of life that are abnormal for disabled persons. To be
considered recovered from a serious mental disorder, a person should continuously
fulfill for 2 years the following criteria:

1. a sustained remission of symptoms that constitute the diagnosis at a subclinical
level of frequency and severity;

2. full- or part-time engagement in an instrumental role activity, such as work or
school, that is constructive, productive, and age-appropriate;

3. a life independent of supervision by family or other caregivers such that the
individual is responsible for day-to-day needs in managing money, medication,
appointments, shopping, food preparation, and personal possessions;

4. cordial family relations;
5. recreational activities in normative places and settings;
6. satisfying peer relationships characterized by participation in an active friend-

ship, with companions or a social network.

The contribution of Liberman et al. [35] identifies also some predictive factors of
recovery from schizophrenia: a supportive family/housing stability; the absence of
substance abuse; a shorter duration of untreated psychosis; a good initial response
to antipsychotics; the adherence to treatment; a supportive therapy with a collab-
orative therapeutic alliance; a good neurocognitive functioning; the absence of the
Deficit Syndrome; a good premorbid history; the access to comprehensive, coor-
dinated, and continuous treatment. Most of the factors that influence disability are
malleable and hence can be modified through psychiatric rehabilitation practices to
promote recovery. As they move from their starting point of disability toward their
destination of recovery, patients experience increasing amounts of hope, empow-
erment, self-responsibility, dignity, and self-esteem. These attributes promote fur-
ther progress on the continuum from disability to recovery.

We have now entered the “Recovery Era.” In our view, the most exciting aspect
of this development is the active involvement of service users in discussions, in
clinical care settings and in planning and evaluating clinical interventions together
with mental health professionals [55]. Professionals are gradually changing their
attitude toward persons in need for clinical care: instead of passive, dependent,
symptom-loaded, marginalized, and chronically ill patient, the individual is seen
more as an active, cooperative person looking for solutions toward independent life
in the community, being in his/her own unique recovery process with or without
clinical symptoms. A new culture of direct communication, involvement, exchange
of ideas and critical feedback and of concrete proposals of changes toward a more
humane future psychiatry has emerged. This development entails a challenge for
mental health professionals by opening themselves toward the additional and
complementing input of the “experts by experience” and by their willingness to
share power and responsibilities with service users in mental health care and policy.
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Service users, advocates and researchers with a lived experience have voiced
concerns along the lines of the “risk of professional colonization of this very special
and very different knowledge-base” [24] and co-option of the recovery movement
and dilution of its challenges by the mental health system [3].

Recovery and Empowerment are powerful concepts promoting more partnership
relationship between service users and mental health professionals, displacing the
paternalistic pattern of the hierarchical professional–patient relationship. The
authors of this chapter will outline convergences and divergences of these two
concepts with the Person-Centered approach to Psychiatry, the overall topic of this
book.

8.2 The Concept of Recovery

The essential element of what started the recovery movement in the 1980s is the
voice of the user movement, one of its prominent pioneers is Chamberlin [8] who
gave her pertinent book the title “On our own.” She argued that stigma and dis-
crimination can only be overcome when those struggling with mental illness and
society’s injustices against them, regain control over their lives. The most frequently
quoted definition of recovery “as a guiding vision” stems from William Anthony [6,
p 13]: “… 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.” However, Jan Wallcraft importantly reminds
us of the second part of this prominent recovery definition: “Recovery from mental
illness involves much more than recovery from the illness itself. People with mental
illness may have to recover from the stigma they have incorporated into their very
being; from the iatrogenic effects of treatment settings; from lack of recent oppor-
tunities for self-determination; from the negative side effects of unemployment; and
from crushed dreams. Recovery is often a complex, time-consuming process.
Recovery is what people with disabilities do. Treatment, case-management and
rehabilitation are what helpers do to facilitate recovery,” [61].

The central idea of recovery is that people can recover even from the most severe
types of mental disorders and related disabilities. Recovery implies that a person
has the chance of a satisfying and fulfilling life, despite psychiatric symptoms. The
path and the experience of recovery cannot be the same for two different individ-
uals. Attitudes and values have a profound impact on the further course of recovery
for each person. Recovery is more than the absence of symptoms. Recovery is a
profound personal process. The expectation of recovery and the understanding
about the kinds of things that help people regain control over their life, is a key
aspect (e.g. [12, 16]). Essential in the recovery process is to maintain a sense of self,
to remain a person, in midst of a severe mental illness [14]. Recovery is both a
result and a process, where recovery “from” mental illness and “in the” illness are
concepts to be considered fluid, that are not mutually exclusive [13].
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Examplary for a consensus on key elements of recovery is the Scottish Recovery
Networks work ([7]; www.scottishrecovery.net):

Hope: Without hope, recovery is not possible. There can be no change without
the belief that a better life is both possible and attainable.

Meaning and purpose: People find meaning in very different ways, for example,
some people may find spirituality important while others may find meaning through
the development of stronger interpersonal or community links.

Potential for change: A recovery approach requires a fundamental belief that
everyone has the potential for change. It challenges the traditionally pessimistic
outlook of mental health professionals, which is influenced by a historical belief in
the chronic nature of some mental health problems. It also proposes that episodes of
illness, while clearly distressing, can in fact be developmental and educative
experiences.

Control: It is central for recovery to have the subjective experience of having
regained control over one’s life. People who use mental health services are
sometimes denied an adequate level of involvement in their own care and treatment.

Active participation: In contrast with being a passive recipient of services,
recovery aims at active individuals who take personal responsibility for their care,
often in collaboration with friends, family, supporters, and professionals.

Holistic and inclusive approach: Recovery needs that all elements of a person’s
quality of life are considered. It recognizes that the extent to which someone enjoys
good health and well-being is influenced by a wide range of social, environmental,
and individual factors: namely “recovery” is much more than the management of
symptoms.

Environment: External factors such as stigma and discrimination, employment
and training opportunities, housing, and social exclusion have a strong influence on
recovery.

Optimistic and realistic approach: Recovery is rarely a linear process, people
will have periods where their recovery is slowed by a bout of illness.

Creative risk-taking: Services are rightly concerned about managing risk, but the
danger is that it becomes the overriding concern. For someone to overcome a
disabling illness and to become actively involved in their community requires an
element of creative risk-taking.

8.2.1 Recovery Orientation in Mental Health Services

The concept of recovery is fundamental in order to have services promoting
interventions oriented in the same direction of what service users consider to be
essential to their road toward recovery, in order to achieve the right match between
evidence-based techniques and participatory research [22].

Literature on recovery has highlighted the importance of organizational culture
in facilitating a new, recovery-oriented approach at all levels in mental health
services: in order to have recovery really embedded into clinical practice, a culture
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that supports the values of recovery becomes essential, with the commitment to
integrate its principles into all organizational processes [21].

As such, a “recovery-oriented” practice describes an approach to mental health
which includes the principles of self-determination and individualized care; such an
approach emphasizes the importance of values such as hope, social inclusion,
setting goals, and self-management by the patient. These values should permeate
the practices of services [31]. The concept of recovery implies therefore moving
away from a view of mental illness merely as a pathology, as well as care as just
maintenance or stabilization, toward a holistic approach to wellness that is based on
individual strengths, on partnership, on change [15]. However, if on one side it is
increasingly important for professionals to have a clear vision of the principles of
recovery, on the other side this outlook is complicated by the heterogeneity of
opinions about what recovery really means in the daily context.

A central question is how these elements could be realized and implemented in
psychiatric services in a concrete manner and what exactly needs to be changed in
mental health institutions. Marianne Farkas and Bill Anthony, both prominent
researchers in the field of psychiatric rehabilitation at the Boston University, belong
to those established professionals who have endorsed the recovery approach from
its beginnings. In the era of evidence-based psychiatry, they have been pioneers in
defining a recovery orientation for mental health services. Several of their publi-
cations have been coauthored with activists with lived experience, like Judi
Chamberlin from the National Empowerment Center [22]. These authors formulate
four key values for recovery-oriented services (see also [3, p 223]):

1. Person orientation: Person orientation implies that the services are primarily
defined according to the needs of an individual, with all his/her strengths, tal-
ents, interests, and limitations. This is in stark contrast to the focus on an
individual as a “case”, along with the signs and symptoms of an illness, and a
diagnosis which determine the services to be delivered. Many recovery concepts
and plans place a major emphasis on the way people are being approached.
Many authors [18, 14] have pointed out that people are always more than just
patients and that it serves them well to be seen as whole human beings. They
should not merely be viewed and understood in their patient-role, but rather in
their many life-roles along with their possibilities and limitations. Deegan [18]
underlines explicitly that professional service providers who are denying such a
holistic view to the people they encounter as patients, are causing them harm.

2. Person involvement: Services are concentrating on the right to a partnership in
all relationships pertaining to recovery. This means that the people who are
supposed to be assisted by those services have the right to have input in the
planning, organization and evaluation of those services. Rehabilitation research
teaches us that people are more likely to be successful when they have been
meaningfully involved in the organization and evaluation of their services. User
involvement is increasingly seen as a benchmark for quality in organization,
planning, and evaluation.
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3. Self-determination/choice: The service places an emphasis on the rights of all
people to make individual decisions and choices in all aspects of their recovery.
This includes, among others, treatment goals, choice of supports that should
assist in reaching these goals, and determining when and whether to make use of
services. The literature has repeatedly cautioned that compliance, i.e., simply
going along with interventions suggested by professionals, should not be
overestimated. It might very well be that such compliance could weaken a
person who found himself dependent on the decisions of others.

4. Growth potential: Services are focused on the inherent potential for recovery of
every person—irrespective of whether he/she is currently overwhelmed by the
illness or disability, is struggling with adversity or living with disadvantages. It
cannot be stated too often: hope is an essential ingredient of any recovery
orientation. Concentrating on the potential of every person to grow, implies a
dedication to sustain hope on the part of the professional service providers as
well as on the part of the recipients. For the services this means that they need to
assess themselves according to the amount of hope and belief in possibilities
that is being offered. This might require a fundamental change in the way
services are being offered.

8.3 The Concept of Empowerment

Historically, empowerment emerged from the civil rights movement of the
Afro-American population in the United States in the 50s. Martin Luther King
inspired the movement toward self-organized actions of nonviolent resistance in
order to protest against prevailing discrimination and disadvantages and to fight for
social and political participation. The basic idea of the civil rights movement was
that disadvantaged groups are able to take control over their own life with the power
of their own strengths. Feminism in the 60s was a second movement in which the
empowerment idea became visible. Up-to-date, there are various social movements
under the flag of empowerment such as peace, disabled, and health movement
including self-help groups, civic action groups, and neighborhood projects.
Although they have different backgrounds their common goal is to fight for more
political rights of participation, impact and decision on their immediate life cir-
cumstances and to counteract against risky social developments [56].

Empowerment has become an essential role for professionals in the psychosocial
field focusing on the self-help forces, self-realizing power and resources of persons
as counterforces against challenges in critical life situations—in contrast to
demoralization and resignation. Empowerment as an attitudinal concept is an
effective tool for professionals to reinforce often forgotten strengths and capabilities
of their clients in order to regain autonomy in their life and active participation in
the community [30].
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A working definition of empowerment proposed by Chamberlin [9] lists a
number of characteristics, as follows:

– Having decision-making power.
– Having access to information and resources.
– Having a range of options from which to make choices (not just yes/no, either/

or.)
– Assertiveness.
– A feeling that the individual can make a difference (being hopeful).
– Learning to think critically; learning the conditioning; seeing things differently;

e.g.,

• learning to redefine who we are (speaking in our own voice).
• learning to redefine what we can do.
• learning to redefine our relationships to institutionalized power.

– Learning about and expressing anger.
– Not feeling alone; feeling part of a group.
– Understanding that people have rights.
– Effecting change in one’s life and one’s community.
– Learning skills (e.g., communication) that the individual defines as important.
– Changing others’ perceptions of one’s competency and capacity to act.
– Coming out of the closet.
– Growth and change that is never ending and self-initiated.
– Increasing one’s positive self-image and overcoming stigma.

Like recovery, empowerment is a complex construct in mental health.
Empowerment, self-determination, and self-efficacy are essential elements of
recovery processes and empowerment can be defined as the process of gaining a
sense of mastery and control over one’s own environment and self [10, 11].

Laugharne and Priebe [32] come to a critical conclusion that empowerment
seems to have impacted more at an organizational level than on individual care and
suggest that this might reflect the fact that the power differential between service
users and providers is an extremely stubborn phenomenon, with a tendency to
persist even in “person-centerd” and consumer-led services. They warn that the
ethical and the economic arguments for patient choice should not be confused, the
latter possibly granting a person choice among different institutions offering the
same paternalistic approach to treatment decision-making.

Closely connected to empowerment is the concept of shared decision-making
[19, 27] and the advanced directives [4] which enables both clients and providers to
come to partnership-based decisions in difficult and complex decision processes, for
example, on the necessity of taking medication or possible inpatient treatment
during which the client may not be able to make autonomous decisions.
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In a chapter on “Recovery and Psychopharmacology” of the book of Amering
and Schmolke [3, p 219f.], the meaning of shared decision-making is emphasized
and the ideas of Pat Deegan on this topic are described. Deegan’s own lived
experience of using psychiatric medication ranges from “compliance” and progress
in the eyes of the psychiatrist, which led to the tragic realization that “I lost years of
my life in this netherworld, and although I was treatment compliant and was
maintained in the community, I was not recovering,” to an extremely different
experience, namely that of “using medication as part of my journey of recovery”
[17, p 63]. Deegan conceptualizes shared decision-making as:

– “a person-centerd alternative to traditional notions of medical compliance” [17,
p 62];

– an ethical imperative;
– consistent with the tradition of building therapeutic alliances;
– a superior approach to medical paternalism and insistence on compliance [20];
– founded on the premise of two experts who “must share information in order to

arrive at the best treatment decisions possible and bridge the scientific and the
personal knowledge domains through this process”;

– an emancipatory praxis breaking silence and enhancing dialogue [17, p 64].

“Shared decision-making” is a good example of a clinical procedure of both
person-centered care and of recovery orientation, enhancing communication
between patients and clinicians and optimizing treatment planning. Furthermore, it
may increase the respect for autonomy, responsibility and dignity of every person
involved in a clinical decision process.

Seen as above described, empowerment represents then one of the key elements
involved in fostering the recovery process from severe mental illness [54].

8.4 Person-Centeredness in Medicine, Psychiatry,
and Psychotherapy

There is no unique or single concept of person-centeredness, but there are many
diverse concepts and traditions of person-centered clinical care coming from dif-
ferent roots, philosophies, traditions and disciplines.

The term “personalized medicine” or “individualized medicine” is presently
being discussed in a specific pharmacological context. Biological medicine aims at
investigating the human being with genetic studies in order to arrive at specific
diagnoses and make specific prognostic statements concerning health and illness,
risk of developing a particular illness, or having resistance concerning a specific
disease due to healthy life style activities. Biological researchers promise with these
new personalized medical methods the improvement of the health system and the
perfectionism in medicine (e.g., [28, 33, 43]). These current research interests need
to be considered with justified skepticism and vigilance. Urban Wiesing (quoted by
[44]), chair of the central ethical board of the German federal organization of
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physicians, criticizes the current development and says that “personal traits do not
manifest themselves on a molecular but on a personal level.”

One of the main person-centerd concepts to which many psychotherapists refer
is the client-centered therapy of Rogers [46] who conceptualized the person’s basic
nature as profoundly confidential, constructive, social and proactive. However, one
must admit that Rogers refers to the basic nature of a person, but not to all the
person’s behavioral manifestations which can be extremely cruel, hostile, negative,
and antisocial [53]. In general, the main idea is that person-centered psychotherapy
considers these negative behavioral manifestations as reactive answers of the clients
to their psychic misery. In that sense, the person-centered philosophy can be
understood as optimistic but not as naïve [53]. One main characteristic of a
person-centered clinical attitude is to reach under the surface or behind the scenes of
a person and to look after so far undeveloped potentials, strengths and resources
within a person. A main concept of Rogers [47] is the “tendency of actualization,”
that means the tendency, inherent in any organism and in any person, of the
development of all possibilities which serve his/her maintenance and development.
This includes the differentiation of a person’s capabilities, enlargement in the sense
of growth and striving for autonomy.

The authors of this chapter aim at the person-centeredness in psychiatry and
psychotherapy in the sense that each person has his/her unique needs, life history,
cultural roots, symptom expression, illness history, family background and needs
for a specific treatment program, as well as unique ways of recovery from a psy-
chiatric disorder and related disabilities. The person’s unique needs should be the
basic orientation for treatment and therapy goals (e.g., [3]).

In this chapter we refer explicitly to the concept of a person-centered psychiatry
recently developed by Mezzich [36, 37] and his colleagues. This concept was
originally realized as a “WPA Institutional Program on Psychiatry for the Person:
from Clinical Care to Public Health (IPPP)” and was approved by the 2005 General
Assembly of the World Psychiatric Association. “It involves a WPA initiative
affirming the whole person of the patient in context as the center and goal of clinical
care and health promotion, at both individual and community levels. This involves
the articulation of science and humanism to optimize attention to the ill and positive
health aspects of the person.” [36, p 65] Service user and family perspectives have
been considered in this program (e.g., [60]).

Since 2008 the original concept of person-centeredness in psychiatry has been
expanded toward the whole field of medicine in which psychiatry is one part of the
full range of medical disciplines [39, 40]. The concept of person-centeredness is
oriented to various medical fields and related topics, for example, in primary care
[57], oncology [41], nursery [23], communication skills [58] or chronically ill
patients [26].
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8.5 Convergences and Divergences Among Recovery,
Empowerment and Person-Centered Care

Mezzich and Schmolke [38] made a comparison of the essentials of Recovery
Orientation and Person-Centered Care and identified unique characteristics for each
approach as well as substantial elements of convergence. Recovery Orientation is
primarily centered within the mental health and psychosocial fields while the
Person-Centered Approach covers general medicine and health care at large. Their
points of convergence encompass a holistic theoretical perspective, an emphasis on
contextualization and establishing a common ground for understanding and action,
development of person-centered procedures for clinical care and health promotion,
and, last but not least, an ethical commitment.

In general, it is possible to say that there are more general convergences than
divergences between the Recovery approach, with Empowerment as a key element
of it, and the Person-centered Medicine concept.

Among the convergences, the following aspects can be summarized:

– Person-centeredness is a key common characteristic of all three concepts.
– A confidential and partnership relationship between the professional and the

service user is central in treatment programs. For example, the Need-Adapted
Treatment approach [1] is a common reference framework for both the
Recovery concept and the Person-centerd Medicine concepts.

– A specific diagnostic assessment going beyond standardized diagnostic cate-
gories for each individual patient looking for the person’s problems, symptoms
as well as strengths, needs, assets, resilience.

– The professionals’ ethical attitude to and respect of the unique person’s interests,
values, and aspirations.

– The individual as a person (not a case) is important with his/her unique history,
illness development and unique resources.

– Unique recovery processes with or without professional support (there is no
standard recovery valid for everybody); for example, specific aspects or par-
ticular events or particular persons can be helpful in the recovery process.

– Respect for autonomous decisions of service users about a specific treatment in a
specific context.

– Individualization and personalization of interventions is fundamental in order to
consider adequately the person’s age, intelligence and health literacy level,
sociocultural background, ethnicity, environment, language and cultural barri-
ers, strengths and weaknesses, life goals, mental status, type, severity and
duration of the disorder.
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Among the divergences, the following elements can be mentioned:

– There are different conceptual and historical backgrounds of the three concepts.
– While the Person-centerd Medicine concept has been conceptualized by profes-

sionals from various medical disciplines, the Recovery and Empowerment con-
cepts have been developed by activists and service users through their immediate
personal experiences, e.g., of negative experiences in psychiatric treatment set-
tings or experiences of exclusion and discrimination in the community.

– In the Recovery approach, the active user involvement and participation in
treatment planning and evaluation as well as in psychiatric research play a
central role.

– Trialogue [2] and Open Dialogue [48] are essential innovative developments
within the Recovery approach which facilitate communication beyond the static
roles of professional and patient, including also family members.

– Peer support is one specific characteristic of the Recovery concept with the
orientation toward “consumer-driven systems transformation,” that is self-help
groups, internet support groups, peer delivered services, peer run or operated
services, peer partnerships, peer employees [42, 52].

8.6 Closing Remarks

We would like to close with the words of Helen Glover, eminent recovery activist,
social worker and peer counselor in Australia, from her foreword of the book of
Amering and Schmolke [25, xii]:

No one else, whether they are family, friends or workers, can ‘recover’ a person, no matter
how much they long for that to occur. What then, is the role of the ‘other’, if not to create
recovery for them? The role of the ‘other’ is to be in genuine relationships with people and
create environments of support in which a person can negotiate their sense of
‘self-righting’. If we dare to name ourselves as a supporter of another, then we must adhere
to a number of foci in our support. Firstly, we must believe that a person has the capacity to
‘self-right’ or recover. Secondly, we must work ‘as if’ recovery is always real, present and
possible, even though we might never have the privilege of being a full witness to it. We
have to ensure that the environments of support provided are sufficiently accessible for a
person to be able to exercise their recovery effort within them, and we have to be mindful
not to stand in the way of, nor to inhibit their unique efforts to overcome.
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9Person-Centered Patient Perspectives

Joanna Groves, BSc, MSc

9.1 The Global Healthcare Environment

The global healthcare environment has been constantly evolving and changing for
thousands of years and the role of patients, or people living with long-term chronic
conditions, has also been changing.

In terms of health demographics, populations around the world are ageing and
chronic conditions such as cancer, diabetes, heart disease and mental health con-
ditions (such as depression, schizophrenia, intellectual and behavioural disabilities
and others) are affecting the health and quality of life of an increasing number of
people around the world. The World Health Organization [16] estimated that
mental, neurological and substance use disorders accounted for a significant 13 %
of the total global disease burden in 2004. Depression accounts for 4.3 % of this,
making it one of the largest single causes of disability worldwide. The number of
people surviving and living long term with mental health conditions is influenced
by advances in science and medicine, increased availability of a broad range of
healthcare and social services and higher educational levels.

However, as the number of people living with chronic conditions rises it is
placing an ever-increasing burden on health systems, originally designed to address
acute medical conditions. Healthcare services are becoming increasingly frag-
mented, hospital-based and disease-oriented. This fragmentation can lead to barriers
to person-centered psychiatry. It means that the people whose needs should be at
the centre of healthcare services are often not fully taken into account or even
totally overlooked or overuled entirely. Patients experience this as poor quality care
and a lack of continuity of care with limited opportunities for them to engage in the
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management and understanding of their own health and healthcare. This often
makes them unsatisfied with their healthcare experiences.

The motivation of professionals is an important factor in the practice of
person-centered psychiatry. On a personal level, most psychiatrists and other
members of the health and social care team, such as psychologists, psychotherapists
and social workers, will have gone into their chosen profession because they want
to improve people’s health and well-being and strive to be person-centered.
Sometimes, professionals who have the best intentions believe that they know what
the patient wants and what is best for them and these individual attitudes affect
behaviour. A patient would ask, ‘how can you know what I want if you don’t ask
me and listen to me?’

There are also many factors that can make it difficult for professionals to be
person-centered. The dissociation between healthcare which focuses on the con-
dition and services that focus on other aspects of an individual’s life are not useful.
A person’s health affects all aspects of their life and conversely their life affects
their health and healthcare. Sometimes there is an overemphasis on clinical and
cost-effectiveness (or reducing costs) for individual medicines or procedures rather
than consideration of the bigger picture including what patients see as important
measures of success. These might include that they had a good discussion with their
psychiatrist and agreed how healthcare could help them achieve their overall goals
for a better quality of life. There are also barriers caused by the structure of the
healthcare system, for example, short consultation times, underfunding (or ineffi-
cient processes), insufficient staffing levels and low morale. These restrict the
practice of a person-centered approach and it can be seen as expensive in an already
overstretched service.

In terms of the role of people with mental health conditions, historically the
‘disease’ and how to ‘treat’ it has been the focus of treatment. The traditional
biomedical management model involved ‘paternalistic’ treatment where the health
professional decided the appropriate course of treatment often without any patient
involvement in the decision. In the past few decades, people have become much
more interested in their health and have been taking more responsibility for their
personal healthcare. In psychiatry, the importance of listening to the patient and
trying to understand their experiences and how their mental health, physical health
and life are intertwined is part of a person-centered approach though the empow-
erment of the patient in goal setting and decision-making is critical to really achieve
person-centered care.

Patient groups have been calling for a patient- or person-centered approach for
decades, as have some academics, health professionals and policy-makers. Now,
though, there seems to be greater consensus from all stakeholders than ever before
that person-centered care is not only what patients’ want and therefore the right
thing to do but it is essential. Systems need to re-orient significantly if they are to
successfully and appropriately meet the needs of people with mental health con-
ditions in this century. Central to this is the need for more personalized and inte-
grated care models which include the active involvement of patients and family
members as whole people in their care.
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9.2 Principles of Person-Centered Psychiatry

Person-centered psychiatry is one of the terms that is currently used to describe this
shift in care to focus on the needs and wishes of the whole person.1 This section
outlines some of the definitions in use and considers the principles they encompass
and how relevant they are to patients.

9.2.1 Terminology

The terminology used to refer to individuals with mental health conditions and
more broadly to those with chronic conditions is a subject of intense debate. People
feel strongly about the language they use to describe their relationship with their
illness and a term can be very empowering or disempowering to a person.

Historically, since the first known use in the fourteenth century, someone that is
ill or has a long-term condition has been referred to as a patient [13]. This comes
from the Latin “pati” which means to suffer and, of course, many people with
chronic conditions do suffer with physical or emotional pain. In more recent times
many other terms have been proposed and used as people have strong opinions ‘for’
and ‘against’ the use of the term, ‘patient’. Some patients think it a useful term to
differentiate them from people who only occasionally have an illness and self define
themselves. Others feel that the term is inappropriate because everyone will be a
patient at some point. The term ‘patient’ can be restrictive because it focuses on the
treatment of disease whereas now, more than ever, there is a need to focus on the
long-term management of conditions and more broadly on health promotion and
prevention.

Some individuals who have or have had mental health conditions are concerned
that the terms used to define them can be disempowering and the term patient can
imply that they are passive recipients of healthcare, a dependent with a lack of
autonomy, rather than an active driver in managing their own health. Terms can
reinforce negative public perceptions of mental illness which do nothing to over-
come the significant challenges of stigma and discrimination towards those with
mental health problems.

The Mental Health Foundation in the United Kingdom has defined 12 common
terms used in mental health: clients; consumers; ex-patients; experts by/through
experience; patients; people with mental health problems; people with experience of
mental and emotional distress; people with mental illness; psychiatric survivors;
service users; sufferers; survivors; and users. The terms can have positive and
negative connotations [11]. Some emphasize the nature of the patient–health pro-
fessional relationship as market-based (consumer) or imply choice in how people
use services (e.g. consumer, client, service user, etc). Some people believe that the
system will treat people better if they think of them as customers who have a choice

1There are numerous other terms in current use including, but not restricted to, person-centered
medicine, patient-centered care, patient-focused care and people-centered care.
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whether to use their service or not. This does not account for those that do not have
a choice in whether or how they access services for whatever reason. Some terms
may not allow the individual focus which recognises that people are individuals
with different needs, values and preferences and not all ‘generic’ service users.
Some are more empowering as they highlight the expertise of the person rather than
their health status.

As people are individuals, it is unlikely that there will ever be one term that
everyone can agree on but those with mental health conditions themselves must be
involved in discussions as to what different terms resonate with them or whether
they find them empowering or discriminatory and how they would like to define
themselves on an individual level. The terminology should be regularly reviewed as
language and the environment will not remain static.

9.2.2 Definitions of Patient-, Person-,
and People-Centered Care

There is more than one term in current usage which aims to define and promote the
approach to care which focuses on the whole person and is responsive to and
addresses their needs, wishes and preferences for their health goals and living their
lives. Definitions of some in common usage namely patient-centered, person-
centered and people-centered care are considered in this section.

Patient-centered care
Patient-centered care became a common terminology in the 1990s with many
academics proposing definitions of what patient-centered care could embody. One
example, from a number brought together in Lutz and Bowers [10], states that
patient-centered healthcare is, ‘Health care that is closely congruent with and
responsive to patients’ wants, needs and preferences’.

In 2001, the Institute of Medicine (IOM) in the United States of America pro-
posed patient-centered care as one of its six aims for the twenty-first century
healthcare system stating that healthcare should be, “patient-centered—providing
care that is respectful of and responsive to individual patient preferences, needs
and values and ensuring that patient values guide all clinical decisions” [9].

The first global definition of patient-centered healthcare developed and agreed by
patients themselves is outlined in the International Alliance of Patients’ Organization’s
(IAPO) Declaration on Patient-Centred Healthcare [5]. The Declaration identifies five
principles of patient-centered healthcare which include the following elements:

• respect for patients, families and carers unique needs, preferences and values as
well as their autonomy and independence;

• choice and empowerment whereby patients have a right and responsibility to
participate to their level of ability and preference as a partner in making
healthcare decisions that affect their lives;
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• patient involvement in health policy at all levels and at all points of
decision-making, to ensure that they are designed with the patient at the centre;

• access and support so that patients can access safe, quality and appropriate
services, treatments, preventive care and health promotion activities with a
commitment to equity and a holistic approach including health and non health
factors for patients to achieve the best possible quality of life; and

• the need for accurate, relevant and comprehensive information to enable patients
and carers to make informed decisions about healthcare treatment and living
with their condition.

Person-centered care
The term person-centered care has become increasingly common, perhaps partly in
response to the lack of consensus over other terms such as the word, ‘patient’. This
section outlines definitions proposed by health professionals, academics and
patient/user groups.

For example, the International College of Person-Centered Medicine [7] state:

Person-centered medicine is dedicated to the promotion of health as a state of physical,
mental, socio-cultural and spiritual wellbeing as well as to the reduction of disease, and
founded on mutual respect for the dignity and responsibility of each individual person.
The conceptual bases of Person-centered Care include the following:

a) Broad bio-psycho-socio-cultural-spiritual theoretical framework,
b) Attention to positive-health and ill-health as components of a broad concept of health,
c) Enhancement of person-centered communication, diagnosis, treatment, prevention and

promotion of health,
d) Respect for the autonomy, responsibility and dignity of every person involved,
e) Promotion of person-centered relationships and partnerships at all levels, and
f) Articulation of person-centered clinical medicine and people-centered public health.

The Health Foundation in the United Kingdom states that:

Person-centred care sees patients as equal partners in planning, developing and assessing
care to make sure it is most appropriate for their needs. It involves putting patients and their
families at the heart of all decisions.
Person-centred care aims to be user focused, promote independence and autonomy,

provide choice and control and be based on a collaborative team philosophy. It takes into
account service users’ needs and views and builds relationships with family members.

They highlight essential components as: compassion, dignity and respect; shared
decision making and collective patient and public involvement.

From a patient or user perspective, National Voices (the national coalition of
health and social care charities in England) states that, “person-centred care
involves placing people at the forefront of their health and care. It ensures people
retain control, helps them make informed decisions and supports a partnership
between individuals, families and services”. They go on to outline some of the main
components of person-centered care as being: supporting self-management;
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supporting shared decision making; enhancing experience of healthcare; improving
information and understanding; and promoting prevention.

People-centered care
At a global level, the WHO’s World Health Report of 2008 on primary healthcare
and subsequent resolution WHA62.12 called for service delivery reforms to make
health systems more people-centered and integrated. In 2015, WHO will launch a
Global Strategy on People-centered and Integrated Health Services to support the
achievement of universal health coverage. WHO [15, 17] defines people-centered
and integrated health services as, “The management and delivery of health services
such that people receive a continuum of health promotion, disease prevention,
diagnosis, treatment, disease-management, rehabilitation and palliative care ser-
vices, through the different levels and sites of care within the health system, and
according to their needs throughout the life course”. And “An approach to care
that consciously adopts individuals’, families’, and communities’ perspectives as
participants in and beneficiaries of trusted health systems, that respond to their
needs and preferences in humane and holistic ways. People-centred care also
requires that people have the education and support they need to make decisions
and participate in their own care. It is organized around the health needs and
expectations of people rather than diseases”.

9.2.3 Principles of Person-Centered Psychiatry: Analysis
and Discussion

There are many common principles in the definitions outlined in Sect. 2.2 of
patient-, person- and people-centered care including:

1. Respectful of and responsive to individual’s needs, wishes and preferences
2. Holistic/sensitive to non-medical or spiritual issues
3. Shared knowledge and decision-making
4. Continuity and integration of care
5. Involvement and empowerment of patients, their families and carers
6. Access to services, treatment and care

9.2.3.1 Respectful of and Responsive to Individual’s Needs,
Wishes and Preferences

In the majority of the definitions, respect for a person’s dignity, needs, wishes
and/or preferences in some form stands out as a core principle of person-centered
care. This recognises that every person is an individual and has different needs and
that the healthcare system should be able to be responsive to this. It should be able
to balance encouraging people to be engaged and responsible to some extent for
their mental health and care whilst recognizing and respecting the limits in people’s
ability of individual preferences.
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This means that the required outcome of healthcare is a better quality of health
and/or life as defined by the patient themselves. This is different from a professional
working ‘in the best interests’ of the patient as it is the patient that must determine
whether the care is person-centered and respectful of their wishes and not the
professional. This requires that the patient must be supported to be able, as far as
possible, to determine what his or her wishes are which can be difficult with some
mental health conditions and for other reasons. And, in mental health, it may
sometimes be difficult to determine what the patient’s wishes are. Professionals
need to take time to understand the issues and problems that the patient is living
with and their goals in addressing them. They need to ‘put themselves in the
patient’s shoes’ and not project their own values and opinions onto the situation.
This can be particularly difficult if the patient’s wishes are different from those of
the professional such as if a patient does not want to take a particular treatment.
There is, of course, also a tension here as a balance must be sought between the
conflicts of managing risk if a patient is considered to be likely to harm themselves
(such as being at risk of attempting suicide) and enabling and empowering patients
to their right to determine their own goals in terms of their health and health
management and care so building up a dialogue and mutual respect and trust are
critical.

9.2.3.2 Holistic/Sensitive to Non-medical or Spiritual Issues
It is well accepted that a person’s quality of life does not solely depend on their
disease but also encompasses how the disease impacts on their participation in
society, and their physical and mental well-being such as that outlined in the
WHO’s constitution which states, “Health is a state of complete physical, mental
and social well-being and not merely the absence of disease or infirmity”. Mental
and physical health and well-being may be influenced by diverse factors and a
person’s response will be shaped by their values, any spiritual or religious beliefs,
their culture and environment. Therefore, all of these must be explored and only the
individual can judge how a condition and treatment affects them and fits in with
their values, beliefs and lifestyle. This information can make an important contri-
bution to decisions relating to what the aims of the treatment should be and what a
successful outcome would be for their personal situation.

It is, therefore, necessary to shift away from focusing just on the disease or
condition, making a patient a member of a disease group and labelling them with
general characteristics and to focus on the uniqueness of the personal experiences,
considering what the disease means for the life and social participation of the
individual. The key to understanding the whole person and addressing their needs is
the health professional and patient relationship and how they communicate which is
considered in the next section.

9.2.3.3 Shared Knowledge and Decision-Making
In the past century, the patient’s role in healthcare was seen as receptive, a passive
recipient provided with healthcare by their doctor or a health professional. The
focus on scientific evidence and seeing the doctor as the expert led to the well
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known saying, “The Doctor knows best” and some people, including patients and
doctors, still believe this to be the case. Many patients now consider that the doctor
is still the medical expert whose advise is very important but that they are experts in
how their condition affects their life. Shared decision making (SDM) has been
defined as: “an approach where clinicians and patients share the best available
evidence when faced with the task of making decisions, and where patients are
supported to consider options, to achieve informed preferences” [3]. Therefore, a
model of shared decision making which takes into account a person’s abilities with
respect to the level of involvement in decision-making and their health is necessary.

As a first step, professionals need to understand the experiences, needs and
expectations of the patient; so communication becomes key. Too often communi-
cation is seen as a one way act, with professionals informing patients what their
diagnosis is and what treatment they need to take. Real communication however is
an interactive process, in which the act of listening is as important as the act of
speaking. There is often a gap between what a patient wants and what the pro-
fessional expects them to want.

The danger is that the professional may still be in charge directing the conver-
sation. In addition, it will not always be easy for mental health professionals to
know with certainty what a person’s needs and expectations are. However, if the
starting point is listening to a person’s perspective and their experience with their
health problems and in living their life before moving onto how they can meet their
goals then they can be better guided in what care they want.

For real shared decision making and communication there need to be two
well-informed partners (with their own particular expertise). Information in itself
has no intrinsic power, but it is needed in order for patients and professionals to
have the required information in order to have a constructive dialogue in an equal
partnership where the balance of power is not with one party or the other.

Patients have to learn to articulate their needs in an understandable way and
doctors have to take into account the differences in health literacy of the patients.
There is not a ‘one size fits all approach’ as people respond to different levels and
types of communication. So, communication skills are necessary to ensure that
patients’ preferences, wants and need are considered and to facilitate an equal
partnership where shared decisions can be made. This requires ongoing training of
professionals, students and all others involved with patients. Patients need to be
involved in the determination of communication skills but also may need training
themselves so they can effectively communicate their needs and preferences in
dialogue with health professionals.

There are many tools and programmes to promote and support shared decision
making. The Health Decision Sciences Centre at Massachusetts General Hospital
has created a streamlined process whereby doctors in primary and secondary care
can ‘prescribe’ a patient decision aid through their electronic medical record. The
patient can then access the tool outside of the consultation to facilitate better shared
decision making [1].

Trust is essential in the professional–patient relationship because, despite reg-
ulations and practices to protect patient’s personal information, patients may be
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concerned that sensitive information that they share with professionals may not be
kept confidential and/or may be used against them.

9.2.3.4 Continuity and Integration of Care
Patients often feel that the system they find themselves in is not joined up. They are
passed from one health professional to another (often in different centres at a
distance from each other) and have to repeat their problem or situation multiple
times. There are many areas which need integration in order for patients to feel that
their needs are being recognised and that the system can competently and safely
address them.

To a patient it does not matter whether the problems they are experiencing are
considered to be in the field of psychiatry or whether they are healthcare issues or a
social, educational or economic issues. Therefore, integration within the healthcare
sector and between the healthcare sector and all other areas which will impact on
their health such as education, employment and so on. It is important to them that
there is integration on a personal level between themselves, their families, carers
and professionals in the management of care. The involvement of family and friends
can be very important for those with mental health conditions not just providing
support but also, if desired by the patient, being involved in treatment planning and
goal setting and health management. Team work is very important so that patients
experience integrated care and patients should be considered part of the team, along
with family, friends and carers where possible, desired and appropriate. Patients
experience health and health problems in the living of their lives and so continuity
of care for the patient throughout their journey as a person and patient throughout
their lives is important.

The Geneva Declaration on Person- and People-centered Integrated Health Care
for all [8] outlines six domains namely: (1) integrating the relations between the
people seeking and delivering care; (2) that it is planned and delivered within the
social network of each person; (3) ensuring coordination of health care over the
trajectory of each person’s life; (4) promoting vertical integration within the
healthcare sector by planning and coordinating care among primary care-givers and
specialists; (5) emphasizes horizontal integration of health care delivery across
multiple sectors of society; and (6) for integration to succeed these values must
become normative throughout society, that is, needs to foster common values and a
shared vision of the future.

9.2.3.5 Involvement and Empowerment of Patients, Their
Families and Carers

Healthcare policy decisions, at whatever level they are made, will ultimately affect
patients’ lives. There is, therefore, a moral imperative that they play a meaningful
role in developing healthcare policies and, if done well, it helps to ensure that
policies reflect patient and caregiver needs, preferences and capabilities.

The need to involve people in their own healthcare at an individual and com-
munity level in the design and delivery of healthcare systems is not a new concept.
The WHO’s Declaration of Alma-Ata [18] stated a commitment to it, “The people
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have the right and duty to participate individually and collectively in the planning
and implementation of their healthcare”. Patient groups have been advocating for
involvement in all decision-making both at a personal and a policy level for many
years now and the phrase (originally used by the disability movement), “nothing
about us, without us” has increasingly become a mantra for patient groups from all
over the world.

However, patient experiences and views are often not considered or valued in
policy-making or practice. IAPO [6], states that, “Patient involvement is often
merely tokenism; its influence on policy-making can be restricted by practical and
financial structures, differing knowledge bases, cultural barriers and personal
attitudes. Patient involvement should not be dependent on the good will of indi-
viduals but institutionalised in policy frameworks in order to become the rule,
rather than the exception”. For meaningful involvement, there need to be methods
to ensure that the multiple opinions and patient voices are heard and acted upon. As
patients are not a homogenous population with the same expectations and needs,
this means ensuring that there are multiple patients involved in initiatives (just as
we do other experts), recognizing what each person brings to the table and striving
to be inclusive of underrepresented groups so that there are a balance of perspec-
tives represented.

As we move away from a paternalistic provision of care to passive patients
towards the empowerment of people so that they are active participants in their
healthcare, we are talking about the patient’s role in the co-production of their
health. They should be the driver and an equal actor rather than as a participant who
is still responding to the opportunities provided to him or her by the system.

Empowerment is not possible without having necessary information and
opportunities for involvement but it is not merely that but the ability and confidence
to take action based on the knowledge people have. The European Network for
Patient Empowerment (ENOPE) says that an empowered activated patient is one
which: understands their health condition and how to manage their lifestyle and
condition; feels able to participate in decision-making and make informed choices
about treatment and feels confident to challenge and ask questions of health pro-
fessionals or where to find, evaluate and use the information they need. With the
increased use of terminology regarding empowerment and person-centered care, it
is important to ensure that this is not just rhetoric with the actual practice not
changing in line with the language [4]. The All Party Parliamentary Group on
Global Health in the UK [1] collected over 100 overseas examples of patient
empowerment such as those relating to self-care, patients as experts, shared deci-
sions and choice. They concluded that by giving patients the opportunity to expand
their role and equipping them to do so new models of care are possible.

9.2.3.6 Access to Services, Treatment and Care
Fundamentally, people want to have access to safe, quality care which respects
them and their needs, preferences and wishes. One of the important opportunities
for the development of person-centered care currently is the global commitment to
the achievement of universal health coverage (UHC) with its three pillars of: equity
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in access to health services; high quality health services and financial-risk
protection.

Access to treatment and care is not just about physically accessing services but
also includes being able to access care that is affordable and does not put the person
at financial risk or into a life of poverty. People should not be prevented from
accessing services by their educational or socio-economic status. Emotional as well
as physical support may be needed in order for people to access services and care.
In the case of mental health, anxiety and fear may be a barrier to accessing care
which may be compounded by the stigma that people experience or that they
perceive others have towards their mental illness. People need to feel safe and
welcome and that they are not judged if they are to access services and continue to
use and benefit from them overtime. UK providers have been expanding access to
mental health services through computerized self-help and peer-support. Services
like beatingtheblues.co.uk, bigwhitewall.com and fearfighter.com are helping to
educate people about mental health and expand access to group, talking and cog-
nitive behavioural therapies at extremely low costs [1].

9.3 Evidence for Person-Centered Psychiatry

The question always raised about a person-centered approach is does it work? What
effect does the practice of person-centered healthcare have on health outcomes?
This is a valid question but despite an increasingly solid evidence base supporting
many of the principles of person-centered care its worth continues to be questioned.
In addition, it must be recognised that it is not just important to measure the
physiological health outcomes such as blood pressure but outcomes that people
themselves find important such as their well-being and quality of life, their
healthcare behaviour (such as lifestyle and attitude to agreed treatment) and their
satisfaction with care including whether it meets their particular needs and respects
their values and preferences.

National Voices has considered 779 systematic reviews which demonstrate the
evidence for person-centered care [12]. The reviews showed that engaging people
as active participants in their own healthcare leads to four key outcomes: the
improvement of people’s knowledge; better experience of services; better outcomes
and better use of resources. Specifically, they found that there is evidence that
engaging people as active participants in their own healthcare can

• improve people’s experience and the quality of consultations and care
• inform people about health and healthcare and build health literacy
• ensure that treatment is appropriately selected and tailored to the individual
• help people manage their own care and records
• build partnerships with health professionals
• promote public health and reduce health inequalities
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• ensure that health systems are responsive and accountable to the people they
serve

• reduce wastage and make better use of scarce financial resources

Studies also show that people do want person-centered care, for example, in
2013, mental health services users in England were surveyed [2] and the results
showed that users thought improvements were needed including in the areas of
communication and information, reviewing care, involvement in decisions and
support and understanding with other areas of life. In US, a study [14] sought to
understand if shared decision making and/or receipt of mental health care was
associated with patient satisfaction for patients with depression. From a sample of
1317 patients they found that shared decision making and receipt of mental health
care were both positively associated with patient satisfaction.

9.4 Conclusions

The dissociation between healthcare which focuses on the condition and services
that focus on other aspects of an individual’s life are not useful. A person’s health
affects all aspects of their life and conversely their life affects their health and
healthcare. It is therefore necessary to shift the focus of the entire healthcare system,
to move away from focusing on the disease, making a patient a member of a disease
group with general characteristics and to focus on the uniqueness of the personal
experiences, considering what the disease means for the life and social participation
of the individual.

Person-centered care can consider the best available evidence, the expertise of
different professionals and patient’s preferences and value them all. It recognises that
patients are individuals and have different needs which the system can be responsive
to, encouraging patients to take some responsibility for their healthcare whilst rec-
ognizing and respecting the limits in people’s ability or their individual preferences.

There are different starting points for person-centered psychiatry around the
world depending on national systems and economy, culture and attitudes and many
different definitions and approaches being practised. What is important is that
throughout the world, people understand about person-centered care and that people
work in partnership to help shape health systems to focus holistically on respect for
people’s needs, preferences and wishes for their life and healthcare in the future.

There is a unique opportunity to move from the ad hoc practice of
person-centered psychiatry to widespread practice. The starting point must be with
the articulation of the patient’s aspirations about what they want as an outcome in
terms of their life which psychiatry and other health and social care services and
options can support. The aim should be to improve the quality of life for people
with mental health conditions, as defined by them. In order to shape health and
social care services for the future so that they can meet people’s needs, values and
preferences, they must be meaningfully engaged in all aspects of healthcare policy
and practice on an individual level and collectively.
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10Person-Centered Family Perspectives

Alessandro Svettini, MD, Sigrid Steffen and Spyros Zorbas

10.1 Introduction

Years and years—on a round the clock basis—of living with and caring for a person
suffering from a mental illnesson one side is a big existential challenge, but on the
other it provides family members a vast knowledge base and experience which can
be available for sharing with the whole care team. This is a prime reason why
families must be considered as an integral part of the primary care system.

A more holistic model is needed, addressing all aspects of a patient’s health; a
more modern approach-fostering empowerment and oriented to recovery-brings
new responsibilities to all parties and the roles of clinicians, patients and carers
require updating. In order to fully consider care as ‘person-centered', it is essential a
common understanding to be first established and that certain central characteristics
are identified. Person-centered care [14] should encompass the following principles:
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• adopting an individual approach
• taking into account the patient’s preferences, needs, interests, life goals, prior-

ities; age, intelligence and health literacy level; family context, sociocultural
background, ethnicity, environment, language and cultural barriers, strengths
and weaknesses, mental status; type, severity, and duration of the disorder

• treating the patient as a person and not merely treating the symptoms of the
disorder

• being flexibly connected with the phase of illness: prodromal, acute/relapsing,
stabilizing, stable, recovery, and refractory

• being compassionate toward the suffering experienced by the patient and his/her
family

• creating a culture of mutual respect among stakeholders, building true part-
nership of professionals with patients and family members

• collaboration, with active involvement and informed, shared decision-making
by patient and family

• ensuring continuity of care, which must involve engaging the family
• comprehensiveness, integration, coordination, and accessibility of services and

interventions offered
• cooperation with family, community and other external agencies and supports.

10.2 The Role of Families

The family is not only affected by their loved one’s illness, but it usually plays a
central role in the patient’s care. Family members are very often the ones to meet
the chronically ill person’s primary needs and represent the main source of com-
panionship, involvement in activities and assistance in coping with day-to-day
problems, ensuring continuity of support and advocacy for the ill person. Besides,
they provide help when necessary whilst respecting the wish and need of patients to
help themselves; they can recognize the healthy aspects, the skills, and the
resources of the patient beside the illness and can still maintain the trust and
confidence of the patient, even if his/her attitude is unpleasant [18].

The family’s functioning, emotional atmosphere, and their involvement in the
treatment process have a significant influence on compliance as well as on the
patient’s coping and quality of life, particularly when coping with chronic diseases.
The role of carers becomes fundamental in case of individuals with reduced levels
of independence as well as cognitive and emotional capabilities (children, elderly,
people with mental retardation or severe mental illness), in particular in the com-
munication encounters with doctors and other health providers [19].

During the past three decades, numerous factors have contributed to focus more
on families that are coping with serious mental disorders [12]:
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1. Deinstitutionalization, with reduced accessibility to hospitals for even floridly
ill psychotic patients, and increased responsibilities for care and support of the
mentally ill by their relatives.

2. Realization that while pharmacotherapy can reduce or eliminate symptoms,
stress-related relapse and functional decompensation require psychosocial ser-
vices, including the mobilization of families as a factor in achieving recovery.

3. Realization that families are not responsible for causing serious mental disor-
ders and deserve the respect, support, attention, and education that they need to
participate constructively in the management and treatment of their mentally ill
relatives.

4. Recognition that the stress-induced dysfunctions in communication and prob-
lem solving within families are a consequence, not a cause, of mental disorders.

5. Empirical studies that have shown how families can serve to protect their ill
relatives from relapse and dysfunctional lives if they are prepared to cope with
the enormous challenges posed by the illness. On the other side, patients
experience high rates of relapse when living or interacting with relatives who
lack the skills and resources to constructively collaborate in the treatment.

6. Development of behavioral, cognitive, and educational methods for clinical
problems in psychiatry that offer practical help for patients and families of all social
classes and that supersede less applicable psychodynamic and insight therapies.

7. Availability of well-designed and evidence-based practices that can reliably
strengthen the coping, communication, and problem-solving skills of patients
as well as of their relatives.

8. Stress and burden experienced by families who are ill equipped to manage their
mentally ill relatives at home. Families have become assertive in requesting
information and training to deal with stress that can result in anxiety, depres-
sion, and demoralization.

9. Reduction of stigma of mental illness and increased public awareness about and
acceptance of mental disorders as bona fide illnesses that deserve treatment.
Reduced stigma has led to families “coming out of the closet” to seek pro-
fessional assistance to become educated about their relatives’ mental disorders,
and to advocate for their relatives’ treatment and rehabilitative needs.

10. Growth of vital advocacy and self-help movements by relatives of mentally ill
persons that have organized at national and international level, in order to
promote better care, have their voices heard and their rights respected.

Families of persons with schizophrenia and other disabling disorders [12] usu-
ally pass through 10 phases as they try to adjust to living with the uncertain
prospects and life-changing challenges of a mentally ill relative. These phases are
not always linear but can recur in cycles, depending upon the stability of their ill
relative and the assistance they receive from psychiatrists, other mental health
professionals, and self-help organizations. Having the competence and emotional
resilience to assist families as they move through these phases is a major respon-
sibility for clinicians caring for the ill relative. Bearing with the family through the
phases requires continuity of collaborative care. The 10 phases are as follows:
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1. Initial awareness that a problem exists—early signs of symptoms and abnormal
behavior: “Must be just a phase he/she is going through”

2. Denial of a mental illness—attributing the symptoms to a temporary aberration,
stress, or illicit drugs

3. Searching for a cure: “Give me my son/daughter back again”
4. Accepting the existence of a mental illness but frustrated by its inadequate,

limited treatments
5. Demoralization, depression, anxiety, worry, anger: “It’s like losing a loved one,

but there’s no death and the person is still there but not the same person”
6. Becoming educated and knowledgeable about the illness
7. Advocating for better treatment and rehabilitative services for the ill relative
8. Cycles of optimism and pessimism as new treatments appear promising and

then fail to deliver sustained improvement or to prevent relapses
9. Cumulative know-how in coping with the illness—navigating with increasing

confidence through the stormy seas of the inevitable ups and downs of the
illness and facilitating access to services

10. Participating in self-help groups, advocating for better services, becoming
active in fighting stigma—helping others through the phases of adaptation to
long-term illness and disability.

Family associationism is at the same time catalyst, result, and promoter of
empowerment processes. Worldwide there are two main examples of organized
movements of families of mentally ill persons: National Alliance on Mental Illness
(NAMI) in the United States and European Federation of Associations of Families
of People with Mental Illness (EUFAMI) in Europe.

NAMI,1 founded in 1979, is the largest grassroots mental health organization in
the USA. Its mission is to improve the lives of the millions of Americans affected
by mental illness and their families. NAMI advocates for access to services,
treatment, supports and research and is steadfast in its commitment to raise
awareness and build a community for hope for all of those in need. It also offers a
wide array of support and education programs for people living with a mental
illness, their family members, partners and friends, as well as for providers of
mental health services, school professionals, and for the general public.

EUFAMI2 is an international nonprofit organization registered in Belgium that
primarily advocates on behalf of carers. Founded in December 1992, it is active in
lobbying European Union bodies on behalf of its member organizations. EUFAMI
is a federation of 46 family associations and has members in 27 European countries,
representing more than 5 millions of European citizens affected by mental illness
and their family members. Its mission is to represent all family members of persons
affected by severe mental illness at European level so that their rights and interests
are protected and promoted. EUFAMI activities are articulated in several areas:
recognition of the role of the family, empowerment, representation, capacity

1www.nami.org
2www.eufami.org
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building, and support for member associations across Europe, promotion of best
practice and public awareness, development of partnership, defense of the human
rights of people with mental illness and their families.

10.3 Needs and Challenges of Carers

Family members have needs which often are overlooked and neglected: they need
to be informed and educated on the nature of the illness and its therapeutic pos-
sibilities, trained in order to develop skills to cope with symptoms and disabilities,
supported in their caring role and given respite opportunities, involved and
empowered in shared information and decision-making together with patient and
professionals [4, 20].

There is already a general recognition that carers’ needs are closely linked with
those of the person they care for; however, burdens of carers themselves and
circumstances of care still need to be more specifically researched.

The Caring for Carers (C4C) Survey is an international survey being undertaken
by EUFAMI, in collaboration with LUCAS (Center for care research and consul-
tancy of the University of Leuven, Belgium) to understand the needs and challenges
faced by carers supporting those living with a mental health illness. The purpose of
this study, the first of its kind, is to capture and document the experiences and
well-being of family caregivers of persons living with schizophrenia, offering more
insight into the caregiver’s role in mental disease management.

The survey follows an exploratory study design, with no predefined hypothesis;
the topics addressed are: socio demographic and illness-related characteristics,
well-being, need for support, satisfaction with professional support. In addition to
these topics, the questionnaire also gleans information on the basic profile of carers,
their experiences, and financial, emotional, and physical burdens. The question-
naires are disseminated through EUFAMI’s member organizations in 25 countries
and administered on paper, by email, or online. The survey by the time of writing
this chapter is ongoing in 253 countries, mainly in the EU, and will close by the end
of 2014. The first results are based on responses from more than 400 carers in
Australia, Canada, France, Germany, Italy, Spain, and the UK.

The focus is on members of families of people with severe mental illness (in-
cluded are carers who take on acute care as well as long-term care), with around
90 % of respondents caring for someone with schizophrenia. Family members are
the likely primary carers, and can spend an average of 6–9 h a day caring; they
consequently experience high personal impact, which can threaten their own
long-term well-being.

3Countries surveyed: Australia, Austria, Belgium, Canada, Cyprus, Czech Republic, Denmark,
Finland, France, Germany, Greece, Ireland, Israel, Italy, Lithuania, Malta, Netherlands, Norway,
Portugal, Russia, Slovenia, Spain, Sweden, Switzerland, United Kingdom.
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The preliminary results show that approximately three out of four (72 %) carers
of those living with schizophrenia are mainly (34 %) or solely (38 %) responsible
for caring, placing a huge emotional and physical burden on them. Family members
perform their caregiver role for an average of 16 years, are likely to have to do so
for the rest of their lives—due to the undetermined and long-term nature of
schizophrenia—and report an average of 23 h a week caring for a loved one.

The average age of the carers surveyed is 61 years, with the majority (84 %)
caring for a son or daughter. Many express deep concerns about what will happen
to their child when they are unable to care for them or will no longer be ‘around.’

Although about 1/3 of the carers report positive experiences of providing care,
the survey also indicates that almost 40 % battle with feelings of being unable to
cope with the ‘constant anxiety’ of caring, and 1/3 feel depressed. With this con-
stant level of pressure, a third of carers are reported to be reaching ‘breaking point’
and feeling they cannot carry on with things the way they are. More than 1 in 10
carers worry about feeling isolated and experience strains in their social network
because of the care they give.

Positive caregiving experiences are eclipsed by the fact that there is a degree of
dissatisfaction with the level of, or lack of, support from care professionals. 92 % of
carers surveyed want more support on several domains. The survey highlights
carers’ desire to be more involved in treatment conversations and to be better
equipped to influence care decisions. A lack of support and dissatisfaction are
expressed by family carers: 38 % feel they are not taken seriously by medical/care
staff and 44 % are not feeling satisfied with their ability to influence important
decisions in treatment and care planning.

The final results of the C4C survey are published in 2015. Already these pre-
liminary findings highlight the contribution of people caring for those living with
schizophrenia, offering evidence of the immense and unspoken burden they carry
and the overwhelming impact this condition has on their own lives.

Families fulfill a distinct and important role by providing support and advocating
for their ill relatives as well as contributing to their recovery. Caring for someone
with schizophrenia takes time, energy, financial and emotional resources [13].
Although caregiving may give rise to positive feelings and experiences, carers feel
highly exposed and caring for a relative with mental illness is related to high
personal suffering, feelings of guilt, helplessness, fear, vulnerability, anxiety, and
anger [21]. When a mental illness ‘enters’ the family circle, family members tend to
remove themselves from their natural support networks for a number of different
reasons [10]. Additionally, at the age of onset of a child’s mental illness, the age of
family carers (40–60 years) and the possibility of separation or divorce mean that
they are at a time of great family stress and pressure. Given that the frequency and
intensity of psychotic episodes is unpredictable in those with schizophrenia, coping
with such a condition poses ongoing challenges to family carers [13].

Caregivers often experience a financial burden due to their caregiving, trapped in
a so-called sandwich situation: the obligations toward their family member and
toward their own job produce a conflict. When there is not enough understanding
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on the part of the employer, some people even lose their job—which in return is
also a loss of talent for society.

Carers for people affected by psychosis often feel undervalued. Despite the
essential role that family carers perform, they are not fully recognized as crucial
partners in care so far. The contribution of families must be acknowledged
appropriately and they should have the right and opportunity to state their needs and
to define the role they are willing and able to play [6]. Family members need to be
fully recognized for their contributions, that their voices are heard and that they are
supported in order to allow them to continue caring effectively and safely for their
loved ones, without putting their own physical and emotional well-being at risk.
Healthcare professionals need to acknowledge that family carers can play a much
stronger role, integrate them in treatment decisions and work together to achieve
better outcomes for the patient.

10.4 Improving Communication

The manner in which families and medical professionals approach life and issues is
very different: families tend to be impatient and thus approach issues in a very
pragmatic way, whereas professionals view an issue from an evidence-based per-
spective [18]. Different approaches may need a particular attention on the com-
munication used among stakeholders. Clinical communication is fundamental in
building a therapeutic doctor–patient relationship, as well as the partnership with
the patient’s family.

In these past years the medical model has evolved from paternalism to indi-
vidualism. Information exchange is nowadays the dominant communication model,
and the health consumer movement has led to the current model of shared
decision-making and patient-centered communication [1, 9, 17].

Because family members take on caring tasks and also suffer as a consequence
of the illness of the patient, communication between health care professionals and
family members of the patient is important. Involving family members and carers
through an adequate communication allows a better understanding of the clinical
condition, improves interaction between patient and carers, reduces the emotional
burden and the expressed emotion levels in the family.

There is increasing awareness and evidence regarding the importance of clear
and effective communication between patients, families, and medical staff as a
cornerstone of providing quality health care. It is very important to understand the
perspectives, knowledge and expectations of the patient and his/her family, sharing
the available information [2, 15]. This can enhance adherence to treatments and
allows a real inclusion of all stakeholders, in a condition where responsibilities of
the care are shared with the practitioner and the patient is fully empowered in the
decision-making process.

How to communicate is then crucial. There is a profound difference between
communicating to patients and families and communicating with them. An optimal
patient and family communication is about conveying a message as well as
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establishing a connection. The three main goals of effective communication are:
creating a good interpersonal relationship, facilitating exchange of information, and
including patients and their families in decision-making [1, 3, 11, 16].

Patient surveys have demonstrated that when communication is lacking it is
palpably felt and it can lead to patients feeling increased anxiety, vulnerability, and
powerlessness. Research in a variety of settings [8, 22] has found that suboptimal
provider-patient/family communication is common, with negative effects on
patient/family-centered outcomes.

Patients and their families do better when they are involved, informed and
engaged in the process. Patients who understand their providers are more likely to
accept their health problems, understand their treatment options, modify their
behavior and adhere to follow-up instructions [5]. There are evidence-based clinical
and ethical guidelines for health care staff, patients, and families to promote the
efficacy of and the satisfaction with communication and collaborative care. Sys-
tematic interventions of communication quality improvement result in better patient
care and shorter hospital stays, improve the level of care, the clinical
decision-making process and family outcomes [7].

10.5 A New Approach to Professional Training

With regards to current training and training methods for psychiatry, a major seed
change is required to ensure that the emphasis is placed more on the patient rather
than on the illness and secondly that ‘family training’ is recognized as part of the
official training curriculum of professionals.

Family members have gained a great deal of experience and have much to teach
the medical community. Their expertise should be acknowledged and valued.
Families should be involved in education and training of medical staff working in
mental health services. Involvement of carers in mental health training is a bene-
ficial development for service users and professionals, but it requires further work.
From the limited amount of feedback that is available where families have become
involved in the training of professionals, mental health professionals have more
positive attitudes toward families, use less jargon and become more optimistic
about patients’ recovery. Families and carers, on the other hand, are empowered,
have a better relationship with mental health professionals and enjoy far more
personal satisfaction and improved quality of life. Attitudes dramatically change
and everyone benefits—especially the person with the mental illness. Barriers begin
to come down [18].

New modules need to be introduced to cover human aspects related to the patient
and the family. In the long run, the participation of all interested parties in the care
team will evolve and will result in a better and easier life for all concerned—the
patient will feel more involved and take ownership; the medical profession will feel
more relaxed and life will be easier as there will be more dialogue; the family
member will feel valued and less isolated.
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10.6 Conclusions

When dealing with severe mental illness, families have been seen for too long as a
potential or real problem. Families can become empowered through person-centered
care, so that a sense of commitment and a feeling of being valued can be achieved.
Family involvement can help to reduce stress (by listening and giving space to ‘chill
out’ or ‘let steam off’), can help to establish a regular routine and encourage
adherence to the care plan and to medication. A person- and family-centered
approach allows to set the premises in order to have carers become a great resource.
Ultimately we all want good services, support, information, advice, training and
advocacy, and an end to stigma and discrimination. This can only be achieved by
putting the patient at the center of the system, integrating the family in the patient’s
treatment plan as well as in person-centered education and training of medical staff.

References

1. Arora N. Interacting with cancer patients: the significance of physicians communication
behavior. Soc Sci Med. 2003;57(5):791–806.

2. Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP. SPIKES—a six-step
protocol for delivering bad news: application to the patient with cancer. Oncologist. 2000;5
(4):302–11.

3. Brédart A, Bouleuc C, Dolbeault S. Doctor-patient communication and satisfaction with care
in oncology. Curr Opin Oncol. 2005;17(14):351–4.

4. Dixon L, McFarlane W, Lefley H, et al. Evidence-based practices for services to families of
people with psychiatric disabilities. Psychiatr Serv. 2001;52:903–10.

5. Epstein RM. Making communication research matter: what do patients notice, what do
patients want, and what do patients need? Patient Educ Couns. 2006;60(3):272–8.

6. EUFAMI. Position paper on family carers’ needs. 2013. Available from: http://www.eufami.
org/publications/position-papers/eufami-s-position-paper-on-family-carers-needs. Accessed
20th Oct 2014.

7. Fawole OA, Dy SM, Wilson RF, Lau BD, Martinez KA, Apostol CC, Vollenweider D,
Bass EB, Aslakson RA. A systematic review of communication quality improvement
interventions for patients with advanced and serious illness. J Gen Intern Med. 2013;28
(4):570–7.

8. Fong Ha J, Longnecker N. Doctor-patient communication: a review. Ochsner J. 2010;10
(1):38–43.

9. Henrdon J, Pollick K. Continuing concerns, new challenges, and next steps in
physician-patient communication. J Bone Joint Surg Am. 2002;84 A(2):309–15.

10. Jones K. Family carer education in mental health. In: WHO Regional Office for Europe,
empowerment in mental health meeting—working together towards leadership, Leuven,
Belgium, 27–28 Oct 2010.

11. Lee SJ, Back AL, Block SD, Stewart SK. Enhancing physician-patient communication.
Hematology Am Soc Hematol Educ Program. 2002;1:464–83.

12. Liberman RP. Recovery from disability. Manual of Psychiatric Rehabilitation.
Washinghton D.C.: American Psychiatric Publishing; 2008.

13. MacCourt P. Family Caregivers Advisory Committee and Mental Health Commission of
Canada. 2013.

14. Mezzich JE, Christodoulou G, Fulford KWM. Introduction to the conceptual bases of
psychiatry for the person. Int J Person Cent Med. 2011;1(1):121–4.

10 Person-Centered Family Perspectives 135

http://www.eufami.org/publications/position-papers/eufami-s-position-paper-on-family-carers-needs
http://www.eufami.org/publications/position-papers/eufami-s-position-paper-on-family-carers-needs


15. Parker SM, Clayton JM, Hancock K, et al. A systematic review of prognostic/end-of-life
communication with adults in the advanced stages of life-limiting illness: patient/caregiver
preferences for the content, style, and timing of information. J Pain Symptom Manage. 2007;3
(1):81–93.

16. Platt FW, Keating KN. Differences in physician and patient perceptions of uncomplicated UTI
symptom severity: understanding the communication gap. Int J Clin Prac. 2007;61(2):303–8.

17. Sawyer SM, Aroni RA. Sticky issue of adherence. J Paediatr Child Health. 2003;39(1):2–5.
18. Steffen S. EUFAMI’S initiatives on person-centred care. In: 3rd geneva conference on

person-centered medicine. Geneva, Switzerland, 3–5 May 2010.
19. Svettini A. Research on communication among professionals, patients and families. In:

Abstract book 6th Geneva conference on person-centered medicine. Geneva, April 29–May 1,
2013 p. 25.

20. Svettini A. The role of families in person-centered and integrative care. In: Abstract book 7th
Geneva conference on person-centered medicine. Geneva, April 27–30, 2014. pp. 28–29.

21. WFMH. Caring for the caregiver: why your mental health matters when you are caring for
others. 2009. (Online) Available from: http://wfmh.com/wpcontent/uploads/2013/11/WFMH_
GIAS_CaringForTheCaregiver.pdf. Accessed Apr 2014.

22. Wilz G, Meichsner F. Involving family members of chronically ill patients in physician-patient
communication. Bundesgesundheitsblatt Gesundheitsforschung Gesundheitsschutz. 2012;55
(9):1125–31.

136 A. Svettini et al.

http://wfmh.com/wpcontent/uploads/2013/11/WFMH_GIAS_CaringForTheCaregiver.pdf
http://wfmh.com/wpcontent/uploads/2013/11/WFMH_GIAS_CaringForTheCaregiver.pdf


Part II
Diagnosis and Assessment



11Person-Centered Integrative Diagnosis
and Its Context

Juan E. Mezzich, MD, MA, MS, PhD, Ihsan M. Salloum, MD, MPH,
C. Robert Cloninger, MD, PhD and Michel Botbol, MD

11.1 Introduction

The implementation of person-centered psychiatry and medicine requires a suitable
person-centered diagnostic model. The bases of a Person-centered Integrative
Diagnosis (PID) model include therefore the principles of person-centered medi-
cine, an institutional framework that could nurture its development, and the
engagement of the most suitable and helpful diagnostic methodology. To present
this concisely is the purpose of the first section of this chapter.
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The second one will outline the person-centered diagnosis model. Such pre-
sentation will include its informational domain in terms of standardized health
status, health contributors (including risk and protective factors), and health
experience and values (including expectations and preferences). It will also cover
the descriptive instruments for diagnostic formulation and the interactive process
among clinicians, patient, and family.

The third section will refer to practical guides for the implementation of the PID
model. Particular attention will be given to the Latin American Guide for Psychiatric
Diagnosis, revised Version (GLADP-VR), which has been published by the Latin
American Psychiatric Association (APAL) for the use of health professionals in the
region and beyond.

The final section will deal with important aspects of the context of the diagnostic
effort. One are the conditions and requirements for effective diagnostic interviewing,
data gathering and formulation. The other is the articulation of diagnosis with clinical
care planning.

11.2 Background of Person-Centered Diagnosis

11.2.1 Conceptual Bases

The overarching framework of person-centered diagnosis is person-centered medicine
(PCM). From the beginning of the construction of person-centered medicine, it has
been referred to as an approach that places the person in context (and not organs or
disease) at the center and as the goal of medicine and health care. It has also been
emphasized that PCM seeks fundamentally to articulate science and humanism in
medicine and health care and refocusing these on the whole person [38].

Furthermore, it has been posited that PCM is dedicated to the promotion of
health as a state of physical, mental, sociocultural and spiritual well-being as well as
to the reduction of disease, and founded on mutual respect for the dignity and
responsibility of each individual person [15].

The purposes of the PCM have been also summarized as promoting a medicine
of the person (of the totality of the person’s health, including its ill and positive
aspects), for the person (promoting the fulfillment of the person’s life project), by
the person (with clinicians extending themselves as full human beings with high
ethical aspirations) and with the person (working respectfully, in collaboration and
in an empowering manner) [25, 37].

Concerning the identification of key concepts underlying PCM, the one that seems
to have been most emphasized is its ethical base. This is indicating that ethics is
fundamental for all medical activities, including clinical care, education, and research
[8, 32]. It has also been argued by two recent presidents of the World Medical
Association that PCM represents an ethical imperative for the medical profession [17].

Along the lines of such inquiries, a recent bibliographic and consultation study
to explore the systematic conceptualization of person-centered medicine [34], has
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elucidated the following key concepts: ethical commitment, holistic scope, cultural
awareness and responsiveness, communication and relationship focus, individual-
ized treatment, common ground for diagnosis and care, people-centered systems of
care, and person-centered health education and research.

11.2.2 Institutional Bases

From the viewpoint of the institutional construction of person-centered psychiatry and
medicine, it should be noted that the World Psychiatric Association (WPA), which was
born from the articulation of science and humanism [19], established at its 2005
General Assembly an Institutional Program on Psychiatry for the Person [14, 25]. This
initiative expanded into general medicine through a series of Geneva Conferences since
2008 in collaboration with the World Medical Association, the World Health Orga-
nization, the International Council of Nurses, the International Federation of Social
Workers, the International Pharmaceutical Federation, the European Federation of
Families of Persons with Mental Illness, and the International Alliance of Patients’
Organizations, among a growing number of other international health institutions [26].

The process and impact of the Geneva conferences led to the emergence of the
International Network (now International College) of Person Centered Medicine
(INPCM, ICPCM) [27, 37]. The ICPCM launched in 2011 the International
Journal of Person Centered Medicine in collaboration with the University of
Buckingham Press [39].

11.2.3 Diagnostic Methodological Bases

The eminent historian and philosopher of medicine Lain Entralgo [23] has cogently
argued that diagnosis goes beyond identifying a disease (nosological diagnosis) to
also involve understanding of what is going on in the body and mind of the person
who presents for care. Understanding an individual’s clinical condition also
requires a broader assessment of experience and life context. As health may be
conceived as a person’s capacity to continue to pursue his or her goals in an
ever-challenging world [12] this encompassing perspective should be incorporated
in a thorough diagnosis of health. There are indeed compelling reasons for
including health-promoting or salutogenic factors [7] and positive health [24] under
comprehensive diagnosis, bringing it to consistency with WHO’s definition of
health [49]. Diagnostic understanding also requires a process of engagement and
empowerment that recognizes the agency of patient, family, and health profes-
sionals participating in a trialogical partnership [6].

In connection with the above, one should examine the concept of the validity of
diagnosis as it denotes its value and usefulness. Traditionally, this validity has been
anchored on the faithfulness and accuracy with which a diagnosis reflects and
identifies a disorder, its nature, pathophysiology, and other biomedical indicators
[43]. Recently, clinical utility has been proposed as an additional indication of the
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value of diagnosis for clinical care [21]. Schaffner [46] has delineated further the
epistemology of these two forms of diagnostic validity under the terms of etio-
pathogenic and clinical validities. Pointing out the significance of the latter,
experienced clinicians suggest that treatment planning is the most important pur-
pose of diagnosis [3].

Concerning the architecture of diagnostic formulations, there has been a pro-
gressive development of diagnostic schemas with increasing levels of informational
richness particularly to support treatment planning. These have ranged from a
simple, typological single-label diagnosis denoting a symptom, problem, syn-
drome, or illness to a more complex multiple illness formulation, listing all iden-
tified clinical conditions or disorders, including coexisting psychiatric and general
medical diseases. Such schemas intend to provide a fuller portrayal of the noso-
logical condition, as well as other aspects of clinical interest such as disabilities,
contextual factors, and quality of life, thus attempting to enhance diagnostic
understanding, treatment planning, and prognostic determination [11]. Multiaxial
diagnostic formulations are key components of most contemporary diagnostic
systems including ICD-10 [50, 51], DSM-IV [4], GLADP [10], GC-3 [42], the
French Classification for Child and Adolescent Mental Disorders [40], and the
Chinese Classification of Mental Disorders [13]. Of note, a multiaxial schema was
not included in DSM-5 [5], despite that a broad APA Committee established to
evaluate DSM multiaxial systems documented their usefulness [29].

Another approach to comprehensive diagnosis involves both standardized and
idiographic components. One such model is at the core of the International
Guidelines for Diagnostic Assessment (IGDA), developed by the WPA [30]. Its
standardized multiaxial component includes four axes dealing, respectively, with
clinical disorders, disabilities, contextual factors, and quality of life. Its idiographic
and narrative component covers the clinician perspective, perspectives of the patient
and family, and integration of the perspectives of all the above. Many of the
methodological developments highlighted above have been discussed in a WPA
Psychiatry for the Person volume [44].

11.3 The Person-Centered Integrative Diagnosis Model

11.3.1 Development of the Model

The suitability of the prospective elements of PID was examined through surveys
and consultations. Building on its long experience in developing diagnostic models,
the WPA Section on Classification, Diagnostic Assessment and Nomenclature
conducted a survey among the members of the 43-country Global Network of
National Classification and Diagnosis Groups [45]. The survey was constructed in
consultation with network members and aimed at surveying the most important
domains to consider in the development of future diagnostic classification for
psychiatric disorders. Of the group 74 % responded. Treatment planning was most

142 J.E. Mezzich et al.



frequently chosen as the key role of diagnosis. Communication among clinicians
and diagnosis as a means to enhance illness understanding were also identified as
key roles of diagnosis. The survey also highlighted the areas of information judged
important to be covered by psychiatric diagnosis. These included disorders
(100 %), disabilities (74 %), risk factors (61 %), experience of illness (58 %),
protective factors (55 %), and experience of health (52 %). The responses sug-
gested that in addition to the recognized importance of nosological diagnosis,
subjective explanatory narratives of illness and health are also quite valuable. The
survey responses also highlighted the importance of utilizing a variety of descrip-
tive tools including categories (81 %), dimensions (74 %), and narratives (45 %). It
also revealed that 80 % of responders choose clinicians, patients, and carers
together as key players in the diagnostic evaluation process as compared to clini-
cians alone (20 %).

A number of focus and discussion groups were organized in 2009 with a variety
of health stakeholders (health professionals, patients, family members, and advo-
cates) at international events in Athens (Greece), Uppsala (Sweden), and Timisoara
(Romania) [45]. In an overwhelming manner, the participants in the three settings
considered that diagnosis should go beyond disease. Participants unanimously
responded that diagnosis should cover dysfunctions and a great majority of them
felt it is very important to include positive aspects of health. Over 83 % of the
participants endorsed the inclusion of experience of health as part of diagnosis.
Furthermore, there was unanimous agreement on incorporating contributing factors
(including risk and protective factors), and on the use of descriptive methods,
including dimensions and narratives in addition to conventional categories. Par-
ticipants also emphasized that diagnosis is a process and not only a formulation and
highlighted the partnership between caregivers and service users as fundamental.

11.3.2 Structure of the Person-Centered Integrative
Diagnosis Model

The delineation of the structure of the PID must take into account that diagnosis is
both a formulation and a process. The presentation of the fundamental elements of
the model is made here in terms of the following three defining conceptual pillars:
(a) Broad Informational Domains, (b) Pluralistic Descriptive Procedures, and
(c) Partnership for Diagnostic Evaluation.

The PID framework’s first pillar, Broad Informational Domains, is depicted in
Fig. 11.1. These domains cover both ill health and positive health along three
structural levels: Health Status, Experience of Health, and Contributors to Health.

The broadness of the PID informational domains, including ill and positive
health, is intrinsic to holistic person-centered health care. The domain level on
Health Status, includes first illnesses or disorders of both mental and physical
forms, which correspond to Laín-Entralgo’s [23] nosological diagnosis. They may
be assessed according to the international standard, WHO’s International Classifi-
cation of Diseases (ICD) or a pertinent national or regional version or adaptation
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[35]. Disabilities would be assessed through procedures such as those based on the
International Classification of Functioning and Health (ICF) [52]. The assessment
of the well-being aspect of Health Status could be conducted through standard
scales such as the WHOQOL Instrument [41] and the Multicultural Quality of Life
Index [33]. An update on this domain can be found in Salloum et al. in Chap. 12 of
this volume.

The domain level on Experience of Health would appraise the patient’s illness-
and health-related values and cultural experiences, possibly with a guided narrative
procedure built on world-wide experience with the Cultural Formulation [31]. More
recently, this domain has been reformulated in terms of Health Experience and
Values (Kirmayer et al. in Chap. 14 of this volume).

The third domain level on Contributors to Health would cover a range of
intrinsic and extrinsic biological, psychological, and social factors of both risk and
protective types. Their assessment may involve a combination of procedures aimed
at assessing healthy and unhealthy life-style factors and related health contributors
[47]. Update information on this domain can be found in Chap. 13 of this volume
by Saavedra, Villar, and Botbol.

The PID model’s second defining pillar, Pluralistic Descriptive Procedures, opens up
the opportunity to employ categories, dimensions, and narratives for greater flexibility
and effectiveness for the evaluation task at hand [20, 22]. Further information on PID
descriptive tools can be found in Chap. 15 of this volume by Botbol and
Salvador-Carulla.

Fig. 11.1 Key structural levels covering ill health and positive health in the person-centered
integrative diagnosis model
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The third defining pillar of the PID model is Partnership for Evaluation. Such
partnership is a fundamental element of person-centered care, and involves the pursuit
of engagement, empathy and empowerment as well as respect for the autonomy and
dignity of the consulting person. In fact, it is crucial for achieving shared understanding
for diagnosis and shared decision-making (SDM) for treatment planning [3].

Additional information on the elements of the PID model can be found in
Mezzich et al. [36].

11.4 PID-Related Practical Diagnostic Guides

Models need to have applications in the forms of guides or manuals for generalized
use and real-world evaluation of their applicability, reliability, and validity.

11.4.1 The Latin American Guide for Psychiatric Diagnosis,
Revised Version (GLADP-VR)

An application of the PID model is at the core of the Latin American Guide of Psychiatric
Diagnosis, Revised Version (GLADP-VR) [9]. Its cover is presented in Fig. 11.2.

This Guide represents a revised version of the first GLADP edition [10]. Both
editions of the GLADP were published officially by the Asociacion Psiquiatrica de
America Latina (Latin American Psychiatric Association) through their Section on
Diagnosis and Classification for the use of health professionals in this world region. As
both editions use WHO ICD diagnostic codes, categories, and descriptions, the GLADP
can be considered an adaptation of ICD for Latin America, complemented with Latin
American Annotations to facilitate the use of ICD categories in this part of the world.

The GLADP-VR incorporates the basic elements of the PID model. The main
difference between the PID model and the GLADP-VR schema is that the former
has Health Experience as the second informational domain level while the latter has
Health Experience as the third level. Furthermore, the GLADP-VR third level is
enriched in its content with health values and expectations, in line with growing
concern for incorporating these perspectives in a basic diagnostic formulation [18].

The key information domains or levels of the GLADP-VR diagnostic schema
are summarized below.

11.4.1.1 Health Status
The first component of this model corresponds to Health Status. This includes
standardized coverage of both pathological and positive aspects of health. As
shown on the GLADP-VR Personalized Diagnostic Formulation, The Health Status
component starts with a listing of mental and general medical disorders and other
significant clinical conditions. These disorders and conditions are to be coded
according to the various chapters of ICD-10, including, in addition to standard
disease codes, the Z codes for non-disease conditions that require clinical attention.
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Next in the Health Status component comes the evaluation of Personal Func-
tioning in the areas of personal care, occupational, family, and social activities, each
measured with a 10-point scale marked as follows: 0: worst functioning, 2: minimal
functioning, 4: marginal functioning, 6: acceptable functioning, 8: substantial
functioning, and 10: optimal functioning.

Fig. 11.2 Cover of the Latin American guide of psychiatric diagnosis, revised version
(GLADP-VR)
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Finally, the Health Status component assesses degree of the person’s well-being,
from worst to excellent, by directly marking on the 10-point line displayed on the
Formulation Form, with or without the help of an appropriate standardized
instrument. This assessment is principally based on the judgment of the person
involved, modulated collaboratively with perceptions by the clinicians and family.

11.4.1.2 Health Contributing Factors
The second component of the GLADP-VR Personalized Diagnostic Formulation
corresponds to Health Contributing Factors. These include Risk Factors as well as
Protective and Health Promotion Factors. Assessment in each case starts with the
identification of relevant factors from the list presented on the form. These factors
come from the Health Improvement Card prepared by the World Health Professions
Alliance [47], supplemented by some factors particularly relevant to mental health.
It continues with a narrative formulation of additional information about the
identified factors and others that could also be elicited.

11.4.1.3 Health Experience and Expectations
The third component of the GLADP-VR Personalized Diagnostic Formulation
assesses Experience and Expectations on Health. This is based on the combination
of elements from the experientially described Cultural Formulation [31] and of
patient’s needs and preferences [18]. This assessment is obtained through narratives
on the following three points: (a) personal and cultural identity (self-awareness and
its potentials and limitations), (b) suffering (its recognition, idioms of distress, and
beliefs on illness), and (c) experiences with and expectations and preferences for
health care [28]. As mentioned before, further information on the conceptual bases
for this level can be seen in Chap. 14 by Kirmayer, Mezzich and Van Staden in the
present volume.

The actual layout of a personalized diagnostic formulation according to the
GLADP-VR can be seen in Fig. 11.3.

11.4.2 Other PID Practical Applications

A full Second Edition of the Latin American Guide for Psychiatric Diagnosis
(GLADP-2) is in the works as a priority project of the Diagnosis and Classification
Section of the APAL. For covering mental and general medical disorders, it would
be based on the categories and codes of the prospective Eleventh Revision of the
International Classification of Diseases (ICD-11) which is expected to be completed
around 2017. Its development would be based on the ongoing experience imple-
menting, teaching, and studying the GLADP-VR.

There are also plans to develop under the auspices of the International College of
Person Centered Medicine (ICPCM) other PID practical guides intended for use in
general medicine.
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11.5 The Context of Person-Centered Diagnosis

While the context of person-centered diagnosis may be conceived to encompass
also its conceptual, institutional, and methodological background (as presented in
the first section of this chapter), this section of the manuscript will focus first on the
diagnostic evaluation process and second on the articulation of diagnosis with
clinical care planning.

11.5.1 Diagnostic Evaluation Process

The clinical assessment process is aimed at setting up the collaborative matrix for
clinical care and obtaining effectively the information necessary to make a thorough
diagnostic formulation. The diagnostic evaluation rather than a purely taxonomic

I: HEALTH STATUS 

 Clinical Disorders and Related Conditions (as classified in CIE-10).

A. Mental Disorders  (in general, including personality and developmental disorders, and related conditions): 
Codes:

B. General Medical Conditions: 
Codes:

Functioning of the Person (Use the following scale to evaluate each of the functioning areas) 

Poorest                       Minimal                          Marginal                          Acceptable                 Substantial                 Excellent                                         
0 1 2 3 4 5 6 7 8 9 10

Functioning Areas Score

A Personal care 0 2 4 6 8 10 ?
B Occupational (wage earner, student, etc.) 0 2 4 6 8 10 ?
C With family 0 2 4 6 8 10 ?
D Social in general 0 2 4 6 8 10 ?

Degree of Well-being (Indicate level perceived by the person on the following scale, optionally using a suitable instrument). 

Poorest                                                                                                                                                                            Excellent 
0 1 2 3 4 5 6 7 8 9 10

II. HEALTH CONTRIBUTING FACTORS 

Risk Factors: [ ] Abnormal weight  [ ] Hyper-cholesterolemia [ ] Hyperglicemia   [ ] Hypertensión   [ ] Tabacco  [ ] Alcohol  
[ ] Family psychiatric problems  [ ] Severe child trauma  [ ] Prolongued or severe stress 

Additional information:……………………………………………………………………………………………………………..

Protective Factors: [ ] Healthy diet  [ ] Physical activity  [ ] Creative activities  [ ] Social participation

Additional information: ……………………………………………………………………………………………………………

III. HEALTH EXPERIENCES AND EXPECTATIONS 

Personal and cultural identity: …………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………….

Suffering (its recognition, idioms of distress, illness beliefs): ………………………………………………………………...
………………………………………………………………………………………………………………………………………

Experiences and expectations on health care: ……………………………………………………………………………….….
……………………………………………………………………………………………………………………………………...

Fig. 11.3 GLADP-VR personalized diagnostic formulation form
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exercise, represents the first step of the process of clinical care the main objective of
which is the restoration and promotion of the health of the persons presenting for
care and enriching their quality of life.

Thus, the first consideration in the planning of the diagnostic evaluation
process should be awareness of its fundamental objectives and the engagement of
the clinician as a person with the persons of the patient and the involved family.
Conducting the diagnostic interview in a manner that is respectful and empow-
ering of the person seeking help is a distinctive feature of person-centered care
[37]. This requires the establishment of empathy and appreciation for the
experience and feelings of the patient [2]. Highly relevant is attending to sub-
jectivity and intersubjectivity, as discussed by Botbol and Lecic-Tosevski in
Chap. 5 of the present volume. Adams [2] elaborates further on this as he argues
for the importance of establishing a common ground among clinicians, patient,
and family in order to achieve shared understanding of the clinical situation at
hand.

Helpful from an organizational viewpoint are the steps for a thorough diagnostic
evaluation proposed in the WPA International Guidelines of Diagnostic Assessment
(IGDA) [30], as follows:

11.5.1.1 Patient Interview
The interview process should include a preparatory phase to ensure a quiet and
reasonably comfortable environment where patients and their families are received
cordially and respectfully.

The body of the interview should cover in an effective, smooth, and considered
manner, the different areas of information relevant to the preparation of an adequate
diagnostic formulation and an initial treatment plan. It should be emphasized in this
process the importance of carefully listening to the patient and available family and
the establishment of a close therapeutic relationship. This phase should conclude
with the formulation of a jointly understood initial diagnostic assessment (which
would continue later as the clinical care process unfolds), as well as shared deci-
sions on what the next steps would be.

The closure phase of the interview should include a warm farewell connected to
future visits or clinical activities. Regardless of the patient’s socioeconomic status
and attentive to cultural expectations, it is important to conduct the interview in a
respectful, courteous, warm, and confidential manner.

11.5.1.2 Utilizing Additional Sources of Information
These sources can include family and other significant individuals, such as personal
care workers, school teachers, and social workers, who have referred the patients or
know them and their circumstances. The information from these sources can be
obtained face to face, by telephone, or through documents. Whenever possible the
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patient’s permission must be obtained before interviewing or contacting these
additional sources of information. For children, it is important to also consider peers
and friends as additional sources of information. It is also crucial to incorporate the
family, including the nuclear and extended one as appropriate.

11.5.1.3 Symptomatic Assessment of Psychopathology
This assessment is aimed to systematically determining the presence and severity of
psychopathology, both symptoms anamnestically explored as well as observable
signs. These indicators of psychopathology are usually grouped into the following
areas: sensorial, orientation, and cognitive functions, mood and affect, perception,
thought process and content, and conative and behavioral aspects. Attention should
also be paid to the somatic manifestations of mental syndromes.

11.5.1.4 Bio-psycho-social Complementary Assessments
These include detailed investigations, often using specific protocols or instruments
that complement the basic psychopathological examination, according to perceived
needs in each case and available resources. It is important to ensure that the pro-
cedures used are validated locally, particularly when they are from other world
regions or cultures.

11.5.1.5 Comprehensive Diagnostic Formulation
It is recommended that this organizational phase synthesizing the information
obtained through the above steps is completed according to a coherent and com-
prehensive diagnostic model centered on the person.

11.5.1.6 Articulating Diagnosis and Clinical Care Plan
The information contained in the different sections of the comprehensive diagnostic
formulation should be organized into a list of problems as treatment goals and
positive aspects of the patient are also considered to contextualize the care plan. For
each problem or goal, an appropriate set of clinical interventions, including diag-
nostic, therapeutic, and health promotion activities should be arranged and the
responsible professionals identified.

11.5.1.7 Clinical Chart Organization
The documentation of the different phases of the diagnostic evaluation, in partic-
ular, and the process of clinical care in general, should be presented in an organized
and clear manner. It helps that the clinical history, as far as possible, includes
structured and semi-structured components that facilitate that key elements are
systematically covered and narrative spaces to accommodate descriptions in an
individualized and flexible manner. Increasingly, such documentation may be
organized electronically and trends are emerging to facilitate patients’ access to
their own clinical charts.
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11.5.2 Articulation of Diagnosis with Clinical Care Planning

The ultimate purpose of a personalized diagnostic formulation, such as the one
presented in Fig. 11.3, is to serve as an informational base for the preparation of a
clinical care plan.

As in the previously mentioned case of the diagnostic evaluation process, it is
crucial for person-centered care to establish first a common ground among clini-
cians, patient, and family as the basic collaborative matrix for treatment planning.
The importance of this has been detailed by Adams and Grieder [3] and Adams [1].
They highlight in their recommendations the Wagner model of care [48], originally
developed for the care of chronic illnesses and proposing as a keystone “productive
interactions” between an “empowered, hopeful consumer” and a “receptive, capable
treatment team.”

A related conceptual and procedural development for the enhancement of
person-centered treatment planning is SDM. Illustratively, Coulter et al. [16] reveal
the increasing international experience with forms of SDM. These particular pro-
cedures may however limit their usefulness if employed mechanistically.

After proper attention has been given to the above conceptual considerations, it
is helpful to consider organizational developments such as formats for treatment or
care planning. Adams [1] highlights a generic format used in the health field and
other sectors which focus on objectives, goals, and interventions (services, treat-
ments, etc.). One can also consider, particularly for person-centered mental health
treatment planning, the Clinical Care Plan included in the Latin American Guide for
Psychiatric Diagnosis (GLADP-VR) [9]. It is organized around the identification of
Problems (extracted from the GLADP-VR Personalized Diagnostic Formulation as
targets for care), Interventions, and Observations. Its layout is presented in
Fig. 11.4.

11.6 Conclusions

A review of conceptual, institutional, and methodological considerations provide a
background for understanding person-centered diagnosis. Its refocusing diagnosis
from disease to person has strong ethical and clinical effectiveness bases supported
by major global institutions in clinical care and public health, and is consistent with
contemporary developments in diagnostic methodology.

From such matrix emerges the PID model. Its informational domains (Health
Status, Health Contributory Factors, and Health Experience and Values), pluralistic
descriptive procedures (categories, dimensions and narratives), and diagnostic
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process engaging clinicians, patient, and family/carers in a common ground, attest
to its relevance for person-centered care.

One of the first practical implementations of the PID model has been the Latin
American Guide for Psychiatric Diagnosis (GLADP-VR), published recently by the
APAL for the use of health professionals in Latin America and beyond. It uses
WHO’s ICD categories and codes and culturally informed Latin American Anno-
tations for the identification and description of disorders, as well as a
person-centered diagnostic process and formulation format.

Name: ______________________________________Record No.: _______________ Date (d/m/y): _______________ 

Age: ________ Sex:  M   F   Estado civil:______________ Occupation: __________________________________

Clinicians involved: _______________________________________________________________________________ 

Service: _________________________________________________________________________________________

Instructions: 

Under Problems, list important clinical disorders, idioms of distress, disabilities and contextual problems presented. 
Keep the list as short and simple as possible. Consolidate within an encompassing term all problems that share the 
same care plan.
Interventions would list diagnostic studies, treatments and health promotion activities pertinent to each problem. 
Specify as much as possible planned doses and schedules, amounts, and time references as well as clinicians 
responsible for each intervention.  
The space for Observations may be used flexibly. It could include expected dates for the resolution of problems, 
dates for expected re-evaluations, or notes indicating that a specific problem has been resolved or has become 
inactive.   

PROBLEMS INTERVENTIONS OBSERVATIONS

Fig. 11.4 GLADP-VR clinical care plan form
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Attention to the context of the PID model in terms of the diagnostic evaluation
process and the articulation of diagnosis with the planning of care should enhance
the PID effectiveness and usefulness.
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12Health Status: From Illness
to Wellbeing

Ihsan M. Salloum, MD, MPH, C. Robert Cloninger, MD, PhD,
Luis Salvador-Carulla, MD, PhD and Angel A. Otero, MD

12.1 Introduction

Health status, as concept that emphasizes the importance of the whole and the
interdependence of its parts and not merely the presence of disease, has been a key
concept in medicine since ancient times. Ancient traditions of medicines such as the
Chinese, the Indian Ayurveda, as well as ancient Greek medicine, all embraced the
holistic understanding of health and its ailments, emphasizing the concept of har-
mony and interdependence between the “part” and the “whole” [8, 18]. This
understanding is also reiterated in modern times by the World Health Organization
(WHO) constitution definition of health as “a state of complete physical, emotional,
and social well-being and not merely the absence of disease or infirmity.” [25]
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The focus of the assessment of health status in modern clinical medicine,
however, has been the ascertainments of the presence or absence of ill health, while
attention to positive aspects of health has received at best a cursory attention. It is
not surprising that knowledge about etiology, risk factors, and vulnerabilities to
ailments has exponentially expanded. On the other hand, development of knowl-
edge regarding factors influencing positive aspects of health and recovery has been
less extensive and has occurred, for the most part, outside the realm of clinical
medicine.

Within psychiatry, the need to encompass a comprehensive view of the patient’s
problems and to enhance the clinical utility of psychiatric diagnoses, innovations
such as the adoption of a biopsychosocial model for mental disorders have prompted
the development of expanded diagnostic formulations for mental disorders. This is
expressed in the various multiaxial schema included in national and international
classification systems over the past few decades including the Mental Disorders
Chapter of the International Classification of Diseases, 10th reversion (ICD-10), the
various reiteration of DSM-III through DSM-IVTR, the Chinese Classification of
Mental Disorders, the Latin-American Guide to Psychiatric Diagnosis and the
International Guidelines of Psychiatric Diagnosis [1–5, 7, 13, 26]. Proponents of the
multiaxial schema have highlighted their clinical utilities in treatment planning by
providing an organized format to record and address key areas impinging on the care
for the primary psychiatric disorder [12]. While some of these schemas included
assessments of functioning or quality of life, these schemas were primarily focusing
on the assessment of the presenting ill health problems and related factors. Thus, the
inclusion of explicit assessment of health status as a concept emphasizing the
importance of the whole and the dynamic interdependence of its parts have not been
undertaken in clinical psychiatry or in general clinical medicine. This is not sur-
prising; however, given that a disease-centered diagnostic and acute care interven-
tion approach have been the dominated models of care in clinical medicine and
psychiatry over the past half-century [22].

A disease-centered model, however, has multiple limitations for addressing
recovery from multiple chronic, relapsing conditions, which constitute the vast
majority of conditions worldwide. Chronic diseases involve an ongoing process of
health support that requires the mobilization of multiple resources at the personal,
family, care giver, stockholders, and community levels. For example, a
disease-focused approach has been clearly inadequate at ameliorating one of the
most common but complex problem frequently encountered during the manage-
ment of chronic diseases which is adherence to care.

Management of chronic conditions highlight the importance of mobilizing the
person’s strengths and resiliency as preventative and health restorative effort relies
primarily on the person’s behavior and on their context as well such as on available
support and partnership with other stakeholders. An acute care model, not based on
a holistic concept of health and care, is not designed to address the treatment, health
restoration and recovery needs of chronic and often multimorbid conditions. This
narrow-focused care model has led to fragmentation, incoordination, and decreased
access to care. The interconnectedness of health problems and the key role of
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behavioral determinants of health in both health and disease, strongly argue for an
integrated approach to care encompassing the totality of health with strong
emphasis on disease prevention and health restoration. This also calls for a
reconsideration of the diagnostic process toward an integrated diagnostic assess-
ment of the health status to include not only ill health, but also the other funda-
mental aspect of assessment of health that is of wellbeing and positive aspects of
health.

12.2 Measures of Health Status and Well Being Predict
Outcome

Different measures and conceptualizations have been advanced to define health
status. The concept of health status has been seen as multidimensional domains that
include symptoms and physiological states, physical, emotional, and cognitive
functions, life expectancy and life expectancy along with perceptions about present
and future [17]. Health-related Quality of Life (HRQOL) is another concept defined
as “an individual’s or group’s perceived physical and mental health overtime.”
HRQOL has been measured by the number of healthy days in work by the Center
for Disease Control and Prevention [6]. HRQOL include aspects of life that are
shown to affect physical and mental health. At the individual level, this includes
physical and mental health perception, health risk, functional status, social support,
and socioeconomic status. At the community level it compromises resources,
conditions, policies, and practices that influence population health perception and
functioning. Multiple disciplines are involved in the domains defining HRQOL,
including sociology, psychology, social work, aging, disability, environment sus-
tainability, economics, marketing, and urban planning among others. HRQOL has
been found to be an acceptable measure of outcome. Self-assessed health status was
found to be a more powerful predictor of mortality and morbidity than many
objective measures of health [11].

Idler and colleagues examined 27 longitudinal studies of representative com-
munity samples examining global self-ratings of health as predictors of mortality.
Global self-rated health was found as an independent predictor of mortality in most
of these studies after controlling for other relevant predictors of mortality. The CDC
highlighted a link between quality of life measures and prevention of chronic
diseases (e.g., diabetes and hypertension, etc.) and also risk factors (e.g., over-
weight, smoking, and sedentary life style). Examples of commonly used HRQOL
include the Medical Outcomes Study Short Forms (SF-12 and SF-36), the Sickness
Impact Profile and the Quality of Well Being Scale [6]. Four questions proposed by
the CDC as core healthy day measures. These include a question about the person’s
perception about their general health, rated from excellent to poor, and three
questions about the number of days during the past 30 days were physical health
(illness and injury), mental health (stress, depression, other emotional problems),
and impairment in usual activities (self-care, work, or recreation) due to physical or
mental health. More recent studies also highlighted the impact of health status as a
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risk factor in cardiovascular disorder. A review of 34 studies reported that poor
physical health status was a significant predictor poor outcome in patients with
congestive heart failure and coronary artery disease, although heterogeneity across
studies was noted.

These consistent findings of the impact of health status on outcome have
prompted calls for including health status assessment in regular clinical practice
[19]. However, to date there have not been any concerted effort to critically examine
the current model for diagnosis and to offer enhanced assessment and diagnostic
process that is more person- and patient centered to include this key domain of
assessment of health status. The need for improving the quality of care proposed by
the Institute of Medicine Report on “Crossing the Quality Chasm: A New Health
System for the twenty first Century” has identified “patient centeredness” among
other specific aims of care which also included safe, effective, timely, efficient, and
equitable [19].

12.3 Person-Centered Medicine and the Person-Centered
Integrative Diagnostic Approach

The Person-centered Integrative Diagnosis model (PID) is an emerging model of
diagnosis that highlight the importance of assessing health status in clinical care and
public health. The PID model aims at putting into practice the vision of
Person-centered Psychiatry and Medicine affirming the whole person of the patient
in context as the center of clinical care and health promotion at the individual and
community levels [15, 22]. The goals of Person-centered Psychiatry are to promote
psychiatry of the person (of the totality of the person’s health, both ill and positive
health), by the person (with clinicians extending themselves as full human beings),
for the person (assisting the fulfillment of the person’s life project), and with the
person (in respectful collaboration with the person who consults). The PID rec-
ognizes that the person of the patient and the person of the health providers are in a
respectful and empowering partnership. The PID considers the totality of the per-
son’s health, including both ill health and positive aspects of health emphasizing
prevention, recovery, health restoration, and wellbeing. Person-centered Psychiatry
and the PID view the process of care as a partnership (equalitarian) approach,
including the patient, family, caregivers, and other stakeholders and the health
professionals forming a health support network.

The PID scheme is the only diagnostic model that explicitly incorporates the
assessment of health status in clinical care. It provides a comprehensive and
dynamic, multilevel assessment of the health status. The first level includes the
assessment of health status, which includes the assessment of ill health (physical or
mental disorders; functional abilities) and the assessment of positive aspects of
health and wellbeing. Positive aspects of health and wellbeing are key to the
recovery, health restoration, and health preservation efforts. The second level in the
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PID is the assessment of contributors to the health status, including health pro-
moters and health risks considered on a biopsychosocial continuum. Health con-
tributors include diet, physical activity, creative activity, social involvement, and
others which are those identified on the Health Improvement Card developed by the
World Health Professions Alliance [24]. Health risks include overweight, elevated
lipid, elevated glucose, high blood pressure, alcohol and tobacco use, family his-
tory, early trauma, and significant stress. The experience of health is the third level
of the PID and includes the experience of wellbeing and the experience of ill health,
which provides assessment of personal and cultural identity, suffering, and meaning
of illness and expectations for the health care encounter. Inclusion of the experience
of health provides idiographic narrative that is key for the processes of empower-
ment, engagement, partnership, and recovery [16, 21, 23].

As mentioned earlier, Health Status assessment in the PID model consider the
assessment of the totality of health, including ill health and positive aspects of
health to be at the core of the diagnostic process. The inclusion of positive aspects
of health and the assessment of health status as perceived by the patient is supported
by the empirical findings of being a robust predictor of outcome in addition to
highlighting the patient-centeredness and of the partnership approach of the PID
model.

12.4 Assessment of Health Status in the PID: Ill Health

The “Ill Health Status” domain of the PID encompasses both the presence of an
illness or health problem either mental or general ill health condition as well as the
presence of any related functional disabilities, such as in self-care, occupational
functioning, functioning with family, and participation in community activities.

Thus, these levels may include any diagnostic entities or health conditions
(based on ICD-10) such as mental disorder, substance use disorders, and general
physical health such as diabetes, hypertension, thyroid problems, or obesity are
recorded on this levels. Additionally, the ill health status will also asses for the
presence of functioning/ disability. Several domains of functioning/disability are
assessed using a dimensional scale of that ranges from very poor (disable) (0) to
best functioning [10]. These domains include overall functioning, personal care,
occupational care, functioning with family, and social functioning. The systematic
recording of this domain will allow monitoring any potential disability issue which
may become target for treatment intervention. For example, cognitive dysfunctions
have been documented in many psychiatric and substance use disorders, such as
alcohol use disorder and bipolar disorder; however, these dysfunctions are rarely
recorded or taken into account in regular clinical care unless they are very
prominent.
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12.5 Positive Health: Health Status

The two domains that correspond to the positive health status include well-being
and functioning/disability. Well-being is understood as a state of satisfaction,
contentment, optimism, and happiness. Well-being may be characterized in four
different ways [9, 10]. These include the presence of positive emotions and the
absence of negative emotions or the presence of mature character traits, or the
satisfaction with quality of life, or by virtuous conduct. Positive health encompass
“physical, material, emotional, social, ecological, and spiritual well-being” and it
“promotes a satisfying quality of life, resilience despite stress, and recovery of
positive emotionality” [9, 10]. Positive emotions are more than the absence of
negative emotions [9, 10], and the determinants of positive health are not the
opposite of the determinants of ill health. Consequently, health is more than the
absence of disease. The most recognized aspects of positive health include func-
tioning (resilience), resources (supports), and quality of life [9, 10].

Well-being is assessed in the PID on a 10-point self-report scale, from 0 (very
poor) to 10 (best). Furthermore, levels of functioning in the various domains dis-
cussed above also rated from 0 to 10 scale. Robustness and resilience are two
notions conceptually related to functioning [14].

12.6 Conclusions and Future Directions

Assessment of health status as a holistic approach to the whole person is being
reintegrated in clinical medicine because of the pressing needs created by chronic
diseases and needs for more effective preventative approaches. The need for
person-centered assessment has been recognized since ancient times and has been
emphasized by definition of health in the WHO constitution. As a result of the
prevalence and burden of chronic disease, there is a strong need for models that
highlight health restoration and enhance prevention, recovery, and wellbeing.
Measures of health status such as HRQOL have been found to be consistent pre-
dictors of outcome and have also been linked to the prevention of chronic diseases
and to common risk factors; however, these assessments have not been incorporated
into regular clinical practice and care.

The PID approach, embodying the vision of Person-centered Psychiatry and
Medicine as expressed to a large extent in the various Geneva Declarations and
proceedings of the International College of Person-centered Medicine (ICPCM)
(http://www.personcenteredmedicine.org/), provides an overarching conceptual
framework for an assessment of the health status in an integrated and dynamic
framework converging on the person in context as the center and goal of care and
public health. The PID model has been officially incorporated into the
Latin-American Guide to Psychiatric Diagnosis-revised (GLADP), [20] an adap-
tation of the ICD-10 to Latin American Countries to enhance the patient- and
person centeredness of psychiatric diagnoses. This new approach is being evaluated
in terms of its usefulness and impact on the process and outcome of care.
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13Health Contributory Factors

Javier E. Saavedra, MD, DrMedSc,
Eugenio Villar-Montesinos, MD, MSc
and Michel Botbol, MD

13.1 Health Contributory Factors and Diagnosis

Health is the most important factor for life satisfaction, particularly subjective
well-being [26]. The study of the factors that determine the individual’s health has
been a main focus of research because of the implications on the countries’ social
policies in search of health equity. The World Health Organization (WHO) con-
ceptualizes the factors that contribute to health and the determinants of health, as
those factors that combined, affect or influence the public and communities’ health.
According to WHO, the determinants of health in general pertain to the social and
economic environment, to the physical environment, and to the characteristics and
the behaviors of the individual [57]. Similarly, from the mental health point of view
WHO has summarized the factors that contribute to mental health in three main
areas: (1) attributes and individual behaviors related to the ability of the individual
to deal with emotional and social aspects of everyday life and genetic and biological
factors; (2) social or economic determinants, linked to situations of personal sup-
port, academic achievement, level of income and socioeconomic status; and
(3) environmental factors, related to health services, social policies, cultural beliefs,
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prevalent discriminatory practices or conflicts of gender or structural violence [56].
As will be seen, later there is evidence that most of the determinants apply both to
health in general and to mental health in particular.

Consequently, attention to health contributing factors forms an essential part in
the interpretation of the underlying dynamics of health problems, factors that are
involved in varying degrees in the etiological, physiopathological, and psy-
chopathological processes. From this perspective the factors contributing to health
should be fundamental part of the diagnostic process both for the importance that
diagnosis gives to the understanding of the mechanism by which problems develop
[19], as well for the understanding of the whole person who seeks attention which
contributes to a proper treatment plan and a person-centered approach. At the same
time the diagnostic process should be flexible and practical, and must be designed
in such way that it can be used by the various clinical actors involved in the
diagnostic evaluation process. Along this line, in a practical way, the Person-
centered Integrative Diagnosis (PID) has considered that these contributing factors
can be classified in two areas, the first from the ill-health as contributors to the
disease or risk factors, and the second from the positive health as protective factors
as contributors to health. In both cases, of an intrinsic or extrinsic nature, in regard
to personal or environmental aspects, respectively, and they can be biological,
psychological, or social [29].

As biological factors they are considered genetic factors and factors around birth,
conditions affecting health or the course of health such as eating habits, physical
activity, harmful habits (tobacco, alcohol or other drugs), and diseases background.
In relation to psychological factors one can consider personality characteristics that
have an impact on health, as well as children’s experiences and family dynamics
that have influence on personality. Finally, considered in relation to social factors
are social support, socioeconomic status, education, occupation and cultural values
that influence people’s behavior (Table 13.1). The Latin American Guide for
Psychiatric Diagnosis has included in its diagnostic formulation the PID model that
comprises a specific level on health contributory factors. These include risk and
protective factors for both physical and mental health (Table 13.2).

Some of the most important contributory factors will be reviewed next, noting
that most of the supportive studies mainly involve significant statistical correlations
which do not mean necessarily causality or determination. More studies, particu-
larly of a more complex nature, will need to be conducted to reach more clearly
determinant conclusions.

13.2 Health and Its Determinants

It is instructive to note that the Agency of Public Health of Canada specifies 11 key
determinants of health: income and social status, social support, education,
employment and working conditions, social environment, physical environment,
personal practices of health, healthy child development, genetic and biological load,
health services, gender, and culture [35]. From the point of view of public opinion, a
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Table 13.1 Contributing factors to health
TYPE BIOLOGICAL PSYCHOLOGICAL SOCIAL

INTRINSIC Genetic

Prenatal

Perinatal

Postnatal

Personality

Adaptability

Plasticity

Resilience

EXTRINSIC Dietary habits 

Harmful Habits 

Physical activity 

Pathological history

Childhood experiences 

Rearing styles 

Family dynamics

Social Support 

Economic 

conditions 

Education

Occupation

Cultural values 

Health system 

Psychosocial 

stressors 

Table 13.2 GLADP’s diagnostic formulation on health contributory factors [42]
II. HEALTH CONTRIBUTORY FACTORS 

Risk Factors:

Abnormal weight Hyper-colesterolemia Hyperglicemia Hypertension Tabacco 

Alcohol Family psychiatric history

Additional information: 

Protective /promotional factors:

Healthy diet Physical activity Creative activity Social participation 

Additional information: 

Severe enduring stressSevere childhood trauma
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community study found that among the factors considered most important in hier-
archical order were: physical environment, personal health practices, the health
system, and the development of the healthy child [15]. These factors often contribute
to the development of chronic diseases, like cancer, obesity, and depression which
together cause the greatest burden of disease [14, 22]. However, these factors interact
between themselves and many are mediators for the development of health problems
as is the case with certain biological factors [60], like the genetic stock of the
individual (through epigenetics). A constant question has been how much influence
each of these factors has on health and the priority that must be set accordingly in
public health [28]. Some authors have estimated that there is an inconsistency
between the allocation of resources and the determinants of health since most
resources are assigned to health care (especially to curative services) as the most
significant contributors are patterns of behavior with a 40 % contribution to pre-
mature death, while the rest of the determinant contributions of the determinants have
been calculated at 30 % to genetic predisposition, 15 % to social circumstances,
10 % to the health care system, and 5 % to environmental exposure [41]. In this
sense, research has concluded that by far the factors of risk of individual practices or
behaviors, as well as, the social factors make the biggest contribution to morbidity
and mortality. Still more research is needed to clarify these associations [20].

Mokdad et al. [30] have reported that the main causes of mortality in the United
States are tobacco (18.1 % of total deaths), poor diet and physical inactivity
(16.5 %), and consumption of alcohol (3.5 %). In the same direction the 2010
Global Burden of Diseases study found that the major risk factors related to the
Disability-adjusted lost life-years (DALYs) in the United States were: risky diet,
tobacco, high body mass index, high blood pressure, high fasting blood sugar,
physical inactivity, and alcohol use [45]. Taking together all countries involved in
this study the top factors were arterial hypertension, tobacco, air pollution in the
home due to solid fuels, diet low in fruit and high body mass index, alcohol use,
high blood sugar in fasting, low weight at birth, exposure to environmental par-
ticulate matter, and physical inactivity [5]. Many of these factors interact amongst
themselves to enhance their effects on health. For instance, lifestyles have a major
impact on the use of leisure time and on the degree of mobility and physical
activity, therefore influencing weight and the possibility of developing obesity
which in turn predisposes to several of the factors mentioned [2].

It needs to be noted that according to the WHO Commission of Social Deter-
minants of Health, all behavioral risk factors are at the same time closely linked to
broader social factors in what are referred to as “structural determinants of health”
[55]. It should also be kept in mind that some authors argue that it is not enough to
identify and promote healthy behaviors because the majority of people who have
unhealthy behaviors simply are not motivated to change and therefore suggest that
in the assessment of health contributing factors it is important to pay attention also
to the causes of these factors [6].
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13.3 Personal Health Practices

These findings have led the World Health Professions Alliance (WHPA) to propose
an initiative aimed at improving health through positive behavior and lifestyle
changes focusing on chronic or non-communicable diseases considered to be
reducible or preventable including cardiovascular disease, diabetes, certain types of
cancer, and respiratory diseases [59]. For this purpose four factors are being con-
sidered related to lifestyle and behavior that are modifiable: an unhealthy diet, lack
of physical activity, tobacco use, and harmful alcohol consumption, which in turn
are related to metabolic or biometric risk factors such as hypertension, hyper-
glycemia, the increase of cholesterol and obesity. The following recommendations
have been provided:

1. In relation to a healthy diet, the objective is the intake of five portions of fruit
and vegetables a day. Less than five servings of fruits and vegetables is regarded
as a sign for caution, and not eating fruits or vegetables is considered a high risk
behavior.

2. In the case of physical activity, the aim is directed to the development of
physical activity for at least 30 min a day. Less than 30 min of physical activity
per day is pondered as a sign of caution and lack of physical activity as a high
risk behavior.

3. With respect to tobacco, the objective is directed to quit its use completely as
smoking tobacco in any proportion is considered a high risk behavior.

4. With regard to alcohol consumption, the WHPA suggests a consumption target
of two or fewer glasses of wine (each 90 ml and 12 % alcohol by volume) a day.
The consumption of 3–4 glasses of wine is a sign of caution, and the con-
sumption of five or more glasses of wine a day or any consumption of five or
more times a week is a high risk behavior. The equivalency of one 90 ml glass
of wine to other drinks is: Beer 250 ml with 4 % alcohol by volume, whisky or
vodka 20 ml.

5. With respect to metabolic risk factors the objective is to achieve a level of less
than 100 mg/dl blood glucose; 126 mg/dl or above is considered high risk. As
far as serum cholesterol the aim is to achieve a level below 200 mg/dl;
240 mg/dl or above is considered high risk.

6. With regards to the biometric factors, and specifically for weight, the aim is to
achieve a rate of BMI (BMI) between 18.5 and 24.9 (kg/m2); 30 or higher
(kg/m2) is considered to be considered high risk.
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13.4 Relationship Between Contributors to Health
and Mental Health Factors

From the point of view of mental health, WHO has established the importance of
integrating the healthcare for mental disorders and other chronic medical conditions
precisely because of their chronic nature and to address jointly determinants which
coexist in an interdependent way or just coexist [58]. Most of the determinants
referred to general health also apply to mental health and many of these determi-
nants interact amongst themselves. These determinants of overall health are
important because it has been shown that people suffering from mental disorders are
more likely to suffer problems of obesity, hypertension, increase in cholesterol, and
diabetes than the general population, which has an impact on the risk of premature
death and can cause worse prognosis for individuals [51]. A meta-analysis per-
formed through 17 community-based investigations and 204,507 participants found
a significant positive association between depression and obesity, especially in
women [12]. Another study carried out in communities of women between 40 and
65 found that the prevalence of moderate to severe depression increased from 6.5 to
25.9 % in women with mass index above 35, while the prevalence of obesity
increased from 25.4 to 57.8 % in women who suffer from moderate to severe
depression [43]. On the other hand, Wells et al. [49] studied the prevalence of eight
chronic medical conditions in a sample of 2554 adult patients without or with
psychiatric disorders and found out that the life prevalence for any of the chronic
medical conditions concerning people with anxious, affective disorders or substance
use was 61.4, 57.1, and 57.7 %, respectively, which were superior to the those
without psychiatric disorders. In addition, studies have shown that people with
mental disorders die at younger ages, for the same causes than the general popu-
lation, in other words because of preventable diseases like diseases of the heart,
cancer, accidents cerebrovascular, or respiratory diseases [9].

13.5 Specific Factors Influencing Mental Health

13.5.1 Biological Factors and Family History

From the genetic point of view, it has been shown that people with a family
psychiatric history are more likely to suffer mental disorders. In this sense, there is a
definite consensus that there is a genetic susceptibility to disorders such as bipolar
disorder or schizophrenia, although it is also known that the environment might
contribute to the onset of these disorders [31]. Evidence of genetic components has
also been found in disorders such as borderline personality disorder [1] and other
personality disorders. From a clinical point of view, the psychiatric family history
can guide the clinician in the differential diagnosis, treatment plan and the
assessment of the family dynamics in the context of potential risks and support
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systems [17]. Some authors have emphasized the importance of human neuro-
plasticity in the preservation of health or developing of illness and its associations
with some personality aspects such as resilience [6]. In this sense resilience can be
interpreted as a psychological and a biological characteristic that can influence
health.

13.5.2 Individual Psychological Contributors

The holistic perspective in regard to person-centered care compelled the integration
of clinical aspects with the identification of the environment and of the potential of
the individual. Within this approach, it is highlighted the importance of considering
the strengths of the person in the form of their knowledge, talents, abilities or skills,
beside considerations like resilience [48], which is considered in the PID model as
an important protective intrinsic factor [7]. Resilience is an important factor for the
reestablishment of disease but at the same time plays an important role as a
mediator between positive emotions and life satisfaction [8]. Cloninger has sus-
tained that the psychological contributors factors for disease or health considera-
tions must consider aspects that are synergistically involved along with
neuroplasticity: auto-regulatory performance and virtue [6]. In relation to the first,
he argues that it is not sufficient conscious reasoning for change in behavior and
that it is necessary to pay attention to automatic and unconscious processes of a
sociocultural nature that affect motivation to change. In relation to the second, the
author argues that it is essential in consideration of the contributors to health and
disease to have a values-based perspective, i.e., which are the principles or
behavioral standards that establish what is important or desirable for the person in
life and that guide final decisions.

13.5.3 Social Circumstances as Contributors

Poor people face many negative contextual factors and adverse environments such
as inadequate housing conditions, overcrowding, unemployment, and underem-
ployment, which create an atmosphere that could be detrimental to mental health
[37]. This can easily lead to stress, despair, anxiety, or depression, although some
authors consider that this is an indirect effect dependent on the circumstances
surrounding poverty [13]. However, this situation not only increases mental health
problems, but also puts at risk chances of accessing services and health care [40].
This relationship has been studied in various developed countries but has been less
studied in developing countries [25]. This situation exposes people to social
exclusion and deterioration of their social support networks that further affects their
well-being and aggravates their mental disorders possibly leading to a vicious
circle.
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13.5.4 Children’s Background as Risk Factors

From a lifetime perspective, it has been emphasized that certain experiences in the
first years of life of the individual, such as use of substances during pregnancy,
problems of violence or attachment in childhood, constitute risks for the develop-
ment of mental health problems [56]. It has been shown that early trauma or severe
stress in children are associated with adult mental disorders as has been shown by
prospective epidemiological studies of adults who were separated from their parents
in the second World War when they were kids [36]. From a biological perspective,
early traumatic experiences have been associated with alterations in pituitary
adrenal axis in response to adult psychosocial stress [34].

In regard to child abuse, it is presumed that there are a number of effects, such as
emotional problems, post-traumatic stress disorder, participation in risk activities,
problematic social relationships, and negative attitudes toward others that close a
vicious circle, and that predispose a person to health problems in adulthood such as
use of substances, obesity, suicide risk, or smoking [21]. In addition, population
studies on physical child abuse found an association not only with an increase in
depression and anxiety, but also with physical and more diagnostic medical
symptoms in adulthood such as gastric ulcer, liver problems, asthma, allergy,
arthritis, among others [44], as well as a greater experience of pain in health
problems as adults [39]. Particularly important is the presence of child sexual abuse
as a risk factor for the development of mental disorders in childhood and in
adulthood, as has been shown by a 43 year follow-up study which concludes that
the presence of child sexual abuse increases at 3.65 times the rate of contact with
mental health in the future [11]. Other follow-up studies have shown the significant
impact that domestic violence has in children’s mental health, as well as dis-
placements forced by social conflicts [33]. Also academic performance achievement
during childhood and adolescence in women has been linked to health in adulthood,
without knowing neither why this association exits nor the reason for the disparities
between genders [24].

13.5.5 Stress and Health

Stress has been regarded as a central determinant factor and contributor to health,
especially if persistent, through the action of cortisol and interactions in the sero-
tonin circuits in the central nervous system, and plays an important role in alter-
ations in the hippocampus that have an impact on the onset of psychiatric disorders
[4]. In this regard, studies have found an association between job stress and the
subsequent presence of depression or anxiety disorders, even with the further use of
antidepressants [47]. However, stress is not only associated with the development
of mental health problems but also with the predisposition to the development of
physical problems such as gastrointestinal [27], cardiovascular, and endocrine
problems [16, 23].
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13.5.6 Social Support as a Promotional Factor Influential
on Health

Within the promotional or protective factors of health, WHO has highlighted social
support as one of the strongest determinants that contribute to health by virtue of
providing people with emotional and material resources for their needs [50]. For
example, studies have shown an inverse relationship between the degree of social
integration and the mortality rate from any cause, in both men and women, still
controlled by biomedical risk factors [18]. Bergman et al. [3] have proposed a
model that links social integration and health in a cascade of events that determine
final health outcomes. These events are initiated at the level of cultural and social
structures such as culture conditions, socioeconomic factors, social policies, and
social changes which affect the characteristics of the social networks. These in turn
provide opportunities for the development of psychosocial mechanisms such as
support, influence and social commitment, contact from person to person, and
access to resources and material goods. Finally the latter give rise to healthy or
non-healthy behaviors, the development of personal psychological resources such
as self-esteem, self-efficiency, and the ability to deal with the problems which in
turn influences the pathophysiological structure of the individual. In this line the
Victorian Health Promotion Foundation has proposed social inclusion as key
determinants of mental health, defining it as having relationships of support, and
participation in group and civic activities [46]. Studies have found that relationships
of trust are associated with a decline between 14 and 18 % in the occurrence of
different diseases, including musculoskeletal problems, breathing problems, heart
problems, diabetes, and anxious, or depressive problems [38].

13.6 Why and How Are Contributory Factors Linked
to Person-Centered Psychiatry?

Three converging streams link contributory factors, especially the social determi-
nants of health with person-centered medicine/psychiatry. On a normative per-
spective, the right to health was enshrined in WHO’s Constitution of 1946–8 stating
that health was a “fundamental right of all human beings” [52]. This mandate has
been further developed by the “Right to Health” in 2000. It includes both the right
to health care as well as to the “underlying determinants of health” [32]. It
coherently links both aspects when states that the entitlements include provision of
services of good quality, provided without discrimination, confidential, medically
ethical, and culturally, scientifically, and medically appropriate. Furthermore, the
report of the WHO Commission on the social determinants of health stated in 2008
that being included in the society in which one lives is vital to the material, psy-
chosocial, and political empowerment that underpins social well-being and equi-
table health [10]. These aspects were further developed by a World Health
Assembly Resolution in 2009 on the Social determinants of health which urged
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member states to increase awareness among public and private health providers on
how to take account of the social determinants of health when delivering care to
patients in order to reduce health inequities in and between all countries [53].

Finally in the same assembly in 2009, WHO’s member states approved the
renewal of the primary health care strategy approved 30 years before in Alma Ata
which urged also members states to put people at the center of health care by adding
as appropriate delivery models which provide comprehensive primary health care
services including health promotion, prevention, and curative palliative care [54].
All those aspects, especially health prevention and promotion are closely related to
addressing the social determinants of health, and by doing so contributing to
reducing health inequities in the population at large.

13.7 Conclusions

The achievement of health as a state of physical, emotional, social, and spiritual
well-being emerges from a complex network of genetic, social, economic, and
environmental determinants that begin in childhood and interact with each other. Its
identification as part of the diagnostic process will serve not only as an aid in the
development of the therapeutic plan, but it may also enhance the well-being of the
individual through comprehensive care directed not only toward reparative action
but also toward preventive and promotional purposes. It also links the role psy-
chiatrists play within and with overall society. The real challenge is how to move
coherently from diagnosis and assessment of contributory factors in psychiatry to
actual treatment and care by health professionals and society at large.

References

1. Amada A, Ramoz N, Thomas P, Jardri R, Gorwood P. Genetics of borderline personality
disorder: systematic review and proposal of an integrative model. Neurosci Biobehav Rev.
2014;40:6–19.

2. Apostolopoulou M, Savopoulos C, Michalakis K, Coppack S, Dardavessis T, Hatzitolios A,
Coppack S, Dardavessis T, Hatzitolios A. Age, weight and obesity. Maturitas. 2012;71:115–9.

3. Berkman LF, Glass T, Brissettec I, Seeman TE. From social integration to health: Durkheim in
the new Millennium. Soc Sci Med. 2000;51:843–57.

4. Bremner JD. Does stress damage the brain? Biol Psychiatry. 1999;45:797–805.
5. Christopher JL, Murray MD, Lopez AD. Measuring the global burden of disease. N Engl J

Med. 2013;369:448–57.
6. Cloninger CR, Cloninger K. Development of instruments and evaluative procedures on

contributors to illness and health. Int J Pers Cent Med. 2011;1(3):456–9.
7. Cloninger CR, Salloum IM, Mezzich JE. The dynamic origins of positive health and

wellbeing. Int J Pers Cent Med. 2012;2(2):179–87.
8. Cohn MA, Fredrickson BL, Brown SL, Mikels JA, Conway AM. Happiness unpacked:

positive emotions increase life satisfaction by building resilience. Emotion. 2009;9(3):361–8.
9. Colton CW, Manderscheid RW. Congruencies in increased mortality rates, years of potential

life lost, and causes of death among public mental health clients in eight states. Prev Chronic
Dis. 2006;3(2):1–14.

174 J.E. Saavedra et al.



10. Commission on Social Determinants of Health. Closing the gap in a generation: health equity
through action on the social determinants of health. Final Report of the Commission on Social
Determinants of Health., World Health Organization, Geneva; 2008.

11. Cutajar MC, Mullena PE, Ogloff JRP, Thomas SD, Wells DL, Spataro J. Psychopathology in a
large cohort of sexually abused children followed up to 43 years. Child Abuse Negl.
2010;34:813–22.

12. de Wit L, Luppino F, van Straten A, Penninx B, Zitman F, Cuijpers P. Depression and obesity:
a meta-analysis of community-based studies. Psychiatry Res. 2010;178(2):230–5.

13. Desjarlais R, Eisenberg L, Good B, Kleinman A. Salud Mental en el Mundo: Problemas y
Prioridades en Poblaciones de Bajos Ingresos. Washington: OPS-OMS; 1997. p. 1–31.

14. DeVol R, Bedroussian A, Charuworn A, Chatterjee A, Kim I, Kim S, Klowden K. An
unhealthy America: the economic burden of chronic disease. Santa Monica, California: Milken
Institute; 2007.

15. Eylesa J, Brimacombeb M, Chaulkc P, Stoddartd G, Prangere T, Moasee O. What determines
health? To where should we shift resources? Attitudes towards the determinants of health
among multiple stakeholder groups in Prince Edward Island, Canada. Soc Sci Med.
2001;53:1611–9.

16. Hamedi V, Ameri A, Azamameri. Comparison of anxiety, depression, stress and anger in
migraine, diabetic and cardiac patients and healthy people. Procedia Soc Behav Sci.
2013;84:1885–8.

17. Hirschfeld RMA, Bowden CL, Gitlin MJ, Keck PE, Perlis RH, Suppes T, Thase ME,
Wagner KD. Practice guideline for the treatment of patients with bipolar disorder (revision).
Am J Psychiatry. 2002;159(44 Suppl):1–50.

18. House JS, Landis KR, Umberson D. Social relationships and health. Science. 1988;241:540–5.
19. IGDA Workgroup, WPA. IGDA. 1: Conceptual bases—historical, cultural and clinical

perspectives Br J Psychiatry 2003;182(suppl. 45):s40–s41.
20. Kaplan RM (2014) Behavior change and reducing health disparities. Prev Med. http://dx.doi.

org/10.1016/j.ypmed.2014.04.014. Accessed 30 Oct 2014.
21. Kendall-Tacket K. The health effects of childhood abuse: four pathways by which abuse can

influence health. Child Abuse Negl. 2002;26(6–7):715–29.
22. Kessler RC, Greenberg PE, Mickelson KD, Meneades LM, Wang PS. The effects of chronic

medical conditions on work loss and work cutback. J Occup Environ Med. 2001;43:218–25.
23. Lazzarino AI, Hamer M, Gaze D, Collinson P, Steptoe A. The association between cortisol

response to mental stress and high-sensitivity cardiac troponin T plasma concentration in
healthy adults. J Am Coll Cardiol. 2013;62:1694–701.

24. Lê-Scherban F, Diez Roux AV, Li Y. Does academic achievement during childhood and
adolescence benefit later health? Ann Epidemiol. 2014;24:344–55.

25. Lund C. Poverty and mental health: towards a research agenda for low and middle-income
countries. Commentary on Tampubolon and Hanandita. Soc Sci Med. 2014;111:134–6.

26. Margolis R, Myrskyla M. Family, money, and health: regional differences in the determinants
of life satisfaction over the life course. Adv Life Course Res. 2013;18:115–26.

27. Mayer EA. The neurobiology of stress and gastrointestinal disease. Gut. 2000;47:861–9.
28. McGinnis JM, Williams-Russo P, Knickman JR. The case for more active policy attention to

health promotion. Health Aff. 2002;21(2):78–93.
29. Mezzich JE, Salloum IM, Cloninger CR, Salvador-Carulla L, Kirmayer L, Banzato CE,

Wallcraft J, Botbol M. Person-centered integrative diagnosis: conceptual bases and structural
model. Can J Psychiatry. 2010;55:701–8.

30. Mokdad AH, Marks JS, Stroup DF, Gerberding JL. Actual causes of death in the United
States, 2000. JAMA. 2004;291(10):1238–45.

31. NIMH Genetics Workgroup. Genetics and mental disorders. Biol Psychiatry. 1999;45(5):
559–73.

13 Health Contributory Factors 175

http://dx.doi.org/10.1016/j.ypmed.2014.04.014
http://dx.doi.org/10.1016/j.ypmed.2014.04.014


32. Office of the United Nations High Commissioner for Human Rights. The right to health; 2008.
Fact Sheet No. 31. UN, Geneve. http://www.ohchr.org/documents/publications/factsheet31.
pdf. Accessed 10 Oct 2014.

33. Panter-Brick C, Goodman A, Tol W, Eggerman M. Mental health and childhood adversities: a
longitudinal study in Kabul, Afghanistan. J Am Acad Child Adolesc Psychiatry. 2011;50
(4):349–63.

34. Pesonen A-K, Räikkönen K, Feldt K, Heinonen K, Osmond C, Phillips DIW, Barker DJP,
Eriksson JG, Kajantie E. Childhood separation experience predicts HPA axis hormonal
responses in late adulthood: a natural experiment of World War II. Psychoneuroendocrinology.
2010;35:758–67.

35. Public Health Agency of Canada. What determines health? 2014. http://www.phac-aspc.gc.ca/
ph-sp/determinants/index-eng.php#determinants. Accessed 10 Nov 2014.

36. Räikkönen K, Lahti M, Heinonen K, Pesonen A-K, Wahlbeck K, Kajantie E, Osmond C,
Barker DJP, Eriksson JG. Risk of severe mental disorders in adults separated temporarily from
their parents in childhood: the Helsinki birth cohort study. J Psychiatr Res. 2011;45:332–8.

37. Robichaud JB, Guay L, Colin C, Pothier M. Les lienss entre la pauvrété et la santé mentale: de
léxclusion á léquite. Montreal: Gaëtan Morin Editeur; 1994. p. 93–8.

38. Rocco L. Trust me, you will be in better health. Health Policy. 2014;116:123–32.
39. Sachs-Ericsson N, Kendall-Tackett K, Hernandez A. Childhood abuse, chronic pain, and

depression in the National Comorbidity Survey. Child Abuse Negl. 2007;31:531–47.
40. Salganicoff A, Wyn R. Access to care for low-income women: the impact of medicaid.

J Health Care Poor Underserved. 1999;10(4):453–67.
41. Schroeder SA. We can do better—improving the health of the American People. N Engl J

Med. 2007;357:1221–8.
42. Sección APAL de Diagnóstico y Clasificación. Guía Latinoamericana de Diagnóstico

Psiquiátrico Versión Revisada, APAL, Lima; 2012.
43. Simon GE, Ludman EJ, Linde JA, Operskalski BH, Ichikawa L, Rohde P, Finch EA,

Jeffery RW. Association between obesity and depression in middle-aged women. Gen Hosp
Psychiatry. 2008;30(1):32–9.

44. Springer KW, Sheridan J, Kuo D, Carnes M. Long-term physical and mental health
consequences of childhood physical abuse: results from a large population-based sample of
men and women. Child Abuse Negl. 2007;31:517–30.

45. US Burden of Disease Collaborators. The state of US health, 1990–2010 burden of diseases,
injuries, and risk factors. JAMA. 2013;310(6):591–608. doi:10.1001/jama.2013.13805.

46. Victorian Health Promotion Foundation. A Plan for Action 2005–2007. Promoting mental
health and Wellbeing; 2005. http://www.vichealth.vic.gov.au/*/media/ResourceCentre/
PublicationsandResources/General/VH%20action%20plan-web.ashx. Victorian Health
Promotion Foundation, Carlton, Australia. Accessed 01 Oct 2014.

47. Virtanen M, Honkonen T, Kivimäki M, Ahola K, Vahtera J, Aromaa A, Lönnqvist J. Work
stress, mental health and antidepressant medication findings from the health 2000 study.
J Affect Disord. 2007;98:189–97.

48. Wallcraft J, Gayvoronskaya E, Salloum IM. Strengths and protective factors in
person-centered integrative diagnosis. Int J Pers Cent Med. 2012;2(2):193–5.

49. Wells KB, Golding JM, Burnam MA. Chronic medical conditions in a sample of the general
population with anxiety, affective, and substance use disorder. Am J Psychiatry.
1989;146:1440–6.

50. Wilkinson R, Marmot M, editors. Social determinants of health. The solid facts. Denmak:
WHO; 2003.

51. World Health Organization (2004) Promoting mental health. Concepts, emerging evidence,
practice. Summary Report. WHO, Geneva.

52. World Health Organization. Basic documents. 45th ed. Supplement, Geneva: WHO; 2006.

176 J.E. Saavedra et al.

http://www.ohchr.org/documents/publications/factsheet31.pdf
http://www.ohchr.org/documents/publications/factsheet31.pdf
http://www.phac-aspc.gc.ca/ph-sp/determinants/index-eng.php%23determinants
http://www.phac-aspc.gc.ca/ph-sp/determinants/index-eng.php%23determinants
http://dx.doi.org/10.1001/jama.2013.13805
http://www.vichealth.vic.gov.au/%7e/media/ResourceCentre/PublicationsandResources/General/VH%2520action%2520plan-web.ashx
http://www.vichealth.vic.gov.au/%7e/media/ResourceCentre/PublicationsandResources/General/VH%2520action%2520plan-web.ashx


53. World Health Organization. Resolution WHA 62.12 reducing health inequities through action
on the social determinants of health. WHO, Geneva; 2009. http://apps.who.int/gb/ebwha/pdf_
files/A62/A62_R14-en.pdf. Accessed 10 Oct 2014.

54. World Health Organization. Resolution WHA 62.12 WHO’s role and responsibilities in health
research. WHO, Geneva; 2009. http://apps.who.int/gb/ebwha/pdf_files/A62/A62_12-en.pdf.
Accessed 10 Oct 2014.

55. World Health Organization. A conceptual framework for action on the social determinants of
health. WHO, Geneva; 2010. http://www.who.int/sdhconference/resources/Conceptualframe-
workforactiononSDH_eng.pdf. Accessed 01 Oct 2014.

56. World Health Organization. Risks To mental health: an overview of vulnerabilities and risk
factors. WHO discussion paper; 2012. http://www.who.int/mental_health/mhgap/risks_to_
mental_health_EN_27_08_12.pdf. Accessed 10 Oct 2014.

57. World Health Organization. The determinants of Health; 2014. http://www.who.int/hia/
evidence/doh/en/#. Accessed 10 Nov 2014.

58. World Health Organization, Calouste Gulbenkian Foundation. Integrating the response to
mental disorders and other chronic diseases in health care systems. Geneva: World Health
Organization; 2014.

59. World Health Professions Alliance (WHPA). Health improvement card. User guide for health
professionals. France: World Medical Association; 2011. http://www.whpa.org/ncd_health_
improvement_card_professionals.pdf. Accessed 01 Oct 2014.

60. Yuyan S, Sheng Z. From genomes to societies: a holistic view of determinants of human
health. Curr Opin Biotechnol. 2014;28:134–42.

13 Health Contributory Factors 177

http://apps.who.int/gb/ebwha/pdf_files/A62/A62_R14-en.pdf
http://apps.who.int/gb/ebwha/pdf_files/A62/A62_R14-en.pdf
http://apps.who.int/gb/ebwha/pdf_files/A62/A62_12-en.pdf
http://www.who.int/sdhconference/resources/ConceptualframeworkforactiononSDH_eng.pdf
http://www.who.int/sdhconference/resources/ConceptualframeworkforactiononSDH_eng.pdf
http://www.who.int/mental_health/mhgap/risks_to_mental_health_EN_27_08_12.pdf
http://www.who.int/mental_health/mhgap/risks_to_mental_health_EN_27_08_12.pdf
http://www.who.int/hia/evidence/doh/en/
http://www.who.int/hia/evidence/doh/en/
http://www.whpa.org/ncd_health_improvement_card_professionals.pdf
http://www.whpa.org/ncd_health_improvement_card_professionals.pdf


14Health Experience and Values
in Person-Centered Assessment
and Diagnosis

Laurence J. Kirmayer, MD, FRCP(C), FCAHS,
Juan E. Mezzich, MD, MA, MS, PhD
and C.W. Van Staden, MBChB, MMed (Psych), MD

14.1 Introduction

Person-centered psychiatry aims to approach care through an integrative assessment
of patients’ mental health status, needs, and concerns as well as many factors
contributing to resilience and vulnerability to illness [54]. Subjective experience is
central to this assessment for fundamental ethical, conceptual, and pragmatic rea-
sons. Mental health problems are felt through an array of symptoms, which include
bodily sensations, emotions, and thoughts. These are organized in terms of social
and cultural templates and communicated to others. Experience involves processes
of embodiment and enactment [39]. Thus, while medical semiotics tends to treat the
symptoms of illness as a more or less direct reflection of physiological processes, in
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fact, all experience is mediated by cognitive and social interpretive processes
involving metaphoric and narrative constructions and communication [36]. These
interpretive processes are not neutral or “value-free” but guided by specific pro-
cesses of valuation that lead us to experience some events as positive, good,
desirable, and beneficial and others as negative, bad, undesirable, and harmful. In
this chapter, we consider some of what is known about the nature of these processes
of embodiment, interpretation, and enactment that contribute to subjectivity and
outline an approach to clinical assessment that gives explicit attention to patients’
experience and values through understanding the meanings of symptoms and suf-
fering in social context.

14.2 The Importance of Health Experience

Understanding health and illness experience is crucial to person-centered psychiatry
for several basic reasons:

1. Experience is central to what is of greatest concern to patients—whether that be
symptoms of illness like pain, fatigue, and malaise, impaired functioning, or the
pursuit of wellness; even health concerns involving other family members are
felt as emotional distress and mental preoccupation in ways that may become
problems in their own right. Hence, clinical empathy and understanding must
begin with an engagement with patients’ experience [39];

2. The experience of symptoms, distress, or impairment is a key motivator and
determinant of help-seeking behaviors. People may cope with various forms of
discomfort or accept them as part of the human condition, but when a symptom
provokes concern or distress that exceeds the person’s threshold of tolerance,
that experience becomes the impulse for seeking help and, through its experi-
ential quality, suggests particular targets for treatment;

3. Subjective reports of health status and distress are strong predictors not only of
quality of life, but also of morbidity and mortality [31, 66]. Hence, most areas of
medicine have recognized the importance of assessing self-rated health;

4. In the case of psychiatric disorders, alterations of experience in themselves may
be crucial signs and symptoms of illness, indicating the nature of the problem
and providing a target for intervention. Consider, for example, the experience of
panic, fear, worry, and anxiety in anxiety disorders, the elation or hopelessness
at the core of mood disorders, and hallucinations in psychosis. Thoughts and
beliefs are at least in part also expressions of experiences, even when these are
delusional or reflect the racing thoughts of mania or the cognitive deficits of
dementia;

5. Ultimately, experience it is the medium through which the impact of illness and
interventions is felt and outcomes of interventions are largely evaluated.
Moreover, health itself is experienced as feelings of vitality, joy, satisfaction, or
the ability to pursue one’s goals and realize one’s capabilities.
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The centrality of experience in medical care is recognized in the social science
distinction between illness and disease, with illness standing for the person’s
experience of affliction and disease for the constructs of biomedical explanations.
Illness and disease have a complex and changeable relationship. Illness can occur
without disease, when individuals present symptoms for which biomedicine has no
disease explanation; and disease often occurs without illness, for example, when
screening discovers physiological problems like hypertension or diabetes that the
person was unaware of. But once a diagnosis is made, patients may experience the
illness in new ways as a result of their knowledge and interpretation of the diag-
nosis, the effects of the treatment regimen, or the wider social meaning of the
diagnostic label.

Experience has an added crucial role in psychiatry, because many psychiatric
disorders involve alterations or disturbances in the basic processes that underlie
experience itself. Accordingly, in psychiatric assessment and diagnosis, we must
consider both the experience of health and illness and the dynamics of health and
illness within experience. Teasing apart the contributions of underlying psy-
chopathology, adaptive responses, and cognitive-social interpretive practices may
be difficult in any given case. Indeed, psychiatry needs its own epistemology that
recognizes the ongoing cycles or looping between neurobiological function, bodily
and self experience, and interpretive processes [5, 74].

In practice, clinicians use multiple frameworks to think about the relationships
between health, illness, and experience. In the following sections, we will briefly
consider three broad perspectives on experience, each of which has implications for
how we might understand and assess health experience and values, specifically:
(1) phenomenology; (2) cognitive social psychology; and (3) cultural anthropology.

14.3 Phenomenological Approaches to Experience
and Subjectivity

There is a long tradition in psychiatry, examining the texture of psychopathological
experience through close phenomenological analysis of first-person experience [8].
This understanding of the subjective experience of illness lies at the root of the
diagnostic nosologies of psychiatry, but it is also a crucial path to empathic
understanding in the clinical encounter.

Phenomenological philosophy, in its various schools or versions, aims to
understand the structure of experience from a first-person perspective, without
referring to external reality, underlying mechanisms, or to a subject/object dis-
tinction [1]. However, as a clinical discipline, psychiatry must integrate phe-
nomenological aspects of experience with naturalistic explanations of mental
mechanisms [60, 63, 72]. In psychiatry, a phenomenological approach was
advanced in the early work of Karl Jaspers who collected richly detailed analyses of
various forms of psychopathological experience [29, 71]. The changes in diagnostic
practice heralded by DSM-III reflected a dramatic simplification in phenomeno-
logical accounts of mental disorders, with the complexity of patients’ illness
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experience mapped onto limited lists of symptoms and signs that constitute the
diagnostic criteria for specific disorders. Clarity in diagnostic labeling was achieved
at the cost of a great reduction in the richness of information present in patients’
illness experience [3].

In recent years, there has been a resurgence of interest in phenomenological
approaches as a way to explore the complexity of psychopathological experience.
Tools have been developed to explore specific domains of experience. Psychiatrists
have developed semi-structured interview protocols and methods of analysis that
unpack psychotic experience [59, 61]. Ethnographic researchers have adapted
phenomenological theories and methods to studying the nature of psychotic
experience and other forms of psychopathology in social context [10, 11, 13, 14].
Philosophers have adopted more experimental methods working with larger sam-
ples and systematic content analysis to explore the fine-grained texture of experi-
ence [65]. However, the essential methods of phenomenology remain the openness
and attentiveness of the observer to the structure of experience, combined with an
effort to bracket off received or taken-for-granted categories and assumptions.

Phenomenology can be a path to advancing psychiatric science [16]. Careful studies
of psychopathological phenomena including hallucinations, delusions, anxiety, and
depressed mood have revealed the diversity of experiences labeled with a single term
and can guide research on potential mechanisms of illness and recovery. Given the
hypothesis that certain forms of psychopathology reflect distinctive alterations in brain
functioning, we would expect to find correlations between changes in neural pro-
cessing and illness experience. Psychiatric illness can affect the underlying machinery
and dynamics of experience, and hence alter the relationship between physiology,
symptom, sign, and behavior. Although research is still at an early stage owing to its
complexity, neurophenomenological studies of functional brain imaging in psy-
chopathology point toward specific neural substrates of self experience in psychiatric
disorders [58]. However, all experience is filtered through attentional mechanisms and
formulated in terms of conceptual frameworks that rely on cognitive-social interactions
and cultural models [64]. Hence, we need a cultural neurophenomenology that
encompasses both brain and social-historical context [40, 74].

Identifying the distinctive experiences associated with particular kinds of psy-
chopathology is basic to clinical assessment. Phenomenology can also provide
clinicians with a rich language to understand and engage with patients’ experience.
This can foster empathy and so strengthen the clinical alliance. However, patients’
may also have experiences that are difficult to describe because they are subtle,
unusual, and not recognized in folk psychology or in familiar cultural models.
Phenomenological analysis can provide ways to describe these unusual experiences,
refining assessment, but also allowing patient and clinician to co-construct a model
or interpretation and reach a new level of mutual understanding [77].

Finally, close tracking of phenomenology is essential to insure that we assess
outcomes in meaningful ways. Lack of attention to phenomenology may account
for conflicts or disappointments in treatment settings when patients feel their
experience is neglected, not adequately recognized, or discounted. For example, for
many patients, currently available treatment with neuroleptics or other psychiatric
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medications, while alleviating some symptoms, leaves them with “side-effects”
including alterations of ordinary experience and the sense of self that can be difficult
and distressing. Recognizing the nature of these experiences (e.g. loss of libido with
SSRI antidepressants; dyskinesias with neuroleptics; motor incoordination and
proprioceptive disturbances with benzodiazepines) is essential for humane care, as
well as for improving treatment adherence and outcomes.

14.4 Cognitive and Social Mediation of Experience

Medical semiotics tends to approach experience as a more or less direct outcome of
physiological processes. Ideally, symptom reports should match experience and
experience should parallel physiological events in the body. Patients who give
accounts that do not accord with medical models of bodily processes are sometimes
viewed as “poor historians” and this in itself becomes a symptom of problematic
illness behavior or psychiatric disorder.

In reality, symptom experience and reporting are the outcome of a nested series
of processes that include perception, attention, interpretation, and communication
(see Fig. 14.1). Health and illness experience are embedded in processes of per-
ception, attention, cognitive-interpretation, interpersonal interaction, and institu-
tional practices, including those of the health care setting ([35, 38, 44, 56, 62]). All
of these contribute to embodied experience. At the same time, illness experience is
enacted and expressed through communicative action in ways that influence sub-
sequent interpretation [35]. The feedback loops between embodiment and enact-
ment at the levels of bodily processes, perception, attention, interpretation, and
social interaction constitute “hermeneutic circles” in which the construction and
negotiation of meaning reshapes experience [39].

Perception of bodily sensations, thoughts, and feelings varies across individuals and
depends on past developmental experiences, cultural scripts or models, and social
contexts [68]. From moment to moment, attention can be differentially directed to
bodily experience, thoughts and feelings, one’s own behavior, or the social environ-
ment. The focus of attention will influence what the person notices and foregrounds,
which then demands interpretation or explanation. When worrisome or distressing, the
experience can become a focus of coping efforts and requests for help. Novel or
distressful experience like pain, nausea, or anxiety can grab attention, but attention can
also select sensations from the constant background “white noise” of transient expe-
riences. Focusing on a transient sensation makes it more salient, and when this leads to
distress, one can contribute to vicious circles that maintain symptom persistence.

There is a large body of research on how cognitive-interpretive processes reg-
ulate symptom experience, coping, and the response to clinical interventions [38,
44, 45]. This work demonstrates that people have models of symptoms and illness
that include: notions about the identity of their illness; causal attributions or
explanations; temporal course; appropriate modes of coping, help-seeking, and
treatment; and potential consequences. These models may initially be fragmentary
or incomplete, leaving areas of illness experience uncertain, confusing, and
inchoate. However, this uncertainty prompts a search for meaning and clarification
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and, over time, illness labels, explanations, and expectations become organized into
stable and coherent schemas. Crucial for our discussion, these cognitive-interpretive
processes and schemas are not simply a response to illness experience but actually
may be constitutive of experience. For example, thinking that one has a common

Fig. 14.1 Embodiment and enactment in health and illness experience. Illness experience is
embedded in processes of perception, attention, cognitive-interpretation, interpersonal interaction,
and health care settings. See text
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cold will lead to increased attention on potential nose and throat symptoms. Sim-
ilarly, labeling one’s state as anxiety or depression will lead to shifts in attention
and modes of interpretation that may result in experiencing additional symptoms
consistent with the person’s model for anxiety or depression. Hence, the models
that people engage reshape their experience from the first intimations that some-
thing is wrong to the long-term course of coping with chronic illness.

Contemporary cognitive science takes this emphasis on individual interpretive
processes, further by emphasizing the ways in which experience is embodied and
enacted in specific social contexts [21]. Individuals’ interpretations of illness
experience are influenced by their own previous experiences as well as by common
models or prototypes available in their families and communities or from mass
media. Health care providers and institutions contribute to building these models
through their efforts at education and knowledge translation. In so doing, medical
and psychiatric care influence subsequent illness experience.

14.5 Anthropological or Ethnographic Approaches
to Subjectivity

Medical and psychiatric anthropology have used the methods of ethnography to
explore the social embedding, meaning, and significance of illness experience and
values [6, 13, 28, 30, 43]. These approaches understand experience not just as a
bodily given, but as created within and through particular forms of subjectivity [48].
These forms of subjectivity and intersubjectivity are related to wider social and
cultural systems of knowledge and practice involving notions of personhood,
ontologies, epistemologies, moral orders, and politics of self-governance. From this
perspective, modes of experiencing may be social, moral, or political acts. This has
profound consequences for how we understand suffering itself, not just as some-
thing that medicine and psychiatry strive to eliminate but also as part of morally
shaped forms of personhood and ways of being-in-the-world that have their own
value and consequences [37].

Although basic elements of illness experience are embodied and may be difficult
to put into words, most complex experience is elaborated and expressed through
narratives. These narrative accounts are not only used to communicate but also
provide internal frameworks for interpreting experience and clarifying our thoughts
and understanding. Systematic exploration of illness narratives reveals the extent to
which they are complex, multistranded, and reorganized in response to specific
needs or contexts [34, 76]. The narratives that are presented in clinical settings
reflect ongoing efforts at organizing illness experience that may be influenced by
others in the patients’ family or community. As they are reworked in the clinical
encounter, they often change, leading to new ways of experiencing symptoms and
afflictions.

This is illustrated by ethnographic research on illness experience and
help-seeking with the McGill Illness Narrative Interview [26]. Interviews with
people in the community about their medically unexplained symptoms revealed an
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evolving narrative that referenced past traumas as well as current social difficulties
[24]. The meanings of the symptoms changed as people were encouraged to reflect
on their significance. Although not intended to be an intervention, this process of
exploration and re-narration of experience was viewed by many research partici-
pants as helpful or therapeutic, much as seen in narrative psychiatry and psy-
chotherapy [27].

Consistent with contemporary phenomenology, ethnographic approaches to ill-
ness experience recognize that experience is inherently intersubjective—arising
from and residing in the co-presence and interaction of self and others. This
intersubjectivity involves both the bodily-felt aspects of empathy and the
co-construction of shared narratives. When this process of co-construction of nar-
ratives fails or breaks down, patients may experience themselves as misrecognized
and misunderstood by the clinician in ways that undermine clinical care and col-
laboration [35]. Mutual understanding depends on attentiveness, openness, and
knowledge of patients’ lifeworlds, which include their social position, relations with
others, and participation in multiple systems of meaning and value.

14.6 The Location of Values

Some aspects of illness experience are intrinsically negatively valued—indeed, this
is part of what makes them signs of illness. Pain, nausea, fatigue, and malaise are
general experiences that people dislike, wish to avoid, and expend effort and
resources to resolve. Although we do not need to learn to dislike pain and nausea,
past experiences, and social and cultural meaning play a major role in most aspects
of illness experience [23]. Moreover, most experiences of health and illness are
multifaceted and the weight given to different facets and the ways they are assessed
may differ substantially across individuals, communities, and cultures.

Experiences are constantly evaluated against particular frameworks of meaning.
This occurs in highly valenced ways that attach a sense of good and bad, desirable
or undesirable to experiences, which determines what is important and worth acting
on, and what can be ignored. What makes an experience evidence of illness or
health is essentially its value to the person and others in their family or community.
Each person has his or her own implicit set of values, which are rooted in the ways
that human biology valences certain experiences as distressing (e.g. pain, nausea,
negative emotions, or cognitive confusion) but which also reflect the individual’s
past experiences, development, personal identity, goals, and plans. The individual’s
history gives rise to more elaborate systems of values that include how particular
experiences or events fit with larger personal goals (e.g. one might positively value
pain as evidence that one is getting better or view it as a personal challenge, trial or
punishment). Finally, cultural background and social contexts frame these indi-
vidual interpretive processes and give added meaning and value to specific expe-
riences. Medicine and psychiatry as social and cultural institutions have their own
systems of values, which may be consistent or conflict with those of patients and
their families [22, 33, 35, 42].
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For example, much of the theory and practice of psychiatry and clinical psy-
chology is rooted in an individualistic concept of the person that emphasizes values
of autonomy, self-directedness, and freedom of choice [37]. Well-being is then
equated to the exercise of this freedom. In contrast, for people living in more
communal or collectivistic contexts, maintaining the harmony and integrity of the
family, clan, or community (from neighborhood to mankind) may be paramount
and provide a crucial dimension of health and well-being [67]. This has implica-
tions for clinical ethics [75] and notions of recovery [2], as well as the practice of
psychotherapy [37]. Even the experience of psychiatric medications is shaped by
cultural values. Ethnographic research on the experience of adolescents taking
psychiatric medications illustrates the ways in which moral discourse about per-
sonhood can interact with the embodied experience of biomedical treatment [9].

Although clinical care, borrowing from the individualistic ethos that dominates
much professional mental health care, tends to frame values in terms of individual
goals, in most instances the meaning of individual values must be understood in
relation to social values shared by others in the person’s family, community, or
wider social circles [12]. Values are present both as explicit norms and standards
embedded in moral codes, but also as implicit ideas, ontologies, notions of
authority, commitments, and practices [20]. Even when people explicitly reject
these values, they may be strongly influenced by them. In any event, the very
rejection is driven by values. Exploring values therefore needs to take place on
multiple levels: both explicitly in terms of the goals and tradeoffs the individual is
willing to make and implicitly, in terms of what they find difficult, repugnant, or
simply unimaginable.

Our domain of value therefore is not restricted to rational choice, but is equally
connected to lived realities that the person may experience as external to them, or as
deeply intrinsic to their identity and difficult to manage. Person-centered psychiatry
needs a conceptualization of the person that allows us to understand value decisions
and commitments that are essentially “irrational” or extra-rational. This may be
informed by a variety of models, ranging from cognitive theories of judgment
heuristics and biases [32], through psychodynamic theories of hidden or repressed
conflicts andmotivations, to social theories of the functions of the sacred or sacrosanct.

14.7 Assessing Health Experience and Values

Our discussion of different approaches to subjectivity has implications for how we
might approach the assessment of health experience and values in clinical practice.
Assessment of illness experience and values requires adequate time and a safe
space, within which the clinician can make use of empathy, specific interviewing
skills, and conceptual frameworks to elicit and interpret patients’ verbal and non-
verbal communication [15]. This process is fundamentally intersubjective, requiring
that clinicians attend to and reflect on their own experience and intuitions in the
process of exploring the patient’s predicament and the co-construction of a shared
understanding [79].
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Illness experience is not fixed, static, or monolithic and is not located entirely
within the patient but emerges in the context of the patient’s lifeworld. Different
facets of experience may be foregrounded in relation to the demands of specific
social contexts and relationships including the clinical encounter. The ways in
which experience is recognized, narrated, and handled in the clinical setting by both
patient and practitioner will change the illness experience. In particular, medical or
psychiatric interventions (including exploring specific symptoms, performing lab-
oratory tests, assigning diagnostic labels and prognoses, and assessing outcomes)
change illness experience. Staying alert to the ways in which clinical interaction
shapes illness experience requires self-reflection on the part of the clinician.

Similarly, values are not primarily encoded as abstract, the person tries to live by
general principles but practices and commitments are embedded in particular
relationships, social contexts, and communities. The relationship between experi-
ence and values is complex with bidirectional influence and conceptual over-
lap. Many values are grounded in certain kinds of experience (developmental,
social, illness history and help-seeking behaviors) and, in turn, influence the ways
that symptoms and functional limitations are experienced. The implication for
psychiatry is that we need to reflect on the significance and impact of the context of
evaluation, and may need multiple assessments in different contexts to stay alert to
how valuation changes across contexts.

Clinical empathy depends on the capacity to understand patients’ feelings in
context. This requires not only affective and relational skills, but also an appreci-
ation of the complexity of the human condition in social context. Empathy for
illness experience is informed by clinical knowledge of the nature of psy-
chopathology, which must be complemented by awareness of the nature of the
patient’s personal history and social world. A pedagogy of empathy will cultivate
the tolerance of strong emotion and ability to regulate one’s own response to the
other as well as providing the background knowledge necessary to appreciate
diverse values and experiences of psychopathology, human development, social
contexts, and lifeworlds ([18, 79]).

Training in phenomenological interviewing can enhance the clinician’s capacity
to elicit a detailed picture of the patient’s experience and values. Table 14.1 lists
some semi-structured interviews and questionnaires that have been developed for
research on illness experience. Familiarity with these tools can help clinicians
enlarge their repertoire of strategies to elicit illness experience. Specific questions
can be employed and followed up by further probes to explore the quality of
patients’ experience. Innovative assessment methods including the use of expres-
sive media like drawing or photography can help patients express aspects of illness
that may be difficult to convey through language. Information elicited through
interviews or other methods must be brought back to the clinical dialog to clarify
how the clinician’s model fits with patients’ own self-understanding and illness
experience. Too often, when patients’ experience is inconsistent with clinical
expectations it is simply discounted or taken as byproduct of their psychopathology.

188 L.J. Kirmayer et al.



A person-centered approach emphasizes recognition of patients’ and clinicians’
experiences and values as essential bases of collaboration, assessment, treatment
negotiation, and the process of care [73, 78].

Table 14.1 Tools for eliciting health and illness experience

Instrument Format and structure Domains of experience

Cultural formulation
interview ((DSM-5
CFI) [46])

Semi-structured interview,
open-ended questions

Definition of the problem; causal
explanations; social stressors and
supports; cultural identity; coping
and help-seeking; expectations for
care; supplementary modules on
explanatory models, level of
functioning, social network,
psychosocial stressors, spirituality
and religion, migration,
developmental experiences

Examination of
anomalous
self-experience
(EASE) [61]

Symptom checklist used by
clinician trained in conducting a
phenomenologically oriented
interview

Disorders of self-awareness

Explanatory model
interview catalogue
(EMIC) [80]

Semi-structured interview,
open-ended questions

General illness explanatory
models

McGill illness
narrative interview
(MINI) [25, 26]

Semi-structured interview,
symptom focused, open-ended
questions

Initial symptom experience
(temporal narrative); symptom or
illness prototypes from self, others
or media; explanatory models
(label, causal explanations,
expectations for outcome)

Clinical ethnographic
interview (CEI) [70]

Semi-structured interview
supplemented with social network
map, body image map, and
timeline of illness experience

DSM-IV outline for cultural
formulation domains

Illness perception
questionnaire (IPQ:
Revised, IPQ-R) [57,
83]

Self-report questionnaire (likert
scales)

Symptom experience, affective
responses to symptoms, causal
explanations, coping and
treatment expectations

Multicultural quality
of life index [47, 50,
53, 84]

Self-report scale Physical well-being,
psychological well-being,
self-care functioning, occupational
functioning, interpersonal
functioning, social-emotional
support, community and services
support, personal fulfillment,
spiritual fulfillment, global QoL

WHOQoL [81, 82] Self-report questionnaire (Likert
scales)

Physical, psychological, social,
environmental, spiritual
dimensions of health and
well-being
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14.8 Incorporating Experience and Values
into Person-Centered Assessment and Integrative
Diagnosis

Informed by the phenomenological, cognitive-social, and anthropological-
ethnographic considerations discussed above, in this section we outline some
strategies for the incorporation and assessment of experience, values, and expecta-
tions as core elements of person-centered integrative diagnosis of illness and health.

Attempts to integrate experience and values in diagnostic systems were pio-
neered through the development of the Outline for Cultural Formulation for
DSM-IV [51, 52]. More recent work on the Cultural Formulation is illustrated by
the Cultural Formulation Guidelines [49], and the Cultural Formulation Interview
for DSM-5 [46]. These methods and tools can help clinicians systematically explore
patients’ experience and understanding of their symptoms and health concerns as
well as their values and priorities for care. Culturally oriented assessment is
grounded in an understanding of experience as embodied and embedded in social
contexts. Hence, it includes systematic inquiry into the illness explanations and
responses of others in the patient’s entourage, family, and community (see: Kir-
mayer et al., this volume). Moreover, it includes both diachronic (developmental)
and synchronic (ecosystemic) dimensions that locate health and illness in their
causal trajectories and current contexts. This work inspired the conceptual devel-
opment of the Health Experience level of the Person-centered Integrative Diag-
nostic Model, which also includes as its other two core levels, Health Status and
Health Contributors [54].

In addition to health experience, attention to values and needs is crucial to all
decision making in health care [17]. To this end, values based medicine has been
promoted both as a research domain and as a component of clinical practice. For
example, current United Kingdom Health Department policies note the importance
of health care decision making addressing the values of the patient but also of the
practitioner (both professional and personal), the community, the society, and the
health care institution [18, 79]. Accounting for the specific values that people
experience in their individual capacities and communal roles is conceptually con-
sistent with person-centered care [19]. Values based medicine has received broad
international support [78], including from proponents of evidence-based medicine.
Indeed, the originators of evidence-based medicine have stated expressly that patient
values must be integrated into clinical decisions if these are to serve the patient [69].

Both Health Experience and Health Values/Expectations are concepts constitut-
ing the third informational level of the Person-centered Integrative Diagnosis model
applied as a practical guide in the Latin American Guide of Psychiatric Diagnosis,
Revised Version (GLADP-VR), published by the Latin American Psychiatric
Association for regular use in clinical care, training, and research in the Latin
American region [4]. The GLADP-VR Health Experiences and Expectations level
covers three areas: [1] Personal and cultural identity; [2] Suffering (its recognition,
idioms of distress, illness beliefs); and [3] Experiences and expectations of health
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care. Each of these areas is explored and summarized narratively. This use of nar-
rative to capture key clinical information is in line with the importance of narrative in
subjectivity and reflects the need to allow maximum flexibility for the description of
the intricacy and complexity of illness experience [55].

14.9 Conclusion

Attention to personal experience and values is essential for clinical empathy, for
accurate assessment of symptoms or states of health and illness, for understanding
patients’ values and concerns, and for communicating and intervening effectively in
clinical settings. While the semiotics of medicine tends to assume that experience
follows directly from underlying physiology or bodily events, in fact,
cognitive-emotional and interpretive processes as well as social interaction and
wider discursive practices all contribute to the person’s experience of health and
illness. Hence, person-centered care needs to integrate—both theoretically and
practically—the multiple processes that contribute to subjectivity and values. This
core concept is discussed further elsewhere in this volume [7]. Initial steps have been
taken to bring patients’ experience, culture, and values into the core of clinical
diagnosis through the Person-centered Integrative Diagnostic model and its practical
application in the GLADP-VR. Further work on these developments is ongoing.

The theoretical considerations and approaches reviewed throughout this chapter
can guide the process of comprehensive clinical assessment, diagnosis, and treat-
ment collaboration. Ultimately, person-centered psychiatry aims to build on an
understanding of experience to allow patients and clinicians to co-construct an
approach to symptoms and suffering that leads to effective strategies for healing and
recovery.

Appendix: Guidelines for Cultural Assessment1

The following questions can be used to explore aspects of illness experience and
values in context. Not all questions are relevant to any given patient. The topics
included and order of inquiry should be adapted to the clinical context to flow
naturally from the patient’s concerns and priorities. Additional questions should be
devised for clarification and elaboration of key areas. Questions about identity,
background, and social context should be introduced by explaining their clinical
relevance to the patient so that they are not perceived as intrusive or irrelevant.

1Adapted from Kirmayer et al. [41] and from Mezzich et al. [49].
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Cultural Identity of the Individual

Ethnic or Cultural Reference Group:

1. Where are you and your parents from?
2. What is your ancestry? What background, groups, or nations are you mainly

affiliated with?
3. How close, connected, or committed do you feel to each of these cultural

groups?
4. Are there any differences in the background of your mother and father; of you

and your spouse?

Language:

1. What languages did you speak growing up?
2. What languages do you know (e.g., can speak or read)?
3. What languages do you speak at home?
4. Which language do you use in your community?
5. Which language do you prefer to use in your health care or when discussing

personal issues?

For migrants, Involvement with Culture of Origin:

1. What is your original cultural background, ancestry, or country of origin?
2. How close do you feel to your original culture?
3. In what ways do you keep in touch and participate in your culture of origin?
4. Do you use the language of that culture?
5. How strongly does it affect you if that cultural group is praised or criticized in

the media?
6. Do you share the values (politics, religion, etc.) of that culture?
7. Do you celebrate that culture’s holidays?
8. Do you eat the foods typical of that culture?
9. Do you follow the newspapers, magazines, TV, radio, or Internet from that

culture?
10. How closely do you follow the news or events related to your ethnic group?
11. What do you miss about the culture or community you came from?
12. Are there aspects of that culture or community that you are relieved to have

left?

Involvement with Culture of Resettlement:

1. What is the culture or community to which you have moved?
2. How close do you feel to this new culture or community?
3. Do you use the language of this culture or community?
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4. How strongly does it affect you if this cultural group or community is praised or
criticized in the media?

5. Do you share the values (politics, religion, etc.) of this culture or community?
6. Do you celebrate holidays of this culture or community?
7. Do you eat the foods typical of this culture or community?
8. Do you follow the newspapers, magazines, TV, radio, or Internet from this

culture or community?
9. What things about the current neighborhood, community, or culture you live in

are most difficult for you and which do you like the most?
10. What are the main differences between the place you came from and the place

you live in now?

Cultural Explanations of the Individual’s Illness
and Help-Seeking Experience

1. What happened around the time you got sick (your problems, symptoms, ill-
ness, etc. began)? How did others respond?

2. Have you ever had anything like this behavior or difficulty? Has anyone you
know ever had the same type of problem?

3. What do you call the problem you have in your own language or to others in
your family or community?

4. How do you describe this problem to health care providers?
5. How serious is this problem?
6. How has this problem affected your life?
7. What do you find most difficult about this problem?
8. What do you think are the causes of this problem?
9. What do others in your family think about this problem?

10. Who have you consulted to get help for the problems you have?
11. Have you consulted any other sources of help for this problem? (Any traditional

healers or community helpers?)
12. What kind of treatment do you want?
13. What do you hope the treatment will do for you?
14. Do you have any concerns about this treatment?

Cultural Factors Related to Psychosocial Environment
and Functioning

On Stressors:

1. What stressful (difficult, challenging) situations or events have played a role in
your illness?

2. How are these stresses or events affecting your life and family?
3. What do others in your community think about the stresses you have experienced?
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4. How are these stressful experiences or events generally viewed in your culture?
5. How difficult would it be for you to reveal or discuss your symptoms or illness

in your community?

On Supports:

1. Is there someone you trust and can talk to about personal matters?
2. What other sources of emotional support can you rely on?
3. What are your main sources of support—for information, finances, help with

everyday tasks, emotional support, or help in dealing with symptoms or illness?
4. What role do your family, friends, and community play in your life?
5. What role do work, school, and other pastimes play in your life?
6. What role does religion and spirituality play in your life?

On Functioning:

1. How do your illness or symptoms affect your ability to take care of yourself?
2. How do your illness or symptoms affect your ability to work?
3. How do your illness or symptoms affect your interactions and relationships with

your family?
4. How do your illness or symptoms affect your life and social relations in general?
5. What do others in your community think about these difficulties you have been

having?
6. How are these difficulties viewed in your culture?

Cultural Elements of the Relationship Between
the Individual and the Clinician

Assessing the clinician-patient relationship involves participant-observation and
self-reflection on the part of the clinician, which can be guided by the following
questions:

1. What are the salient features of the clinician’s own ancestry, identity, and cul-
tural reference groups vis-à-vis this patient?

2. How do these facets of identity influence the clinician’s perception of the
patient?

3. How does the patient perceive the clinician?
4. How do intercultural differences influence trust, communication, and rapport

between clinician and patient?
5. How do intercultural differences influence the elicitation of symptoms and the

understanding of their significance?
6. How do similarities between clinician and patient blur or mask other sources of

social difference or evidence of psychopathology?
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7. How do intercultural differences influence the determination of whether a
behavior is normal or pathological?

8. How do intercultural differences influence the negotiation of diagnosis, treat-
ment objectives, and the delivery of care?
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15Categories, Dimensions,
and Narratives for Person-Centered
Diagnostic Assessment

Michel Botbol, MD, Claudio E.M. Banzato, MD, PhD
and Luis Salvador-Carulla, MD, PhD

15.1 Introduction

Classifications are multipurpose tools. They have to serve different and sometimes
conflicting objectives: healthcare management as much as doctor–patient relation,
collective and individual needs, research, and clinical practice.

At the same time, every classification has to deal with multiple epistemological
constraints. Even if we can consider with Levi-Strauss [17] that “any classification
is better than chaos,” the classifier’s Holy Grail is to find a classification corre-
sponding to the natural order of things: that is to say, to establish between the
classes it defines, connections corresponding to the real relations between the things
it classifies. If a classification does not give us knowledge about the things them-
selves, it gives us knowledge about the relations between these things [10]. This
quest, is particularly difficult in psychiatry where the relations between things (the
“disorders”) remains elusive as knowledge about the complex pathophysiological
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mechanisms behind the symptoms and the syndromes is still lacking. It may be
helpful to draw on the illuminating distinction made by Hacking [12] between
constellations and nebula. In constellations, the constitutive objects are put together
not because of their real physical relation but because of the figures they draw in the
sky, whereas in nebula they “form natural groups” where they are united by
physical causes. The choice of characters on which a classification is based is then
essential: between the things and their classifications there is a theory determining
the way in which we define, describe, and classify things [14]: this is particularly
problematic in psychiatry where there are many competing (and often not explicit)
theories about the very nature of its object.

As is well recognized, DSM-III attempted to resolve these constraints through a
categorical model intended to be minimally inferential (“atheoretical” as it put it).
But the price to pay was very high: in order to remain as descriptive and objective
as possible (that is, there is an implicit observational theory at play), key aspects
such as subjectivity and psychodynamics were ruled out. Regarding demarcatory
issues, a cautious stance was adopted: “there is no assumption that each category of
mental disorder is a completely discrete entity with absolute boundaries dividing it
from other mental disorders or from no mental disorders” [1]. However, many
promptly forgot this statement and, following the dominant biomedical paradigm,
“naturalization” of the disorder’s categories became widespread among most DSM
users both in research and clinic. Driven by scientific high hopes, many psychia-
trists and mental health stakeholders bridged the gap between disease and disorder,
transforming a provisional descriptive construct into a natural thing [5]. By so
doing they ignored Spinoza’s warning [27]: “the constellation of dog does not
bark.” This reductionist disorder-centered perspective neglected all subjective
dimensions of the disorder and therefore the person of the patient, “letting us with
half a science” [28] and a nosography not well adapted to clinical practice. The
gains obtained with such strategy were far more modest than expected: “the goal of
validating these syndromes and discovering common etiologies has remained
elusive. Despite many proposed candidates, not one laboratory marker has been
found to be specific in identifying any of the DSM defined syndromes. Epidemio-
logic and clinical studies have shown extremely high rates of comorbidities among
the disorders undermining the hypothesis that the syndromes represent distinct
etiologies” [17].

Globally, the DSM III, IV [2], and 5 nosographical perspective raises two types
of criticism:

The first type could be considered internal and is well illustrated by Widiger and
Samuel in their 2005 paper [30]. These authors showed that the frustration we have
discussed above should bring back to the forefront the long-standing issue ques-
tioning “whether mental disorders are discrete clinical conditions or arbitrary dis-
tinctions along dimension of functioning” [13]. Widiger and Samuel consider that
two issues, “endemic to the diagnostic manual,” underpin this frustrating outcome:
excessive diagnostic co-occurrence and irresolvable boundary disputes [30]. Fol-
lowing a discussion of researchers that address “whether mental disorders are
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accurately or optimally classified categorically or dimensionally,” they conclude
advocating a dimensional mental disorder approach.

The second type of criticisms is external and well illustrated by the movement
that has developed around the concept of person-centeredness in psychiatry and in
medicine more generally. As stated by its proponents [23] in their paper in the
Canadian Journal of Psychiatry, “one of the prominent endeavors within the broad
paradigmatic health development outlined [by person centered psychiatry] is the
design of Person-centered Integrative Diagnosis (PID). This diagnostic model
articulates science and humanism to obtain a diagnosis of the person (of the totality
of the person’s health, both ill and positive aspects), by the person (with clinicians
extending themselves as full human beings), for the person (assisting the fulfillment
of the person’s health aspirations and life project), and with the person (in
respectful and empowering relationship with the person who consults). This
broader and deeper notion of diagnosis goes beyond the more restricted concepts
of nosological and differential diagnoses.”

To achieve this goal, the person-centered integrative diagnosis model is based on
“three keys”: (a) to cover both ill health and positive health domains along three
levels: health status, experience of health, and contributors to health, (b) to
implement a co-construction of the diagnostic process involving clinicians, patients
and families and, last but not least, (c) to use pluralistic descriptive procedures
(categories, dimensions, and narratives).

This paper will address specifically this last issue: why this pluralistic descriptive
procedure is necessary? and how should it be able to contribute to the
person-centered model in medicine in general and in psychiatry in particular?

15.2 Categories

Categories have been widely considered the nosography gold standard, at least from
a biomedical point of view. They are seen as easier to use [11] and good enough to
convey, in a clear and simple manner, a great amount of useful clinical information
[30]. To do so they have, however, to reduce the number and the specificity of the
criteria on which they are based. To maintain their utility and their simplicity they
have, moreover, to neglect the conceptual differences between those criteria that are
in fact dimensional (that is to say those criteria that are considered present when the
value observed in this dimension surpasses a given threshold in a continuum
between normal and pathological, i.e., in somatic medicine vascular hypertension or
hyperglycemia and, in psychiatry, i.e., hyperactivity or psychomotor slowing in
mood disorders, etc.) and those that are not (i.e. in somatic medicine the presence of
cancerous cells or in psychiatry, delusional psychotic phenomena). It is likely that
the weight of what they are then neglecting is different according to the type of
criteria. The relative importance of each type of criteria in the definition of a
category will seemingly influence the fact that “a disorder” would be category like
(rather than dimension like) when “this disorder,” is characterized by a
“within-category homogeneity and between-category qualitative differences” [9].
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This may explain why numerous empirical studies have shown that some disorders
(especially the personality disorders) are better classified by a dimensional classi-
fication than by a categorical one [25].

Because it is broader and takes into account positive health aspects, the context
of the patient and his experience of his health status, a person-centered approach
adds to the complexity of the object to consider (the totality of the person in his
context) the weight of the continuous aspects (the dimension-like aspects) in the
classification of this person’s health status. A categorical approach may however be
useful to define subtype (even if their criteria are mainly based on dimensions)
when needed or to include discrete data provided by standardized instruments used
to assess these dimensions. This approach is of course well adapted to assess
objective factors following the medical traditional clinical model, but it can be
easily extended to subjective factors as long as enough space is given to the patient
narratives to allow their assessment through standardized instruments or through the
clinician empathy and narratives.

The way these categorical approaches will be finally classified is another
important issue. Algorithms are of course a useful way to encompass multiple
symptoms (or dimensions) in a syndromic approach. Considered by the DSM-III,
DSM-IV, and DSM-5 teams to increase validity and accuracy, they have been
thoroughly criticized for their reductionism and their non specificity. On this point,
Linden and Muschalla are clear: “The core problem with algorithms is that they can
be no more valid as the symptoms they are based upon. If the assessment of
symptoms is invalid, the conclusion derived from these symptoms will also be
invalid. From a clinical perspective, the impression is that many “diagnoses” which
are based on standardized interviews and algorithms may be useful for research but
not reflect clinical entities” [20].

These criticisms seem to be particularly convincing in their claims for the
benefits of the dimensional criteria and the importance of the need to ensure a
proper consideration of the subjective aspects of the person’s situation. In a
person-centered approach, a prototypical approach to categorization [6, 31] would
be preferable because it might help to better articulate the several dimensions that
are to be included in the person-centered diagnostic process. However, here again,
one has to be aware that, implicitly or explicitly, prototypes are metaphors, and as
such, are based on the narratives of clinician, taking into account the narratives of
the patient and of his carers [7].

15.3 Dimensions

The use of dimensions should be preferred when there is a “within category
heterogeneity and between category quantitative difference” [9] that is to say when
the differences between the individuals are less important than the differences
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between normal and pathological or between disorders. A dimensional approach is
then likely to be more individualized and less disorder centered. It may be, there-
fore, more compatible with a person-centered approach because it allows for a more
individualized appraisal of the patient’s characteristics, as long as they can be
assessed in a continuum. Subjective dimensions involved in the patient’s health
situation can meet this condition, and can be taken into account by the diagnostic
process if this process gives enough space to their recognition and finds an adequate
methodology to assess them. This means that, if a dimensional approach may be
more adapted to approach the subjective dimensions in the patient’s health, it does
not, in itself, warrant person-centeredness because person-centered care requires the
fulfillment of at least two other conditions:

• To give enough attention to the patient’s narratives, to his positive health
aspects, and to his context so that it can inform the physician narratives and
interact with him to build up a dimensional assessment of the patient’s health
situation, including its subjective aspects.

• To integrate all the assessed dimensions, including the subjective ones, into a
holistic appraisal of the person.

Categorical and dimensional approaches can be combined to generate ordinal
classification modeling to psychiatric diagnosis that may incorporate severity levels
into the classification system. These models have been applied to the assessment of
mental health areas and can be also used in psychiatric classification.

15.4 Narratives

As we have seen, both categorical and dimensional approaches can be useful in a
person-centered approach in medicine in general and in psychiatry in particular.
Instruments such as the “Day Reconstruction Method” provides an example of the
standardization and cultural differences in diaries of positive and negative affects in
different countries [4]. However, these procedures can become person-centered if
and only if they take a full account of the subjective aspect of the patient’s health
status.

For instance, the person-centered integrative diagnosis (PID) model [23] is based
on the previous International Guidelines for Diagnostic Assessment (IGDA) [21]
and constructed on the results of a series of focus groups (involving psychiatrists,
health professionals and other health stakeholders as patients, families, and advo-
cates) and of a survey realized by a global network of national classification [26].
One of the main findings of this systematic work is that the patients’ perception,
values, and experiences of illness and health are key components of their health
status and can be provided only if dimensions and narratives (idiosyncratic for-
mulations) are added to traditional descriptive procedures. For this reason, a PID
matrix included in the diagnostic process affords a new and specific level corre-
sponding to the patient’s Experience of Health with the aim to take into account the
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patient’s health-related individual and cultural values and experiences, approached
through a guided narrative procedure, built upon the worldwide experience of the
Cultural Formulation [22].

The person’s illness narrative [16] and account of health and resilience offer the
clinician a clear picture of issues and priorities that can organize and guide clinical
intervention [15]. For this reason, the PID model incorporates as assessment rec-
ommendations, the use of pluralistic descriptive procedures [23].

To understand this domain and to allow its practical applicability the physician
has to access the patient’s conscious and unconscious feelings and representations.
To achieve this goal, the physician cannot rely only on what he observes of the
patient behavior or physical condition. He has also to listen to what the patient says.
Though this is certainly crucial, it may be insufficient if the patient does not have
clear access to his own conscious feelings, or cannot express them directly. In these
cases one needs to take into account some of his less conscious psychic life.
Empathy is the only tool to access the patient’s subjectivity in these situations.
Defined as the feeling induced in others (the physician, the carers…) by the contact
with the patient through verbal and behavioral interactions, empathy is the only way
to go behind the screen of the visible if the physician allows himself to give
meaning to his empathic subjective feelings; in other words, empathy gives way to
the patient’s subjectivity if the physician gives enough space and value, not only to
the patient’s narratives but also to his own narratives. The empathy implied by this
process is not a plain Mirror Empathy, but rather a Narrative Empathy using the
therapist’s representations and affects to approach and understand the patient’s
health situation beyond what he shows and says. This Narrative Empathy uses the
idiosyncratic sensitivity of each of the persons in the patient’s environment and,
among them, the carers, and the treating team members who in constant interaction
with the patient will naturally amplify different aspects of the patient’s subjective
life. As part of this person-centered perspective the physician and the team mem-
bers subjectivity is not seen as a negative side effect of the patient-professional
relation; it is rather a key asset in person-centered diagnostic and therapeutical
processes, provided that this subjectivity is properly analyzed and controlled by the
professionals themselves. Here what is meant is that health professionals should be
properly trained to use their feelings and representations as valuable factors in the
diagnostic process and as important contributors to care, in a person-centered
perspective.

15.5 Conclusions

The practical implementation of Pluralistic Descriptive Procedures within the PID
model implies a full change of mental health assessment, particularly because of its
incorporation of narratives, personal experiences and positive health components
such as resilience and quality of life [23]. Narratives have been used extensively in
qualitative research where they have been considered a most valuable source of
information [8], and calls have been recently made for a more extensive use of
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patients’ narratives and narrative theory in psychiatry [19]. However, the devel-
opment of a set of metaphors for quantitative analysis, and its use in routine practice
or to generate evidence-informed care poses many challenges to psychiatric eval-
uation. The use of Semantic Web Knowledge techniques [29] in the analysis of
narratives may allow extensive review of severely mentally ill patients personal
experiences taking into account not only the ill aspects of health status but also
positive accounts of recovery [24]. From this perspective, the development of
narrative banks of health experiences could be proposed to contribute to a better
understanding of positive and negative aspects of health and may also contribute to
improved diagnosis and treatment planning based on personal preferences and
experiences.

Person-centered diagnosis is a critical component of Person-centered medicine in
general and Person-centered Psychiatry in particular. Both categorical and dimen-
sional approaches can contribute to person-centered diagnosis. However, incorpo-
ration of narrative is necessary to allow these approaches to become fully
person-centered. Improving the analysis and use of narratives is therefore a crucial
issue for the advancement of the field.
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Part III
Person Centered Care Approaches



16Interdisciplinary Team Approach
to Clinical Care

Tesfamicael Ghebrehiwet PhD, Maria Ammon PhD,
Ilse Burbiel PhD and Michel Botbol MD

16.1 Introduction

The concept of health integrates a complex and holistic system involving biolog-
ical, psychological, physical, cultural, socioeconomic, and environmental factors
interacting with each other. Addressing complex problems including health prob-
lems requires the use of diverse information and skill set that cannot be provided by
one profession. As Rowe [31] indicated health problems are broad and complex and
need to be looked at from an interdisciplinary approach.

The interdisciplinary team approach is widely recognized as an important
organizational factor in providing quality patient care. This approach is supported
by a growing research evidence that demonstrates that team functioning is asso-
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ciated with better patient outcomes, cost savings, reduced hospitalization, improved
service provision, and enhanced patient and staff satisfaction.

Research evidence suggests that these benefits occur because well-functioning
teams make good decisions, cope effectively with complex tasks, and are able to
coordinate their interventions and expertise. However, despite the growing
awareness of potential benefits, many heath care organizations lack effective
teamwork, with negative consequences on patient outcomes. The barriers to team
approach have been attributed to several factors including lack of interprofessional
education, professional hierarchy, frequent changes in caregivers due to shift work
and patient transfers that make coordination and teamwork complicated.

This chapter highlights the interdisciplinary team approach in health care
including definition, effectiveness in terms of patient outcomes, cost savings, and
patient and provider satisfactions.

16.2 Definitions: What to Call the Team

The word “team” is often used as a catchword to mean different types of teams that
can range from two people to more than 10; could have members of the same
discipline or of different disciplines; and comprise specialists or generalists.
A health team can be described as a group of health providers with diverse skills
and different responsibilities but with common objectives related to patient out-
comes and cost of health care [8].

Despite the seemingly clear definition of a team, several terms are often used
interchangeably to refer to health care teams resulting in lack of clarity and mis-
communication. These include: multidisciplinary, interdisciplinary, collaborative,
Interprofessional, cross-disciplinary, polydisciplinary, and transdisciplinary.
Despite this terminological jungle, health administrators, and health care provides
assume and they understand each other when they may be referring to different
concepts of teams Drinka and Clark [15].

After much pondering about which term to use, Drinka and Clark, argue that the
term interdisciplinary seems more appropriate for its inclusiveness and it has been
in use for a long time. In line with this argument, the health care team that the
authors refer to in this chapter are interdisciplinary health teams. According to the
free encyclopedia Wikipedia [40] “interdisciplinarity” is defined as “the use of
approaches, ways of thinking, or at least methods of different disciplines.” In
contrast to “multi-disciplinarity,” which represents the weakest form of cooperation
with regard to content in subject-transcending work [41], “interdisciplinarity” is
regarded as methodological, terminological, or conceptional exchange and inte-
gration between the disciplines, developing an uniform conceptual frame and
working on common strategies for solving problems. What is at stake is a frame of
work that allows for interactive and reciprocal activities as opposed to working
side-by-side. For the interdisciplinarity and its integration, eclecticism is a possible
component to integrate clinical methods of different sources. Eclecticism is the
weakest form of cooperation between the various disciplines.
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According to Küchenhoff [27], the prerequisites for an effective integration
process are the ability to cooperate, curiosity, knowledge of and respect for the
perspectives of the other participants, competence, not claiming methodological
omnipotence, and the refraining from participating in “religious wars” within the
profession. The metatheory requested by him should relate the different methods to
each other and bring them into a structural interrelation. In addition, it should reveal
what effect is performed by which elements on the whole structure. A common
language has to be found, a language that is creative, innovative, and motional.

To go further in this line, let us define multidisciplinary and interdisciplinary
health teams with the intention to show the difference and clarity of these terms.

In multidisciplinary teams: Health professionals from diverse backgrounds share
information and consult each other in planning care. However, members identify
with their discipline more than the team. In contrast, in interdisciplinary teams,
health professionals work collaboratively to define and achieve commonly defined
goals. Members have strong team identity, mutual respect, and view their actions as
interwoven. Roles change based on client needs. A working definition of inter-
disciplinary health team is provided by Drinka and Clark [15]:

An interdisciplinary health team integrates a group of individuals with diverse training and
backgrounds who work together as an identified unit or system. Team members consis-
tently collaborate to solve patient problems that are too complex to be solved by one
discipline or many disciplines in sequence. …An interdisciplinary health team creates
formal and informal structures that encourage collaborative problem solving. Team
members determine the team’s mission and common goals; work interdependently to define
and treat patient problems; and learn to accept and capitalise on disciplinary differences,
differential power and overlapping roles. …They share leadership that is appropriate to the
presenting problem and promote the use of differences for confrontation and collaboration.
They also use differences of opinion and problems to evaluate the team’s work and its
development (page 6).

At the core of the interdisciplinary team approach is the person who has health
problems and who should be an active partner in care. The provision of quality
patient care requires an identifiable team structure and functioning.

16.3 Interdisciplinary Team Formation and Team
Functioning

The shift from the traditional biomedical view of the human body to a biopsy-
chosocial approach has resulted in greater understanding of the complex relation-
ships between health, illness, and disease. This holistic view of the complexity of
the multiple dimensions of illness and disease requires the involvement of pro-
fessionals with varied skills and knowledge working in interdisciplinary teams to
provide quality patient care [9]. However, the growing trend toward specialization
in the health professions may lead to a narrow understanding of interdisciplinary
team comprising professionals with the same basic training but with a speciality
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such as internists, psychiatrists, and endocrinologists that may lead to fragmentation
of care.

In its broad sense, the term interdisciplinary refers to an interprofessional per-
spective that includes physicians, nurses, occupational therapists, social workers,
and other health-related professionals. The interdisciplinary team approach may
help in preventing fragmentation of care due to specialization as patients who
receive care from a team can benefit from the perspectives of different professionals
with wider skills [37].

Historically, health care delivery was hierarchical and dominated by physicians.
However, the current trend shows a shift to broader and inclusive teams of pro-
fessionals. A more recent development shows that the concept of health team has
been broadened to include the perspectives of patients giving rise to the notion of
person-centered medicine. According to Ammon, the criterion for interdisciplinarity
and its method integration should be the human being, together with an under-
standing for illnesses and also for constructive, creative development opportunities.
Thus, Ammon recommends a holistic approach in clinical care that integrates the
findings of different branches of science but also aspects of diverse schools. All this
is put under a central principle, the holistically formulated image of man. A model
for interdisciplinarity and integration should be measured by the benefit for the
person, i.e., to understand them better and to develop better healing methods [3].
The theoretical model should never be systemized or inflexible according to
Ammon. It should be an open system with the possibility of change and constant
integration processes.

To integrate different disciplines in clinical care it needs to have a theoretical
concept as a basis to rely on. The central theoretical basic conceptions of the
interdisciplinary methods––integrative approach of Dynamic Psychiatry are: in the
first place the concept of social energy, furthermore the personality structure model
in connection with the identity concept [2].

For the person-centered care, this means the involvement of the whole team into
the treatment process, including nurses, psychotherapeutically trained psychiatrists,
doctors and psychologists, social-workers, milieu therapists, therapists for the
expressive therapies, as well as the administration and kitchen personnel into
treatment as parts of the social-energetic field.

Interdisciplinary team approach for person-centered clinical care implies,

1. that all people and professions involved in the interdisciplinary healing process
cooperate in the various designated groups on the basis of a commonly shared
holistic image of man, and, derived from it, a model of personality and a
common understanding of health, illness, healing, and development.

2. Since, the goal of dynamic-psychiatric treatment is to open up patients by
emotionally corrective and new group dynamic experiences so that they will
regain their health, it is important that the total hospital, as well as its different
team and patients groups are structured and dynamized as spaces for con-
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structive social-energetic exchange processes as much as possible. It is therefore
the daily task of the leader group and of the team to reflect and regulate both
conscious and unconscious group dynamics that develop within and between the
various groups, including the dynamics of the ‘plenary group’ [1]. A real
interdisciplinary approach is always open for development and further inte-
grative possibilities which will be necessary for the treatment of patients.

The use of teams in health care delivery is driven by a number of factors
including demographic changes with an aging population, health system restruc-
turing and reorganization, cost containment, and the increasing complexity of
health care knowledge and work [20]. In the current complex landscape of health
care systems with rapid growth in information that is required to solve problems, no
single health professional can have all the knowledge or skills to provide the
continuum of services needed. Because of the increasing complexity and scope of
patient problems including presence of multiple diseases or comorbid conditions
presenting to the health care environment, patient care needs to combine the efforts
of physicians of different disciplines, skilled nursing professionals, and other health
care professionals, as solving these problems are beyond the scope of expertise and
training of any one provider [36].

The diagnosis and treatment of disease as well as health promotion and disease
prevention require the expertise of different health professionals engaged in col-
laborative work. That is why an interdisciplinary health team is needed to provide
quality health care that is accessible and cost-effective. Team approach enables
health professionals with diverse skills to view clients and their families as whole
persons, and in this regard it is compatible with person-centered medicine.

A key tenet of interdisciplinary team work is communication between the dif-
ferent members on continuous basis. High quality communication, mutual respect,
trust, and active participation by all team members often result in stronger team
identity, reduction in status differential and hierarchy, increased responsiveness to
job demands, higher job satisfaction, and better staff retention [38]. Similarly, an
organizational culture that institutionalizes consistent and effective communication
leads to low staff turnover, better clinical outcomes, shorter hospital stay, and
higher quality of care [35]. Gittel [18] observed that interdisciplinary teams that
successfully manage their differences through well designed and maintained com-
munication are more likely to demonstrate continual high performance and achieve
positive patient outcomes.

Another important tenet of team work is team leadership. Successful team
leadership acknowledges the need for team members to contribute and collaborate
in a positive manner. Skills in team building and team functioning are fundamental
to the success of the interdisciplinary health team in setting common goals and in
achieving positive patient outcomes.

Effective leaders facilitate the team’s environment so that members feel that their
perspectives are welcomed and appreciated, their expertise is trusted, expectations are
clear, accountability and excellence are the norm, and there are common goals [33].
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Team leadership means that the leader and the members must be willing to share team
leadership responsibilities and be aware of group dynamics in order to work with
professionals that have widely diverse skills, values, and interests [29].

16.4 Interdisciplinary Team Approach
and Person-Centeredness

Psychological dimensions and subjectivity are crucial components of
person-centered cares [11]. It challenges the ideal of objectivity which is a crucial
component of disorder-centered medicine: in its attempt to approach this ideal, this
disorder-centered medicine neglects the subjective aspects and the complexity of
the person, adopting a perspective in which reductionism is not only a method-
ological tool but also a theoretical assumption (see Botbol et al.: Categories,
dimensions and Narratives for person-centered diagnostic assessment, in this book).
However, person-centered psychiatry‘s ideal is not antiscientific when tackling the
issue of subjectivity: on the contrary, one of its main objective is to find a
non-metaphysic way to integrate subjectivity (including spirituality) as a key
component of psychiatry and medicine. The naturalistic observation of what health
professionals do in clinical settings, shows that empathy is an essential tool to
understand the patient state of mind and subjective feelings. Defined as the affect
induced in the professional by the relation with a patient through what he says or
does, empathy appears then as a first methodological step to go behind the screen of
the visible: an holistic way to approach the patient’s subjectivity as an holistic
dimension, through the mirroring of the patient’s feeling.

However, this mirroring function is not sufficient to access the patient’s sub-
jective life and to understand his personal needs and his psychic problematic. To be
able to access these aspects, essential in a person-centered perspective, the pro-
fessional has to resort to a second methodological step: metaphorization and nar-
ratives to give meaning to these mirroring feelings. Patients’ Narratives are indeed
the best way for him to trigger the professional’s empathy as long as the latter gives
enough attention to them. But the professional’s auto-narratives are of equal
importance because they are the best way for him to recognize and give meaning to
the empathic affects induced in him by the contact with the patient. This second step
is then required to shift from mirror empathy (which, following [6], we think
preferable to call sympathy) to a metaphorizing empathy where the professional
mirrors the patient without giving up on the recognition of his irreducible otherness.
Team work becomes then a necessary third methodological step to limit the risk that
the integration of the professional’s subjectivity in the diagnostic and therapeutic
process would lead to their scholastic or projective interpretations. In this work, the
team uses the idiosyncratic sensitivity of its members to amplify various aspects of
the patient’s subjective life and put it into more or less common narratives. In this
perspective, team members subjectivity is not considered an adverse side effect of
the therapeutic relation but an important tool for diagnostic and care, given that the
team members are adequately trained to use their affects and representations as
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central dimensions of their team work, in close interaction with the patient and his
carers.

16.5 Effectiveness of Interdisciplinary Health Care Team

There is a growing body of research literature that demonstrates the effectiveness of
team approach to patients, providers, and organizations. After an extensive review
of the literature on health care team effectiveness, Lemieux-Charles and McGuire
[30], and Bosch et al. [10] found that there is some evidence that shows interdis-
ciplinary team care which can lead to better clinical outcomes and patient satis-
faction. For example, studies that examined geriatric teams reported higher
functional status, better mental health, decreased dependence, and decreased mor-
tality [13, 26]. Patient satisfaction and health-related quality of life were higher
when care was provided by interdisciplinary health teams [13]. Similarly, studies of
teams in critical care reported increased survival to discharge and decreased read-
mission to critical care [4]: fewer adverse events, lower mortality rates after surgery,
and shorter length of hospital stay [5]. Care provided by a team in a primary care
setting resulted in improvements in symptoms of depression, but resulted in
increased cost [21].

Overall, a review of the research evidence shows interdisciplinary team care
which can lead to better clinical outcomes and patient and staff satisfaction as well
as cost savings than traditional care that did not use a team approach. These include:

– Increased survival to hospital discharge and decreased readmission to critical
care [4].

– Fewer adverse events, lower mortality rates after surgery, and shorter hospital
stays [5].

– Higher patient satisfaction and health-related quality of life [13].
– Higher patient and staff satisfaction [13, 17].
– Cost-effectiveness and cost savings [19].
– Reduced hospitalization [32].
– Improved service provision [25].

To sum up, the research shows that team functioning is associated with better
patient outcomes, cost savings, reduced hospitalization, improved service provi-
sion, as well as increased patient and provider satisfaction. The provider satisfaction
is associated with lower staff turnover [17].

Organizational support and resources influence team functioning and higher
functioning teams achieve better patient outcomes [12]. These outcomes occur
because well-functioning teams make quality decisions, cope effectively with
complex tasks, and are able to coordinate their interventions and expertise [19].

However, despite the growing literature on the benefits of team approach to care,
many heath care organizations lack effective teamwork, with negative consequences
on patient outcomes. The barriers to team approach have been attributed to several
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factors including professional hierarchy frequent changes in caregivers due to shift
work and patient transfers that make coordination and teamwork complicated [34].
At the same time, health professionals tend to resist to a team-based care model
because of poor organizational support, system-wide barriers such as fragmentation
in reimbursement for health care services, regulatory restrictions, and the education
of health professionals which takes place in silos [24, 28].

16.6 Interprofessional Education (IPE) for Team Work

The World Health Organization, WHO [42] identifies IPE as the process by which a
group of more than two profession-specific students from health-related occupa-
tions with different educational backgrounds learn together during certain periods of
their education with interaction as an important goal. Governments around the
world are looking for innovative solutions to ensure the appropriate supply, mix,
and distribution of the health workforce. One of the most promising solutions can
be found in interprofessional collaboration [42].

Interdisciplinary team approach is the hallmark of positive outcomes for the
health of patients, families, and communities. However, a number of reports affirm
team formation and team functioning do not come naturally to health professionals
and require a paradigm shift in educational programs [7, 22]. As Frenk et al. [16]
have affirmed, the excessive focus on hospital-based education that is segregated
into professional silos does not prepare health professionals for team work, and for
leadership skills in the twenty-first century health services.

In general, most health care organizations and health profession educational
institutions devote little or no time and resources to promote interdisciplinary
functioning [15]. In fact, the different health profession training programs take place
in different buildings, and in different colleges or schools often within the same
campus. Often similar courses are taught separately for the different health pro-
fessions, adding to the silo approach of educational institutions [15].

As shown in Table 16.1, a WHO environmental scan of interprofessional edu-
cation practices in 42 countries with 396 respondents showed generally low levels
of IPE among different health professionals.

Table 16.1 Types of
learners who received IPE at
their institutions

Health Professional % Reporting IPE

Community health workers 4.3

Doctors 10.2

Nurses 16.0

Social workers 9.3

Pharmacists 7.7

Physiotherapists 10.1
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Adapted from Framework for Action on Interprofessional Education and Col-
laborative Practice: WHO [42]. http://www.who.int/hrh/nursing_midwifery/en/.

As a result, there is a lacuna in the education of health profession in relation to
team formation and team functioning. As Lee [29] has noted, the dominant model
of health profession education does not emphasize collaboration, shared team
decision making, or shared team leadership. Most health professionals tend to be
trained to function in silos and they may have difficulty to function in interdisci-
plinary teams with negative consequences on patient care.

Despite their clinical expertise, health professionals are often hampered to
provide quality care due to lack of effective team work and collaboration. As the
Institute of Medicine [23] reported a lack of interprofessional collaboration as one
of the most often cited reasons for medical errors. In contrast effective interpro-
fessional collaboration is linked with better patient care outcomes [39].

While acknowledging the value of team-based models of care, Jansen [24] raises
doubts about implementation because, among other things, of the lack of inter-
professional education of health professionals. Jansen argues that investments in
health professionals must be made in terms of system support and interprofessional
education if the notion of interdisciplinary team approach is to be implemented. For
example, educational institutions must provide interdisciplinary team-based learn-
ing opportunities including knowledge of collaborative practice, participation in
team decision making and an appreciation of the values and competencies of other
professionals.

To this end, the Department of Health of the United Kingdom [14], the US
Institute of Medicine [23], and the World Health Organization [42] continue to
advocate for educational programs for health professionals to include opportunities
for working in interdisciplinary teams.

16.7 Conclusions

The literature on team approach to health care is vast and an exhaustive review is
beyond the scope of this chapter. However, a comprehensive review showed the
benefits of team approach to patients, organizations, and health professionals. The
type and diversity of clinical expertise involved in team decision making largely
accounts for improvements in patient care and organizational effectiveness. Col-
laboration, conflict resolution, participation, and cohesion are most likely to
influence staff satisfaction and perceived team effectiveness. Quality and outcome
of care was better when care was provided by teams compared to traditional care
where this model of care is lacking. Organizations also benefit in terms of cost
savings and system efficiency when team care is implemented. Team care improves
patient and staff satisfaction resulting in lower staff turnover. However, despite the
benefits and value of team-based care there is reluctance on the part of organizations
and health professionals to shift to this model because of a number of barriers and
challenges.
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The implications for practice include the need for providing teams with orga-
nizational support, resources such as development guidelines; access to training and
team building; and opportunities for interprofessional education.
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17Person-Centred Prevention
in Psychiatry

Nikos G. Christodoulou MBBS, PhD, MRCPsych,
Dusica Lecic-Tosevski MD, PhD
and Roy Abraham Kallivayalil MD, DPM, MAMS

17.1 Introduction

Medicine is characterised by an unsurprising paradox: whereas its ultimate aim is
health, its development is driven by disease.An important consequence of this is that, in
the majority of cases, the conceptual basis of available healthcare options is geared
towards tackling disease. This phenomenon further extends into regional management
of resources and overall national and international policies. The nosocentric approach
has given rise to remarkable discoveries and outcomes in terms of tackling diseases, but
has come short of achieving science’s potential for prevention and health promotion.
Equally, focusing on disease has resulted inmedical practice often forgetting the person
involved, despite clinical reality consistently reminding us that the person is central.
This apparent void in research, education, clinical practice and policy represents
an opportunity for development. Preventive psychiatry and person-centred medicine
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are two approaches that have naturally emerged to cover that gap, and together
provide a synergy to suggest a paradigm shift away from nosocentric approaches [6].

Person-centred psychiatry and preventive psychiatry share a substantial theo-
retical and practical interface. This interface is substantial enough for the two
concepts to combine in clinical practice into an indistinguishable amalgam. The
main implication of introducing person-centred prevention as an important shift to
current practice is that the current nosocentric mentality may be complemented by a
more effective and cost-effective preventive, person-centred approach. In addition
to improving diagnostic and therapeutic outcomes, this shift promotes empower-
ment, holism and autonomy, and importantly expands implementation beyond the
narrow remit of medicine to include the whole population. Due to the complexity of
a personalised preventive approach, theoretical application guidelines are mean-
ingless. Instead, in this chapter, we provide a small collection of pivotal case studies
to demonstrate the practical synergy of person-centred and preventive psychiatry.

17.2 Conceptual Confluence of Person-Centred Medicine
and Preventive Psychiatry

Preventive medicine, consisting of all measures that focus on preventing illness as
opposed to just treating it, is not exactly what it says on the tin. According to the
American College of Preventive Medicine, “(Preventive Medicine) … focuses on
the health of individuals, communities, and defined populations. Its goal is to
protect, promote, and maintain health and well-being and to prevent disease, dis-
ability, and death” (www.acpm.org). It is evident that illness prevention and health
promotion are both included in the notion of “preventive” medicine, and that is not
surprising, as there is a practically indistinguishable relationship between the two.
The main difference is that, while promotion is concerned with the determinants of
health, prevention focuses on the causes of disease [4, 7]. The WHO on the other
hand defines health as “a complete state of physical, mental and social well-being,
and not merely the absence of disease or infirmity” (www.who.int), worded in a
way that suggests that preventing illness is necessary in order to achieve health. But
this is also not accurate, as exemplified best in the case of psychiatry; For instance,
it is possible for a person with a severe mental illness to have positive mental health
(e.g. resilience, mental capital, autonomy and empowerment, positive relationships,
a positive outlook etc.). Conversely, it is also possible not to have a diagnosed
mental illness but still have poor (negative) mental health factors (e.g. isolation,
disempowerment, poor psychological awareness, etc.). Therefore, it becomes clear
that health and illness (and by extension health promotion and illness prevention)
are not linearly related concepts, but can rather be visualised as existing on a
Cartesian field simultaneously and even partly independently [16].

Person-centred medicine (PCM) is a dynamic medical ethos which re-focuses
medical practice on the person. PCM embodies the archetypal focus of medicine on
the person, in line with Hippocratic wisdom (“It is more important to know what
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person has a disease, than to know what disease a person has”). It may even be
argued that attaching the epithet “person-centred” to “Medicine” is, in fact, a
pleonasm. Nevertheless, the articulation of a clear and consistent movement serves
to establish person-centredness as a pivotal ethos in medicine. This is important as
very few paradigms of pragmatic implementation of person-centredness are evident
at present, and even fewer stretch beyond a superficial mention.

Preventive psychiatry (mental illness prevention and mental health promotion)
employs a host of strategies towards preventing mental illness, but also towards
promoting health for both people who are at risk of developing mental illness and
those who are mentally ill. Thus, preventive psychiatry applies to all people, at all
times and at every stage of life. While illness prevention and health promotion serve
two conceptually different purposes, in practice attainable goals are reached through
an interlacing of the two. For example, building up family bonds serves both
towards improving someone’s quality of life and towards improving their psy-
chological resilience against adversity. One major conceptual difference between
prevention and promotion is that, while illness prevention is predominantly
nosocentric (disease-centred), health promotion is predominantly hygeiocentric
(health-centred). An important caveat applies here in that the practical interlacing of
the two attenuates that conceptual divide, thus making health promotion partly
nosocentric and illness prevention partly hygeiocentric, in their own right.

On the other hand, PCM is by definition person-centred. Its remit includes a
holistic approach towards the person, including personal, cultural, spiritual and
existential approaches among others. The PCM approach is analytical, providing
comprehensive theoretical understanding of the person, whereas Preventive Med-
icine is pragmatically less exhaustive as it is inherently aimed at a practical goal;
namely prevention and promotion. PCM comprehensively deals with the totality of
a person’s existence and needs, including objective and subjective understanding,
internal (the patient-person) or external (the therapist-person, the family, the per-
son’s circumstances, etc.) views, and adapts diagnosis and therapy accordingly [1].
Inherent of course is the notion that considerations may belong to the past, current,
future or be diachronical. In their latter temporal quality, PCM considerations feed
into those of prevention and promotion. In some ways therefore, preventive med-
icine can be seen as one of the practical arms of PCM. This does not imply that
PCM is impractical; on the contrary, it is necessary for application to occur. In fact,
PCM is necessary for preventive medicine to be even possible, therefore in some
ways PCM and preventive medicine are complementary through their differences,
because they are necessary for each other. For instance, in approaching a person’s
needs for prevention and promotion one has to take into account person-centred
factors. Similarly, as stated above, a PCM approach would not be complete without
a temporal consideration and, practically, future planning. As both health and ill-
ness characterise a person, PCM deals with both simultaneously and without much
differentiation. In that way, not only does it automatically include preventive
medicine (i.e. health promotion and illness prevention), but also automatically and
effortlessly combines the two in practice. This is far from a trivial achievement, as
those who work with prevention and promotion at heart will be able to attest.
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Hence, even though conceptually the approach of preventive medicine is different
to that of PCM, in practice they have a very similar and complementary remit.

17.3 Practical Implementation

Person-centred medicine and preventive psychiatry share a substantial conceptual,
but also a practical interface [2, 3].

The only way to apply preventive psychiatry properly is through a holistic
approach to a person’s life, and through a profound understanding of the personal
and interpersonal needs of that particular individual and their circumstances. While
this is most obviously true about health promotion, it is equally relevant to illness
prevention. Considerations in preventive psychiatry go beyond the strict boundaries
of the bio-psychosocial model and include elements pertaining to the remit of
person-centred medicine. This is a necessity, as mental illness prevention requires a
multi-faceted and highly flexible and individualised approach. As this approach is
the only way for preventive psychiatry to be effective, preventive psychiatry needs
to be intrinsically holistic and person-centred.

But preventive psychiatry and PCM share both application remits and imple-
mentation problems. As discussed above, their grossly overlapping conceptual
bases often translate to indistinguishable practical implementation (for instance,
refer to the Early Intervention case study below). This renders the two synergistic
and presents with important opportunities beyond clinical application in, among
others, service development, dissemination and education.

Starting from the latter point, educational activities can be shared, enhanced and
mutually supported between PCM and preventive psychiatry. For instance, the
holism that characterises both approaches may be taught in conjunction rather than
independently. An important example of this is the opportunity to develop edu-
cational curricula based on the two approaches [4, 7]. In this way, not only will
PCM and preventive psychiatry be demystified, but the concept of holistic medicine
will become more readily associated with these approaches. Another example of
educational synergy involves service development in the sense that policy-makers
and healthcare managers may be more effectively informed—and convinced—on
principles shared by PCM and preventive psychiatry rather than in isolation. Using
common communication and publication channels can lead to the amplification of
the dissemination of knowledge, skills and attitudes in both fields. Beyond common
education and dissemination, fulfilling similar needs offers opportunities for both
common service development and service ethos development. Using the Early
Intervention paradigm again, person-centredness may form part of management in
conjunction with preventive psychiatry. In fact, it would be fair to argue that this is
already taking place by default, but in addition may be a labelling opportunity.

Perhaps the most rewarding exercise when considering preventive psychiatry and
PCM is to compare the difficulties encountered by either field and identify common
grounds for intervention and resolution of problems. An interesting common char-
acteristic of both PCM and preventive psychiatry is that they are misunderstood.
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There is good reason for the above, as in an evidence-based era it is hard to argue for
the development of nebulously defined and broadly applied approaches. Both PCM
and preventive psychiatry may defend against this argument by suggesting that the
intended benefits are so obvious that defy proof, and therefore, refusal to implement
these approaches would constitute intentional non-beneficence. However, even this
argument can be countered by a relativity question (perhaps another, equally
obvious, approach is more effective and cost-effective?), which further necessitates
the need for research-produced evidence.

The latter is made difficult in both PCM and preventive medicine by the fact that
their intended direct and collateral effects are multifaceted and longitudinal [5]. This
makes it very difficult to attribute specific causality and effectiveness of any PCM or
preventive intervention on an overall longitudinal outcome. Preventive psychiatry
was faced with this criticism two decades ago, and in response produced some
evidence on shorter, specific and well-circumscribed cases, not necessarily on
overall outcomes. Such shorter case studies of the cost-effectiveness of prevention
and promotion-based interventions has yielded very positive results suggesting
financial benefits as well as health benefits, in some cases from year one of the
investment [17]. As a result, these snippets of evidence represent indicators for
cost-effectiveness that have been convincing enough for major policy makers to
adopt preventive psychiatry in their programmes [10, 24].

One interesting advantage of applying PCM and preventive psychiatry syner-
gistically is that their remits may be mutually expanded. For instance, a
person-centred preventive effect renders post-preventive person-centred care
obsolete, and on the other hand the need for secondary and tertiary prevention may
decrease following person-centred care.

Pragmatically, PCM and preventive psychiatry are currently being practiced
under different approaches. A prominent example is the “Recovery” movement
which incorporates some elements of person-centredness and others of preventive
psychiatry. For instance, through the concept of empowerment and their personal
journey, people with mental illness, their carers and mental health professionals
formulate a person-centred understanding of the situation. Similarly, as the name
“Recovery” implies, a secondary/tertiary prevention and a mental health promotion
processes are involved. As useful as they may be, such movements have significant
drawbacks. In the case of Recovery, for instance, the mere assumption that someone
is “recovering” implies that an insult has already taken place in the past, and
therefore emphasis on primary prevention is weak, at least conceptually. Addi-
tionally, focusing on recovering from an illness makes this movement intrinsically
nosocentric, thus attenuating its person-centred character. Overall, it is important to
encourage affiliated movements which indeed strengthen person-centred practice
and support prevention and promotion, but it is also important to keep the
person-centred movement as a strong point of reference.
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17.4 Case Studies

The practical interplay between preventive and person-centred components can be
very complex and at the same time blatantly obvious, as in some ways it represents
expected practice. Discussing the theoretical underpinnings of such an interplay can
never reflect the potential for practical applicability in specific cases. It may
therefore be more easily understood through indicative examples. Here we offer
three such case studies.

17.4.1 Early Intervention

Early intervention refers to the intention by services to get involved in a person’s
care as soon as possible in the course of their illness. It is most commonly applied in
the case of psychosis, but also in mood disorders and substance misuse, among
others. Unless especially set-up, early intervention services offer secondary and
tertiary prevention. They also offer health promotion interventions and supportive
interventions for family and other important areas of a young person’s life (e.g.
school, work, etc.). As expected, in order for early intervention to be effective, a
holistic spectrum of factors affecting a young person’s life need to be addressed
simultaneously, including biological, psychological and social factors. In addition,
all relevant considerations must be made and planned within the cultural, spiritual
and existential context that defines each particular person. It transpires that a nec-
essary prerequisite for such an undertaking to have any meaningful reflection is for
any measure to be informed by the person concerned and be concordant with their
personal circumstances.

Diagnosis in early intervention in psychosis is dependent on the recognition of
prodromal symptoms, which are sometimes difficult to differentiate from adolescent
turbulence. Such a differentiation is crucial towards achieving early and effective
limitation of the duration of untreated psychosis (DUP), the toxic period between
first symptoms and the beginning of treatment, which has a strong bearing on
prognosis [20]. Increasing the accuracy and speed of diagnosis depends exactly on
being able to relate any symptoms to the array of complex personal and environ-
mental factors that compose a young person’s world. A person-centred diagnostic
approach is indicated for tackling that level of complexity, a feat which is often
beyond the capabilities of a conventional service. Using a person-centred per-
spective allows for accurate diagnostic synthesis and greatly potentiates early
intervention services. Successful diagnostic manuals have been devised which
combine practicality with person-centredness, for instance the Revised Version of
the Latin American Guide of Psychiatric Diagnosis (GLADP-VR), which has been
recently published by the Latin American Psychiatric Association [21].

By adopting a person-centred approach, preventive and health promotional
interventions will not only serve to avert illness and enhance health, but will also
establish themselves in a long-lasting, ego-syntonic way with the person.
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Ego-syntonic because measures will match a person’s life (and not vice versa), and
long-lasting because such measures will therefore likely continue beyond the time
of therapy. These two characteristics (long-lasting, ego-syntonic) are the absolutely
crucial contributions of person-centredness in the case of early intervention in
psychosis, where two of the most frequent problems encountered are loss of con-
tinuity and reduced insight. Therefore, from a practical and clinical perspective,
person-centred thinking and practice is not only compatible with preventive practice
in early intervention, but it fulfils an important missing role that improves its
long-term effectiveness [3].

17.4.2 Personality Disorders

Personality disorders are entities entwined more than other mental illnesses with
PCM. Early recognition and diagnostics of these multiple faces disorders [18] as
well as an understanding of their multifactorial origin are necessary for prevention
and mental health promotion.

There are significant problems in prevention and treatment of personality dis-
orders, which are surrounded with pessimism and controversy. Many clinicians
believe that these disorders are untreatable, and that individuals with personality
disorders have little capacity for change. Not surprisingly, they remain sceptical
about the prospects of their prevention, with many reasons causing it. Personality
disorders develop early, their symptoms are ego-syntonic, and defences primitive
and alloplastic, their psychopathological architectonics is stable. These highly
demanding patients confront psychiatrists with limitation of their art, give little
gratification and endanger therapists’ narcissism, so that many therapists avoid
treating them.

Some clinicians identify personality disorders with the antisocial personality or
psychopathy and state that these patients pose dilemma for physicians and society.
The dominant view that there is a frequent failure to achieve cure has divided the
medical and legal communities, as well as society in general. However, some
experts believe that funds should be committed for more research and special
facilities for treatment of psychopathic patients [9]. These patients have children
who grow up, and through a transgenerational transmission might create a vicious
circle of aggression and violence, which are becoming prominent in contemporary
society [19].

There is no doubt that mental health professionals should do their best to prevent
personality disorders. And, whilst the innate temperament cannot be changed,
understanding factors that influence development of personality disorders (genetic
risks, predisposing and precipitating factors) or leave a child resilient in response to
childhood trauma (protective factors) might help prevention and treatment. Mental
health professionals have challenging roles to play in preventing malignant mem-
ories of traumatic experiences and subduing their pernicious effects as well as
examining the chain of interactions among environment, personality and behaviour
initiated by early trauma.
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The role of childhood trauma in development of personality disorders was
indicated as crucial by numerous studies. Most violent adolescents and adult per-
sons with personality disorders have been abused and emotionally deprived and
undernourished as children [22]. Childrearing that includes a great deal of pun-
ishment, criticism, and humiliation paves the way for later delinquent and even
criminal behaviour [11].

Strategies to reduce precipitating and increase protective factors in a child are
necessary. It is important to acquire knowledge of the factors which protect children
from psychiatric illness, which could be learnt from the so-called “invulnerable
children” [23]. The identification of high-risk groups at an early stage before
delivery and the intervention at that stage should be a target of the primary care.

High-quality parenting and early intervention can play a critical role in the
development of healthy personality as well as in facing environmental adversities
during the “magic years” of childhood. Therefore, there is a need for a worldwide
parenting education and preventive programmes, which would enable parents to see
their own role as a paramount, their own action able to bring changes for the better
in their children’s behaviour, and an awareness of the family’s strengths rather than
weaknesses.

Treatment and prevention of personality disorders are difficult and slow, but
should not be neglected because of their high public health significance. They
should be multidimensional, continuous, multimodal and eclectic, and part of
extensive community programmes. There is a need for carefully planned outpatient
and inpatient treatment, as well as for assertive programmes, and psychoeducational
interventions for families of personality disorders. PCM movement advocating an
integrated approach to mental health and mental disorders as well as a revival of the
ancient Hippocratic wisdom is the most relevant for the science of well-being [8].

17.4.3 Suicide Prevention

Suicide has become an important public health problem world over. Not only
psychiatrists and psychologists, but also sociologists, NGOs, the media, religious
leaders and politicians have come up with opinions highlighting their own view-
points. Scientific studies are limited in the field of suicidology in many parts of the
world. The limited data available show that the profile and pattern are different in
western and eastern countries [12].

WHO defines suicide as a deliberate act of self harm with fatal outcome and
suicide attempt as an injury with varying degrees of lethal intent. Suicide is a
complex problem with biological, psychological, social, spiritual, economic,
political and philosophical underpinnings. Are suicides really preventable? If they
are, what should be the appropriate strategy based on available scientific evidence?
Are strategies used in developed world appropriate in developing countries?

Person-centred preventive strategies have a paramount place in suicide pre-
vention- and they are relevant in all parts of the world. Behaviour that risk injury to
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self is a ubiquitous feature of human behaviour. Understanding this complex
behaviour requires inquiry from different angles and disciplines ranging from
biology and medicine to economics and philosophy. Suicidal behaviour and its
determinants varies across different cultures, ethnic and age groups, and from one
period in history to another. Multidisciplinary and cross disciplinary approaches
may give us better insight into the causes and practical preventive strategies. The
different pieces of this difficult jigsaw puzzle may ultimately fall in place to give us
a better picture, at a time when we are able to put the findings of scientific studies
from different disciplines together [15].

Abnormalities in serotonin transporter, sensitivity to frustrations, low levels of
5-hydroxy indole acetic acid in spinal fluid, impulsivity, limited coping abilities,
high levels of steroid hormones, inadequate problem solving abilities, guilt,
depression, aggression turned inside, economic recession, falling price of cash
crops, the role of alcohol and psychoactive substances, the availability of methods,
media influence, egoism and anomie, erosion of value systems and support systems
and change from joint family system to nuclear family—all these factors may
finally fit into this evolving complex picture.

17.4.3.1 Suicide Prevention: A Person-Centred Approach
Suicide can be seen as a major public health problem of our times. It is one among
the 10 leading causes of death. More than a million people die of suicide every year
in the world. It is the third major cause of ‘Life Years Lost’, next only to heart
disease and cancer. The highest risk for suicide is among the adolescents and old
people. People who are divorced, separated or living singly also show a high
incidence. The high suicide rates in young people is strikingly high in many South
Asian countries. Most of them commit suicide, on an impulse. Hence suicide
prevention strategies aimed at these vulnerable groups become very important.

It is well known that the large majority of people who commit suicide do so due
to emotional and mental problems. Depression is the single biggest cause for sui-
cide. Getting them professional help, thus remains crucial. In South Asia we have
several instances when even medical personnel have not referred people with severe
depression for psychiatric help. This may be due to stigma or because of deficient
medical training or because of inability to properly communicate a diagnosis of
mental illness to patients [14]. Many doctors may not like to take up the respon-
sibility of communicating unpleasant truths. This happens mainly because of lack
of awareness of the importance of person-centred care [13]. Family members
should also share an equal blame. Often they allow the depressed person to suffer in
silence, without getting him or her psychiatric help. Another leading cause for
suicide is alcoholism and drug addiction. All these may end up in suicides, thus
ending valuable and productive lives.

17.4.3.2 Person-Centred Prevention: Dispelling Myths About
Suicide

There are certain myths about suicide, especially in many Asian countries.
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Myth No 1: “Those who speak about suicide will never do so”. In fact, the truth
is exactly the opposite. Most people who commit suicide, would have com-
municated their intent to someone very close to them. The person usually tells
this to some significant person in his life.
Myth No 2: “If someone has decided to end his life, no one can stop him”. This
is also untrue. Most people do not want to die- they simply want an end to their
suffering. Only, they are considering suicide as the option. If help arrives, or
proper treatment is given, this perception will immediately disappear and the life
can be saved.
Myth No 3: “If you enquire about suicide, you are going to plant this idea in his
mind”. In fact when you enquire, the person entertaining suicidal ideas would
have felt better understood. He/she would have known, not everything is lost
and there is still joy in the world.

17.4.3.3 Media and Suicide
There is a tendency in the media to sensationalise and glorify suicides. Media may
also give undue prominence to suicide. This has to be stopped. Sensationalising and
glorifying suicide, will tempt young persons to model the victim and achieve glory
or fame. The media must exercise utmost restraint. Suicide news should never be a
front page story. One sided stories highlighting the character strengths of the suicide
victim should not be given. If reported, it should be factual, mentioning his
strengths as well as weaknesses, so that suicide is not seen as the act of the strong
minded.

Public awareness of suicide and attempted suicide is very important. Most often,
such people would be suffering from depression or personality problems. If we
know this, we can treat them and help them. Person-centred care encourages the
fight against the stigma associated with suicide, by seeing it as not as an act against
society but as the cry of a sick person. Engaging the family members of the suicide
victims with compassion and sensitivity and respecting their privacy is very
important. Suicide Prevention Clinics, Crisis Intervention Centres and telephonic
help lines are very useful. NGOs, educationalists, religious leaders and public
activists have an important responsibility in spreading proper awareness about
suicide prevention strategies. They are best successful in saving lives when working
with person-centred approaches.

17.5 Conclusions

PCM is a new approach to the field of psychiatry and preventive psychiatry is an
important aspect of psychiatric practice. Both focus on the person holistically in
illness and in health. Both conceptually and in practice reiterate each other and at
points complete and complement each other. This becomes obvious whenever the
clinical need arises, and it is impressive to re-discover that they operate as a caring
instinct. In such cases, the synergy between the two is instantaneous and consistent,
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but it is important to articulate a clear account of their relationship for reasons of
quality assurance and conceptual completeness. Finally, the onus for both remains
the generation of enough evidence so that policy-makers adopt their collective
principles and support their implementation.
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18Person-Centered
Psychopharmacotherapy

Miro Jakovljević MD and Mohammed T. Abou-Saleh MD, PhD

18.1 Introduction

Psychopharmacotherapy, today, is a fascinating field that can be viewed in many
different ways with different consequences. It is argued to be scientific, rational, and
objective, very much evidence-based, and often the fundamental form of treatment
for all major mental disorders. However, current psychopharmacotherapy is com-
monly criticized to be just a symptomatic treatment, related mainly to placebo
response, and even reflect an inappropriate medicalization of life problems. There
are those who view it as a means of controlling people and their minds by society.
Unfortunately, there are also the people who think psychopharmacotherapy is a
dark art and an expression of toxic psychiatry. With the 1990s Decade of Brain the
field of pharmacopsychiatry has expanded hugely, introducing controversial con-
cepts and treatment paradigms, creating both new problems and opportunities. The
availability of a significant number of effective and well tolerated psychopharma-
ceuticals has increased opportunities for successful treatment of many mental dis-
orders with much better treatment outcome including full recovery. However, there
is a huge gap between possibilities for achieving high treatment effectiveness and
poor results in clinical practice: the gap between efficacy and effectiveness as
pharmacotherapy is optimally effective in a whole system of care. Stigmatization
and widespread pessimism with low therapeutic expectations, institutionalized in
many ways contribute significantly to poorer treatment outcome. Psychiatric
patients have been commonly told that “they could not be cured or obtain full
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recovery and that they would have to take mental health medications whole life.”
Rational psychopharmacotherapy is often equated with the therapeutic action of
medicines in mental disorders in exclusively biological terms. Patients are com-
monly treated just as biological organisms that respond neurochemically to medi-
cations, but not also as subjects who respond to the meaning that those medications
and mental disorders have [27]. Conventional psychopharmacology paradigms
focusing just on a disease perspective and a “one size fits all” treatment are often
regarded as inadequate and disjunctive [22, 26]. Simply treating a psychiatric
condition as only a brain disorder, without treating the whole person, is increasingly
considered detrimental. Additionally, advances in the genomics and pharmacoge-
nomics of mental disorders provide promise for more personalized and effective
approaches to treatment [14].

The good news is that there is a trend for developing a personalized, complex
systems approaches which integrate many diverse inputs and perspectives into a
unique network [20, 21]. Changing the prevalent treatment philosophy may be a
critical step toward overcoming what some view as “therapeutic stagnation in
psychiatry” and providing better treatment effectiveness and efficiency for patients
benefit. A “paradigm shift” is needed from the mechanistic, formalistic, and
reducionistic way of thinking to contextualized and systemic thinking with new
treatment approaches individualizing and personalizing psychopharmacotherapy in
a creative manner. The concept of person-centered psychopharmacotherapy is a
major advance in clinical practice and bridge the gap by increasing treatment
effectiveness and efficiency.

18.2 Person-Centered Psychopharmacotherapy:
Definition and Fundamental Principles

It is more important to know what kind of a patient has a disease than what kind of a disease
a patient has (William Osler)

The term person-centered psychopharmacotherapy may have different conceptions
for mental health practitioners. From our perspective the concept of person-centered
psychopharmacotherapy refers to an art, science, and practice of mental health drug
treatment based on medicine of person of Paul Tournier [7] and person-centered
psychiatry [4, 25], transdisciplinary integrative psychiatry [15, 19] and creative psy-
chopharmacology [3, 20, 21], the fifth discipline learning organization (see [33]), and
positive psychology [30, 32]. Person-centered psychopharmacotherapy is not a
competitor to traditional, evidence-based psychopharmacotherapy (see Table 18.1);
they are a complementary duality, as intimately connected as brain and soul [24].
While the psychiatrist is an expert with specialized knowledge about drug treatments,
the patient is the expert on his or her life, and the best evaluator of the treatment
outcome. Patients always bring into treatment unique characteristics related to their
vulnerability, resilience, and potential for personal growth. Disease has to be treated,
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but the needs of the suffering person have also to be met, helped with and healed. So,
person-centered psychopharmacotherapy is a part of personal recovery-oriented
treatment. Treatment that focuses only on symptoms elimination and decreasing

Table 18.1 Comparison of
traditional and
person-centered
psychopharmacotherapy [24]

Traditional psychopharmacotherapy

–Standardized, based on knowledge and research, impersonal
and dismissive of individuality

–Epidemiological and more scientific (modern science)

–Based on linear and mechanistic thinking and deductive logic

–Self-determination of patients reduced

–Patients’ compliance is expected or requested

–Only psychiatrists have access to information (e.g., drug
treatment plans, assessments, records, etc.)

Doctors know the best

–Focus is on pathology (disease or illness), weakness and
disadvantages

–Symptoms, dysfunctions, disabilities, deficits drive treatment

–Patients are more objects of treatment

–Clinical (symptomatic and functional) remission/recovery is
valued

–Drug treatment is defined by treatment guideline

–Avoidance of risk (“Primum non nocere”). Protection of
patient and community

–Evidence-based practice

Person-centered psychopharmacotherapy

–Pluralistic, based on wisdom, research and practice, personal
and respective of individuality

–Individualistic and more humanistic (postmodern science)

–Based on lateral thinking, imagination and inductive logic

–Self-determination of patients is promoted

–Alliance is much more than compliance. Patients’ active
participation and personal mastery is essential

–Patients and their families have also access to the information.
Doctors and patients together know the best. Shared decisions

–Patients are best experts on their life

–Focus on self-actualization, health and quality of life, strengths
and advantages

–Therapeutic goals drive treatment

–Patients are more subjects, active participants and stars of
treatment

–In addition to clinical and personal recovery is valued

–Drug treatment is rooted in creative and systematic thinking

–Responsible risk taking and personal growth. Avoid risk,
whenever is possible

–In addition to evidence-, value- and narrative-based practice
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illness may be like the tail wagging the dog. Patients need to learn specific skills of
positive psychology: how to have more positive thinking and emotions, more cre-
ativity and engagement, more gratitude, love and life fulfillment, more accomplish-
ment, and better human relations [32].

Person-centered psychopharmacotherapy draws on biological perspectives of the
person [6] and includes always an individualized approach because each patient is a
unique individual comprised of body, mind, and soul. Sensitivity to different
medications varies from one individual to another. Genetics, personal history,
particularly drug history, and comorbidity may significantly influence an individ-
ual’s response to pharmacological treatment. Major brain pathways are specified in
genome, but personalized connections are uniquely fashioned by, and consequently
reflect, socially mediated experience in the world [11]. Furthermore, human
behavior is not the passive consequence of genes or gene–environment interactions;
rather human beings shape their environment and influence the expression of their
own genome by their self-aware actualization of their personal life narrative within
the broad constraints of the rich innate endowment of human beings. Gene
expression is a dynamic adaptive process. Individuals shape and are shaped by the
changing expression of their genomes [5]. The human genome can be viewed more
as a basic design that can be actively modified to enhance human potential by a
self-aware person, rather than as a fixed antecedent determinant of human behavior.
Psychobiological treatment of any of the systems of human learning may be helpful
in optimizing the well-being of a person [6].

The field of pharmacogenetics and epigenetics is a rapidly evolving science
investigating the genotype as a possible reason for good, poor or no responding to
drugs as well as for deleterious side effects. Although this field heralds great pro-
mise for individualized patient healthcare, there are only a few reliable markers in
clinical practice. When starting with psychopharmacotherapy, it is important to
choose medicines that (1) can treat comorbid conditions present, (2) have no a
particular side effect, (3) do not complicate a medical condition, (4) have no a
negative interactions with another medicines indicated, (5) have side-effect that may
be to the patient’s benefit, (6) are preferred by the patient, (7) have been effective in
a close relatives of the patient, and (8) are affordable for the patient [10]. Each
patient should get highly specific and individually adjusted drug treatment in given
circumstances [18]. Generally speaking, the optimal treatment regime, in terms of
drug selection, dosage, duration, effectiveness (efficacy and tolerability) should be
taylor-made for the individual and person-centered. In support of this approach,
applied psychometrics have been considered as a discipline focusing on pharma-
copsychology rather than psychopharmacology as illustrated by the pharma-
copsychometric triangle illustrating the measurements of wanted and unwanted
effects of pharmacotherapeutic drugs as well as health-related quality of life [2].

Psychopharmacotherapy is a context-dependent practice because different con-
texts at many levels reflect the contribution and meaning of biological variables in
different ways. It is an important fact that “the genome operate within the context of
the cell, the cell within the context of the body, the body within the context of the
self, the self within the context of the society, the society within the context of the
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cosmos” [5]. The close interconnectedness of the spirit, mind, brain, endocrine, and
immune systems suggests a self-aware “operating and healing system” of human
beings, which works silently in the background regulating and coordinating all
living processes. Mental health medications can produce changes at different levels,
and vice versa their effects can be under influence within different contexts. Culture,
community, and different treatment contexts can affect treatment outcome. That is
the reason that person-centered psychopharmacotherapy is firmly associated with
creating a favorable treatment context which promotes therapeutic alliance and
partnership. Person-centered psychopharmacotherapy is a transculturally sensitive
practice, too.

The psychology of taking mental health medications is very complex. Patients
are always subjects who give sense and respond more or less actively to meanings
that disease, illness, and treatment have for them and their physicians. Hence, each
treatment is associated with placebo (latin word “I shall please”) or nocebo (latin
word “I shall harm”) response which can significantly modify the overall treatment
outcome. These phenomena are universal and of great importance for psy-
chopharmacotherapy and medicine in general. Person-centered psychopharma-
cotherapy is placebo-response increasing and nocebo-response decreasing-oriented
practice.

Person-centered psychopharmacotherapy is patients’ creativity-enhancing treat-
ment [22]. Creative thinking helps them see an opportunity in every adversity.
Research confirmed that creative activities can have a healing and protective effect
on mental health and resilience by promoting self-expression, boosting the immune
system, and reducing distress. Psychiatric medications may alter, preserve, foster, or
damage creativity of patients in ways that significantly influence quality of life and
personal recovery. Patients often discontinue medication complaining on creativity
diminution and cognitive impairments caused by drug treatment. Creativity asserts
life, frees the human spirit, improves self-esteem, motivation, self-actualization, and
achievement and so helps conquer mental disorders. The possible effects of mental
health medications on patients’ creativity are an essential component of a proper
medication treatment choice.

18.3 Creating Favorable Treatment Context Is
Fundamental

Homo homini remedium est

In addition to the optimal treatment regime in terms of drug selection and
dosage, creating specific favorable treatment contexts for each patient is an essential
part of person-centered psychopharmacotherapy. The term context refers to the
particular setting, such as time, place, and people present, that gives meaning to all
events and activities during treatment. The fact is that in addition to physical world,
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we also live in the world of ideas, symbols, and meanings. Certain actions are
possible or positive in one context, whereas they are negative or not allowed in
some other context. Nothing is either good or bad in itself and nothing has meaning
only in itself, including mental health drugs application. Information or an event has
always to be understood in the context so that the meaning we derive from any
experience depends on the frame we apply. Many of the concepts of mental health,
wellness, and illness as well as the use of psychiatric medications are often mys-
terious for patients and their families and filled with myths, misconceptions, prej-
udice, and fears [20]. The patient’s beliefs concerning the origin of symptoms and
mental health medicines action may contribute positively (placebo) or negatively
(nocebo) to drug treatment response. In addition to their pharmacodynamic
mechanisms, mental health medications work also on account of meanings,
expectations, and relationships. Hence, treatment effectiveness depends on (1) what
psychiatrists and patients believe how medications work, (2) quality of a physician–
patient relationship including rapport (mutual trust and respect) and patient’s
confidence in the psychiatry as a whole, (3) characteristics of the treatment (color,
shape, smell, taste and name of medications, method and place of application, etc.);
(4) communication and emotional expressiveness within the patient’s family,
(5) respecting patients’ human rights. Always we should have in mind that
“pharmakon,” which means both “remedy” and “poison” is closely related to
“pharmakos,” which means “scapegoat” and to “pharmakeus,” “magician” or
“sorcerer” [9, 29]. Positive beliefs and good human relations may be “ariston
pharmakon,” “most effective remedy,” whereas negative and wrong beliefs as well
as bad human relations may be scapegoating. When beliefs are an expression of
hubris, they can become more dangerous poison than any pharmakon. The creation
of favorable treatment context and creative collaboration with patient and her or his
family may significantly improve treatment outcome increasing treatment adher-
ence, enhancing placebo, and decreasing nocebo response.

The creation of favorable therapeutic context is significantly associated with
active participation of patients and their commitment to treatment. The purpose of
psychopharmacotherapy is to empower the patients to control their disease, to
obtain full personal recovery, and to regain control over their life. However, taking
medications only is often not enough for full treatment success. Psychopharma-
cotherapy as a sole form of treatment may carry the wrong message that patients do
not have to change their life style and do not have to learn any new skills, they just
have to receive their medication on time because the only problem is in brain
chemistry. Psychopharmacotherapy is one essential external support, alongside a
whole range of other type of resilience-promoting supports, skills, and strengths.
The goals of medication treatment are not only to decrease illness and prevent
relapse, but also to improve neuroplasticity and help patients learn new ways of
thinking, emotional response and behavior to get more love, freedom, power, joy,
and sense of life. Creation of the favorable treatment context is based on the human
rights FREDA (fairness, respect, equality, dignity, autonomy) concept [8], shared
decision model, shared vision of treatment goals, and shared learning with patients
(see [33]). Learning in this context does not mean getting more information, but
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expanding the ability to produce the results truly wanted [33] in psychiatric treat-
ment. Improving personal mastery, involving self-care and self-management of
patients goes beyond competence and skills, as well as beyond spiritual unfolding
or opening, it means living life from a creative as opposed to reactive viewpoint
[33]. Creative collaboration with patients and their families include building the
shared treatment goals as well as the pictures of their future that foster their genuine
commitment and enrollment more than simple compliance. Alliance is much more
than compliance. A shared vision is the first step in allowing people who mistrusted
each other to begin to work together [33]. Motivational interviewing with matching,
pacing, and leading techniques is an essential step in establishing a creative treat-
ment context because it helps the patients to articulate personally meaningful goals,
while taking medications may facilitate achieving their goals. Being able to set and
pursue personal goals provides much of the motivation for better cooperation and
active participation in treatment. As patients develop more personal mastery over
their symptoms, they become able to better master over their lives and to realize
their own vision of recovery.

18.4 Personal Recovery Focused Psychopharmacotherapy

Treat the disease, heal the illness [12]

The concept of person-centered psychopharmacotherapy supports a shift from
impersonal disease model and demoralizing prognostic skepticism toward optimism
and personal recovery broadening treatment goals beyond symptom reduction and
elimination. Due to the present psychopharmacological arsenal, achieving personal
recovery has become a real strategic goal. Recovery orientation has become a
guiding principle in many countries, while recovery-oriented services promote a
new culture of care and therapeutic relationships [1]. Mental disorders are usually
associated with negative or auto-destructive sense of self or loss of a sense of self,
loss of power, including agency, choice and personal values, loss of meaning, such
as through loss of valued social roles, loss of hope, leading to giving up withdrawal
[34]. Some patients complain of spirit breaking interactions with mental health
professionals engendering feeling of being disrespected, discouraged, and hopeless
[34]. Lack of hope has detrimental consequences in terms of nonadherence with
treatment and prevalence of nocebo responses. Creating and fostering hope,
meaning, personal responsibility, spirit of optimism, and commitment can signifi-
cantly contribute to overall positive response to pharmacotherapy, but in the other
way round drug treatment can contribute to creation and fostering hope, meaning,
personal responsibility, spirit of optimism, and commitment. Hope, which includes
perceived external resources, perceived internal resources, and positive expecta-
tions, is recognized as the starting point for personal recovery. Patients with high
hope are more likely to cope successfully with future adversity. Personal recovery
involves a journey from disengagement to engagement, from surviving to living
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and growing, it has many routes and each patient’s journey is unique with taking
back control over own life and finding hope for a better future [34]. Love (at-
tachment, connecting, belonging), freedom (choice, independence, autonomy),
power (learning, achievement, control), joy (fun, play, pleasure, enjoyment), and
purpose (meaning, sense of life) are important components of personal recovery.
Loss of a sense of self which is replaced by a role or identity as a mental patient,
loss of power and freedom, including agency, choice and personal values, loss of
meaning, such as through loss of valued social roles and loss of hope, leading to
giving up and withdrawal are crucial targets of personal recovery-oriented treatment
[34]. Developing a positive identity, framing the ‘mental illness’, self-managing the
mental illness, developing valued social roles, putting into practice more love and
meaning are important tasks of personal recovery-oriented treatment.

Recognizing or finding meaning in life is fundamental issue for everybody, with
or without mental disorder, and it is associated with making sense of experience and
generating a story. The story is a natural framework for a very different conclusion
about how we live and what we do; and what is the meaning of everything. Personal
recovery is associated with the cognitive rebuilding of a viable assumptive world
view which integrates the realms of vulnerability, resilience, meaning, and
self-esteem in order to create a better new life story. The message is this: psy-
chopharmacotherapy may help setting the stage for beneficial changes and personal
growth. In other words, personal recovery is related to the potential for spiritual and
psychological growth: that means that episodes of mental disorders, although
clearly distressing and disabling, may be also developmental and educative expe-
riences. Patients who want to live more healthily can reformulate their inner values
and deep beliefs, shift their identities and develop a dominant positive life-oriented
illness perspective instead a disease-oriented illness perspective. In addition to
disease demotion, treatment should be oriented to wellness promotion.

Personal recovery is related to working toward better mental health, regardless of
the presence of mental disorders. It is closely associated with stress-coping skills,
self-care, and self-management [34]. Self-care refers to the practice of activities that
patients initiate and perform on their own behalf in maintaining life, health, and
well-being; whereas self-management refers to activities which patients perform to
live well with mental disorder managing illness and utilizing resources. A normal
life can be achieved through various self-management strategies focusing on life
perspective (“increase wellness, decrease illness concept”). When patients learn to
live with mental disorders, they strive to reconstruct life as normal. They are
“actively engaged in working away from Floundering (through hope-supporting
relationships) and Languishing (by developing positive identity), and toward
Struggling (through framing and self-managing mental illness), and Flourishing (by
developing valued social roles)” [34]. Stress-coping and problem-solving skills,
self-management, and self-care in addition to psychopharmacotherapy may sig-
nificantly influence therapeutic outcome, leading to better functional ability, life
satisfaction, fewer symptoms, and fewer complications.
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18.5 Patients Should Be Active Participants in Their
Pharmacotherapy

There are many different reasons why patients take or refuse to take mental health
medications. Besides the wish for resolving symptoms, patients may decide to take
medications to please the spouse, to save their marriage, to keep their children
satisfied, to save their job, to please clinician, because someone else (a friend,
relative or celebrity) they respect has already tried medication and found it helpful,
to prove that medications are not effective, to help in a lawsuit, claim for disability
or child custody, to satisfy the courts or the law [10]. Although nonadherence with
medication occurs throughout medicine, there are several issues that make it very
challenging in psychiatry. The majority of patients who are resistant to treatment,
have relapsed or rehospitalized are intentionally or unintentionally nonadherent,
completely or to some degree. Nonadherence with mental health medicines has
been usually associated with the notion of the so-called “difficult to treat” patients
including the lack of insight patients, the minimal contact patients, the negative
drug attitude patients, the patients preoccupied with side effects and negative
expectations from drug treatment, the suspicious and paranoid patients, the patients
who need to be in charge, the misinformation overloaded patients, the nocebo
responders, etc. (see [10, 13, 23]).

Active participation of patients in their treatment is an essential part of
person-centered psychopharmacotherapy. Patients are not only carrier of symptoms,
disease, or illness, they are primarily human beings, persons, and personalities with
their power, autonomy, needs, values, and desires purpose of life. Shared decisions
and shared vision of therapeutic goals made in collaboration and alliance when
patients assume that they are respected and valued as a person will facilitate
patients’ commitment to treatment goals and continued improvement. According to
philosophy of person-centered psychopharmacotherapy patients should be stars of
treatment, not a stage for medication trials and errors. Patients should be educated
by their psychiatrists regarding optimistic and realistic expectations for the effec-
tiveness of medication therapy and achieving personal recovery. Motivational
interview, psychoeducation and informed consent should help patients to experi-
ence possible choice of treatment as his/her good choice. Helping patients decide to
try mental health medicines and stay on them is an important goal of therapeutic
contract.

18.6 Conclusions

With available mental health medications, it is possible to achieve a more positive
impact and better treatment outcome by individualizing and personalizing treat-
ments in a more creative and rational manner. According to many experts,
impersonal and technical psychopharmacotherapy is generally insufficient for
complete recovery. Person-centered psychopharmacotherapy recognizes that the
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healing process is more than chemical equilibration related to mental health drugs
and their bioavailability in the blood and brain. Framing a positive therapeutic
context in which mental health medicines are prescribed and used by patients who
are stars of treatment is an essential component. Attention to promoting healthy life
styles, general well-being, social integration, and spirituality are very important
elements of holistic and integrating treatment that enhances favorable drug
response, and vice versa psychopharmacotherapy supports better mental and social
integration, self-directedness, cooperativeness, and spirituality. An integrative and
holistic person-centered approach involves simultaneous and synergistic application
of mental health medications, psychological, interpersonal, and family interventions
in the context of well-being oriented treatment and life coaching.
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19Person-Centered Psychotherapy

C. Robert Cloninger, MD, PhD and Kevin M. Cloninger, PhD

19.1 What Is Person-Centered Therapeutics?

Person-centered therapeutics (PCT) is the branch of person-centered medicine
(PCM) concerned with the promotion of positive health and the treatment of dis-
ease. The health of a person has three major aspects—the body (soma), the mind
(analytical thinking), and the soul (psyche, involving seeking meaning through
humanism, creativity, and freedom of will). Therefore, PCT must address physical,
mental, and social–existential aspects of health in order to promote and maintain
well-being and treat disease. From an existential perspective, PCM does not use
spiritual interventions; rather, we use physical, mental, and social interventions in
PCM to encourage a person to be a free and responsible agent determining his or
her own development of well-being, thereby respecting the person’s freedom of
will. This person-centered approach makes it possible to promote integration and
balance among all three aspects of being without being reductionist or dogmatic.

PCT is partly described by its use of an interpersonal alliance and humanistic
dialogue to orchestrate lifestyle change and other procedures as needed to heal
illness, prevent disease, and promote health [75]. However, PCT depends on more
than the working alliance being person-centered. The effectiveness of PCT also
depends heavily on the integration of physical, mental, and spiritual interventions to
active dynamic change in the level of well-being, as will be described in some detail
later. Hence we suggest here that the effectiveness of PCT depends on the three
major characteristics: (1) use of a person-centered working alliance, which is the
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physical component critical for PCT efficacy; (2) the assessment of personality
structure and function to promote self-awareness and a developmental perspective
on health in a person’s creative life narrative, which is the mental component
critical for PCT efficacy; and (3) the integration of evidence-based physical, mental,
and social interventions, which synergistically activate the mechanisms underlying
the maintenance and promotion of well-being. These three characteristics of PCT
will be considered individually and then jointly.

19.2 Benefits of a Person-Centered Working Alliance

Randomized controlled trials of treatments in the context of a person-centered
working alliance have lower dropout, relapse, and recurrence rates than other
treatment approaches [20, 21]. For therapeutics to be effectively person-centered, it
must involve an awareness and respect for the whole person, whose health is
certainly more than his or her symptoms of illness and past medical history [79].
The unique experiences, goals, and values of each person are assessed and treated in
a person-centered therapeutic alliance, which optimally seeks to promote complete
physical, mental, social, cultural, and spiritual well-being. PCT addresses the needs
of the person (of the totality of the person’s health, both ill and positive aspects),
and is engaged by the person (with clinicians extending themselves as full human
beings), for the person (assisting the fulfillment of the person’s health aspirations
and life project), and with the person (in a respectful and empowering relationship
with the person who consults) [54].

The conditions that promote well-being and recovery from illness involve a set
of common features of health that include hope, empathy, and respect for one’s self
and others [1]. These common characteristics of well-being emerge from a
self-transcendent outlook on life with a sense of participation in the boundless unity
of all things or inseparable connectedness with nature and other people [3, 19].
Self-transcendent outlooks and values are typical of healthy and creative people in
all human cultures [67]. An outlook of separation predisposes a person to feelings
of fear, alienation, and individual pride or shame, thereby predisposing to dissat-
isfaction with life and ill health.

Person-centered care promotes health by providing the experience of an outlook
of unity in the therapeutic alliance, which can later be generalized beyond the
alliance. An outlook of unity fosters well-being by activation of a synergistic spiral
of increasing self-directedness, cooperativeness, and self-transcendence [19–21,
30–32]. Only about 15 % of the variance in treatment outcome is attributable to
specific techniques of different psychotherapeutic schools whereas about 85 % of
the variance in psychotherapy outcomes is explained by common factors shared by
different approaches [47, 50, 51]. What is attributed to the strong placebo effects
observed in most drug or psychotherapy trials is substantially determined by
common psychosocial factors, which can be as large or larger than putatively
specific treatments [51].
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The common factors in all treatments include the patient’s characteristics, the
therapist’s qualities of respect (i.e., prizing, unconditional positive regard, accep-
tance, trust), empathic understanding, and genuineness (i.e., realness, authenticity),
and the quality of the therapeutic alliance between them (shared goals, emotional
engagement, and exchange) [14, 18]. These common factors are characteristic of all
truly healthy interpersonal relationships [73], and are important for maintenance
and recovery of all aspects of well-being, whether physical, mental, or spiritual
[12, 13, 22]. Claims of the evidence for the specificity of particular techniques for
specific disorders are rarely justified because of inadequate assessment of these
common factors [47]. Nevertheless, in research under the auspices of the Anthro-
pedia Foundation, we have found it is essential to go beyond a simple common
factor approach to assess and understand the mechanisms by which a person
changes as a dynamic multistep process involving a spiral of synergistic changes in
functioning, plasticity, and virtue [16, 20, 21, 24–26, 62, 70].

In other words, a clinician’s effectiveness in treatment depends substantially on
his or her attitude toward—and understanding of—the patient. The interpersonal
attitudes of respect, genuineness, and empathic understanding are crucial for the
development of well-being [20, 21, 63]. When physicians rely only on
symptom-based diagnosis and treat patients without respectful exchange in dia-
logue, there are usually high rates of dropout and noncompliance with treatment
prescriptions, as well as high rates of burnout in the physician and stigma in the
patient [20, 21]. A person-centered working alliance is a crucial component of
effective PCT, but it is only one of the three essential components.

19.3 Benefits of a Developmental Perspective

An understanding of how a person’s habits, goals, and values predispose them to
diseases is crucial to motivating a person to take charge of promoting their health
and preventing disease. Even people who were not considering changing their
personality or lifestyle can learn to recognize the connections between their per-
sonality, their activities, and the physical, mental, and social problems they expe-
rience [27, 58].

In order to increase in well-being, a person must give up some of the temporary
advantages that keep a person stuck in a maladaptive or suboptimal rut within the
overall potential of their fitness landscape. Such relative stability of particular
configurations of a complex adaptive system is illustrated in Fig. 19.1. As shown in
Fig. 19.1, in the process of increasing from lower to higher well-being, things get
worse before they get better. For example, a drug addict may resist giving up their
addiction because of the transient pleasure or relief of suffering they experience
when they use drugs, even though their life and health are being destroyed by their
addiction. In order to change their lifestyle, they must clearly recognize the
advantages of a different way of living and must have hope and confidence that they
can succeed. In other words, a person’s self-directedness (i.e., being resourceful,
purposeful, and responsible) and self-efficacy (i.e., confidence that a person will
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succeed in changing their behaviors) are strong predictors of success in lifestyle
change and recovery from illness in both medical disorders (e.g., heart disease,
chronic lung disease, diabetes) [4, 12, 17] and psychiatric disorders (e.g., eating
disorders, addictions, depression) [2, 11, 64]. People can be motivated to change
their life in healthy ways, such as learning to relax and self-regulate stress, exercise
regularly, and eat a healthy diet, if they understand and experience the value in
doing so personally [17], whether their initial intention to do so was weak or
nonexistent [4, 58]. Such change in lifestyle is essential to prevent or reduce the
complications of chronic diseases [23].

Unfortunately, most contemporary medical treatment is focused on relief of
acute symptoms of illness rather than the promotion of health and well-being
[32, 80]. As a result, contemporary medical practice is ineffective in the prevention
and management of chronic diseases, which are common and complex in their
etiology and treatment. Dropout, relapse, and recurrence rates are also high even for
acute illness when treatments are not directed toward promotion of well-being
[20, 21]. Furthermore, impersonal approaches to therapeutics have failed to increase
the average level of physical, emotional, or social well-being in the general pop-
ulation despite substantial advances in technical capacities and health care expen-
diture [19, 54]. Treatments directed at acute symptoms of illness, rather than its
causes, result in temporary relief, frequent relapse and recurrence, and no lasting
improvement in public health [20, 21].

Fig. 19.1 The nonlinear dynamics of well-being
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Together a person-centered working alliance and awakening the motivation to
change one’s life as a valued developmental commitment are substantial predictors
of change, particularly in people who previously had weak intentions for change.
However, if a person has a strong intention to change, there is still much variability
in outcome that is not predicted by the working alliance and/or strength of intention
[35]. Good intentions, even with a supportive working alliance, are insufficient to
account for who will and who will not succeed in improving their health and
well-being, as people all learn when they assess how well they did in keeping
resolutions at New Years.

We learned clearly from longitudinal studies of personality development that it is
difficult to understand the sufficient conditions for predicting who will change
[19, 30]. Most people do not change even when they are intellectually aware that it
would be beneficial to do so [49], a consequence of the nonlinear dynamics of
well-being depicted in Fig. 19.1. What is the energy of activation that allows
well-being to increase is depicted in Fig. 19.1?. What provides the power and
energy that allows some people to develop toward greater well-being while others
remain stuck in suboptimal ruts of ill health in which they are short-lived, unhappy,
and unfulfilled? No one wants to be unhealthy or miserable so what keeps them
from changing their life for the better?

We suggest that the energy of activation comes from increasing in awareness and
enlarging consciousness, which in turn establish a positive feedback cycle of
increasing plasticity, virtue, and healthier functioning. This is illustrated in Fig. 19.2,
which provides a general description of complex adaptive pathway to well-being.
This pathway of interactive components is also called the motor of well-being
because it operates as the driving force to maintain and promote health in each
moment [24–26].

Fig. 19.2 The motor of
well-being: reciprocal
interactions among plasticity,
virtue, and functioning
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19.4 Benefits of Integrative Therapy

The first major clue that helped us recognize the conditions needed for growth in
well-being came from the current public dissatisfaction with current medical
practice, which is often impersonal, specialized to focus on individual organs or
diseases, and reduces the patient to someone who is passive except for having to
follow the directions of the doctor prescribing medications and procedures.

The inadequacies of impersonal therapeutics have led to a widespread and
growing interest in alternative therapies that are more personal, participatory, and
holistic. Evidence-based treatments used by adults for medical conditions are highly
diverse, including physical exercise, diet, sleep hygiene, deep breathing exercises,
muscular relaxation, social engagement, narrative therapy, andmeditation [8, 15, 69].
Such self-regulatory and alternative treatments produce results that are often indis-
tinguishable from more conventional allopathic interventions, suggesting that a
common mechanism is being influenced by complementary pathways [74]. Success
in self-regulation from repeated practice in one type of situation, such as exercises to
monitor and improve posture, monitor mood, or monitor and record eating, consis-
tently leads to greater self-control (i.e., willpower and freedom of will) in other
unpracticed situations, again suggesting a common underlying mechanism, or a
synergistic set of mechanisms of well-being [6, 7, 56].

A second major clue about the sufficient conditions for activating growth in
well-being came from the facts that personality profiles predict all aspects of
well-being (physical, mental, social, and spiritual) [31, 32]. Likewise, all aspects of
well-being vary together when a population is stressed by violence or social inequity
[61]. Thus the three aspects of well-being interact synergistically to promote health so
the neglect of any one of them impedes the healthy development of the whole person
[24–26]. This suggested that the components of well-being are inseparable because
they are activated by a common motor in which plasticity (i.e., the capacity for
adaptive change), virtue (i.e., self-transcendent values that regulate passions and
guide conduct as ameans to a good andwholesome life), and healthy functioning (i.e.,
fulfillment of purpose and meaning) are synergistic mechanisms [24–26]. However,
as mentioned previously, we adopt an existential perspective for all persons in PCM.
That is, we respect the existence of each person as a free and responsible agent
cultivating his or her own development through personal acts of will.

Without plasticity, a person is unwilling or unable to change. Without virtue, a
person is unaware of what goals and values lead to life satisfaction. Without effective
functioning, a person fails to fulfill even the best of their intentions. Each of these
components of well-being exerts influences each of the others, so well-being
develops as a complex adaptive system due to the reciprocal interactions [19].

The predominant direction of influence in the motor of well-being (Fig. 19.2) is
for functioning to increase plasticity, which in turn influences virtue, and then virtue
enhances functioning, so the way to well-being is a virtuous cycle of growth. The
interactions operate, but more weakly, in the other directions. That is, practicing a
particular way of functioning facilitates the development of plasticity for such
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behavior, whereas plasticity has its predominant effect mediated by virtue, rather
than directly on functioning. Increasing plasticity provides the freedom and flexi-
bility for a person to recognize more effective opportunities for healthy functioning,
so plasticity increases virtuous as a means to the good life. Recognition of what is
good and wholesome guides a person’s conduct so that he or she can function in a
healthier way. In other words, in order to grow in well-being, it is necessary to
simultaneously cultivate the willingness and ability to change, evaluate, and reg-
ulate what behaviors lead to what we value, and to function in ways consistent with
our goals and values.

Consequently, all the components of well-being depend on the development of
character [31, 32]. Character is what we make of ourselves intentionally and is
measured in terms of our goals and values, which allow us to regulate our irrational
emotional drives (i.e., temperament) [28, 29]. Without character strengths, a person
is limited in responsibility, empathy, and freedom of will, functioning as a slave to
fears, excessive desires, vanity, and/or shame.

It is useful to consider some specific examples of physical, mental, and social
components of well-being to better illustrate the functioning of the motor of
well-being. Since growth in well-being is a developmental process, it is convenient
to take examples that have been described in prior theoretical and empirical work
on personality development from another perspective to see how we can enrich our
understanding of them as a complex adaptive system (see Table 19.1). Remember
that each of the components of the motor of well-being (Fig. 19.2) also has
physical, mental, and social subcomponents and these interact in all possible
combinations, giving nine subcomponents. It is beyond the scope of this paper to
discuss all nine subcomponents of plasticity, of virtue, and of functioning, but the
three that are fully physical, mental, and social–existential are described briefly in
Table 19.1 to illustrate the scope of PCT.

It is well recognized that stage theories of psychological development like those
of Freud [37] and Erikson [78] are not really linear, so there is a clear need for their
refinement as nonlinear dynamic systems [19, 46, 68]. Table 19.1 provides a
description of nine of the twenty-seven subcomponents of the motor of well-being.
It describes sets of interacting subcomponents (a component of plasticity, a com-
ponent of virtue, and a component of functioning).

Table 19.1 Dynamic elements of physical, mental, and spiritual components of well-being
(adapted from Erikson and Vailliant’s empirical descriptions)

Aspect of
well-being

Plasticity Virtue Function

Physical Vigor versus frailty/fatigue Industry versus
apathy

Competence versus
inferiority

Mental Conflict resolution versus poor
executive attention

Fairness versus
injustice

Intimacy versus
isolation

Social–
existential

Free will versus entrenchment Wisdom versus
control

Creativity versus
tradition
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Vigor, industry, and competence interact with each other to contribute to
physical well-being. Conflict resolution, fairness, and intimacy interact to contribute
to mental well-being. Freedom of will, wisdom, and creativity interact to contribute
to spiritual well-being. Note that competence, intimacy, and creativity are com-
ponents of healthy functioning, much as described in longitudinal studies of the
development of psychosocial functioning [68, 78]. Competence is success in
accomplishing adaptive skills needed in daily life, as is prominent in what Freud
called the latency period of 6–11 years of age. Intimacy is the social intelligence to
be empathic and self-accepting to enable a person to form lasting intimate rela-
tionships and social alliances with others; this requires responsible and principled
actions as well as empathy and sharing, as normally develops in early adulthood.
Creativity involves original, adaptive, and beneficial innovation rather than being
entrenched in traditional and conventional ways of functioning [27, 71].

Industry, fairness/justice, and wisdom are related virtues (i.e., self-transcendent
values). Industry refers to the aspect of virtue that leads to satisfaction and cheer-
fulness connected with working hard and being diligent. Fairness or justice is the
aspect of virtue that finds satisfaction with consideration of the dignity of others,
which motivates equitable treatment of all people. Wisdom is consciousness of
freedom of will, which motivates the realization of that freedom in the creative
advance of civilization as a harmonious conscious component of the universal unity
of being as a whole. This form of wisdom could be called holiness and is distin-
guished from prudence, which is practical wisdom.

The corresponding plasticities (i.e., capacities for adaptive change) are vigor,
conflict resolution (executive attention), and freedom of will. It is important to
distinguish these components in a systematic way because they require different
interventions. Furthermore, people differ in their profile of strengths and weak-
nesses for these components that promote well-being, so a person-centered inter-
vention must take these differences into account. Average effects of interventions
are likely to be weak and inconsistent when the unique profiles of plasticities,
virtues, and functioning of each person are not taken into account.

19.5 Empirical Evidence About Activating the Motor
of Well-Being

Evidence-based treatments used by adults for medical conditions are highly diverse,
including physical exercise, diet, sleep hygiene, deep breathing exercises, muscular
relaxation, guided imagery, and meditation [8, 9, 15, 69]. Diverse therapeutic tech-
niques influence health and personality development in ways that are largely indis-
tinguishable from one another or from effective allopathic treatments, suggesting that
there is a final common pathway to well-being [74].

Evidence-based interventions may be physical–behavioral (e.g., diet, regular
physical exercise, deep breathing exercises, heart-rate-variability biofeedback, behav-
ioral conditioning), emotional–cognitive (e.g., emotional self-regulation, nonviolent
emotional communication, empathy training, attention training, mindfulness-based
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cognitive therapy), or social–existential (e.g., social engagement, narrative therapy,
meditation). When applied separately such interventions have weak and inconsistent
effects, but when combined together in an appropriately coordinated way, they interact
synergistically to produce strong and consistent improvements [27].

It is beyond the scope of this paper to detail all the evidence for all the com-
ponents of the motor of well-being. It is sufficient here to consider one component
in detail as an illustrative example. We will take the first component in Table 19.1
as our example—the plasticity vigor, which is described as fatigue or fatigability in
states of ill-being (i.e., when there is a lack of vigor). Vigor is a major component of
physical vitality and is measured as the presence of strength, enthusiasm, and
energy. If a person is highly vigorous, he or she feels full of energy and ready to
work with enthusiasm and strength, whereas if vigor is low, they complain of
fatigue, lack of enthusiasm, and low exercise tolerance [5]. The plasticity of low
vigor is also described as the syndrome of “frailty,” i.e., a vulnerability to adverse
outcomes associated with being weak, fatigued, and fragile from dysfunction in
multiple physiological systems [38, 39]. There are many randomized controlled
trials using reliable measures of vigor and frailty that have evaluated a wide range
of interventions to promote vigor and vitality along with reducing frailty and fatigue
(see Table 19.2), which is a common adverse feature of many common chronic
disease states, such as cancer, cardiovascular disease, chronic lung disease, dia-
betes, arthritis, and depression.

Empirical research shows that there are diverse treatments that reduce fatigue
and promote vigor, but that the individual interventions have inconsistent benefits
and overall weak effects sizes (0.2–0.3) [9]. The evidence-supported treatments for
this individual physical plasticity are once again ternary in range (see Table 19.2).

Table 19.2 Evidence-supported treatments for physical, mental, and spiritual components of the
plasticity vigor (versus frailty)

Type of
intervention

Interventions for vigor
versus frailty

Supporting evidence

Physical–
behavioral

Physical exercise USDHHS [77], Giannuzzi et al. [41], Strong et al. [72],
O’Connor and Puetz [59], Martinson et al. [53], Marks
and Landaira [52]

Nutrition education Boyle et al. [10] and Nigg et al. [58]

Sleep hygiene Bower [9], Finnegan-John et al. [34] and Jain et al. [45]

Emotional–
cognitive

Stress reduction Kangas et al. [48]

Cognitive therapy Bower [9] and Montgomery et al. [55]

Mind–body awareness Horton [44], Trombetti et al. [76] and Bower [9]

Social–
existential

Social engagement Sabbath et al. [66] and Naylor et al. [57]

Narrative therapy Goncalves and Stiles [42, 43]

Meditation Perez-De-Albeniz and Holmes [60] and Fjorback et al.
[36]
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The effective treatments include physical–behavioral interventions (e.g., sleep
hygiene, nutrition education, and regular physical exercise), as would be expected
for physical vigor. In addition, effective treatments include emotional–cognitive
interventions, such as stress reduction, cognitive behavioral therapy with and
without mindfulness, and exercises to promote mind–body awareness and coordi-
nation using combinations of music and dance. The effective means to promote
vigor also include social–existential interventions, including social engagement,
narrative therapy to find more meaning in activities, and meditation, which has
psychological, social, and physiological benefits (see Table 19.2).

For example, consider the treatment of a 49-year-old women presenting with a
chief complaint of chronic fatigue for the past 6months. Described herself as usually a
high-functioning person until the past year, when unrefreshing sleep, fatigue, head-
aches, and pain in her head, stomach, and back began to interfere with her work and
other daily activities. Personality assessment revealed that she had a cautious tem-
perament (i.e., very high Harm Avoidance, low Novelty Seeking, and high Reward
Dependence), so she had difficulty dealing with rejection and was easily stressed. She
was also high in Persistence (i.e., shewas a perfectionist), and low in Self-directedness
and average in Cooperativeness and Self-transcendence. This personality profile is
typical of individuals with somatizing disorders, such as Chronic Fatigue Syndrome
and/or Fibromyalgia [33, 40]. The personality profile suggested that the patient was
vulnerable to stress from rejection and tended to become socially isolated, anxious,
and depressed, and then to slip into a cycle of increasing social isolation, poor sleep,
fatigue, and bodily distress. She had high standards for herself and tended to be
harshly critical of her mistakes, particularly when she did not perform to the level of
her unreasonably high expectations of herself. In order to improve the patient’s
well-being, we discussed her goals, which include reducing the symptoms of her
chronic fatigue syndrome, and also helping her to increase in self-directedness and
positive emotions. To do this we discussed the relationship of her somatic symptoms
to her personality, particularly her tendency toward social isolation as a result of her
rejection sensitivity.We also discussed that the possibility of her becoming better able
to regulate her emotions and cultivate greater self-directedness. To promote
self-directedness, she decided to start well-being coaching to encourage her to exer-
cise regularly to gain in vigor and to experience the self-confidence that comes from
setting and accomplishing SMART goals [24–27]. She acquired skills in relaxation
and mindfulness, additional evidence-based interventions for vigor (Table 19.2). Her
understanding of herselfwas promoted through humanistic dialogue, and she began to
gain self-confidence so that she could be more socially engaged in community
activities. After several months of coaching, she was actively engaged in daily social
and physical activities in addition to having a regular mindfulness practice, thereby
addressing her physical, mental, and social needs in ways that were meaningful to her
in an existential sense. Her chronic fatigue remitted as she cultivated a healthy, happy,
and meaningful narrative for her life.

These observations illustrate the structure of the interdependent components of
the developmental pathway to well-being. Physical activity, cognitive therapy, or
social engagement alone would be insufficient to permit the example of our patient
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with CFS develop a happy life. It was all three types of interventions acting in
synergy that promoted her well-being.

19.6 Conclusions

The promotion of well-being must usually begin by a person recognizing what brings
them health and lasting satisfaction, or they would not be motivated to change. Dia-
logue about a person’s self-description of their personality traits allows reflection and
contemplation of any discrepancy between how to live well and how a person is
currently living. Humanistic dialogue is the foundation for developing shared goals in
a therapeutic alliance that will lead to well-being [65, 75, 80]. Dialogue about the way
the components of personality interact to produce illness or health is what makes the
therapeutic encounter truly person-centered and often initiates a process of rapid
spontaneous change [80]. Such reflection on the relations between personality and
health automatically activates synergy among a person’s way of functioning, plas-
ticity, and virtue, as we have initially described elsewhere [24–26].

Most people have a spontaneous need to be self-actualizing, that is, to become a
fully functioning human being [19, 63, 65]. However, different people may be
receptive and responsive to different treatments depending on their genetics, life
experiences, personality, and current resources, and circumstances. The
evidence-based treatments used by adults for medical conditions are highly diverse,
including physical exercise, diet, sleep hygiene, deep breathing exercises, muscular
relaxation, social engagement, narrative therapy, and meditation. Such alternative
treatments produce results that are often indistinguishable from one another and
from more conventional allopathic interventions when they are effective, suggesting
that operation of a synergistic set of mechanisms, or that a common mechanism is
being influenced by complementary pathways. However, different people often
respond to different treatments, so that the average responses to evidence-based
treatments do not tell us how to treat any particular person who comes to a
physician, mental health counselor, or coach for help.

What a person needs and wants to change must be tailored skillfully to their
individual needs using PCT [32, 54]. Each person must be respected as a free and
responsible agent who cultivates his or her own path of development with the
guidance they seek, no more and hopefully no less. As a result, effective PCT is
based on describing and understanding the personalities of the people involved in
any therapeutic encounter as soon as possible while preserving the continuity of a
person’s identity with respect and compassion.

Person-centered care promotes a feeling of connectedness with an interpersonal
outlook of unity, which in turn promotes attitudes of hope, empathy, and respect.
Such shifts in outlook facilitate the development of healthier functioning, plasticity,
and virtue, which appear to be the common set of self-actualizing mechanisms that
consistently promote well-being.
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20Person-Centered Sociotherapy

Barbara Probst, PhD, LCSW

20.1 Introduction: The Role of Sociotherapy

The term “sociotherapy” refers to interventions that emphasize modification of the
environment, including improvement in interpersonal relationships, as a means of
alleviating distress and facilitating wellbeing. Sociotherapy focuses on the social
dimension of human experience rather than the biological or psychological. While it
is impossible to isolate these dimensions since each affects and is affected by the
others, one or another dimension often dominates in clinical practice depending on
individual training and preference, agency mission, historical era, and prevailing
paradigm.

In the contemporary US, a biological approach is rapidly gaining ground, domi-
nating both research funding and reimbursement for services; an endeavor is even
underway, funded by the National Institute of Mental Health, to identify the neuro-
biological underpinnings of mental disorder “from genes to neural circuits,” with the
aim of developing a more “scientific” way to explain and categorize human dys-
function (http://www.nimh.nih.gov/research-priorities/rdoc/index.shtml). In previ-
ous eras, the psychological dimension has been central. Beginning with Freud and
continuing for much of the twentieth century, the roots of dysfunction were believed
to lie in internal conflict or early traumatic experience. It was not a matter of brain, but
of psyche. The mechanism of change was in the individual whose personal insight
and intrapsychic efforts were the keys to enhanced wellbeing.

In contrast, social work has traditionally highlighted the role of environment—
the complex interaction of culture, social networks, relationships, and socioeco-
nomic position. In her seminal book Social Diagnosis (1917), Richmond [20], often

B. Probst, PhD, LCSW (&)
Smith College, School for Social Work, Lilly Hall, Northampton, MA 01063, USA
e-mail: bprobst@smith.edu

© Springer International Publishing Switzerland 2016
J.E. Mezzich et al. (eds.), Person Centered Psychiatry,
DOI 10.1007/978-3-319-39724-5_20

263

http://www.nimh.nih.gov/research-priorities/rdoc/index.shtml


cited as the founder of social work, emphasized the need to understand people
within their environments and to intervene at points of interface. A split soon arose
in the profession, with some viewing human suffering as stemming from internal
difficulty, indicating psychological intervention, and others viewing it as stemming
from problems in living, indicating ecological intervention.

In a radical departure from the community reformist approach of Jane Addams
and other social work pioneers, Mary Jarrett, in her 1919 speech to the National
Conference of Social Work, proposed that internal factors were just as legitimate a
focus of social work as external ones. The idea was quickly embraced by many
social workers eager for the enhanced status that seemed to accompany a psy-
chological orientation. These new psychiatric methods seemed more advanced
since “even when caseworkers were able to successfully manipulate their clients’
environments, their clients frequently continued to remain unhappy and malad-
justed” [1, p. 90]. Freudian theory seemed to provide the missing answer. Rich-
mond’s formulation that growth occurs through adjustment between person and
environment was rapidly eclipsed by psychoanalytic theory that emphasized forces
within the psyche, shifting social work’s focus away from its historic
person-in-environment framework [14]. Environmental manipulation was replaced
by exploration of the unconscious.

In the decades that followed, internal processes became the focus of work, and it
was not unusual for a social work client to receive no environmental intervention at
all. Hollis and Woods [13] even advised that, for many, intervening in the envi-
ronment would be counter-productive of psychotherapeutic aims. “Environmental
manipulation practiced unnecessarily can undermine treatment and can have a
negative effect upon the client’s self-esteem and autonomy” [1, p. 95]. Improving the
environment would, in other words, simply mask the underlying psychopathology
and deprive an individual of the opportunity for the internal change that was actually
needed.

In a similar way, the current emphasis on neurobiology—the idea that defective
“wiring” or neurotransmission is the cause of mental disorder—has deflected
attention away from the role of context in the genesis of disorder. For many social
workers, this represents a disturbing movement to trivialize the impact of trauma,
abuse, oppression, and the benefits that can ensue from changes in a person’s
environment. As Kirk [15] comments, the biomedical paradigm “directly dimin-
ishes the importance of the social environment as both contributing cause and
element of treatment” (p. 10).

It is not a matter of deciding which dimension is most critical—as if there were a
fundamental competition among paradigms—so much as it is a matter of ensuring
that no important dimension is omitted; the relative significance of biological,
psychological, and sociological factors varies from individual to individual, and all
need to be considered. That is the rationale behind multiaxial systems of assessment
such as the one utilized in the third and fourth editions of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) prior to its abandonment in DSM-5
[18]. Unfortunately, it is the social aspect that is most often overlooked when
developing interventions. Perhaps that is because it seems easier (and less
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expensive) to offer psychotherapy and pharmacology than it is to change a person’s
environment.

Sociotherapy focuses on life context and social relationships as the agents of
change, rather than directly addressing internal conflict, erroneous cognitions, or
maladaptive emotional responses. Instead of beginning with internal change,
assumed to eventually manifest as improved external functioning, the direction of
influence is reversed. A person’s daily living environment is both the arena and the
instrument of intervention. “Sociotherapy differs from psychotherapy in the sense
that sociotherapy therapeutically uses the milieu… as a model that confronts a
patient with his ‘outside world.’ This is the opposite of confronting a patient with
his ‘inside world’ during psychotherapy” [21, p. 101].

20.2 Theoretical Basis: Person-in-Environment

Sociotherapy principles strongly echo the notion of person-in-environment that has
been the hallmark of social work’s approach to alleviating human suffering [9, 17].

The person-in-environment approach views the individual and his or her multiple envi-
ronments as a dynamic, interactive system, in which each component simultaneously affects
and is affected by the other. It views the individual and his or her environments as forming
an ecosystem, consisting of the individual, all the systems with which the individual has
reciprocal relationships, the wider environment in which the individual acts, and all the
mutual interrelationships that occur between the individual and the various subsystems
[27, p. 65].

“Human behavior and the social environment” is, in fact, the first course social
work students take, introducing the core principles of mutual interaction between
people and their environments and the need to intervene at multiple levels. The
professional definition adopted by the International Federation of Social Workers
reflects this orientation. “Utilizing theories of human behavior and social systems,
social work intervenes at the points where people interact with their environments”
[12, p. 411]. The idea of multiple environments is key, since each person exists
within concentric, overlapping, and sometimes incompatible contexts, each with
norms, roles, and patterns of interaction.

“The person-in-situation perspective has underpinned social work practice since
its inception, and it has served us well. There is not a contemporary theory of
personality that does not take the effects of the social environment into account”
[11, pp. 11–12]. It is the defining base from which the profession has steadily
evolved [14], the “conceptual umbrella” beneath which all clinical social work
takes place [17]. As far back as 1976, the Registry of Clinical Social Workers
clearly stated: “Clinicians must understand that their clients’ personal problems
often reflect broader social realities and not only their intrapsychic and relational
dynamics” [10, p. 18]. For this reason, social workers are careful to note that what is
called “mental” disorder may, in fact, be the result of environmental stress (hard-
ship, trauma, cumulative disadvantage) that exceeds an individual’s capacity to
cope; it may even be a “normal” response to an abnormal environment. Since the
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cause of dysfunction is (at least partly) environmental, intervention also needs to be
(at least partly) environmental. That might mean expanding access to resources in
the person’s family and community, and/or reducing harmful influences.

The idea that human development and behavior are shaped by multiple, nested,
and interacting environments was first articulated by developmental psychologist
Bronfenbrenner [2, 3] whose ecological systems theory has been applied across
professional domains from psychology to education. Bronfenbrenner proposed five
layers of environment, each embedded in the next: the first four represent
increasingly inclusive levels of socio-cultural influence; the fifth represents the
evolution of these systems over time and is reflected in differences between his-
torical cohorts. Similarly, Germain and Gitterman [8], architects of the
person-in-environment perspective in social work, conceptualized environment as
interwoven layers of social and physical context. From this perspective, all prob-
lems, even if related to internal disorder, exist and need to be viewed in transac-
tional or adaptive terms; the onus for change, like the source of a problem, does not
rest solely on the client’s psyche. Identity is social identity, and finding one’s place
through socialization and affiliation is an essential part of healthy development.

At the same time, the ecological approach is not a practice model and does not
offer any guidelines for clinical decisions [17, 10]. A perspective rather than a
theory, it does not provide an explanatory model for why or how person and envi-
ronment affect each other [25]—a set of mechanisms or pathways through which
specific elements of the environment affect specific aspects of human functioning
and development. “Although the ecological and systems perspectives have helped
social workers orient themselves to environmental factors influencing clients’ lives,
the abstract nature of these perspectives may fail to promote practitioners’ under-
standing of the precise activities and experiences required for change to occur”
[5, p. 68].

Interestingly, Bronfenbrenner proposed a research agenda more than three
decades ago to investigate the impact of specific ecological elements on human
behavior. He proposed a series of “rigorously designed experiments, both natu-
ralistic and contrived”—i.e., by random assignment to experimental groups or by
studying naturally occurring groups that differed along dimensions of interest—to
explore the diverse relationships between person and environment. “Systematic
contrast between two or more environmental systems or their structural compo-
nents, with a careful attempt to control other sources of influence” [2, p. 517] could,
he believed, illuminate the role of environmental elements in both normal and
disordered development.

Bronfenbrenner’s agenda was never carried out. Clearly, there are ethical and
practical difficulties in trying to isolate features of the environment in order to test
hypotheses. Establishing theoretical connections is complicated further by the fact
that different causes can lead to the same effect. As Wakefield [26] pointed out, a
symptom can be a result of a “true” mental dysfunction in the neurobiological sense
or an attempt to cope with an adverse environment. The only way to establish
causality would be, as Bronfenbrenner implies, to undertake a prospective controlled
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experiment. Alternatively, causality could be inferred retrospectively by comparing
the results of interventions based on different mechanisms of change. If, for example,
the depressive symptoms of homebound seniors who received sociotherapy
improved significantly more than the symptoms of an equivalent group who received
cognitive psychotherapy, it might be inferred that social isolation was a more sig-
nificant contributor to their depression than erroneous thinking.

Logical as this sounds, it is a bit misleading. To say that social isolation was the
“cause” of depression because social contact—its inverse—is the “cure” would be
like declaring that because aspirin relieves a headache, the headache must have
been caused by a lack of aspirin. The causal chain cannot be established retro-
spectively. In addition, there may be mediating factors. For example, the source of
depression might not lie in social isolation itself but in its effect on areas of the brain
associated with sound, touch, and other sensory stimuli.

Wilkins [28] argues that sociotherapy can mitigate or even prevent the effects of
negative environmental conditions that lead to emotional distress and impaired
mental health. Certainly, the likelihood of mental disorder tends to be higher for
those who have experienced deficient or dysfunctional environmental conditions
such as abuse, neglect, poverty, or oppression. Wilkins also points to a decline in
community and mutual support, with a corresponding reduction in the sense of
affiliation, participation, and care for the wellbeing of the group. To reduce the risk
of mental disorder, the process needs to be reversed.

Sociotherapy makes sense as a general strategy, although how specific inter-
ventions are selected remains unclear. It is one thing to say that intervening into the
environment is helpful. It is another to demonstrate through what channels or
mechanisms it is helpful. The question is not whether a client’s living situation and
relationships are important. Scarcely anyone would argue nowadays for
de-contextualized treatment based entirely on introspective talk. Rather, the ques-
tion is why and how ecological factors contribute to a theory of change. Without a
coherent theoretical or empirical basis linking elements of the social environment to
aspects of individual dysfunction and their amelioration, the rationale for socio-
therapy can be challenged as being more of a value position than an empirically
grounded treatment.

20.3 Theoretical Basis: Social Identity and Social
Relationships

Belonging and relating appear to be fundamental human needs; when absent or
distorted, suffering results. The research of Bowlby, Ainsworth, and others who
have studied attachment in infant development confirms this idea; recent scholar-
ship, such as the work of Louis Cozolino on social neuroscience and the biology of
attachment, offers additional support. So too, popular literature proclaims that
human beings are “hard wired” for connection; the profound damage to the
Rumanian orphans who were left alone in their cribs, never cuddled or spoken to, is
further testimony of what happens when human connection is absent.
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The relational dimension of environment has several intertwined aspects. There
is the amount, quality, and consistency of social engagement and support; the
degree to which social roles are thwarted, fulfilled, mutually enriching or, on the
contrary, a source of conflict; and the patterns of interaction and communication
that signal which groups a person belongs to and thereby contribute to social
identity. Social identity, once adopted, is enacted through performance of social
roles and engagement in socially structured relationships. Crossing boundaries,
breaking tabus, isolating oneself, or failing to meet social expectations violate social
identity, often with negative consequences. The loss of important social roles
(though unemployment, the death of loved ones, “aging out,” or macro events such
as political conquest) can be a source of profound distress. Failure to fulfill social
roles in healthy, productive ways can also be a source of distress—to the person, to
others, and to the community. In fact, the P.I.E. or person-in-environment system of
classification [29] uses the concept of social role functioning as the basis for for-
mulating the source and nature of an individual’s dysfunction.

Conversely, strong social networks, positive interactions, and social support
have been identified as predictors of health and wellbeing. A theoretical under-
standing of how these elements contribute to positive outcome remains elusive,
however, in part because they tend to be conflated and viewed as if they are
products of the same underlying mechanism [6]. Challenging this assumption,
Cohen maintains that different social variables influence health through different,
independent pathways. He suggests three distinct social relationship variables—
social integration, social support, and negative interaction—that influence health
outcome through distinct mechanisms and offer specific targets for intervention.
Similarly, Corcoran and Nichols-Casebolt [7] propose a “risk and resilience”
ecological framework of specific risk and protective factors at micro, mezzo, and
macro levels that can provide a scaffold for assessment and intervention. Unlike
Cohen, they emphasize the interactional and cumulative effect of these elements,
rather than considering each in isolation. Risks and protective factors, they main-
tain, “interact to determine an individual’s ability to function adaptively despite
stressful life events” (p. 212), each risk factor exacerbating the others, and each
protective factor increasing the likelihood of other protective factors.

20.4 Principles of Sociotherapy

As a general modality, sociotherapy is person-centered, culturally sensitive,
holistic, individualized, and egalitarian. A sociotherapist does not do something to
the client, but works with the client through mutual encounter and recognition of
shared humanity. The relationship between therapist and client is cooperative,
collaborative, cocreated, and co-experienced [28].
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Sociotherapy principles mesh well with the principles of person-centered psy-
chiatry and person- centered health care. Sociotherapy is holistic, relational,
dynamic, and complex, responsive to the changing needs of multiple interconnected
systems across micro, mezzo, and macro levels. Its ethics also mesh well with the
Social Work Code of Ethics. As Salvador-Carulla et al. [24] note, person-centered
psychiatry is based on “a bio-psycho-socio-cultural understanding of health …
guided by the ethical principle of respect for the autonomy, dignity, and respon-
sibility of each person” (p. 110). Both disciplines embrace collaboration, empow-
erment, context, and nonlinearity. In this holistic vision of
mental-physical-spiritual-relational wellbeing, strength and resilience are just as
important as disorder and dysfunction.

Like all person-centered approaches to care, sociotherapy’s core principles
include democracy, non-directivity, equality, a focus on reality, and an orientation
to building a positive future. Based on these principles, Richter et al. [21] propose
humanist guidelines for developing and implementing a community-wide socio-
therapy project:

• Full communication so all participants can take part in decisions from an
informed basis.

• Shared leadership with collective power and responsibility.
• Continuation of discussion until consensus is reached that includes people at all

levels.
• Social learning by social interaction in the here-and-now.

The Society for the Furtherance of Sociotherapy offers additional principles on
which sociotherapy is based (http://www.pantarhei.org/literat/uksoc01.htm):

• A holistic vision of mankind in which each human being is seen as a somatic,
psychic, social, and spiritual unity.

• A view of the individual as an autonomously functioning creature and, simul-
taneously, a socially interdependent creature.

• Belief that human development occurs through contact with others. Thus,
malfunctioning social systems can create serious obstacles to healthy develop-
ment and wellbeing.

• Acquisition of social skills in vivo through a recovery-based environment. This
can be an important therapeutic instrument through which clients acquire needed
skills that can be transported into other settings.

• Recognition that sometimes a person cannot function within a social system that
is not, in itself, unhealthy. When this occurs, one person can create a situation in
which none of the members the system can function properly. Intervention must
thus occur at the level of both individual and group.

20 Person-Centered Sociotherapy 269

http://www.pantarhei.org/literat/uksoc01.htm


20.5 Sociotherapeutic Methods for Individuals, Groups,
and Communities

A holistic, interactive approach that engages people in situ, sociotherapy can be
utilized at micro, mezzo, and macro levels to address the needs of individuals,
groups, and entire communities. At the individual level, strategies range from
changing the physical living conditions (e.g., getting rid of clutter) to fostering
engagement in activities to develop a latent interest or bolster social skills. A so-
ciotherapist in a nursing home, for example, might try to induce an introverted
resident to take part in social activities, with participation in games and conver-
sation serving as both a tool for intervention and a way to monitor the effects of the
intervention. Sociotherapy has been used in rehabilitation programs for individuals
with severe mental illness and their families; interventions for people with
co-occurring substance use disorder and mental illness; residential and family-
centered dementia care; projects to promote resilience in at-risk youth; and
family-based substance abuse treatment.

Group sociotherapy can be organized around common interests or concerns such
as parenting or bereavement. It can also take place through social networking sites
and internet support groups; this may especially be useful for the homebound or
elderly, providing a means of interaction across geographic distance for extended
family members and individuals with similar challenges. Intervention can also be at
the level of the entire community as residents develop and carry out programs to
improve neighborhood safety, marshal resources, strengthen social networks, and
augment the community’s ability to withstand or rebound from stress [23]. One
such endeavor is the Rwandan Community Based Sociotherapy Program [21]. The
program uses a context- and participant-driven group therapy approach, bringing
community members together for weekly sessions conducted by trained local
leaders to facilitate psychological healing, interpersonal reconciliation, and social
cohesion (http://www.sociotherapy.org/). Sociotherapy has also been applied a
wide range of community-based programs in the arena of public health, as sum-
marized by McLeroy et al. [16] in their typology based on the notion of community
as setting, target, agent, and/or resource for change.

Sociotherapy need not be vast in scope, however. Saleebey [23] points to “the
power of small” found in the “immediate, proximal, often small environments
where people play out much of their lives” (p. 7). Small changes can be powerful.
In the “broken windows” theory, first articulated by Kelling and Wilson in 1982,
windows broken and left broken send a message to neighborhood youth that no one
cares—so why should they? In this context, the impetus to vandalism and crime
does not come from intrapsychic features but from “particular and often seemingly
inconsequential features of the ambient environment” [23, p. 10]. The way to
decrease crime is to repair the windows, clean up the graffiti, and change the
proximal environment in small concrete ways that signal pride and care rather than
shame and indifference.
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Cohen [6] offers several additional suggestions. First, he recommends inter-
vention in natural social networks that can provide a vehicle for sustaining as well
as initiating change. Second, he suggests increasing the potency of social support
within existing networks by improving individual social skills and building stronger
ties to other network members. Third, he recommends strategies to directly reduce
negative interactions. He notes that researchers need to “identify the characteristics
of those who benefit most and least from social integration and support interven-
tions” (p. 682).

Wilkins goes even further, urging not only activities to increase social con-
nectedness but also an active inner practice of forgiveness, gratitude, compassion,
and kindness based on awareness of interdependent human connection. Forgive-
ness, he says, “reduces hurt, anger, stress, anxiety, and depression and … is good
for the heart, as it reduced blood pressure and improves circulation” (p. 247). He
cites the increase in oxytocin during person-centered encounters, which reduces
blood pressure, facilitates healing of wounds, and prevents damage to the cardio-
vascular system (p. 247). There is, in fact, strong empirical support for the notion of
bio-psycho-social wholeness. The health benefits of Mindfulness-Based Stress
Reduction have been well documented, as have the benefits of Forgiveness Therapy
practiced with families of people completing suicide, terminally ill patients, and
survivors of trauma such as incest or domestic violence.

Sociotherapy can also be preventive. Strategies to promote positive social
interaction and mutuality can be implemented before problems arise. Wilkins [28]
notes, by way of comparison, that efforts to promote good nutrition and sanitary
living conditions have saved more lives than the reparative efforts of heart and brain
surgeons. Applying the same principle, he urges policy efforts to promote the
societal conditions that can prevent the need for extensive (and expensive) repar-
ative interventions.

20.6 Empirical Basis: What Is the Evidence?

Overall, the literature on sociotherapy consists of descriptive reports about specific
programs (e.g., [21]) or generic articles on its principles and benefits (e.g., [28, 6]).
Empirical studies that demonstrate actual relationships and pathways are scant, and
thus the research basis for person-in-environment—the explanatory construct on
which sociotherapy is based—remains elusive. Salvador-Carulla et al. [24] make an
eloquent plea for studies that can generate evidence for the various domains of
person-centered care, diagnostic models, and clinical interventions, yet this remains
more of a research agenda than a research achievement.

One reason for this difficulty is that ecological and sociotherapeutic concepts
tend to be used in flexible, nonspecific ways [22], lending credence to Wakefield’s
[25] view that person-in-environment is simply too broad and vague a notion to be
prescriptive.
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This flexibility constitutes one of the construct’s most important beneficial attributes, or
most serious limitations… Either the perspective is so ingrained in social work practice that
there is no need to name it, or that it is much less a guiding perspective than the profession
may claim or believe [22, p. 64].

Several studies have explored professional attitudes toward using environment
as a treatment modality, although that is not the same as exploring the modality’s
effectiveness. Weiss-Gal [27], for example, compared the extent to which envi-
ronment was part of Israeli social workers’ professional ideology with the degree to
which they actually used an environmental approach in their practice. Their findings
pointed to a significant disparity: although person-in-environment was strongly
reflected in respondents’ stated views of the goals and activities of their profession,
it was scarcely evident in their work. In Buchbinder et al.’s [4] study, social
workers were asked how they understood a “psychosocial approach” and how that
affected their practice. Using the metaphor of figure-and-ground to represent a
shifting focus along a continuum, the authors note: “At one extreme are those who
view the psycho as the figure and the social as a blurred ground or as an instrument
to bring the psycho to completion. At the other extreme are those who view the
social as the figure and the psychological as the ground” (p. 537).

In Probst’s [19] study of how clinical social workers understand the notion of
environment, participants embraced a broad definition spanning diverse elements
from political climate and the culture of poverty to life stressors, relational support
or isolation, situational triggers and ruptures, and the overall effects of culture,
geography, and community. Notions of environment included proximal elements
such as family, school/work, and peers as well as large-scale enduring factors such
as ethnicity and socioeconomic class.

Participants identified three benefits of using a person-in-environment approach,
all of which resonate with the principles of person-centered healthcare [24]. First,
viewing a person in context brought a fuller, deeper understanding of how distress
had arisen, what was maintaining it, what tools and supports might be available, and
what the problem meant to the client as an individual rather than a member of a
category. Second, environment provided an alternative lens for conceptualizing a
client’s problem; struggle or dysfunction might be a legitimate reaction to a
pathology-inducing context, rather than the result of internal disorder. Third,
changing the environment might be an important part of the treatment. For most
participants, environment played a more central role in assessment than in inter-
vention. While information about environment contributed directly to understand-
ing the nature and meaning of a client’s problem, it shifted to the background
during the treatment process, providing a context for change but not a mechanism
for change.
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20.7 Implications and Future Directions

Interventions that take place “in the world,” rather than “in the therapist’s office,”
have always been an important part of clinical work. There are countless avenues:
play therapy for young children; peer mentoring and leadership programs for dis-
affected teens; dance, music, and art therapy for people whose natural form of
expression is not verbal; occupational, recreational, and animal-assisted therapy for
people who need to engage through their bodies, to name just a few. What these
examples have in common is the principle that intervening externally can affect
internal wellbeing, rather than assuming that change must first take place inside.

Sometimes both are needed. A strength of sociotherapy lies in its capacity for
integration into any clinical practice. It may be most effective, in fact, as part of an
integrated effort that also addresses psychological factors like cognition, affect
tolerance, and flexibility of coping strategies. This view of sociotherapy as com-
plement rather than replacement for other treatments challenges the more “tradi-
tional” view of sociotherapy as “any treatment emphasizing modification of the
environment and improvement in interpersonal relationships rather than intrapsy-
chic factors” (http://medical-dictionary.thefreedictionary.com/sociotherapy, italics
mine). The use of the phrase rather than implies that the clinician must select one
or the other avenue of change, and that the two approaches can or should be
separated for both research and treatment.

As discussed above, it would be difficult to set up a randomized controlled trial
(RCT) to isolate and measure the independent effects of a sociotherapy intervention
on, for example, persons experiencing social anxiety. Such a design would require
that one group receive supportive or insight-based individual psychotherapy, while
another group receives sociotherapy through a program such as structured social
engagement. Yet it is a false design, based on a false dichotomy. Clients bring
material from their lives to psychotherapists, who often make suggestions about
actions they might take in their outer lives. Similarly, any sociotherapy involving
interpersonal relationships or environmental change is bound to affect thoughts,
perceptions, and emotions.

It is not a matter of environment or psyche, as implied by the words “rather
than,” but of varied emphasis along a continuum. On one end, social policy
advocates focus almost entirely on the environment, believing that improvement in
external conditions will lead to improvement in the quality of individual lives.
Psychoanalysis, on the other hand, focuses almost entirely on internal factors,
believing that self-awareness and resolution of conflict will lead to change in
behavior. Between these two poles is a continuum of approaches that draw on both
psychotherapy and sociotherapy.

An unanswered question is how sociotherapy “works,” assuming that it does.
Treatment that includes outreach into an individual’s living situation and rela-
tionships clearly resonates with person-centered values, but what is the evidence for
its effectiveness? As noted above, demonstrating efficacy through an RCT is
unrealistic, yet theoretical plausibility may offer an alternative approach. It is
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possible, for instance, that after a sociotherapy intervention such as arranging a
family reunion or taking long-delayed art lessons, depressive symptoms might
abate. But why? One possibility is that the reunion or art lessons do not address the
mental health condition directly but, rather, affect an intermediary agent such as
hope or shame, which in turn affects the depression. Thus, the effect of sociotherapy
may pass through a mediating link, in the same way that exercise elevates mood
through the release of endorphins.

It is also possible that sociotherapy does not affect the mental health condition at
all, directly or indirectly, but instead adds something to the totality of the person’s
life and experience, causing the depression to take up “less space;” as a result, there
is less internal preoccupation, less time and energy allocated to negative experience.
By offering an exception to the dominant narrative of unworthiness or hopelessness,
as in Michael White’s narrative therapy or the “Black Swan” proposition, socio-
therapy breaks the stronghold of depressive habits.

Further research is needed to understand the variables that can affect the outcome
of sociotherapeutic approaches such as the timing, scope, and duration of the
intervention in relation to individual factors, such as culture and gender roles, as
well as sociotherapy’s place within a more comprehensive person-centered model
of care. Many avenues of fruitful inquiry lie ahead.

20.8 In Conclusion

As noted above, the contextualized perspective of sociotherapy need not be seen as
a stand-alone approach but, rather, as a valuable addition to any model of clinical
practice. Viewing sociotherapy in this way—i.e., as a nonexclusive complement,
rather than a competitor or substitute for psychotherapy—can help to resolve the
false dichotomy of internal versus external mechanisms of change and locate
sociotherapy solidly within person-centered models of healthcare.
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21Person-Centered Psychiatric
Rehabilitation
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21.1 Introduction

The mental health field has accepted psychiatric rehabilitation as one of the preferred
methods for helping individuals with serious psychiatric disabilities [53, 4, 20].
Nevertheless, it remains less clearly understood or effectively practiced in part due to
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the fact that many types of mental health practitioners, including psychiatric reha-
bilitation practitioners, deliver psychiatric rehabilitation. In addition, relevant
research and conceptual articles appear in a wide range of professional journals. The
term “psychosocial interventions” and “psychiatric rehabilitation” have come mis-
takenly to be used interchangeably, a confusion which has led some researchers to
complain that there is no consistent method to categorize psychosocial treatment [12].
The broad disabilities associated with mental illnesses cannot be addressed with a
single focused intervention alone. Psychiatric rehabilitation is a field, not just a series
of unique interventions or program models. It has a defined set of values, techniques,
program practices, and relevant outcomes developed over the past thirty years (e.g. [4,
16, 46]). In [70], theWorld Health Organization developed a Consensus statement on
the definition “Psychosocial rehabilitation is a process that facilitates the opportunity
for individuals … to reach their optimal level of independent functioning in the
community. It implies both improving individuals; competencies and introducing
environmental changes in order to create a life of the best quality possible for people
who have experienced a mental disorder, who have an impairment of their mental
capacity which produces a certain level of disability… stressing individuals’ choices
on how to live successfully in the community.” (pg2). “Psychosocial” rehabilitation
or “Psychiatric rehabilitation” as a field and a service within a comprehensive mental
health system, is delivered with the overall purpose of contributing to an individual’s
recovery and since its inception has incorporated “person centeredness” as a funda-
mental principle [16, 1].While the actual development of person-centered psychiatric
rehabilitation (PCPR) may have differed somewhat across different countries, most
understand its philosophy, values, and overall techniques similarly [53]. PCPR is the
process of basing the provider–person relationship on the individual’s vision of their
own recovery and promoting their capacity to reach their rehabilitation goals within
that vision. This chapter will describe the context for PCPR and the basic principles
and practices associated with it.

21.2 For Whom is PCPR Designed?

First and foremost, PCPR was designed to serve people with psychiatric disabilities.
Using the term “people with …,” also known as “Person First” language, focuses
PCPR helping individuals with many characteristics, talents, strengths, and inter-
ests––and who also have serious mental illnesses, regain valued roles in society.
PCPR traditionally serves primarily individuals with serious psychiatric disability.
Various definitions of serious psychiatric disability share common elements: a
diagnosis of mental illness, prolonged duration, with functional or role incapacity [7,
34]. Whether the target population is defined using medical, rehabilitation, mental
health, or empirically derived criteria, all definitions coalesce around the description
of a disability that persist over a period of time (usually two or more years), with
resulting functional impairment, that substantially limits one or more major life
activities [28]. For example, some outcome studies have demonstrated that impair-
ment in school or work functioning is a persistent problem for those experiencing
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seriousmental illnesses, either presaging the onset of the psychiatric disability [33, 38]
or present at the time of first diagnosis [62, 50].

Within the group with these characteristics, are many subgroups: people across
different points in the life span, people with co-occurring conditions (e.g. substance
abuse and mental illnesses), people who are homeless, and those from a wide range
of cultural and ethnic backgrounds [4, 10]. As such, those who can use PCPR
services cross diagnostic and demographic categories.

21.3 Recovery and PCPR

The context for individuals with serious mental illnesses has changed considerably
over the past forty years. Whereas, keeping people out of the long-term psychiatric
hospital was considered to be the highest goal of mental health services even up to
1990’s [2, 19], the advent of the notion of recovery changed the focus of mental
health service systems in the United States [47, 58, 59] as well as many other
countries such as England, Scotland, New Zealand, Canada (e.g. [22, 36, 55]). The
empirical basis for recovery for individuals with serious mental illnesses, was first
established during the 1970–1980’s (e.g. [63]), but remarkably did not really impact
the field until the 1990’s. Longitudinal studies carried out between 1972 and 1987
in different countries, had remarkably similar outcomes. One-half–two-thirds of
people with serious mental illnesses, predominantly schizophrenia, showed marked
improvement in terms of variables ranging from symptom reduction to no current
signs and symptoms of any mental illness, no current use of medication, working,
relating well to family, and being integrated into their community [30, 31]. These
early findings were confirmed by a later WHO longitudinal study [32], collecting
data in a fifteen year and twenty-five year follow-up period with fourteen culturally
diverse cohorts, in countries ranging from India, China, Japan, to Poland,
Netherlands, Ireland, Britain, and the U.S. While the results showed heterogeneity
of outcomes, the authors concluded that a significant proportion of those diagnosed
with psychoses showed favorable long-term outcomes consistent with those of the
earlier studies [30, 31, 32].

Typically, therefore, recovery outcomes have included multidimensional vari-
ables ranging from an increase in physical health and wellbeing to gaining or
regaining valued social roles, as well as reducing symptoms [18]. In addition to
objective outcomes such as increased success functioning in a range of life roles
(e.g. worker, student, wife, softball team member, etc.), equally important are
subjective outcomes such as an increased sense of self-worth and empowerment.
These types of outcomes are most central to a person’s recovery from mental
illness. The most cited definition of recovery concludes that recovery is “… a
deeply personal, unique process of changing one’s attitudes, values, feelings, goals,
skills and/or 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” [2].
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In the current emphasis on recovery oriented services, implementing the process
of PCPR has achieved greater prominence because PCPR’s outcomes go beyond
simply supporting adaptation or survival in the community. PCPR can and does
promote a vision of recovery or the achievement of a meaningful life [14, 15],
through its emphasis on gaining or regaining valued roles. The process of PCPR is
designed to help people be successful and satisfied in the living, working, learning,
and social environments of their choice [4, 5]. Rehabilitation operates at the
intersection between the individual, an individual’s personal network, and the wider
social context [6]. Rehabilitation, of any kind (i.e., physical, psychiatric, social,
etc.) is ecological (“person-environment fit”) and specifically targets improving role
performance. The term “psychiatric rehabilitation” reflects the focus of this field on
people with psychiatric disabilities and their improved abilities within their specific
preferred role in the “real” world, using the development of skills and supports as
its primary types of interventions [4, 5]. Without a process committed to supporting
chosen roles and settings, functioning may be improved, but the individual’s vision
of a meaningful life may still not be achieved. Rehabilitation, therefore, works with
social relationships, work, leisure, family life, higher education, and other student
pursuits, using interventions that focus on increasing competencies or skills and
providing environmental supports, rather than focusing on symptoms and pathol-
ogy. It does not deny that symptoms and pathology exist, nor the importance of
intervening to reduce these, however, its own expertise targets the International
Classification of Impairment, Disability, and Handicap (ICIDH) dimensions of
activity, participation, and environment [68], rather than health. In 2003, having
concluded that the mental health system was in fact nonfunctional, U.S. President
George W. Bush’s New Freedom Commission on Mental Health [47] envisioned a
future “when everyone with a mental illness will recover and is helped to live, work,
learn, and participate fully in their communities” strikingly consistent with the role
related outcomes emphasized by PCPR.

21.4 Basic Recovery Values that Guide PCPR

PCPR is a recovery facilitating process rather than simply a method of organizing
staff service delivery. As such, the underlying values that drive a recovery pro-
moting service are integrated into the process of PCPR. While there are many
values cited as important to recovery, at least four are universally recognized as
critical: person orientation, person involvement, self-determination, and hope [15].
These four values together reflect the “person centered” aspect of ‘person centered’
psychiatric rehabilitation.

Person Orientation—Accounts written by individuals with serious psychiatric
disabilities, describe both how appreciative people are when providers express
interest in their strengths and talents and how damaging it is when providers reduce
people to the list of symptoms they have or the label they carry [11, 67]. PCPR
expresses the importance of the value of “person orientation” or seeing the person
holistically, in that it focuses its assessments of physical, emotional, and intellectual

280 M. Farkas et al.



functioning and support on both strengths and deficits. Individuals go through a
process of identifying their own vision of a recovered life with a specific role that
they hope to achieve within it. Their interests shape their perspective on what role
they prefer (e.g. part time worker, college student, tenant, mother with children) and
that role determines which skills and supports are evaluated.

Person Involvement—The fundamental basis for psychiatric rehabilitation
interventions is a commitment to an equal partnership between the provider and the
individual receiving services. Research data suggest that outcomes are better for
people who have an opportunity for meaningful involvement in the planning and
delivery of their services [39]. In recovery oriented services, people with psychiatric
disabilities are partners in the delivery of interventions that promote their recovery.
They bring their expertise about their own recovery process to the table, while
providers bring expertise about interventions. In PCPR, providers use the expertise
of the people being served to decide which components of the PCPR process to
deliver, to decide on goals and types of interventions used. The entire process is
based on the perspective of the person with the disability, with provider skills such
as reflective or active listening, forming the core provider competency needed to
create equal footing in the partnership. Providers function as coaches and teachers
in PCPR rather than as the experts whose role is to solve problems. As such they
teach, coach, and consult to the person with the psychiatric disability about what
s/he needs to know to be able to choose, get, and keep the valued role s/he wants to
achieve.

Choice or Self-Determination—Self-determination and self-choice is the
cornerstone of the process designed to promote an individual’s journey to achieving
their own vision of a meaningful life. The opportunity to choose one’s long-term
goals, the methods to be used to get to those goals, and the individuals or providers
who will assist in the process, are all components of a service acknowledging this
value. PCPR helps individuals determine where and in what role they want to live,
learn, work, or socialize. Beginning rehabilitation with this process helps to
establish the individual’s hopes for a future, rather than beginning with an
assessment of strengths and deficits and then determining a goal that “fits.” Starting
with a choice empowers individuals with serious mental illnesses to take control of
their rehabilitation and ensures that the goals of rehabilitation are indeed related to
their own vision of their recovery. When individuals being served do not have
much experience making important choices in their lives, PCPR helps to arrange
opportunities for people to experience different options and then helps them to
clarify what they learned was important in these options, rather than taking over and
making the choice for the person. Putting the individual receiving services at the
center of care and supporting that person’s autonomy is seen as a basic underlying
premise for the provision of modern healthcare in general [29, 56]. In mental health
services, taking part in decision-making processes have shown a positive impact on
the individual’s capability to reflect on old habits in more constructive ways as well
as to improve psychosocial functioning [41]. Promoting self-determination and
choice does not mean that practitioners have no right to share their opinions and
thoughts in the PCPR process. As Anthony [3] points out, while there are times
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when an individual may have difficulty being the ‘captain of his ship,’ the onus is
on the PCPR practitioner to explain why the person cannot make their own choice
in the moment, rather than operating on the assumption that the person cannot do
so. While there is evidence that has shown that offering choice and shared decision
making is more effective than traditional authoritarian approaches to treatment [48],
the issue of providing choice is less based on empiricism and is important more as a
question of empowering individuals to regain control over their lives, their rights
and citizenship in society [20].

Hope—Hope is the basis for a willingness to change. Having someone believe in
a person, even when s/he do not believe in him or herself, has been identified by
individuals with serious mental illnesses as the critical ingredient in their recovery
[11]. While research has consistently shown that professionals do no better than
random chance in predicting success [4], some staff believe that the people they
serve are “too sick” to recover and that the data on recovery surely refers to types of
clients other than the ones they serve. For example, many mental health profes-
sionals believe that work is too stressful [40, 50], despite abundant evidence to the
contrary [37]. Unfortunately, these providers contribute to the fear of going to work
by focusing on deficits and chronicity, and using professional coercion [49], which
can demoralize and distress even the most resilient person [13]. PCPR increases
hope by first focusing on the roles that reflect the person’s aspirations—rather than
beginning by assessing their limitations and then finding something that fits. This
insistence on a process that helps individuals consider options and choose a role and
setting they prefer, communicates to the person that their dreams are valid and that
the process of PCPR involves helping them to figure out what skills and resources
they have or do not have in relation to achieving their goal. Some individuals of
course have lost their hope, in the years they have spent struggling with the illness,
the accompanying poverty, loss of relationships and opportunities. PCPR
acknowledges these negative realities and uses a systematic approach to help the
person understand where they are currently in relation to considering their future.

21.5 The Process: Values Plus Techniques

PCPR as a process attempts to help people determine the living, education, work,
and social roles they want to reach over the subsequent 6–24 months. Roles chosen
within a period of two years are likely to be concrete enough to motivate the person,
(as compared to long term goals which are closer to a vision than a goal) and far
away enough that the person has improved the opportunity to achieve them. For
example, a goal might be “I intend to live in an apartment with a roommate, in the
Falmouth district of the city by July of 2017.” Some people are not prepared to even
consider setting a goal. Techniques of assessing and developing readiness for
rehabilitation [9, 17] are designed to identify factors that provide obstacles con-
sidering change, with techniques designed to inspire that hope. Some of these
factors include a lack of satisfaction or success in the person’s current situation
(greater dissatisfaction leading to greater willingness to consider a new situation); a
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perception by the individual that change may be possible, bring positive results, and
is manageable for the person to do; a level of awareness about options and an
awareness of personal values and interests. For those who are prepared to set a
goal, providers facilitate the individual’s self-determination by helping the person to
develop the ability to select a role and setting, which they wish to reach or improve
on. For those with little experience in making important choices in their lives,
PCPR arranges for the person to experience a variety of options in order to promote
their ability to identify their criteria for making a choose. Such activities are then
followed by engaging the person in a systematic method of problem solving [8].

After setting a “role goal,” provider assistance is focused on helping people to
identify what they need and what they know how to do well (skills), and what they
have or need to have (support or support resources) in order to achieve these goals.
The relationship in which this occurs emphasizes an equal partnership, a holistic
perspective and hopefulness. For example, the person in the previous goal example
might have the intellectual skill of “Organizing my belongings” (a skill important
when living with a roommate in a small apartment) but not have the emotional skill
of “Resolving conflicts” (a skill equally important to living with a roommate).
Functional assessment, or the evaluation of physical, emotional, and intellectual
skill strengths and deficits are only done in relation to the demands of the preferred
role, rather than being a generic checklist of skills that anyone might need to do
anything (e.g. budgeting, transportation, grooming)—but that might not be helpful
to the specific goal. For example, the Falmouth region of the city might not require
transportation skills if everything the person needs is within walking distance. The
roommate chosen to live in the apartment might not care about the person’s
grooming. Budgeting might only be important to the extent to which the person can
pay rent—budgeting for other items may make no difference. In this way, assess-
ments are kept specific to the goal that has been selected by the person and are
tailored to be manageable for the precise demands of a specific environment.
Therefore, people are helped to develop those unique skills and/or supports
intended to help them to become successful and satisfied in the specific roles they
have selected. Individuals are thus either taught to perform skills they do not have
or supported in overcoming obstacles to using the skills they have, but do not
perform sufficiently well to be successful and satisfied in the selected role. Support
needs are met by either linking people to resources they might not have or helping
to modify existing resources so that they can provide more support. PCPR includes
both techniques to help the person make changes in their environment and tech-
niques that help to modify the environment around the person (e.g. facilitating
changes in laws, attitudes to people with psychiatric disabilities that create barriers
to the person’s achievement of their chosen valued role). In simpler terms, the
PCPR process helps people determine their own goals and then obtain the skills and
environmental support necessary to achieve them [4].

PCPR, as described here, has been studied in empirical studies conducted in the
United States [51, 52, 57] and in a few studies conducted in European countries [27,
61, 64]. More recent studies have also confirmed the efficacy of this approach. For
example, a two-year follow-up study conducted in Sweden followed a group of 71
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clients across a county in Sweden where they were receiving psychiatric rehabili-
tation services. Of these 71 clients, 49 were still being followed at the end of two
years. Results indicated that 65 % of the clients reported that they had mainly or
almost completely achieved their self-formulated rehabilitation goals at the
two-year follow-up. There were significant differences with regard to health,
empowerment, quality of life, and psychosocial functioning for those who reported
that they had mainly/completely achieved their self-formulated rehabilitation goals
compared to those who reported that they only had to a small extent or not at all
reached their goals [60].

From the perspective of the person for whom the service is intended,
person-oriented psychiatric rehabilitation helps people choose their goals, obtain,
and/or maintain them, depending on their needs and willingness [5]. This client
view of the process has been called “Choose-Get-Keep.” A qualitative study [35]
conducted on the experience of the person being served in the two-year follow-up
study focused on a subset of 10 participants who had been in services continuously
for 24 months and were over 18 years of age. Participants responded to open-ended
questions and were encouraged to describe their experiences in their own words.
The analysis of the clients’ experiences resulted in three categories: increased
self-understanding, getting new perspectives, and being in a trusting relationship,
which can be seen as important part of a sense of being connected to oneself and
others. The clients’ expressed experiences of the PCPR approach as an opportunity
to recognize and verbalize their individual goals. The findings show that clients
often do not recognize or are not able to verbalize their personal goals before having
been given the possibility to reflect on their thoughts in collaboration with a trusted
person. The participants’ experiences of being respected as equal individuals and
the importance of getting the necessary resources and insights to be able to make
decisions and set goals according to individual preferences was a strong theme
throughout the interviews. The approach is described by the interviewees as
engaging the person by regularly giving them the opportunity to get their per-
spective reflected and to be able to participate in decision making regarding their
own rehabilitation.

21.6 Developments Within Psychiatry

While the recovery movement and PCPR has become part of overall service
delivery in mental health systems in many countries, particular developments
within psychiatry have strengthened its dissemination internationally. As Mezzich
et al. [43] point out, developments in medicine have currently begun to shift from
an emphasis on disease to a focus on the person. As a result, Person-Centered
Medicine is aimed at promoting health and wellbeing for the total person, incor-
porating their biological, social, psychological, cultural, and spiritual dimensions.
Paralleling the international movements in recovery and rehabilitation [14, 15],
international consensus around Person-Centered Medicine [42], includes the per-
spective that the individual is the expert on his/her own life, implementing his/her
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own ‘life project.’ Person-Centered Medicine considers not only ill health but also
positive health, pays much attention to strengths and protective factors and pro-
motes wellbeing and wellness in the process of recovery [45, 66]. This compre-
hensive view of the person has led, for example, to the development of the
Person-Centered Integrated Diagnostic Model, which proposes a focus on the
whole person in context, as the center and goal of clinical care and public health,
encouraging a more flexible and conversational style of communication in health
care [54].

In Eastern Europe, health has been described as the person’s subjective expe-
rience of successful adaptation to their personal environment, based on their mental
and physical capacity [21]. A person’s functioning is viewed to be the balance
between their adaptation and their lack of adaptation. “Disadaptation” leads to
functional failures in one or more domains: biological, psychological, social (be-
havioral), and spiritual. Developments based on the notion of adaptation and dis-
adaptation and a focus on strengths and protective factors have broadened the work
of Person-Centered Medicine to include the development of rehabilitation processes
for individuals with various mental and somatic disorders such as dementia, stroke,
and traumatic brain injury, children with special needs, chronic pain, adult learning
disabilities, maternity, anxiety and depressive disorders, and age-related changes.
These processes are increasingly using techniques beyond the usual verbal or
behavioral interventions, to incorporate elements such as dance and the healing
environment of sensory rooms with additional external therapeutic stimuli aimed at
strengthening the effectiveness of the more common rehabilitation interventions
[24, 25, 26]. Interventions such as the Expressive Therapies, help to integrate
support for individuals by expanding the focus of interventions to include ways of
reaching the person through comprehensive avenues—intellectual, emotional, and
their physical expression [23].

As early as 2002, the WHO reported on the alarming impact of mental illnesses
around the world, including as a result of stigma and discrimination [69]. In Latin
America, the focus on Person-Centered Psychiatry has come to also include a focus
on social justice issues such as stigma and discrimination—a topic of great
importance globally. An Argentinian organization, for example, “Fundacion Con-
tener” was created to protect the rights of individuals with mental illnesses and to
fight stigma and discrimination, believing that “Revolutions take place when the
so-called ‘problem people’ become people who solve their own problems.” This
organization joined others in the Buenos Aires Declaration of 2014 on
Person-Centered Medicine [44, 65] to affirm the need to: focus research, advocacy,
funding of mental health services (at least to the level of funding for physical
health), toward the integration of persons with mental health disorders into society,
providing opportunities for occupational rehabilitation, diminishing stigma and
discrimination, and safeguarding the human rights including individuals with
mental illnesses.
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21.7 Conclusion

Recent international developments in Medicine support PCPR and the importance
of recovery for individuals with serious mental illnesses. The generalization of
PCPR to populations other than individuals with serious mental illnesses or psy-
chiatric disabilities provides more evidence of the importance of the basic ideas of
this approach. Person-centered psychiatric rehabilitation is an approach to helping
individuals with serious psychiatric disabilities, among other issues, to choose, get,
and keep their preferred role in society. Using a wide variety of tools and possible
perspectives and strategies to increase activity and participation or disability and
handicap, it contributes to the person’s recovery journey, helping the individual
move toward a unique vision of a meaningful life.
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22.1 Introduction

Prevention of illness and Promotion of health have been popular concepts since
ancient times. It is noteworthy that the ancient Greeks worshipped primarily
Hygieia (the goddess of Preventive Medicine) and secondarily Panacea (the god-
dess of therapeutic medicine) as exemplified in the Hippocratic Oath where Hygieia
is mentioned first and Panacea follows [25]. In later times, the focus changed
toward therapeutic medicine but more recently we have seen a revival of attention
to preventive medicine and health promotion.
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Health promotion is associated with general, mainly socioeconomic measures,
not necessarily linked with the health sector, with public health measures and on an
individual level with the implementation of concepts and actions like positive
health, empowerment, resilience, self-help, holism, recovery, salutogenesis, etc.
that focus on reinforcing the capacity of the individual to remain healthy and create
health. Within this framework the person-centered approach and the people-
centered approach occupy a cardinal position [16].

The conceptual confluence of Person-centered Medicine and Preventive Psy-
chiatry (mental illness prevention and mental health promotion) has been examined
in detail elsewhere in this volume [18].

There are many similarities between illness prevention and health promotion
but there is a basic difference and this is that the key target in prevention is illness
whilst the key target in promotion is health. Prevention’s aim is to avoid illness
whilst the aim of promotion is to enhance health.

22.2 Health

A conceptual review of health reveals that this concept is not as clear as would be
expected and so are the ways to advance it.

In ancient Greece, before the fifth century BC, health was considered as a divine
gift and illness as punishment. It was Hippocrates (c 460–377 BC) who reversed
this conception and advocated medical reasons as responsible for even the “sacred
disease” (epilepsy). Such a formulation required a lot of courage at that time.

The concept of health was originally associated with soundness of the body [21].
The inclusion of “wellbeing” is a more recent addition and has been criticized on
the basis of its corresponding more to happiness than health [45]. Yet, this defi-
nition is more consonant with the concept of mental health promotion and positive
mental health and as such it is most welcome, specially by the mental health
community.

The WHO definition of Health is the most typical paradigm of inclusion of
wellbeing in the concept of health (“health is a state of complete, physical mental
and social wellbeing and not merely the absence of disease or infirmity”) [51]. It is
important to note that although this definition appeared as early as 1948 yet it is
very up to date and in line with the modern ideas of what health should stand for.

As expected, there have been many criticisms and one of the valid ones is that
the word “complete” “makes it unlikely that anyone would be healthy for a rea-
sonable period of time” [4].

Among the other definitions of health, reported in detail elsewhere [15] the
Australian Aboriginal concept of health is noteworthy because it incorporates the
social dimension (“health does not refer solely to the physical wellbeing of the
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individual but also to the social, emotional, spiritual and cultural wellbeing of the
whole community”) [36].

22.3 Mental Health

There are various definitions of mental health. The statistical criterion and the
nosological criterion are no longer valid and it is generally believed that absence of
mental illness is not a sufficient criterion to define mental health.

Mental health has been conceptualized as a positive emotion (affect), such as
feelings of happiness; as a personality trait inclusive of the psychological resources
of self-esteem and mastery; and as resilience, which is the capacity to cope with
adversity [30].

Positive mental health has been defined as “a state of well-being in which the
individual realizes his or her own abilities, can cope with the normal stresses of life,
can work productively and fruitfully and is able to make a contribution to his or her
community” (cited in [24]).

Wellbeing, salutogenic factors, resilience (coping with adversity), and quality of
life are all components of positive mental health. Quality of life is defined by the
WHO as “an individual’s perception of his/her position in life in the context of the
culture and value systems in which he/she lives and in relation to the goals,
expectations, standards and concerns” [55]. Recovery (reinforcing the strengths of a
person even if this person suffers from serious psychopathology) is an important
part of positive mental health. Mental capital (the cognitive and emotional resources
of a person) [7] is a useful concept that can help in the evaluation and promotion of
positive mental health.

22.4 Health Promotion

Health promotion is defined as action and advocacy to address the full range of
potentially modifiable determinants of health [52].

22.4.1 Antecedents of Health Promotion
from a Person-Centered Perspective

As pointed out by Schmolke [46] Aaron Antonovsky’s concept of Salutogenesis [3]
may be considered as an antecedent of health promotion. Salutogenesis is a concept
closely related to the person-centered perspective. More specifically, the search for
the total history of the person and not just his/her illness and the emphasis on active
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adaptation to one’s environment are practices very much akin to those advocated by
the person-centered perspective.

Yet another antecedent of health promotion that is also linked with
person-centeredmental health is the concept of alliance with the patient’s healthy Ego
parts advocated by Günter Ammon’s [1] Dynamic Psychiatry. Strengthening the
healthy aspects in patients and integrating positive health into clinical psychiatry are
important elements in dynamic psychiatry as well as in person-centered psychiatry.

22.4.2 Mental Health Promotion

Mental health promotion covers a variety of strategies aimed at having a positive
effect on mental health. Among them are the encouragement of individual resources
and skills as well as improvements in the socioeconomic environment [53].

22.4.3 Targets

Three target areas have been identified with reference to mental health promotion,
the following:

• Personal target area
Ability to deal with one’s internal psychological world, like thoughts, feelings,
resilience, etc. [31].

• Social target area
Ability to deal with the social environment [10, 35].

• Environmental target area
Ability to deal with and help in creating healthy communities [35].

Any action that is taken to protect and promote mental health or any action not
taken for this purpose but resulting in it can be part of mental health promotion [10].

Socio-political activities, such as reduction of unemployment (especially in view
of its association with suicide), improvement of schooling, reduction of discrimi-
nation, prevention of conflicts, and effective management of economic crises are
indeed measures that serve mental health promotion and such is also the case with
the protection of civil, economic, social, political and cultural rights of the people.
Mental health promotion is also strongly associated with concepts like “recovery,”
“sense of hope,” “empowerment,” “social inclusion,” and “resilience.”

Peace and social justice have also been seen as targets of mental health pro-
motion [54]. Under this light, the initiatives of the task forces on Disasters and
Violence of the World Psychiatric Association in conjunction with the Hellenic
Psychiatric Association that have resulted in the production of antiwar statements
by the Lebanese and the Israeli Psychiatric Associations with the agreement of the
Palestinian Psychiatric Association [14] have served health promotion. Is this in
essence a political action? Partly, yes. Yet, from the mental health perspective it is
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mental health promotion that is basically served and in view of the grave mental
health consequences of war, actions aiming at termination of war conflicts every-
where in the world should be categorized among the broad targets of mental health
promotion.

On an individual basis but also within a public health framework, mental health
promotion should be exercised in a holistic manner. Psyche and soma go hand in
hand. They interact, cross-talk and depend on each other, forming an integral
psychosomatic entity. Persons with physical illness have a greater risk of experi-
encing depression and people with depression are prone to developing cardiovas-
cular illness, diabetes, cancer and respiratory illness (these four illness categories
leading to 60 % of premature deaths [58]). So, improving physical health helps
mental health promotion and improving mental health promotes physical health.

Reduction of stigma and discrimination certainly promotes mental health but
efforts toward this aim should be carried out in a thoughtful way. Preaching does
not help. It is through paradigm, general nondiscrimination measures and integra-
tion of stigmatized groups in the society that this can be done more effectively. The
same stands for the stigmatization of psychiatrists and other mental health pro-
fessionals who often share stigma with their patients in spite of evidence that
doctors who select psychiatry as a specialty have more stable personalities com-
pared to their medical counterparts [11, 32].

Mental health promotion is very much in line with the person-centered per-
spective that places the person of the patient at the center of healthcare. This
approach advocates the importance of practicing medicine and psychiatry of, for,
by, and with the person [33] but also “through” the person, in view of the
importance of a good interpersonal relationship in treatment, prevention, and pro-
motion. As pointed out elsewhere in this volume [18] the person as a concept is
recognized not only in the singular but also in the plural (i.e., people in society).
Therefore, mental health promotion addressed to the public is also very much
related to the person-centered perspective.

22.4.4 The Target Population

The whole population is in need of mental health promotion. Yet, one needs to
prioritize certain groups not only because of the limited available funds and because
evaluation of the efficacy of mental health promotion of the whole population is
difficult to achieve but also because the person-centered perspective is better served
in this way.

Which are the target groups?

22.4.5 Children and Adolescents

School children and adolescents form a vulnerable group in need of care for their
mental health.
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Academic challenges, peer pressure (including bullying and experimentation
with drugs) the developmental need to differentiate the adolescents’ behavior and
attitude from those of their parents’ and other challenges consistent with their
developmental phase contribute to the shaping of their personalities, a process that
is decisive for their mental health now and in the future.

Additionally, the onset of mental illness and especially of schizophrenic psy-
chopathology often occurs during adolescence and it is important to advance mental
health during this period in one’s life.

22.4.6 Old People

In the years to come, old people will increase manifold [22]. Special promotional
attention should therefore be provided to this group.

Old age is paradoxical because it represents a natural developmental period in
one’s life and yet this development is in a negative direction, as it is characterized
by a variety of losses (emotional, cognitive and social).

Preparation for this period is a sine qua non mental health promotion necessity,
especially for people who have to discontinue their work routine. Hobbies may be
important for some people, church and social support for others, family ties for the
lucky ones but it is important to understand that all these alternatives are determined
by availability as well as by personal preferences and people should not be pushed
into them in a procrustean way.

Mental health goes hand in hand with physical health and the same stands for
mental and physical health promotion. Care for physical health, including physical
activity, is important. If the latter is carried out in a group setting it serves the target
of retaining social ties or even promoting the creation of new ties (although this is
difficult in old age, especially with reference to people with rigid or “rigified”
personalities).

Cognitive exercises like mental arithmetic may be helpful and (temporarily)
effective in improving cognitive function.

As a general rule, activities associated with intact memory function, sexual, or
athletic performance and aesthetic appearance should not be encouraged. Frustra-
tion, depression, ridicule, and a variety of narcissistic blows should be expected in
these cases.

Retirement is usually considered as a negative life event although in some cases
it may be welcomed. Irrespective of positive or negative charge, however, it is an
important life event, creating a new atmosphere and may produce a lot of stress
especially if it is associated with other life events—financial problems, somatic
illness of self, or a family member and especially with a life event of cardinal
importance, like loss of one’s partner.
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22.4.7 Women

Mental health problems in women are prevalent and determined by many factors
including structural factors and circumstances of day-to-day life, and by gender-based
risks. They are associated with significant disability and reduced quality of life and
capacity to participate. The burden and determinants of mental ill-health in women
differ consistently from those experienced by men. Non-psychotic ‘common mental
disorders’, for example, depressive, anxiety, adjustment, and somatoform disorders,
are more prevalent among women than men [23].

Overall, in all countries, women are more likely than men to be poor and less able
to influence personal or household financial decision-making. They are more likely
to experience violence and coercion from an intimate partner or other family
member. Women are also less likely to have access to the protective factors of full
participation in education, paid employment and political decision-making [19].
Girls and women face discrimination in many settings. These include female feti-
cide, preference for male children leading to lower survival and worse nutritional
status and health in young girls, female genital mutilation, no or limited education
for females, restrictions on income generating activities, and adolescent marriage
[29]. Gender disparities in opportunities, responsibilities, and roles throughout the
life course have consequences for all aspects of health, including mental health [23].

Violence against women and children and its consequences for mental health is
probably the most pressing priority for women’s mental health. Violence damages
the capacity to respond to stress and predisposes to mental and physical illnesses
[40]. Exposure to childhood sexual abuse is a risk factor for mental health problems
later in life. Gender-based violence occurs in all societies but especially in cultures
in which women have low status, their roles are restricted and their rights are not
respected. Violence in intimate relationships is experienced much more commonly
by women than by men and is a clear predictor of depression, anxiety, suicidal ideas
and substance abuse [23]. This violence is associated with perinatal mental health
problems as well as other mental health and health problems.

Perinatal mental disorders are highly prevalent worldwide, and depression is the
most common and best recognized of these. These disorders cause suffering and
economic and social problems for women and their families and communities. The
growing recognition of the salience of these problems for countries of all types is
described in a recent Lancet series on this topic [26]. These conditions are asso-
ciated with increased risk of adverse health and development outcomes for children
especially in socioeconomically disadvantaged populations and low-income coun-
tries. In some countries for instance infant stunting and underweight are associated
with depression in mothers. However, these adverse consequences are not inevi-
table. The most important strategies to address these problems include: assessment
of the local community needs and the social determinants of the mental health of
young mothers including emotional, physical, and sexual violence perpetrated by an
intimate partner [26].
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Empowerment of women is important in various parts of the world in which this
has yet to be achieved. Financial and emotional dependence as well as restrictions
in education are important factors that limit their choices in life and have an impact
on their mental health [37].

Women’s education and empowerment in turn way lead to better mental health
prospects in women [28, 34].

A cross-sectoral response to mental health promotion in women is crucial,
especially for those facing adversity in low and lower middle income countries.
Addressing social causes of mental health problems through the realization of girls’
and women’s human rights to education, nutrition, health care, equal social, and
economic participation, safety, individual autonomy, and freedom from discrimi-
nation is an essential first step. In the health sector, gender-sensitive and
evidence-informed strategies for prevention, early intervention and treatment are
required. Gender-informed clinical and public health research is needed to provide
local evidence and monitor and evaluate interventions. Research and advocacy for
these strategies by mental health workers can be powerful sources of empowerment
for women [23].

22.4.8 Men

Especially in Eastern European countries, it is men that seem to have suffered most
prominently during the heavy societal transition of the last decade. This transition
has resulted not only in depression, aggression, violence, high numbers of suicide,
self-destructive life styles, homicides, and accidents, but also in somatic pathology
like cardio and cerebrovascular morbidity and mortality [43]. Men are in need of
gender-specific, individualized, and person-centered approaches because they often
adopt noncompliance and non-help-seeking behavior patterns.

Suicidality in men has been dealt with extensively by Rutz and Rihmer [44] and
the need for understanding, communication, and social interaction between genders
as strong health promotion actions is underlined.

22.4.9 Migrants

Mental health promotion in this high-risk group of people is of great importance,
especially when migration is forced as is the case with migration occurring as a
consequence of war in one’s country of origin [8]. Of special importance is the
group of people who have failed to adjust to their new environment and have to
return to their country of origin.

Value changes, the secularized questioning of religious and moral values and
value migration together with identity losses are among the main factors that burden
immigrants [43].
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22.4.10 Lesbian, Gay, Bisexual, and Transgender Individuals
(LGBT Group)

Stigma and discrimination are particularly pronounced in this group and this may
produce a variety of stresses that contribute to psychopathology. Taking suicidal
ideation and actual suicide as an example, we note that individuals who belong to
the sexual minorities have three times higher rates than those of heterosexual
subjects [41]. This calls for mental health promotion, especially in view of the fact
that LGBT people may not seek professional help fearing that their sexual identity
will be revealed. Additionally, there is lack of mental health professionals who have
been trained in treatment and health promotion of LGBT persons. The resistances
and psychodynamics of heterosexual therapists constitute handicaps and LGBT
therapists are perhaps preferable.

22.4.11 Other Categories

Other categories of people needing person and people-centered mental health
promotion efforts are the victims of natural and man-made disasters [18] persons
with job insecurity and debts, people in situations where there are inbalances
between responsibility and influence leading to defects in participation [43] people
who are overworked [57] and people who suffer during economic crises and are at
risk of developing depression and exacerbation of preexisting psychopathology, or
even just experiencing normal and adaptive but also painful sadness [17].

22.5 Health Resources

Health resources like optimism, resilience, coping competences, social support or
access to health care may serve as “resistance resources” [2] against stressful
events.

However, some resources with originally positive function for the person may
either promote or restrain health [49] depending on the circumstances and the
recipient. For example social support may have a negative effect on well-being and
health if it is provided to a person with low self-esteem [47]. It is therefore
important to provide person-centered and individually tailored care.

22.6 Mental Health Promotion Initiatives

As is the case in Prevention, in Mental Health Promotion also, interventions can be
categorized in Universal (pertaining to the whole population) Selected (targeted to
vulnerable groups) and Indicated (addressed to high-risk groups or persons).
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The aim of promotion is to improve the ability of people to function well, adapt
to new circumstances (that are new or are perceived as new), manage to relate to
people (and thus function well in family and social settings) and succeed in deriving
pleasure from life.

Interventions range from social and community interventions (that usually
require collaboration with government or community authorities) to individual-
level interventions (aiming at change of attitudes toward more healthy living)
[9, 11, 12].

Kalra et al. [28] have summarized the suggested ways forward as follows:
Identifying and setting priorities, improving the social ties, developing healthy
habits and lifestyle, increasing mental health education and awareness, respecting
cultural diversity, implementing school mental health programs.

Within the above framework it is important to first identify the needs of the
population and set priorities [27]. Citizen participation should be encouraged.
Non-profit organizations and advocacy groups (like the World Federation for
Mental Health and other organizations) have an important role to play. The use of
celebrities as brand ambassadors has been helpful in some cultures.

Social ties and strengthening of the social capital are important in mental health
promotion. Family, friends, social clubs, special interest and mutual support groups
etc. may serve as shock-absorbers against stressful situations arising from signifi-
cant life events but even against minor stresses of everyday life. This is particularly
true when it refers to ethnically congruent groups in multi-ethnic societies.

It is interesting that a National Jewish Population survey (2000–2001) has shown
that social ties were associated with better self-rated health [48].

Is lifestyle important in health promotion? Yes, if lifestyle involves use of drugs
and alcohol, risk-taking behavior, unhealthy habits like overeating, armchair TV
immobility, or defensive avoidance of social interaction it can play a very negative
role. On the contrary, if lifestyle involves physical activity, building social capital
through group recreational activities and promoting spirituality one is likely to
benefit. However, it should be stressed again that all these activities should be
tailored to satisfy the needs and preferences of each individual. The idea should be
to cope with life stresses—not create new ones by forcing people to be involved in
activities they dislike.

Increasing mental health literacy and awareness can be an important part of
mental health promotion. Collaboration with media (TV, radio, and newspapers)
and mental health education of journalists is of value in these cases. Use of the
internet for health promotion purposes is proving to be more and more popular.

A paradigmatic program of mental health promotion along these lines, aiming at
increasing mental health awareness of not only journalists but also educators,
judges, police and army officers, general practitioners, priests, etc. has been carried
out at Athens University Department of Psychiatry in collaboration with the Hel-
lenic Psychiatric Association and the Society of Preventive Psychiatry [50]. The
program lasted 18 months and was based on the “radiation” effect (training of
trainers). It was continued for several years after its original implementation.
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A successful example of campaigns to increase mental health awareness is the
Defend Depression Campaign of the Royal College of Psychiatrists and the Royal
College of General Practitioners from 1992 to 1996 [38]. In view of the low level of
mental health awareness in the general public, efforts like these are worth pursuing.
A transient improvement of depressive symptoms has been observed following a
mental health literacy intervention in older adults [56].

Collaboration of mental health providers with school authorities in mental health
programs has given positive results [20] and in some schools (e.g., Athens College
in Greece) there are permanent positions of psychologists for screening, follow up,
advice and counseling. Training adolescents in coping strategies to effectively deal
with stress can be very helpful in the long run.

In dealing with all the above it is important to respect cultural diversity. Even
countries which up to recently existed within a “pure” cultural and religious
framework have started developing into multiethnic and multicultural countries due
to globalization and migration. This calls for special, urgent, and intensive mental
health promotion strategies, aiming at provision of equitable and dignified services
to all people in need of help but especially those who are discriminated upon and
are consequently more vulnerable to the development of psychopathology.

22.6.1 Effectiveness and Sustainability

Mental health promotion projects, as is the case with all interventions in Medicine
and Psychiatry, must prove their effectiveness. The Taskforce on Evidence of the
European Commission Mental Health Working Party [27] has stated that evidence
of effectiveness is a condition for making a case for investment in mental health.

In mental health promotion programs, sustainability of the programs, e.g.,
continued availability of resources, is essential. This is one of the most valuable
recommendations made in the Summary Report of the WHO [54].

22.7 Public Health Perspective

As mentioned earlier, the person-centered perspective in mental health is applicable
not only in the singular but also in the plural as people-centered perspective. Under
this light, Public Health has a very important role to play in Person-centered Mental
Health Promotion. Furthermore, as explained earlier, mental health promotion is not
so much the result of the work of mental health professionals but more so the
consequence of general measures. Under this perspective, the involvement of public
health in person-centered mental health promotion is not only legitimate but also
strongly recommended.

Individual health is interrelated with public health as exemplified by the rela-
tionship of societal stress and premature mortality [42]. Therefore, the aggregate
level is very important in promoting person-centered health.
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It has been argued that the relevance of people-centered mental health promotion
is particularly marked in societies in transition (e.g., in some societies in Eastern
Europe) where stress-related morbidity and mortality due to depression, suicide,
violence, abuse, homicide, risk-taking lifestyles, etc. has been observed [42].

Political action is a neglected area in mental health promotion and mental health
professionals are very reluctant to point out to decision-makers the value of, for
example, investment in mental health.

The interdisciplinary perspective and the involvement of service users and carers
are important in shaping a useful strategy in people-centered mental health
promotion.

22.8 Mental Health Promotion Guidance

A basic principle to follow with reference to guidance is to decide to whom the
guidance is addressed. The socioeconomic situation in each country, the degree of
mental health development, the mental health literacy and the priorities in each
country are among the parameters to be taken into consideration.

A point to remember is that mental health promotion is not the business of
mental health professionals only, but “everybody’s” business [24]. Direct profes-
sional interventions are probably of lesser importance than general political,
administrative, social, educational and cultural interventions that can affect mental
health indirectly as a “side benefit.” For example, promotion of mental hygiene or
encouragement of children of immigrants to go to school can have an important
indirect benefit.

Guidance should be based on evidence. As pointed out earlier, without evidence
of effectiveness it is difficult to make a case for investment in mental health [27].

Informed decision-making processes for the implementation of mental health
promotion can be facilitated by relevant literature (e.g., a booklet produced by the
European Commission Mental Health Working Party [27], a review by Christo-
doulou et al. [15]) and advice on how mental health promotion programs must be
implemented for the best outcome is provided by Barry and Jenkins [5].

A World Health Organization report [24] has identified certain areas in which
there is evidence that mental health promotion programs are effective. These
include preschool psychosocial interventions, empowerment of women (access to
education) support for the elderly, support for vulnerable groups (minorities, pris-
oners, indigenous people, migrants, people affected by conflicts and disasters)
mental health promotion in schools and at work, in prisons, orphanages and hos-
pitals, community development programs and debt management and financial
exclusion programs. Most of the published evidence is derived from high-income
countries. Evidence for the scaling up and sustainability of mental health promotion
interventions in low- and middle-income countries needs to be strengthened. Mental
health in scarce-resource settings has received more attention in the new millen-
nium, with special notice of the health-promoting effects of broader development
interventions [39]. A systematic review of the effectiveness of mental health
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promotion interventions for young people in low-and middle-income countries was
conducted recently [6]. Interventions promoting the mental health of young people
can be implemented effectively in school and community settings with moderate to
strong evidence of their impact on both positive and negative mental health out-
comes. There is a paucity of evidence relating to interventions for younger children
in primary schools in these countries.

Sustainability of programs, like continued availability of resources is stressed in
the above reports. Such is also the case with reference to all mental health-related
activities. Sometimes it is preferable to refrain from initiating a program if the
diachronic component (mainly financial consistency) can not be guaranteed [13].

22.9 Concluding Remarks

Person-centered mental health promotion programs are particularly relevant in our
current transitional times that are characterized by uniformity and globalization,
dehumanization, profit maximalization, consumerism, and social behavior remi-
niscent of borderline personality dysfunction.

The aim of our efforts should be to transfer the person-centered humanistic,
holistic and dignity-promoting approach into mental health promotion salutogenic
strategies that will promote the mental health of not only the persons who suffer
from mental illness but also those who are more vulnerable to stress and other
nosogenic factors and are therefore more prone to develop mental illness.

Collaboration with the Government authorities in trying to achieve this is
essential and the language that should be used is the one that politicians understand,
namely cost/effectiveness. There is, fortunately, increasing evidence indicating that
mental health treatment, prevention and promotion in the long-run are
cost/effective. It is our duty as mental health professionals and advocates to bring
this evidence to the attention of decision-makers and the public.
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Part IV
Person-Centered Care for People
with Specific Mental Conditions



23Dementia

Dawn J. Brooker, PhD and Jon Snaedal, MD

23.1 The Challenge of Dementia

It is estimated that there are 35.6 million people living with dementia worldwide.
This is set to increase to 65.7 million by 2030 and 115.4 million by 2050. Nearly
two-thirds live in low and middle income countries, where the biggest increases will
occur during this time period [65]. In the UK, the number of people with dementia
is estimated to be 820,000, with a cost to services of £23 billion per annum. This is
more than costs for cancer (£12 billion per year) and heart disease (£8 billion per
year) combined [2].

We describe dementia as being present when a person is experiencing significant
changes in their cognitive functioning, for example changes in memory, finding
words, recognising objects, carrying out practical tasks or making considered
judgements. For a person to have dementia more than one of these problems needs
to be present and they have to be sufficiently severe to have an impact of the
person’s life. The underlying cause of these changes is one of a number of pro-
cesses that affect the health of the person’s brain. There are many causes of
dementia, with the most common being Alzheimer’s Type Dementia, Vascular
Dementia, Dementia with Lewy Bodies; Parkinson’s Dementia and Fronto-
temporal dementias. The disease course varies according to sub-type and con-
comitant health status but in general there is a slow progressive decline in cognition
and functioning over a period of years through to the point where individuals are
unable to survive without a very high level of personal support.
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Maintaining good physical health and well-being for people with dementia is
also a challenge. When someone has the label of dementia, there is a tendency for
family carers, care staff and professionals to attribute any increase in confused
behaviour to the dementia. However, people with dementia are also much more
susceptible to acute confusional states and delirium arising from physical health
problems such as urinary or chest infections, constipation, hormonal imbalances,
dehydration, malnutrition, overmedication and sedation. This is compounded fur-
ther by the fact that many people with dementia will not be able to give an accurate
account of their symptoms because of their memory and communication difficulties.

Pharmacological treatments have been used to try to improve the functioning of
the person with dementia, or to reduce distressing symptoms. This is an area of
pharmacology which has changed rapidly over the past few years and it continues
to change. Currently, there is no pharmacological treatment that can convincingly
alter the course of the underlying disease processes.

Behavioural and Psychological Symptoms of Dementia (BPSD) is a term that is
used to describe many of the common problems that people living with dementia
face. Anxiety, depressed mood, vocalisations, hallucinations, restlessness, delu-
sions, agitation, wandering, sexual disinhibition and hoarding are cited under this
heading. These are the types of behaviour listed on the Neuro Psychiatric Inventory
(NPI) and sometimes also called neuropsychiatric symptoms, challenging beha-
viours or distress behaviours.

These problems are seen as secondary and arising out of the cognitive impair-
ments in memory, language, perception and planning that are the primary signs of
dementia [59]. The term is contentious in some circles as it can give the impression
that these are an inevitable consequence of dementia. Nonetheless, it is these
symptoms that often trigger admission to care homes and hospital and are highly
distressing for people living with dementia, their families and the staff who support
them. These are the problems that often lead to people being prescribed
anti-psychotic medication or being physically restrained or sedated.

The use of pharmacological treatments such as anti-psychotics to treat BPSD is
contentious. Anti-psychotics were developed for treating severe mental illness such
as schizophrenia and most have very little evidence to support their use in dementia
but in spite of that, we have seen extensive use of this medication in treating BPSD
symptoms. Excess sedation, falls, symptoms like Parkinson’s disease and an
increased risk of stroke may all occur as side effects of these medications. There has
been so much concern about these that both clinicians and professional groups have
called for a dramatic reduction in their use in dementia care [3, 7].

Although BPSD is common there is no suggestion that there is a single
underlying cause for this syndrome [48]. For example, there can be a multiplicity of
reasons why someone with dementia might exhibit aggressive behaviour or agita-
tion. Agitation may be a reaction to pain caused by an underlying physical problem;
poor communication on the part of care staff; or a misperception caused by the
person’s cognitive impairment. It could even involve all three of these causes. In
order to understand why these problems occur, or to ensure we deliver services in a
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way that makes their manifestation unlikely, we need to see the person and their life
as a whole. We need to understand the importance of underlying causes on an
individual basis [27].

The majority of BPSD’s are the result of untreated delirium, untreated pain, lack
of understanding of cognitive capacity, poor nutrition and hydration, poor com-
munication, lack of knowledge about the person’s history, poor general care,
boredom and unmet emotional needs. Many of these problems occur through lack
of understanding of what it is like to be a person living with dementia. This
understanding does not happen automatically. There is often a gap in the experience
between those living with dementia and those providing care and support. This gap
widens as the dementia progresses. Professionals seek to “manage” behaviour
without really understanding why it is occurring.

This is the arena in which skilled care really counts and really makes a differ-
ence. By understanding why the behaviour is occurring and by providing sup-
portive interactions where people are met with warmth, inclusion, respect and
empathy people will feel less confused, and more relaxed, socially confident and
joyful. This will directly reverse or decrease BPSD. This does not mean that the
dementia has gone away BUT it does mean that the person feels less like they are
losing their mind.

23.2 Tom Kitwood, Personhood and Person-Centred
Approaches in Dementia Care

It has been over 20 years since the late Professor Tom Kitwood first used the term
person-centred approaches in relation to the long-term care for people living with
dementia. In an attempt to move away from a reductionist medical model, the term
was first used to bring together ideas and ways of working that emphasised com-
munication and relationships. The term was intended to be a direct reference to
Rogerian psychotherapy with its emphasis on authentic contact and communication.
Kitwood’s work was part of the ground swell of psychosocial approaches to dementia
care that came into being during the 1980s and 1990s.Writing throughout this period,
Kitwood published a continuous stream of articles in prominent journals during the
1980s and 1990s [35, 36, 37, 38, 39, 40, 41, 42, 43, 46]. He brought these ideas
together in his most well-known book Dementia reconsidered: The person comes
first [44]. For a critical analysis the reader is directed to Baldwin and Capstick [5].

Kitwood focussed on the maintenance of personhood as being central to
person-centred care. He defined personhood as:

A standing or status that is bestowed upon one human being, by others, in the context of
relationship and social being. It implies recognition, respect and trust [44, p. 8].

Kitwood identified the primary outcome of person-centred care for people with
dementia as maintaining their personhood in the face of declining mental powers.
There is an assumption here that people with dementia have the capacity to
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experience relative well-being and ill-being and that their behaviour has meaning.
According to Kitwood, high levels of challenging behaviour, distress or apathy
occur more commonly in care situations that are not supportive of personhood. In
care environments that are supportive of personhood, we expect to see a greater
preponderance of well-being and social confidence. Kitwood’s view of
person-centred care for people with dementia was that it took place in the context of
relationships. His theorised that as verbal abilities are lost, the importance of warm,
accepting human contact through non-verbal channels become even more important
than before. With the onset of dementia individuals are very vulnerable to their
psychological defences being radically attacked and broken down. As the sense of
self breaks down, it becomes increasingly important that the sense of self is held
within the relationships that the person with dementia experiences. These rela-
tionships are a key part of the social psychological milieu. He described personhood
as being undermined when individual needs and rights are not considered, when
powerful negative emotions are ignored or invalidated and when increasing isola-
tion from human relationships occurs.

Kitwood described the various common ways that he had observed personhood
being undermined in care settings, coining the phrase Malignant Social Psychology
(MSP) as an umbrella term. MSP includes episodes where people are intimidated,
outpaced, not responded to, infantilised, labelled, disparaged, blamed, manipulated,
invalidated, disempowered, overpowered, disrupted, objectified, stigmatised,
ignored, banished and mocked. Kitwood was at pains to say that episodes of MSP
are very rarely done with any malicious intent. Rather, episodes of MSP become
interwoven into the care culture.

New staff members learn how to communicate with people with dementia from
existing staff. If the staff communication style is one that is characterised by the
infantilisation and outpacing of people with dementia, then the new member of staff
is likely to follow their lead. The malignancy in MSP is that it eats away at the
personhood of those being cared for and it also spreads from one member of staff to
another very quickly. Kitwood also described what a positive social psychology
might look like for people with dementia. Much can be done to ensure that the
social milieu is generally supportive of the needs of people with dementia. If
personhood is undermined by MSP then it should also be possible to describe the
sorts of everyday interactions that would promote the maintenance of personhood.
He used the term Positive Person Work to describe ten different forms of interaction
that would maintain personhood. These included recognition, negotiation, collab-
oration, play, timalation (engagement through the senses), celebration, relaxation,
validation, holding and facilitation.

Kitwood and colleagues developed dementia care mapping (DCM) [45] as an
observational tool that has been used in formal dementia care settings such as
hospital wards, care homes and day care facilities since 1991. Kitwood described
DCM as:

a serious attempt to take the standpoint of the person with dementia, using a combination of
empathy and observational skill [44] p 4
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The DCM tool is only available by undertaking a course delivered by licensed
trainers using standardised training methods and has been through a number of
iterations [16]. DCM has been translated into many languages and training in DCM
adheres to international quality standards [9].

23.3 From Person-Centred Care to Citizenship

Since Kitwood’s early writing there has been a significant change in how people
with dementia are treated in their relation to being active agents in their own lives.
The right to be aware of diagnosis and treatment options has come to the forefront
[15]. The recognition that the voice of the person with dementia needs to be heard
directly in shaping and developing services, has become an accepted way of
working [1]. More and more direct accounts of what it is like to live with dementia
are available [17] and public figures who have been diagnosed with dementia are
talking about their experiences. Self-advocacy groups are becoming more promi-
nent in the Alzheimer charities. It is still relatively novel to see the rights of people
with dementia expressed in terms of citizenship and as active agents in their own
right. However, this is now starting to emerge in a number of countries worldwide
[32]. Even in long-term care facilities, where people have significant cognitive
impairments, their voice is now frequently heard in qualitative research reflecting
directly on their perspective [31]. Citizenship tends to be linked with individuals
acting in their own right which may not be strictly helpful as a model in severe
dementia. Nonetheless, the recognition of sociological factors in how people with
dementia are viewed in society is important to consider [8].

23.4 The VIPS Framework for Person-Centred
Dementia Care

In the years since Kitwood first described it, person-centred dementia care practice
has come to mean different things to different people in different contexts and in
different countries. The concepts in person-centred care are not easy to articulate in
a straightforward manner [50]. In an earlier review of definitions of person-centred
care [11] it was noted that PCC was being interpreted as meaning individualised
care, and the emphasis on relationships that Kitwood promoted has been lost.
Recent analysis of policy documents revealed that the narrative about
person-centredness at this level often emphasised a consumerist as opposed to a
psychosocial approach [57]. Indeed, the concept of relationship centred care has
emerged as a counter to this emphasis on the individual [56].

The VIPS definition of person-centred care was an attempt to synthesise these
different threads of person-centred care whilst maintaining the sophistication of
Kitwood’s original work. Put simply, the VIPS definition of person-centred care
encompasses:
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V A value base that asserts the absolute value of all human lives
I An individualised approach, recognising uniqueness
P Understanding the world from the perspective of the person living with

dementia
S Promotion of a positive social psychology in which the person living with

dementia can experience relative well-being.

This can be summarised in the equation PCC (person-centred care) =
V + I + P + S.

This equation does not give a pre-eminence of any element over another, just
that they are all contributory. The VIPS definition was used in the English
NICE/SCIE Guideline on Dementia [55] which defined the principles of
person-centred care as asserting:

• The human value of people with dementia, regardless of age or cognitive
impairment, and those who care for them;

• The individuality of people with dementia, with their unique personality and life
experiences among the influences on their response to the dementia;

• The importance of the perspective of the person with dementia;
• The importance of relationships and interactions with others to the person with

dementia, and their potential for promoting well-being.

The VIPS elements can be used as guiding principles for health care practitioners
to reflect on their interactions with people with dementia and their families.
Reflective questions include:

• Does my behaviour and the manner in which I am communicating with this
person show that I respect, value, and honour them?

• Am I treating this person as a unique individual with a history and a wide range
of strengths and needs?

• Am I making a serious attempt to see my actions from the perspective of the
person I am trying to help? How might my actions be interpreted by this person?

• Does my behaviour and interactions help this person to feel socially confident
and that they are not alone?

These principles apply in every situation where direct communication occurs.
They apply when we are undertaking any health or social care intervention, such as
giving someone an injection, helping them to use the toilet, assisting them to
complete an advanced care plan or running a reminiscence group. It is not the task
that is person-centred but the way in which that task is done that can make it
person-centred or not.

This definition was used as the structure for the evidence base for good practice
in person-centred care dementia care [12]. This provided a set of concrete indicators
that care providers could bench mark their services against. Pilot indicators were
reviewed by around 50 care providers and service user organisations worldwide to
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arrive at a detailed description of what a person-centred care provider should have
in place. This list of 24 indicators is grouped around the four elements of the
definition set out above has become known as the VIPS framework [13]. It has been
taken up by many English speaking care providers and the concepts have been
translated into German, Japanese, Spanish and Norwegian.

The 24 indicators set out below provide a checklist that care providers can use as
a benchmark to assess the person-centredness of their service.

V—Does this service actively show that we value and respect for the experi-
ences of people with dementia and their families?

1. Is the service actively welcoming to people with dementia and their families?
2. Is the service valuing of good quality direct care for people with dementia and

their families? Do we have a management ethos that fosters the best direct care?
3. Are staff empowered to act in the best interests of people with dementia and

their families? Do we have a management ethos that empowers staff to act in this
way?

4. Is the workforce skilled in person-centred dementia care at all levels from
frontline to leaders?

5. Generally are the physical and social service environments designed to be easy
for people with dementia and their families to use?

6. Does the service know about and act upon the needs and concerns of people
with dementia and their families?

I—Are systems in place to enable staff to get to know the person, to provide
continuity of care and to ensure the person feels like a unique individual?

1. Do staff know each person’s strengths and needs across physical, social and
psychological domains?

2. Are staff alert to changes in these strengths and needs over time?
3. Do staff know what personal possessions and relationships that are important to

each person to help them feel calm?
4. Do staff know each person’s likes and dislikes and preferred everyday routines

and are these utilised in everyday care?
5. Do staff know each person’s history and key stories and are these utilised in

every-day care?
6. Do staff know how to engage each person in enjoyable activities?

P—Do we take time to understand the Perspective of the person with dementia
and their family?

1. Do staff check out preferences, consent and opinions using verbal and
non-verbal means?

2. Can staff empathise with how each person is feeling and show this in their
everyday care?
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3. Do staff regularly ensure that the physical environment is as comfortable as
possible for each person?

4. Are staff vigilant about physical health needs that the person may not be able to
tell them about directly?

5. If the person is showing “challenging behaviour” do staff try to understand why
and what the person may be trying to communicate?

6. Do staff treat the rights of the individual with dementia as important as the rights
of other people?

S—Are we providing a Supportive Social Psychology to enable the person with
dementia to feel socially confident and that they are not alone?

1. Do staff help the person feel included and not “talked across”?
2. Do staff treat each person respectfully and not use a “telling-off” tone or

derogatory labels to describe people?
3. Do staff come across as warm and caring and not cold and indifferent?
4. Do people know that staff take their fears seriously and that they won’t be left

alone for long periods in emotional distress?
5. Do staff help people to be active in their own care and activity as far as possible

and not just do things to people without communicating with them?
6. Do staff facilitate to help the person keep important relationships and make sure

that they stay in touch with people and activities they value?

Person-centred care requires sign-up to working in this way across the whole
care provider organisation if it is to be sustained over any length of time. Particular
elements require leadership at different levels.

Valuing; requires leadership from those responsible for leading the organisation
at a senior level.

Individual Care; requires leadership particularly from those responsible for
setting care standards and procedures within the organisation.

Perspectives and Social Environment; requires leadership for those responsible
for the day-to-day management and direct provision of care.

This framework enables care providers to break down the complexities of
person-centred care into achievable steps. We have used it as part of our education
courses for developing specialist practice in dementia care with over a 1000 par-
ticipants to date. Initially, course participants rate their service on each of the 24
indicators (using a simple scale of Excellent, Good, OK, Needs more work) in order
to provide a profile of where they are doing well and what they need to improve
upon. We then ask them to discuss this assessment with a variety of staff working at
different levels within the organisation and with service users and carers where
possible. Out of these discussions the managers and leaders learn a lot about the
person-centredness of their organisation. As part of the education programme we
then ask them to choose one or two areas that they have the ability and resources to
work on to improve the quality of person-centred care. The framework has worked
very well and led to sustained changes in practice.
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The VIPS framework also underpins the Care fit for VIPS website. This is a free
website www.carefitforvips.co.uk initially aimed at decreasing anti-psychotic use in
care homes. Versions are also available for domiciliary care, day care and housing.
It is also widely used by hospital and health staff. The website carries pages on each
indicator where the provider is asked a series of questions to assess their perfor-
mance on each indicator. There are then pages providing a Plan, Do, Study, Act
action planning cycle for any area that requires a quality improvement plan. In order
to assist with quality improvements there is an extensive web links to books,
articles, training resources, you tube clips linked to each indicator. These are reg-
ularly updated as new resources are identified. All resources are vetted to make sure
they are of reasonable quality and person centred. Feedback and re-visits to the
website pay testament to its practical application.

The VIPS framework has been adopted as a means of internally benchmarking
the person-centredness of practice within a number of service settings, particularly
within the care home sector. Baker [4] describes utilising VIPS as an organising
principal for an internal quality improvement programme (PEARL) in a large
“for-profit” care homes provider in the UK. In Norway, Rosvik and colleagues have
developed the VIPS Practice Model as a means of improving quality of care for care
homes residents [61, 60]. Mork Rokstad et al. [54] examined the impact of the VIPS
Practice Model and DCM when compared to usual dementia education sessions.
Nursing home residents who were cared for by teams using the VIPS practice
model showed significantly less depressive symptoms over time. Those who were
cared for using the DCM method reported significantly improved quality of life.

In the US, [58] utilised the VIPS framework to develop a series of workshops on
improving communication skills of care workers in a large for-profit long-term care
facility. Using a pre-post evaluation the course participants reported improved
attitudes and skills as a result of the workshops.

23.5 Evidence Base for Person-Centred Dementia Care

Developing an evidence base within such a complex area of endeavour as
person-centred dementia care is not an easy task. The maintenance of valued
relationships is an important factor in providing care that is person centred. Inter-
ventions that improve the maintenance of family relationships can be seen as part of
person-centred approaches. Family caregiver intervention programmes have con-
siderable potential to improve the quality of life of family caregivers and people
with dementia. In particular, good coping skills and adequate support appear to
mediate the impact on family caregivers of dementia-related problems. Family
support interventions which have been shown to demonstrate positive outcomes
appear to a number of key features, including on-going support and continuity of
care for the family member throughout their care-giving journey; a focus on pro-
viding emotional support; they help the family develop coping strategies over time
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and the importance that the intervention are delivered by skilled and knowledgeable
practitioners [10, 52, 64].

There is a strong track record in clinical psychology for using a functional or
behavioural analysis approach to understand why people are experiencing the sorts
of problems described as challenging [53]. Functional analysis-based interventions
are sometimes called the ABC approach because they begin with a very clear
description of the target behaviour (B); the events that lead up to it (A—the
antecedents) and what happens as a result (C—the consequences). Functional
analysis takes behavioural analysis to a much more sophisticated level in recog-
nising that the relationship between antecedents, behaviours and consequences is
often nonlinear and complex [29].

There is also a growing evidence that the provision of general person-centred
care has an important role in minimising the likelihood of distress behaviours or
BPSD occurring. A small number of randomised control trials have shown that
simple individualised psychosocial interventions can decrease agitation in people
with dementia living in care homes [21]. Engaging people in appropriate activity
has also been demonstrated to improve quality of life and decreases BPSD [20].
The CALM-AD Trial [6] showed positive outcomes utilising a brief intervention
comprising of social interaction, personalised music or removal of environmental
triggers as a means of alleviating clinically significant agitation. Personalised
activities utilising i-pads and new technologies are starting to appear, e.g. [49].

How we ensure that these ways of working become part of everyday practice is
an area that requires further research. Providing care in a humanistic and
person-centred way is a challenge where frontline care staff often feel under-valued.
Consequences for staff can be demoralisation, burnout and stress, lower work
satisfaction or job clarity, lower psychological well-being and high workforce
turnover [22]. Staff burnout has been shown to be associated with less willingness
to help residents, low optimism and negative emotional responses to their behaviour
[63]. High levels staff turnover, staff shortages and poorly trained staff exacerbated
feelings of depression in care home residents [19].

There is evidence to suggest that staff groups who have received training and
on-going support in delivering person-centred care show positive outcomes [18, 23,
24, 26] and that beliefs about the personhood of people with dementia influence
staff behaviour [56]. Studies have also reported that person-centred interventions
lead to decreased job stress and strain as well as increased personal and professional
satisfaction [30, 51]. Educational programmes utilising drama and creative
approaches can improve empathy and quality of care [47]. A series of research
studies in developing and evaluating a whole organisation approach called the
Enriched Opportunities Programme [14] has demonstrated positive outcomes on
quality of life, incidence of depressive symptoms and social inclusion for people
with dementia. Understanding the culture of care and what aspects impact on the
provision of person-centredness shows the interconnectedness of relationships
between those in receipt of care, those who work in care and those who manage and
direct care [33, 34].
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23.6 From Evidence to Guidelines

The next natural step after a period of evidence-based reports and local projects is to
integrate the approach into regional or national guidelines. In 2010, the Swedish
National Board of Health and Welfare published its first national guidelines for care
of individuals with a dementia disorder [62]. The guidelines address 16 different
domains of care with the concept of person-centeredness as the underlying phi-
losophy. They include operational criteria with recommendations for care practice
on a 10 points priority scale, the strength of each based on the level of evidence.
Person-centred care in these guidelines is described as: focusing on the person more
than the disease or its symptoms; respecting the personal understanding of reality as
perceived by the person with dementia; personalising care activities and decisions
to the person’s past, present and emerging life history; and preferences to the largest
extent possible. Following the publication of the guidelines, a survey on the effect
of implementation was conducted in 24 small scale units for demented individuals
with totally 200 residents [25]. The primary endpoints were intervention effects on
person-centeredness of care and the environment and the secondary endpoints were
staff strain and stress of conscience. The intervention resulted in significantly higher
scores on person-centeredness of care at follow up 12 months later and the facilities
were rated as being more hospitable. A significant reduction of staff stress con-
science was also found, which suggests that staff could provide the care and
activities they wanted to provide after the intervention. The results indicate that
intervention in person-centred care based on national guidelines, consisting of
knowledge translation, generation and dissemination was an effective strategy.

23.7 Conclusions

Kitwood challenged us to see the PERSON with dementia first, rather than the
DEMENTIA first and the person second. If we are to put this into practice we need
to be mindful of our communication with people with dementia and the assump-
tions that we make about them. Since his initial theories in person-centred dementia
care, much has been achieved in practice to ensure that we see the person behind the
disease label and recognise them as full citizens. Whilst much of what constitutes
person-centred care appears to have a moral and ethical imperative, the challenge
remains to ensure that person-centredness occurs as part of everyday health care
practice.
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24Substance Use Disorders

Mohammed T. Abou-Saleh MD, PhD, Ralph E. Tarter PhD
and Ihsan M. Salloum MD, MPH

24.1 Introduction

The Diagnostic and Statistical Manual of Mental Disorders developed under the
aegis of the American Psychiatric Association (DSM-5), and the International
Classification of Diseases spearheaded by the World Health Organization (ICD-10)
are the two taxonomic systems most frequently employed to formulate diagnosis of
substance use disorder (SUD). Similarities between the two systems outweigh their
differences; however, the DSM-5 emphasizes psychosocial impairment whereas the
ICD stresses the physical dependence aspects of SUD. In contrast to both tax-
onomies, person-centered integrative diagnosis (PID) [39] advances a
person-centered health diagnosis of people experiencing SUD that additionally
incorporates positive aspects of health, psychological well-being, and interpersonal
relationships so as to provide a balanced comprehensive characterization of the
individual. PID, therefore, aligns closely with the World Health Organization’s
definition of health as “a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity” [47].
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The ubiquitous feature of SUD is persistent consumption of alcohol, drugs, or
euphoria-inducing chemicals (e.g., solvents), despite the hazard to health and/or
impaired performance of social roles. Self-injurious consumption, denoting sub-
stance misuse, results from the interplay of three factors: (1) toxic and addictive
properties of the particular substance, (2) biobehavioral disposition of the indi-
vidual, and (3) characteristics of the social environment, including prevailing drug
regulatory policies, laws and mores. Considering the fact that drugs having the
potential for misuse directly cause more than 70 medical diseases [2], comple-
mented by findings from the Global Burden of Disease Study showing that mental
disorders account for approximately 22.9 years of life with disability, it is a high
priority to design, make available, and implement effective evidence-based pre-
vention and treatment.

24.2 Characteristics of Abusable Drugs

Toxicity and addiction liability vary widely between substances. For example, any
amount of tobacco consumption is hazardous, whereas moderate consumption of
alcohol poses little, if any, risk to health. Indeed, regular consumption of moderate
quantity of red wine has been shown to promote health. Moreover, the large
majority of regular tobacco users, in contrast to a minority of regular alcohol users,
develop dependence. Thus, health and social service providers need to be cognizant
of the properties of each substance consumed by the individual with respect to the
potential to cause disease and physical dependence.

A main intervention task, therefore, involves harm reduction; that is, substituting
where possible the currently used dangerous drug with a less hazardous substance.
For example, a first step in treatment of nicotine dependence may begin with
transitioning the person from tobacco products, thereby avoiding consuming car-
cinogens, to gum or patch. However, the ever-expanding pharmacopeia is a major
obstacle to intervention. Habitual consumption of unregulated versions of legal
drugs (e.g., powder preparations of caffeine and alcohol, e-cigarettes), designer
drugs (e.g., “synthetic” cannabis), prescription medicines (e.g., stimulant, analgesic
and anxiolytic medications), and so-called nutrition and performance supplements
may lead to misuse and cause organ-system injury. One obvious consequence of the
expansion in number of readily available abusable drugs is more opportunity for
regular consumption, and accordingly, heightened risk for adverse events such as
overdose, traumatic injury, and suicide.

Intervention usually focuses on the particular substance associated with misuse
or dependence. Treatment frequently is confined, for example, to specifically
tobacco cessation. It is also noteworthy that individuals are tacitly appraised
according to the particular drug dependence. For example, a person dependent on
cocaine is viewed more negatively than a person who is dependent on alcohol.
Thus, eliminating stigmatization according to type of drug dependence is an
important priority, especially since empirical research has shown that all substances
having abuse potential are strongly interrelated along a continuous interval scale.
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Legal substances are located toward the lower (left) end, whereas illegal “hard”
drugs are located toward the more severe (right) end [24]. In effect, all abusable
substances project onto one dimension denoting their severity, thereby explaining
why (1) the typical pattern of consumption is polysubstance abuse, (2) substance
substitution occurs when a preferred drug is not available, and (3) consumption of
substances having different or even opposite (e.g., alcohol and nicotine) pharma-
cological properties is commonplace. Biochemical and metabolic differences
between substances notwithstanding, they all impact on frontal-mesolimbic cir-
cuitry integral to emotion regulation, behavior control and reinforcement [44].
Paralleling these findings, the various of SUDs are indicators of a unidimensional
interval scale. Thus, rather than distinct categories, the different SUDs are actually
variants of one disorder [24]. SUDs consequent to using legal drugs are located in
the left end of the continuum, whereas SUDs resulting from consumption of hard
illegal drugs are located in the right end of the continuum. Aligning with these
psychometric findings, it has been shown that almost one hundred percent of the
genetic contribution to etiology is common to all SUDs [18, 19, 42].

Substances having the potential for misuse, viewed from an economic per-
spective, are commodities. Forces impacting supply and demand determine the size
of the substance using market reflected as consumption prevalence. To protect
public safety, national and local jurisdictions determine whether the possession and
consumption of a particular commodity should be classified as legal or illegal, and
if legal, the chronological age when consumption is sanctioned. These laws change
over time. For example, in 1960, an 18-year old in the U.S. could drink alcohol
legally (but not vote), whereas the opposite is currently the case. Currently, the legal
status of cannabis is in flux. Historically, the most concerted attempts to lower
consumption prevalence have been directed at reducing the supply or availability of
abusable substances. These efforts have largely emphasized formulating new laws
and vigorous enforcement through the judicial system, including interdiction along
drug distribution routes, prosecution of individuals for possession and selling
contraband drugs, and impeding access (e.g., eliminating cigarette dispensing
machines). Attempts to lower prevalence by reducing demand have largely
involved taxation. This policy strategy carries the risk, however, of shifting con-
sumption to cheaper and potentially more dangerous substances.

Health and social services professions align with demand reduction to avert
onset of consumption (prevention) or terminate misuse (treatment). Reducing
motivation for consumption requires, however, surmounting-entrenched social
behavior and attitudes. Notably, person-centered psychiatry applied to SUD
emphasizes the importance of leveraging cultural and ethnic traditions and rituals
and secular folkways (e.g., “happy hour”) to potentiate fidelity to and impact of
interventions aimed at lowering motivation for substance consumption.
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24.3 Characteristics of Individuals Prone to Substance
Misuse/SUD

Individuals markedly differ with respect to the predisposition to develop substance
misuse/SUD and clinical presentation. The most ubiquitous childhood characteristic
presaging SUD is suboptimal socialization that is accompanied in varying degree
by externalizing behavior disorders. The cardinal feature of low socialization,
namely indifference to mores and laws, is often a transient manifestation of ado-
lescent rebellion. Nevertheless, it is disconcertingly common. For example,
approximately half the population of students in the U.S. smoked marijuana at least
one time prior to graduation from high school [17]. Using illegal drugs is also
common among adults. It is estimated that 149 million people worldwide in 2009
used an illicit drug, including at least 125 million users of cannabis and 15 million
users of opioids, amphetamines, or cocaine (Degenhardt L, et al PMID 23993281).
In addition, individuals with poor capacity to modulate emotions, including inter-
nalizing psychiatric disorders, have a strong propensity for substance use [16]. It is
noteworthy that externalizing (e.g., behavior undercontrol) and internalizing (e.g.,
anxiety) disturbances are strongly correlated. Together they comprise a unidi-
mensional trait indicating poor psychological self-regulation [28], which is the most
salient feature of transmissible (intergenerational) risk for SUD [43], as well as
predicts all SUD categories in adults [37] and in children who manifest SUD in
adulthood [21].

24.4 Characteristics of the Environment

The family is the child’s most proximal environment. Notably, children having
biological parents who do not have SUD but are raised by adoptive parents who do
have SUD are at elevated risk to develop SUD [33]. Thus, even in the absence of
genetic vulnerability, quality of the family environment influences risk for devel-
oping SUD. The peer environment is another important influence. Substance use
typically begins with an offer of alcohol or a drug from a friend and most often in a
party setting. Furthermore, the neighborhood is a critically important factor.
Dealing in illegal drugs, high density of retail alcohol and tobacco outlets, and
tolerance of social deviancy are more commonplace in disadvantaged neighbor-
hoods where abandoned or boarded-up buildings provide seclusion for substance
use.

In summary, substance misuse/SUD results from the interaction of (1) drug
toxicity/pharmacology, (2) psychological disposition, and (3) environmental con-
text. The manifold variables spanning these three domains are configured uniquely
within each individual. The singular composition of factors influencing SUD risk
and severity underscores the importance of an intervention model anchored to
around human individuality.
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24.5 Rationale for Person-Centered Approach
for Preventing and Treating Substance Misuse/SUD

Enormous strides beginning in the latter half of the nineteenth century were made in
prevention (e.g., vaccination, water fluoridation, and sanitation) and treatment (e.g.,
antibiotics) of infectious diseases. These interventions have low cost and are so
robust that biological and psychological differences between individuals have little,
if any, bearing on effectiveness. Their effectiveness has imbued, however, a
nomothetic mindset in which all individuals manifesting a particular disorder
benefit from the same treatment.

The nomothetic approach is not likely to be effective for prevention or treatment
of psychiatric disorders. Wide variation in therapeutic response obtained from a
particular medication or behavioral intervention argues against deploying the same
intervention (“one size fits all”) for all individuals. Nomothetic interventions are
especially not appropriate for substance misuse/SUD due to vast heterogeneity in
both predisposing liability for the disorder and severity and pattern of clinical
presentation. It is well-recognized, for example, that SUD usually manifests in
conjunction with other SUDs as well as other axis I and axis II psychiatric disor-
ders. Myriad variations in clinical presentation thus do not allow placing an indi-
vidual in a discrete category requiring a particular recommended intervention. The
etiology of SUD also varies between individuals. Substance misuse may emanate,
for example, from a need to alleviate pain, lower affective distress, or enhance
performance. Furthermore, the composition of factors influencing the trajectory to
substance misuse/SUD is distinct in each person. Hence, effective intervention
requires an individualized (i.e., idiographic) person-centered strategy.

Person-centered psychiatry aligns with the U.S. National Institute of Health
Roadmap. The core principle specifies that effective intervention is contingent on
targeting the factors integral to etiology and maintenance of the disorder [48]. This
requirement is, however, challenging for substance misuse/SUD because all of the
salient characteristics are commonly also present in other medical and psychiatric
disorders. For example, low propensity for physical exercise is common in sub-
stance misusing adolescents [4, 26, 36]. Low motivation for exercise is also
associated with obesity and depression. Commensurate with the person-centered
perspective, a main task, therefore, involves delineating the factors to substance
misuse/SUD. Toward this goal, effective prevention or treatment hinge on obtaining
a comprehensive Life History Narrative.

24.6 Elucidating Etiology of Substance Misuse/SUD
from the Life History Narrative

The life history narrative delineates the individual’s etiological trajectory to sub-
stance misuse/SUD taking into account the properties of the drug(s), psychological
makeup, and environmental context within an ontogenetic framework. Furthermore,
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the life history narrative captures information about the factors that may have
buffered risk for, and severity of, the substance misuse. In this fashion, the person’s
assets and resources can be leveraged to potentiate intervention effectiveness.
Considering that 70 % of SUD cases are manifest before 30 years of age; which is
within 5 years after completing neuromaturation, an ontogenetic framework is
indispensable for obtaining a comprehensive understanding of the etiology and
progression to substance misuse/SUD.

Family History. It is well known that SUD frequently runs in families. Inter-
generational continuity of SUD, termed transmissibility, denotes the combined
influence of parental genetic and childrearing factors on risk for and severity of
substance misuse/SUD. Research has shown, for instance, that over 40 % of
variance associated with development of cannabis use disorder relates to factors that
are transmissible across generations [13]. Approximately, half the population of
children of SUD parents similarly develops SUD. Children of SUD parents have
elevated rates of attention deficit hyperactivity disorder (ADHD) and conduct
disorder compared to the general population. These later disorders share significant
genetic risk with SUD and frequently presage SUD. Children of SUD parents are
also commonly reared in an adverse home environment where parenting is defi-
cient, ineffective, or abusive. Furthermore, SUD parents frequently have
co-occurring criminality, psychiatric disorder or medical disability that negatively
impact children. In addition, quality of social assimilation by immigrant families
influences the propensity for and problems resulting from substance use. Lastly, the
extent the family participates in religious, ethnic, and cultural traditions is closely
related to the child’s acquisition of values and beliefs required to desist substance
consumption in secular society where alcohol and drugs are omnipresent. Under-
standing parental psychiatric history and family environment is thus crucial for
elucidating intergenerational vulnerability for substance misuse/SUD.

Fetal Development. Women who do not plan pregnancy are often unprepared
for and/or disinterested in childrearing. In this circumstance, maternal investment in
the health of the fetus is weak. Accordingly, there is little incentive to adhere to
health behaviors resulting in the fetus experiencing teratogenic injury caused by
abusable drugs and their metabolites, environmental toxins, poor nutrition, stress
hormones, and infections. These adversities during prenatal development also
potentially modify gene activity (epigenesist) to exacerbate the vulnerability for
psychiatric and medical disorders, including substance abuse. Although it is not
possible to retroactively ameliorate the impact of these adversities, documenting
their presence is nevertheless important in order to characterize the quality of
parental investment in the child’s welfare. Smoking cigarettes, for example, begins
earlier among youths whose mothers smoked during pregnancy. The neurological
sequelae of prenatal drug exposure are most prominently reflected as a lesion in
frontal cortex subserving emotion and behavior regulation. Moreover, neurobe-
havior disturbances associated with SUD risk have been frequently documented in
children whose mothers misused alcohol or other drugs during pregnancy.
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Infancy. It has been long known that secure emotional attachment of the infant
to the caregiver is essential for the child’s long-term mental health and social
adjustment. Substance misuse/SUD in youths and adults has been traced to insecure
attachment of the baby to the caregiver [8]. Forging secure attachment is contin-
gent, however, on affective synergy between the caregiver and baby. Psychiatric
disorder, poor coping skills, preoccupation with substance use, physical and
intellectual disability, and low parenting competencies are common examples of
caregiver limitations that hamper the mother’s capacity to bond with the baby. The
child’s characteristics also strongly influence the prospect of establishing secure
attachment. For example, neonatal abstinence syndrome may persist for up to a
month after birth in babies whose mothers regularly used illicit or prescribed opi-
oids during pregnancy. Symptoms such as irritability, gastrointestinal distress,
extended wakefulness, and persistent intense crying are stressful to parents and thus
hamper caregiving motivation, especially if the caregiver has psychiatric or medical
disability. These latter characteristics are also often present in an otherwise healthy
baby (i.e., “colic”). The dysregulated infant is thus faced with the adaptational
challenge of managing persistent stress where the caregiver is indifferent to or
cannot reliably provide the extra required caregiving.

Childhood. Poor physiological and emotion regulation during infancy often
segues to difficult temperament in toddlerhood. Overtly expressed emotion dys-
regulation and behavior undercontrol, and temperament disturbances in children as
young as 3 years of age elevate risk for developing SUD in adulthood [3, 14].
Temperament disturbances during toddlerhood also commonly segue to disruptive
behavior in middle childhood which potentiates conflict with parents and other
adults along with rejection by normative behaving children. Friendships are thus
confined to similarly disruptive and socially marginalized peers, thereby facilitating
opportunities for engaging in behaviors that violate mores and the law, including
substance use.

Adolescence. Adolescence, roughly corresponding with the developmental
period when sexual, physical, and intellectual maturation are completed, is featured
by increasing assumption of adult social roles and activities such as working for
pay, driving an automobile, and forming intimate relationships. Smoking tobacco or
drinking alcohol may, therefore, be an expression of “adult” behavior, although
illegal in most jurisdictions or a violation of cultural mores. Biological factors may
also prompt onset of substance use. For example, secondary sex characteristics
evinced at a young chronological age evoke a physical appearance of advanced
maturity leading to inclusion in an older friendship cluster. Since substance use
increases in tandem with chronological age during adolescence, affiliating with
older youths amplifies the likelihood of substance use, especially if the youngster is
psychologically dysregulated and/or poorly socialized [15]. It is important to note in
this regard that first the use of an abusable substance during adolescence typically
occurs in context of interactions with peers and, with exception of caffeine, is illegal
or a violation of social mores. In effect, initiating substance use during adolescence
involves a violation of societal norms even when consumption is tacitly accepted or
tolerated by adults in the child’s environment.
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The quality of subjective experience consequent substance use also influences
the probability of habitual consumption that in turn influences risk for SUD [12].
Furthermore, the adolescent period of development is marked by reward hyper-
sensitivity [11], thereby potentiating the subjective experience obtained from sub-
stance use. Epidemiological research showing that cannabis use disorder has peak
prevalence before 19 years of age illustrates the rapid progression from initial use
that typically begins in adolescence to diagnosis [46].

Adulthood. SUD occurs before 30 years of age in over 70 % of individuals.
These epidemiological findings concur with clinical research showing that sub-
stance misuse/SUD is an outcome of a heritable neurodevelopmental disturbance
(see [40, 44, 45] for reviews). During childhood and adolescence, the disturbance is
overtly evinced as poor emotion regulation and behavior undercontrol. In severe
cases, these characteristics satisfy criteria for diagnosis of attention deficit hyper-
activity disorder, conduct disorder, or oppositional defiant disorder that usually
co-occur in various combinations. The core disorder of psychological dysregulation
during adolescence and adulthood is often manifest as an axis II psychiatric dis-
order, particularly borderline personality disorder (more prevalent in females) and
antisocial personality disorder (more prevalent in males) co-occurring with sub-
stance misuse/SUD.

After age 30, when neuromaturation is completed, substance use is typically a
maladaptive attempt to alleviate stress. Many stressors in middle (e.g., divorce,
unemployment) and late (e.g., widowhood, insomnia, pain) life induce emotional
and physiological distress that may prompt substance use as a coping tactic. Sub-
stance misuse/SUD commonly also ensues following habitual consumption of
prescription medications with or without medical supervision. The challenge for the
clinician is to understand the client’s motivation for substance consumption so that
alternative coping strategies can be inculcated.

Summary. The life narrative delineates etiology so as to inform targets for
prevention or treatment. Because manifold factors integral to etiology and main-
tenance of substance misuse/SUD are uniquely configured in each individual,
intervention needs to be directed at ameliorating the factors particular to each
person so as to lower motivation for consumption. This idiographic framework
underpins the practice of person-centered psychiatry pertaining to SUD. In addition,
effective intervention, as discussed below, is contingent on targeting the particular
factors that sustain substance misuse specific to each individual.

24.7 Intervention Informed by Assessment of Current
Problems

The presence of only two characteristics (“symptoms”) in the DSM-5 taxonomy of
SUD qualifies the person for diagnosis. Hence, hundreds of different symptom
combinations can qualify a person for SUD. One result is the large heterogeneity of
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the clinical presentation, including individuals for the same disorder, even indi-
viduals having completely different symptom but the same diagnosis. Unlike other
chronic non-communicable medical disorders, the diagnostic criteria for SUD do
not require a necessary condition that must be present in all affected individuals.
Moreover, it should be noted that the criteria do not inform intervention. Also, it
should be noted that the symptoms comprising the criteria are not equal in terms of
denoting severity of disturbance. Thus, classifying SUD as mild, moderate, or
severe based on tabulating the number of symptoms may not accurately depict SUD
severity. It is additionally important to note that substance misuse/SUD, even if it is
the presenting problem, may not necessarily be the main or most severe problem.
As discussed above, substance misuse is often secondary to stress-induced psy-
chiatric (e.g., depression) or physiological (e.g., insomnia) disorder.

Designing a prevention or treatment intervention that is tailored to the individual
requires: (1) identifying the spectrum of problems concurrent to substance use,
(2) ranking the severity of the identified problems to prioritize urgency of inter-
ventions, (3) determining whether the manifest problems preceded or emerged
consequent to substance misuse, and (4) specifying the person’s assets and
resources that can be leveraged to maximize intervention effectiveness. Before
undertaking these tasks, it is essential, however, to determine whether substance
misuse/SUD is indeed present, recognizing that many individuals who consume an
abusable substance (caffeine, prescription medications, alcohol, etc.) do not exhibit
a hazardous pattern of consumption.

Objectively determining whether a problem is present can be readily achieved
using gender-specific versions of the Quick Screen derived from the Drug Use
Screening Inventory (DUSI-DQS). This self-administered screen, taking about 3
min to complete, quantifies severity of substance involvement (Part A) and
substance-related maladjustment (Part B) [22]. Percentile scores denote whether
there is correspondence between level of substance involvement and severity of
maladjustment. Available at no cost on the internet, the DQS is thus a practical and
efficient tool for population screening or for routine assessment in clinical and
social service settings. Importantly, there are several age-specific versions spanning
adolescence to adulthood, thereby enabling longitudinal monitoring. Furthermore,
concurrent and predictive validity of the DQS are established so that the scores
automatically inform the clinician about the probability that the person currently has
or will in the future qualify for SUD. Lastly, because the results summarize
information provided by the individual, the DQS is a valuable tool for initiating a
discussion with the client about the need for intervention.

Once the need for intervention is established, the next task involves delineating
the spectrum of disturbances sustaining substance misuse. First, information needs
to be obtained to characterize consumption behavior with respect to (1) frequency,
quantity and type of regularly consumed substances, (2) pattern of simultaneous use
of multiple substances, (3) beliefs held by the person about the risks and perceived
benefits of substance consumption, (4) level of confidence to desist consumption,
(5) usual social context of consumption, and (6) drug-induced positive (euphoria)
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and negative (relief from aversive state) reinforcement. Complementing docu-
mentation of substance use topology, magnitude of disturbances encompassing
health, behavior, role performance, and interpersonal relationships also needs to be
quantified. The Drug Use Screening Inventory (DUSI), self-administered on the
Web (see http://www.yourhealthcheck.org/ecenter_research), measures problems
severity in ten main domains: (1) physical dependence and associated symptoms of
substance misuse, (2) mental health disturbances, (3) behavior disorder, (4) health
problems, (5) family dysfunction, (6) education underperformance and maladjust-
ment, (7) disruptive peer relationships, (8) work maladjustment, (9) suboptimal
social skills, and (10) inadequate leisure and recreation. In addition, the DUSI’s
specialized subscales screen serious psychiatric and behavior disturbances,
including attention deficit hyperactivity disorder, conduct disorder/antisocial per-
sonality, anxiety, depression, paranoia, and schizophrenia. Additional DUSI sub-
scales screen for susceptibility to anger, social withdrawal, interpersonal
aggression, suicide risk, and non-violent violations of the law. Lastly, the score on
the 10-item Lie scale indicates whether the client is making an intentional effort at
deception. The DUSI, available in multiple languages, can be completed in
approximately 15 min using any device connected to the Web. Comprehension of
the questions requires only a fifth grade reading level; however, a text to voice
option is available if the respondent cannot read at this level.

All of the DUSI scales are scored on the same metric spanning 0–100 %
severity. In this fashion, severity of problems can be ranked to prioritize inter-
ventions. Also, because the results are scored and profiled automatically after
completing the 159-item inventory, the results are immediately available for dis-
cussion with the client. Furthermore, once the client is engaged in intervention, the
software enables tracking and graphing changes in each problem. Assessments
during after-care afford the opportunity to detect trends in problem severity and
associated substance use severity so that timely intervention can be implemented
prior to florid relapse. Finally, the DUSI’s software efficiently aggregates data to
(1) evaluate effectiveness of a treatment program, (2) measure effectiveness of
service providers, (3) estimate prognosis for particular subgroups or subtypes of
patients, and (4) conduct cost-effectiveness analyses.

24.8 Intervention for Substance Misuse/SUD

The discussion up to this juncture described the life narrative and multidimensional
assessment to determine intervention needs and set priorities. In this fashion,
objective evaluation, non-subjective clinical impression, constitutes the platform to
initiate discussion with the client about the need to address substance misuse.
Because all the information is provided by the client, evasiveness, and denial are
avoided. Conversation can thus be directed at catalyzing the decision to initiate
intervention. Toward this goal, [35] described a schema that involves a series of
transitions from pre-contemplation for treatment to awareness of a need for treat-
ment and subsequently an action plan to initiate rehabilitation. Assisted by the
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information provided by the client, the motivational interview, a widely used
office-based intervention, catalyzes the client toward action.

The motivational interview is “a collaborative, person-centered form of guiding
to elicit and strengthen motivation for change” [31]. Motivational interviewing is
culturally neutral since it focuses on evoking from the client proactive motivation
rather than imposing requirements to adhere to a prescriptive intervention. Four
principles guide the motivational interview: (a) empathy, (b) develop discrepancy,
(c) roll with resistance, and (d) support self-efficacy. Moreover, as collaboration
between the clinician and client, intrinsic motivation is catalyzed by the person’s
resourcefulness to advance behavioral change.

Once the client is engaged and motivated to initiate change, the intervention
program needs to be tailored to the specific factors that promoted and currently
maintain substance misuse. Toward this goal, intervention should emphasize
attaining recognizable progress early on so as to consolidate motivation for con-
tinued involvement in treatment. Pharmacotherapy should also be considered at the
outset of treatment. Where possible, engagement with Alcoholics Anonymous (or
Narcotics Anonymous) by the client and Al-Anon and Al-Ateen by other family
members should be strongly encouraged. This self-help grassroots fellowship
provides lifelong social support. In addition, informed by the DUSI profile, the
intervention program may need to target problem areas requiring specialized pro-
fessional skills (family therapy, cognitive behavior therapist, etc.). It is beyond the
scope of this discussion to review the variety of methods for prevention and
treatment of SUD; however, similar to all chronic medical disorders, a major
challenge involves maintaining the client’s adherence to the selected regimen.

24.9 A Person-Centered Approach to Addiction Treatment

A person-centered medicine approach to treatment is uniquely befitting for the
optimal treatment of addictions: addictions particularly addiction to illegal drugs
have for long been considered criminal, immoral, self-inflicted conditions, and
importantly the most stigmatizing health conditions in all communities and cultures.
In recent decades, addictions have been dignified by their recognitions as serious
health conditions included under mental disorders in international classification
systems and accumulating evidence for effective treatment and preventative inter-
ventions that now shape policy including issues of decriminalization and
legalisations.

The disease perspective views compulsive use of substances symptomatic of the
underlying pathology that at least in part has genetic basis. This perspective
endorses a compassionate treatment since it regards addictive behavior is beyond
the control of the individual. The 12–Step Recovery Movement was established on
this disease model of addiction. Addictions are also considered maladaptive learned
behavior—“problem behaviour that is clearly under the control of environmental,
family, social, and or even cognitive contingencies” [41]. This problem behaviour
is not viewed as a sinful, out of control or freely chosen but the addicted individual
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is instead seen as an “A victim of destructive learning conditions.” This perspective
employs learning strategies in treating the addictive behavior, including contin-
gency management, modeling, social skills training, assertiveness training,
behavioral self-control training, and overall relapse prevention skills training [26].

24.10 Motivational Interviewing: The Core Experience
of Person-Centered Approach

There is preponderance of evidence that indicates that therapist and client factors
are much more important than treatment approach [7]. Rogers was the first to
articulate this distinction in his paper “the necessary and sufficient conditions of
therapeutic personality change” stating that effective therapy is dependent upon the
existence of six conditions. The first condition (client vulnerability) would appear to
be a precondition for all effective therapy including addiction treatment; this
demands engagement with the client and the establishment of a collaborative
relationship. The other conditions are considered the core conditions and elaborate
the therapist conditions that are critical for producing growth and change in clients:
empathic understanding or accurate empathy; therapist congruence, genuineness,
honesty and authenticity; and therapist unconditional positive regard, consistent
acceptance, and none—possessive interpersonal caring and warmth [7, 38].

The introduction of the trans theoretical stage of change model was a major
factor that influenced the transition from the harsh confrontational approach to a
more respectful humane approach in addiction treatment in the late 1980s and early
1990s [35]. This model postulated the change process as a sequence of five stages
through which people advance as they create, modify or stop behaviors.

People who make behavioral changes move from being unaware or unwilling to
do anything about the problem to considering the possibility of change, then to
becoming determined and prepared to make the change, and finally to taking action
and sustaining or maintaining that change over time [5].

Since 1991 there has been an increased emphasis on using a person—centered
approach in the treatment of addictive disorders [29] who defined motivational
interviewing as “a goal—directive, client—centered counseling style for eliciting
behavioural change by helping clients to explore and resolve ambivalence”. Miller
and Rodnick have recently updated the definition of motivational interviewing to “a
collaborative, person—centered form of guiding to elicit and strengthen motivation
for change close quote [31] and is by far the most widely used and research—
person-centered approach for the treatment of addictions, with over 200 clinical
trials demonstrating its effectiveness on it. Miller and Rose [32] state that “moti-
vational interviewing is a psychotherapeutic method that is evidence—based
through the brief, specifiable, applicable across a wide variety of problem areas,
complementary to other active treatment methods and learnable by a broad range of
helping professionals” [7].
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The four guiding principles of motivational interviewing are considered far more
important than any specific strategy or technique used in therapy: express empathy,
develop discrepancy, roll with resistance, and support self—efficacy. These prin-
ciples of motivational interviewing lead to a collaborative therapy process in which
the client provides the content and the therapist guides the process. Motivation
interviewing is also a culturally neutral style of relating to clients if the four guiding
principles are followed since the focus is on evoking from the client what is already
there rather than imposing something on clients: “motivational interviewing honors
and respects the individual’s autonomy to choose. It is a collaborative, not a pre-
scriptive, approach, in which the counselor evokes the person’s own intrinsic
motivation and resources for change. Implicit is the belief that such motivation and
resourcefulness within each individual and need to be evoked rather than imposed
[7, 30].

24.11 Person-Centered Approach to Intervention
Adherence

Intervention frequently requires accessing diverse and often disconnected health
and social services to address multiple longstanding problems. Substance misuse
may diminish the person’s motivation and capacity to access and sustain engage-
ment with diverse service delivery systems as well as other needed resources such
as food security, safe housing, transportation, and child care. A one-to-one rela-
tionship with a dependable person who helps the client surmount health and social
systems barriers while also providing supportive counseling augments the prog-
nosis of patients with chronic non-communicable medical disorders. Termed, pa-
tient navigation, the client thus has a trusted readily available “go to” resource [10]
to help engage in and sustain intervention The navigator is especially valuable for
socioeconomically disadvantaged individuals who are often more inclined to
(1) have distrust or fear of health and social services providers, (2) have difficulty
keeping appointments due to child care, physical disability or lack of transportation,
(3) have problems communicating in the required language, and (4) have low fiscal
resources [9]. Patient Navigation is, therefore, an especially valuable intervention
for the vulnerable populations by “working with patients and other actors in both
the social network of the organization itself and the community in which the
organization resides” [34, p. 518]. The one-to-one relationship between patient and
navigator ideally realizes practice of person-centered psychiatry pertaining to
substance misuse/SUD treatment.
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24.12 International Context

24.12.1 The UK Experience

The National Treatment Agency of Substance Misuse provides a treatment
framework and a process intended to support the move toward a consensus on the
essential components of specialist substance misuse services and the importance of
links with other health, social care, and criminal justice agencies. The guidance
structure ranks substance misuse services in four tiers ranging from Tier 1 (non
specialist services, including general psychiatric services) to Tier 4a (residential
care specifically for substance misusers) and Tier 4b (highly specialized services
unrelated to substance misuse such as forensic psychiatric services and specialist
personality disorder services). The guidance also stipulates the development of
integrated care pathways as the preferred method of applying care in a coordinated
integrated way. Integrated care pathways provide a means of merging local referral
and treatment protocols to define where and when a particular service user needs to
be referred.

The Government Drug Strategy 2010 took a step toward lowering harm caused
by drug misuse and more emphasis on recovery. Individuals do not take drugs in
isolation from what is happening in the rest of their lives. The causes and drivers of
drug and alcohol dependence are complex and personal and the solutions need to be
holistic and centered around each individual, with the expectation that full recovery
is possible and desirable.

The Strategy stipulated that recovery involves three overarching principles—
well-being, citizenship, and freedom from dependence and it is an individual,
person-centered journey, as opposed to an end stage, and one that will mean dif-
ferent things to different people “we must therefore, put the individual at the heart
of any recovery system and commission a range of services at the local level to
provide tailored packages of care and Support”.

One of the best predictors of recovery being sustained is an individual’s ‘recovery
capital’: the resources necessary to start, and sustain recovery from drug and alcohol
dependence. The “recovery capital’s” resources are social, physical, human and
cultural.

Marsden et al. [27] have recently introduced the Development of the Addiction
Dimensions for Assessment and Personalized Treatment (ADAPT) which is
designed to help clinicians tailor therapies and demonstrated that it is a valid
instrument for substance use disorder treatment planning, clinical review and out-
come evaluation.

The UK government commissioned a sector-wide consultation on the model of
care to implement the Building Recovery in Communities aim of the Drug Strategy
2010. This highlighted widespread agreement for an integrated approach to treat-
ment and recovery support.

The key messages from the treatment field are that an integrated recovery system
should focus on the following: Collaborative working between al partners to
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commission services based on outcomes; prompt access to appropriate interventions
for drug-dependent people, including offenders; high-quality treatment tat prepares
service users for recovery while protecting communities; encouraging service users
to successfully complete treatment without putting them at risk; links to support
networks to sustain long-term recovery and reintegrate people back into society.

24.13 US Experience

In 2009, the National Council for Community Behavioral Healthcare issued
Behavioral Health/Primary Care Integration and the Person-Centered Healthcare
Home which summarized a bidirectional approach to delivering Mental Health
(MH) and Substance Use (SU) services in primary care settings and primary care
services in MH/SUD settings.

The 2009 paper suggested that the expanded scope of th4e PCMH with MH/SU
capacity and stepped care could be reflected by renaming the patient-centered
medical home as the person-centered healthcare home, signaling that MH/SU
treatments are a central part of healthcare and that healthcare includes a focus on
supporting a person’s capacity to set goals for improved self-management, using the
resources of the community and personal support systems.

Person-Centered Healthcare Homes provide:

1. Health screening and registry tracking in MH/SU settings as well as in primary
care

2. Nurse practitioner or PCP in MH/SU treatment setting as well as in primary care
3. Behavioral health consultants in primary care, competent in MH/SUD disorders
4. Nurse care managers in MHN/SUD settings as well as in primary care
5. Evidence-based preventive care in all settings. Wellness programs in all settings.

A recent study to understand mental health, substance use, and health behavior
activities within primary care practices recognized by the National Committee for
Quality Assurance as patient-centered medical homes (PCMHs). The study showed
that in PCMHs, practice organization and response to behavioral issues seem to be
less well developed than other types of medical care. These results support further
efforts to develop whole person care in the PCMH, with greater emphasis on access
to and coordination of mental health, substance abuse, and health behavior services.
Focusing primary care practices on this aspect of whole person care will benefit
from program sponsors’ support and rewarding better integration with behavioral
health [20].
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24.14 Toward a Person-Centered Addiction Treatment
and Rehabilitation: Naufar Center in Qatar

Naufar’s architectural, and functional design and model of care (MoC) is guided by
National Health Mental Health Strategy to provide comprehensive specialized
integrate 4d health care and social care pathways for people with substance misuse
enabling them to recover, improve their lives and well-being and return them to
their families and communities.

The MoC and its integrated care pathways are underpinned and guided by
evidence-based healthcare policies and interventions benefitting from best practice
provided in its hospitable physical and social environments. The proposed MoC is
informed and guided by Naufar’s resources, national health strategies, and best
practice in UK. It is structured under headings of policy context, commissioning
substance misuse services, assessment, care planning, integrated care pathways,
quality criteria and improvement reviews, alongside performance monitoring and
management, and treatment interventions.

Its clinical operations will be enabled by the reform of legislation related to
addiction work that is being undertaken by the Joint Committee for the Review of
Legislation related to Additions that was established by the Minister of Health and
had produced its final report and recommendations in June 2013. Moreover,
Naufar’s clinical operations will be enabled by Qatar Mental Health Law which
makes provisions for the treatment of people with mental disorders including those
with substance misuse under voluntary and compulsory conditions. People with
substance misuse are entitled to treatment including inpatient care on a voluntary
basis with their rights to privacy and confidentiality fully assured [1].

The proposed MoC for Naufar shall be enhanced by the hospitality culture in
tune with its strategy, values, mission, and core principles.

The hospitality culture will add value to the MoC that is also enhanced by the
person-integrated diagnosis (PID). It benefits from the PLANTREE experience
http://planetree.org/ and what it means to be patient-centered. Planetree’s philoso-
phy is based on a simple premise: care should be organized first and foremost
around the needs of patients. To understand those needs Planetree turned to the
source. Thousands of focus groups—from bedside to boardroom—with patients,
long-term care residents, families and professionals caregivers across the globe
have borne out their needs and desires for a more personalized, humanized, and
demystified health care experience. Bringing these concepts to life requires a shift
not merely in operations but fundamentally in culture. Planetree guides providers
through a structured process that enables caregivers to transform the health care
experience they provide. Moreover, it has used Maslow’s Needs Hierarchy as a
Framework for Evaluating Hospitality Houses’ Resources and Services [6].
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24.15 Conclusions

Substance use disorders (SUD) are among the most burdensome and stigmatizing
health conditions in all communities and cultures. In this chapter, we provided an
overview of SUD characteristics including characteristics of people prone to SUD
and of their environment; their ethology from life history narrative. The life nar-
rative and the multifactorial domains integral to the etiology and maintenance of
substance misuse/SUD are unique to each individual and inform person-centered
targets for prevention or treatment. A person-centered approach is uniquely befit-
ting for the optimal comprehensive assessment and integrated treatment of
addictions.
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25Schizophrenia and Related Disorders

Wolfgang Gaebel, MD and Juergen Zielasek, MD

25.1 Concepts of Person-Centred Care in Schizophrenia

“Psychiatry is essentially about people, not (just) brains…” [53]. This conveys
much of what psychiatry is about, and it is to investigate the role and function of
psychiatry, of mental healthcare and all accompanying aspects of the diagnostics,
therapy and care for people with schizophrenia, which is at the center stage of this
chapter. Psychiatrists are holists par excellence, in that mental disorders affect the
whole person and the need arises to integrate information from clinical assessments,
neurobiology, socioenvironmental domains and psychological reactions of the
patient to the development of a mental disorder. The major model of mental dis-
orders is the biopsychosocial model [18], which is holistic in that it takes a mul-
tiperspective integrating several levels of analysis using empathic understanding of
subjective experiences and other more objective tools to assess the presentation of
mental disorders. One central aspect here is that the model may guide a “parsi-
monious application of medical knowledge to the needs of each patient” [8].

The publication of DSM-5 in early 2013 prompted a debate on the usefulness and
validity of the “biologic” model of mental disorders, sparkled by contributions by indi-
viduals and a position statement by the British Psychological Society (http://www.
theguardian.com/society/2013/may/12/psychiatrists-under-fire-mental-health). Also, the
Research Domain Criteria Initiative (RDoC) of the National Institutes onMental Health
was challenged on the grounds that it overemphasized (neuro)biologic causes of mental
disorders.While these arguments have been countered by the view that neither psychiatry
nor the RDoC initiative rely solely on neurobiologic models of explaining mental disor-
ders (http://www.theguardian.com/science/2013/may/12/dsm-5-conspiracy-laughable)

W. Gaebel, MD (&) � J. Zielasek, MD
Proffessor, Department of Psychiatry and Psychotherapy, Heinrich Heine University,
LVR-Klinikum Düsseldorf Bergische Landstr. 2, D-40629 Düsseldorf, Germany
e-mail: wolfgang.gaebel@uni-duesseldorf.de

© Springer International Publishing Switzerland 2016
J.E. Mezzich et al. (eds.), Person Centered Psychiatry,
DOI 10.1007/978-3-319-39724-5_25

345

http://www.theguardian.com/society/2013/may/12/psychiatrists-under-fire-mental-health
http://www.theguardian.com/society/2013/may/12/psychiatrists-under-fire-mental-health
http://www.theguardian.com/science/2013/may/12/dsm-5-conspiracy-laughable


[5, 16, 17], the question is still openhow the person-centred approachof psychiatry and—
for the purposes of this chapter—the underlying model of schizophrenia and related
disorders can be optimized to become even more person-centred, and how such a per-
sonalizedmodelmayoptimize thediagnosis and treatment of patientswith schizophrenia.
For the purposes of the following discussion, it is necessary to clarify that a solely
neurobiology-oriented approach anda solely social or psychology-oriented approachwill
probably not lead to decisive improvements in the care of persons with schizophrenia.
Integrated, multiperspective views taking the person affected by schizophrenia or related
disorderswithallhis/herbiological, socialandpsychologicalcontexts intoconsideration is
warranted to provide empowerment, healing andmental health for the person affected by
schizophrenia.

Another conceptual issue arises and needs to be clarified: That is whether such a
disease as schizophrenia (and related disorders) should be diagnosed after all. The
grounds for this question arise in the observation that psychotic symptoms are
frequently found in the general population, among these in many cases of people
who do not develop mental disorders, and that the symptoms of psychosis are the
results of childhood adversity and not due to a mental disorder at all, and can be
controlled by providing coping strategies. There is now biologic evidence that
childhood adversity experiences may have long-lasting impacts on individual
psychosocial development including the emergence of mental disorders [4], but it
seems unlikely that mental disorders can be understood solely on the basis of
psychological or social adversity. Newly emerging study areas are the social neu-
rosciences [1] and the research into gene–environment interactions [19], as
examples of increasingly individualized, holistic approaches taking into consider-
ation all putative etiopathogenetic mechanisms centering on the person and con-
verging on common neurobiological pathomechanisms. Reductionist approaches do
not seem to be promising anymore, be they purely biologic, psychologic or social.
Rather, several different combinations from a multitude of genetic, life-experience
or other socioenvironmental risk factors may interact to lead into a clinical picture
of psychosis. As regards the notion of psychotic symptoms as parts of the normal
human experience, it should be noted that such experiences are frequently associ-
ated with undetected mental disorders, situations of sleep deprivation or sensory
deprivation, the influence of drugs and other substances of abuse and their with-
drawal, or of a very short-term duration. In these cases, a diagnosis of schizophrenia
would indeed not be warranted, however, medical diagnosis and treatment would
still be warranted to detect underlying mental disorders, substance abuse or somatic
disorders. Also, a significant proportion of persons of the general population who
have psychotic experiences develop considerable help-seeking and distress, and
fulfil the diagnostic requirements of schizophrenia, and even if no diagnosis is
made, suffering may be present, as a large-scale WHO study has shown, both on the
mental and the somatic level [38, 39]. These persons are in need of professional
assistance and suffer from non-diagnosis and nontreatment. Efforts are therefore
necessary to reduce this symptom-/disease-associated burden and will be dealt with
later in the chapter. However, it would be unethical not to diagnose these persons
with schizophrenia if this is warranted due to the clinical picture, simply on the
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ground of conceptual reasons to avoid psychiatric diagnoses. Not making a diag-
nosis may imply that the person may not be entitled to receive the necessary therapy
or social support in the existing healthcare systems. Therefore, for the time being, it
seems necessary to be able to make the diagnosis of schizophrenia. Also, the
diagnosis of schizophrenia has validity as regards treatment decisions and prog-
nostic evaluations. Whether it would be useful to abolish diagnoses of mental
disorders at all as prerequisites of receiving mental health support may be dis-
cussed—of course, from an ethical point of view, even without a diagnosis, a
person in need has a right to be treated and supported. This is an ethical challenge
for the current healthcare systems, in which support is provided only based upon a
firm expert diagnosis of a mental disorder. This situation will not be easy to resolve
since most systems rely exclusively on a diagnosis of a mental disorder as a
prerequisite for social or medical assistance. However, beyond such rather con-
ceptual or academic discussions, there is an urgent need to ascertain access to
mental healthcare especially for minority groups or other underprivileged groups,
who may not even have access to simple healthcare services due to their social
status. This part of the population is on the increase given the social unrest and
ensuing migration of whole populations, and has been an issue for studies in Europe
recently showing that marginalized social groups are under special pressure and
lack access to mental healthcare [45, 54]. The central question for personalized
psychiatry therefore is not if diagnoses are warranted, but how to close eminent
mental healthcare gaps.

Schizophrenia and the related disorders like schizoaffective disorder, acute and
transient psychotic disorders, and delusional disorders, are frequent, severe and
cause a significant level of impairment, disability and suffering to those who are
affected by these mental disorders. Schizophrenia will be the focus of this chapter,
since most research in this area has been performed in schizophrenia. Beyond that,
schizophrenia—for the purposes of this book chapter—may be regarded as a typical
example for all mental disorders, in that there has been considerable progress in
elucidating its multifaceted etiopathogenesis (which is most probably featuring
interindividually different compositions of biologic, psychological and social fac-
tors), but little if any real progress on the level of individualized mental healthcare.
There is a considerable gap between excellent technological breakthroughs in the
characterization of the genes involved in the etiopathogenesis and the neural net-
work disturbances underlying the symptoms of schizophrenia on the one hand, and
the influence of such knowledge on everyday mental healthcare. The “bench to
bedside” gap in schizophrenia appears to have a considerable size. Therefore, this
chapter sets out to analyze this situation and develop suggestions for a future
advancement not only for research about the brain mechanisms underlying the
etiopathogenesis of schizophrenia, but also for mental healthcare research with a
view to provide immediate benefits for those affected by schizophrenia and related
disorders. An effort may be needed to reconcile the domains of classification cri-
teria, the personal meaning of psychotic experiences for the individual, and the gap
between neurobiological dysfunctions and patient´s subjective experiences. An
optimized person-centred model of schizophrenia and related mental disorders
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would need to encompass these factors, relate to life experiences and individual
coping strategies, and take impairments, social support and goal attainment into
account (Fig. 25.1).

25.2 The Person in Schizophrenia—A Special Aspect
of Schizophrenia

Schizophrenia and the related disorders are diagnosed on clinical grounds based on
detecting a certain combination of clinical symptoms over a sufficient period of time
and after the exclusion of somatic disorders and substance of abuse-related disor-
ders, which may cause similar clinical pictures. There is still no gold standard
accessory diagnostic instrument which may replace psychopathology, so that while
the diagnostic criteria are “impersonal” in a sense that they apply to every person,

Fig. 25.1 A new person-centered model of schizophrenia and related mental disorders. The
person takes centre stage and shows psychophysiologically mediated alterations of cognition,
mood and volition, which are shaped by neurobiological factors, life experiences and partially
alleviated by individual coping strategies. Other environmental factors may act on neurobiological
pathomechanisms (“epigenetics”). The resulting symptoms and impairments may reduce quality of
life, role fulfilment and goal attainment, and may lead to unfavourable outcomes which may be
fostered by lack of social support and which may be alleviated by positive social support and
effective coping mechanisms. Note that there are feedback loops not depicted here, for example, in
that a reduced goal attainment may unfavourably affect mood, leading to vicious cycles in the
process of developing mental disorders. Antipsychotic drugs and psychotherapeutic procedures are
therapeutically active via neurobiologic and psychophysiological brain mechanisms most likely
converging on common final pathways

348 W. Gaebel and J. Zielasek



they are highly personal in that they take individual experiences into account and
are actually centrally based on such experiences. The diagnostic process is highly
dependent on first-person accounts of subjective experiences by the person of
hallucinations and/or delusions, which affect the person deeply in most cases. This
implies that the person as a whole is affected by these symptoms, and the symptoms
are experienced as close to the individual himself or herself, and they may have
immediate meaning to the person affected. Therefore, schizophrenia has a special
aspect of affecting the person in its deepest foundations, consequently leading to
experiences demanding explanations, causing distress and having consequences for
the person´s everyday life. Therefore, it is warranted to say that the person is
affected in schizophrenia, not just functional systems of the brain like neurotrans-
mitter systems or modularized, interacting networks of oscillating neural circuitry.
However, the latter are conditions which may underlie the ensuing personal
affection and symptoms, and therefore need to be studied if an understanding of the
mechanisms of the processes leading to the hallucinatory or delusional experiences
is needed. These two levels of investigation, the “person as a whole” level and the
“neurobiologic” level, cannot be separated, in that they influence each other and
form both a basis and a consequence of the etiopathogenetic procesess in
schizophrenia and the related mental disorders. A diagnostic process in
schizophrenia will therefore only be complete if it is “of the person”, which means
that a complete assessment including symptoms (experiences) and impairments is
warranted. It needs to be “with the person” in exercising respectful and empowering
partnership with a common goal of mental health. It should be “for the person”,
keeping in focus that it is necessary to identify the individual health aspirations of
the person seeking help. There is still a considerable degree of unmet needs in
patients with schizophrenia, which is only partly met by reducing the symptoms of
psychosis [23, 33]. It would be necessary to optimize the diagnostic and therapeutic
process towards “by the person”, meaning that the person seeking help is viewed as
an equal partner in a transaction involving both professional and personal aspects
with joint identification of treatment needs. To advance such an approach,
Salvador-Carulla and Mezzich [44] suggested to address aspects both of “ill health”
and of “positive health” in this process. But there may be practical challenges and
limits to these ideals in everyday clinical practice of schizophrenia mental health-
care. These include, to name some examples, on the patient side: (a) the occurrence
of disorder-related overvalued ideas with lack of insight into the pathological
nature; (b) challenging behaviours like threats or withdrawal; (c) suicidality;
(d) nonacceptance of therapy. While these need to be addressed in proper com-
munication, there are also challenges on the professional side. These may include—
but may not be limited to—(a) nonattendance to personal beliefs or needs of the
patient; (b) lack of professional knowledge; (c) lack of continuing care for the
patient due to structural limitations of the mental healthcare service.
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25.3 Personalized Drug Therapy

Personalized drug therapy in schizophrenia and related disorders usually implies
that certain biologic markers or endophenotypes are identified which may play a
role in the pharmacodynamics of the used drugs. For the antipsychotic drugs,
individual dopamine-receptor blockade levels can be measured, which are associ-
ated with antipsychotic effects, but also with side effects, and there is a wide
interindividual variability of these associations [15]. Also, the dopamine system is
connected with other neurotransmitter systems (glutamate, serotonin, to name just
two) and dopamine-receptor blockade may be a necessary, but not a sufficient
action of antipsychotic drugs to control symptoms [29]. Besides, high costs,
exposure to radioactive tracer substances and nonavailability of the method are
barriers to the implementation of such individualized procedures. In everyday
clinical practice, the selection of antipsychotic drug therapy takes a multitude of
individual aspects into account and is highly personalized already [14]: parameters
of the primary disorder like the disease course, the current state and the predomi-
nating symptoms, psychiatric and physical comorbidities, past treatment effects,
individual patient preferences, drug availability and individual acceptability of
different treatments and formulations, as well as the expected efficacy and safety of
the proposed treatment. Thus, choosing an antipsychotic drug is the result of a
complex and highly individualized decision making procedure involving both
objective and subjective factors.

Clinical response to drug therapy as measured by psychopathological assess-
ments is usually the response measure of choice in clinical trials assessing the
efficacy of antipsychotic drugs. Increasingly, more complex “outcome” measures
like “recovery” are taken into account. Model studies employing such combined
approaches are available in schizophrenia and have shown that the longer-term
aspect of recovery is heavily influenced by a range of factors including short-term
symptomatic remission rates [47]. In a wider sense of a psychiatry of the person and
its implications for schizophrenia and related disorders, this would imply that drug
therapy is initiated “with the person” using strategies of shared decision making and
keeping the individual´s treatment goals and values in focus. It also implies drug
treatment “for the person”, identifying not only health-related, but also more gen-
eral aims in life with a view to integrate mental health into the context of the
person´s life situation, goals and impairments. Drug therapy-related attitudes of
patients with schizophrenia are predictors of treatment adherence, indicating that
considering such person-related factors in patient education and information may be
an important measure to increase the efficacy of antipsychotic medication [21].
Establishing a therapeutic alliance between the patient and his/her treating physi-
cian leads to drug therapy “by the person”, who becomes more than a passive
recipient of drugs. This then leads to drug treatment “of the person”, meaning that a
complete assessment of impairments including issues of quality of life, role ful-
filment and social integration come into play. There are specific challenges to be
expected: such assessments of treatment needs would become complex,
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multidimensional and time consuming. Also, such assessments may have little
relevance to actual drug treatment decisions, simply because all antipsychotic drugs
will have comparable side effects and excellent efficacy, with the need to find the
optimal drug and dosage in each individual case. Not in all cases is it possible to
integrate this into the whole life plan—simply because a person with schizophrenia
may have delusion- or hallucination-driven plans, which may—from a clinical point
of view—not be regarded as the person´s autonomous wish, but rather results of a
disease process. Therefore, finding optimal drug regimens may always be burdened
by the need to find workable compromises between the aspect of “covering every
aspect of life”, individual goals and the real world limitations of mental health care.
Also, it may be necessary to identify and evaluate limitations of the treating
physician’s and the person’s capacity to act ideally, and it may become prudent
during the disease course to develop ways to handle such limitations rather than
ignoring them.

25.4 Personalized Psychotherapy

Similar to drug therapy, psychotherapy by virtue of its nature is a personal affair in
that it should benefit the patient individually and that it is heavily reliant on a
personal relationship between the patient and his/her therapist. Psychoeducation has
been an important aspect of forging a therapeutic alliance and is also effective in
reducing rehospitalization [28], especially when combined approaches using psy-
choeducation and cognitive treatment are employed. A special aspect of the psy-
chotherapy of schizophrenia is that it has long been neglected as a potentially
effective therapeutic approach. In the early 2000s, increased interest in psy-
chotherapeutic approaches emerged [3] and has accelerated with the emergence of
cognitive-behavioural psychotherapies for positive and negative symptoms [31, 42].
Disputes about psychotic experiences do not negatively affect the therapeutic alli-
ance course and applying cognitive-behavioural techniques may significantly alle-
viate symptom burden in patients with symptoms of psychosis [58]. Therefore, the
picture of psychotic disorders as contraindications for psychotherapeutic measures is
not warranted any more. Following these therapeutic successes, cognitive models of
psychosis were further developed and are now increasingly based on research evi-
dence including neurobiological studies and psychological investigations (reviewed
by Sarin and Wallin [46]). In the psychoanalytic schools, there is still few research
on its use for psychotic patients, but a re-emergence of interest in applying psy-
chodynamic or psychoanalytic approaches in the care of people with schizophrenia
can be observed [26, 51]. The approaches of individual understanding and highly
personalized (individualized) care used in traditional psychoanalytic settings may
provide interesting insights into the nature of psychotic disorders [30], but new
research is necessary to prove efficacy and to show which kinds of psychoanalytic or
psychodynamic approaches are best suited for which type of patient and in which
disease stage. Issues of body–mind relationship and of the separation of oneself from
the therapist in the patient-therapist relationship emerge. An important aspect in the
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sense of a more personalized approach may be the role of families, shame and guilt
[36]. The studies in brief family-oriented interventions are few and a Cochrane
review concluded that the size and quality of studies would need to be augmented in
the future [40]. New family therapeutic approaches including culturally sensitive
aspects of minority ethnicity show the feasibility of such approaches in clinical
practice and some efficacy in reducing symptom loads, but would need further
larger-scale trials to be generalizable [57]. Other new psychotherapeutic approaches
aim at increasing the mentalizing capacities of patients with psychotic disorders, an
approach designed to foster self and other understanding [10]. Person-related factors
like attachment styles have been shown to be associated with the course of psychotic
disorders and may provide new avenues for the psychotherapy of psychosis [32].
Another approach in psychotherapy is to deny the medical model and focus on past
experiences of abuse or trauma as putative causes of hearing voices [43]. Such
reductionist approaches may be superseded by the current knowledge about the
social neurosciences, which integrate personal histories of adversities with neuro-
biological factors.

25.5 Personalized Rehabilitation Therapy

The effectiveness of individualized rehabilitation therapy for schizophrenia and
related disorders has made progress in two related areas. One is research showing
that cognitive therapy will improve workplace related outcomes [37], and the second
is that supported employment programmes providing individualized placement and
support are very effective in those countries in which traditional rehabilitation
measures have not been successful. Meta-analyses show that the availability and the
implementation of such effective rehabilitation programmes are the decisive factors
to foster improvements of the results of workplace rehabilitation programmes for
people with severe mental disorders (reviewed by [6]). In that individual life deci-
sions like which work to chose, where to take residence and how to engage oneself in
work-related or educational activities come heavily into play in rehabilitation ser-
vices, these provide an area of person-centred mental healthcare for persons with
schizophrenia and related disorders which deserves considerable attention. In
rehabilitation medicine assessments, the comprehensive International Classification
of Functions (ICF) developed by the World Health Organisation [12] provides an
excellent framework for assessing and classifying not only symptoms of mental
disorders, but also the kind and degree of social support, functional impairments and
ensuing disabilities. The ICF approaches disorders in general from a bodily aspect,
which means the psychopathological level in mental disorders, but also includes a
more comprehensive perspective (“the entire health experience”), and an overar-
ching view (“the human experience”), which considers health as part of the human
condition [12]. It is mentioned here among the personalized aspects of rehabilitation,
as the ICF plays a role in assessing rehabilitation needs and therapy. The ICF puts
special emphasis on the person in his/her social context and the ensuing
health-related issues, which play a centre role in rehabilitation medicine [13].
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Beyond rehabilitation medicine, the ICF could be a first step towards holistic,
person-centred diagnostic documentation of “the whole person” and his/her social
relationships, their effects on mental health, and serve to identify and specify
domains of putative therapeutic needs for support. A drawback is obviously the
comprehensiveness of the ICF assessment, which requires much time.

25.6 Guidelines and Quality Indicators in Schizophrenia—
the Inclusion of More Person-Centred Approaches

Guidelines and quality indicators are important determinants on how patients with
schizophrenia are diagnosed and treated. They are constructed in elaborate struc-
tured processes, in which both scientific evidence is being considered and the views
of stakeholders like patients and the families of patients with mental disorders [27].
The evidence-base is mostly a set of randomized controlled trials (RCT), and it can
be assumed that what works in RCTs will also work in everyday clinical practice, as
shown by previous studies [48]. A recent review showed that there is a multitude of
schizophrenia guidelines available [22]. For a discussion about the role of guide-
lines in a personalized psychiatry of schizophrenia and related disorders, there are
important associations between symptomatic remission, which usually takes centre
stage in RCTs, and the levels of quality of life and subjective well-being, indicating
that future outcome measures could incorporate these additional components to
increase the “person-centredness” of guidelines [50]. An important aspect is,
however, in which way crucial concepts like “response”, “remission” or “recovery”
are defined in the studies used for formulating guidelines and quality indicators.
Here it is that a “psychiatry of the person” may also come into play in that it
provides ideas and suggestions about the levels of understanding, insight and
empowerment as additional constructs for outcome measures. Studies suggest, for
example, that improving insight may improve clinical outcomes [49]. It would be
necessary for a more personalized psychiatry to define its preferred clinical trial
outcomes and treatment goals for the inclusion in the processes of guideline and
quality indicator development. Also, measurements would be needed that assess the
degree of individualization of therapies and the degree of evidence-based imple-
mentations of diagnostic and therapeutic procedures. Such scales are under
development and first results show that the effects of implementing such compre-
hensive programs of individualization and evidence implementation may lead to
only transient effects [7]. However, developing assessment tools and evaluating the
efficacy of individualization and evidence-implementation programs would also
necessitate a consensus between patients, psychiatrists and other stakeholders of
mental healthcare in schizophrenia and related disorders to be developed about the
relevant outcome measures or quality indicators. Obviously, such a process would
need to lead to concrete formulations of operationalizable concepts of assessment of
the “personalized” outcome measures, which would then become a part of the
evidence evaluation underlying guideline and quality indicator development. Such
an approach could also foster more research in this direction. An example of the
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complexities of such an endeavour is the discussion about the definition of the term
“recovery”, for which clear and internationally accepted definitions are not yet
available. The diversity of definitions impedes progress in this area. Currently, the
International Initiatives of Mental Health Leadership (IIMHL) is setting out to
develop a consensus definition of recovery, which may serve as a model for further
development in this field [52]. Trialog-based development of quality indicators and
guidelines should become the rule [27].

25.7 People-Centred Systems of Mental Healthcare
in Schizophrenia

Given the complexity of schizophrenia and related mental disorders, the necessary
mental healthcare services are also complex ranging from prevention and early
recognition over acute phase treatment to chronic phase treatment. As
schizophrenia affects the whole person, mental healthcare is not limited to pro-
viding symptomatic relief, but also to provide secondary prevention, social services,
rehabilitation services and support to the families and friends of those affected by
schizophrenia. Aspects of comorbidity with substance-related disorders and an
increased rate of somatic disorders with ensuing need for advanced somatic and
general healthcare are additional factors. For example, in somatic healthcare, raising
awareness for the somatic healthcare needs of patients with schizophrenia increased
the rate of patients with annual medical healthcare status assessments from 20 to
58 % [56]. There is limited evidence that offering structured integrated mental
health care programmes may also improve the situation of people with severe
mental illnesses regarding their general somatic health [9]. Thus, there is a multi-
dimensionality of potential areas of assessing and optimizing the “person-
centredness” of schizophrenia health care, and there are multiple types of ser-
vices and professions which need to be involved. It seems an impossible task to
tackle all these issues simultaneously, but there are two major aspects concerning
the nature of schizophrenia and related mental disorders, which may need to be
prioritized in a future more person-centred system of mental healthcare: (A) The
individual degree of medical therapy, empowerment and recovery-assistance may
be very different depending on the disease course type (for example, continuous
versus episodic with relapses and remissions), disease severity (for example,
moderate versus severe symptoms) and the type of functional impairment (for
example, need for workplace rehabilitation or housing). Schizophrenia usually
affects all aspects of the person, but with time-variable degrees, and therefore
comprehensiveness and flexibility of services is of high importance. (B) There is
still a considerable degree of stigmatization against persons with schizophrenia and
related disorders, which not only is exerted by the public, but also by mental health
professionals and general medical professionals. The latter is especially concerning
as studies have shown that people with schizophrenia not only have an excess
mortality due to general medical conditions, but that there is also a considerable
health care gap for somatic disorders in schizophrenia. To improve matters, a
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person-centred mental healthcare service should also implement measures to reduce
the stigma of psychiatrists and the healthcare services caring for the mentally ill,
since such stigmatization will reduce the acceptability of these services and have
detrimental effects on the trust by users in such services [24, 25]. Therefore, people
with schizophrenia pose two challenges to mental healthcare systems beyond the
traditional issues, in that person-centred, needs-adapted, flexible and comprehen-
sive mental and somatic healthcare services are necessary, which may not only lead
to a need for many different kinds of mental health services, but also to the
necessity of coordination of services. Therefore, structured programmes like disease
management programmes may need to be developed addressing these structural and
organizational challenges. As regards stigmatization, the focus should not only be
on the general public, but needs to address general medical health services with a
view to reduce the somatic healthcare gap and morbidity and mortality due to
general medical conditions of persons with schizophrenia and related disorders.
Besides these structural components, the person-centredness of services needs to be
ascertained at all levels of the services, starting in the consulting room, involving
the relevant mental health care organizations like hospitals (general and psychi-
atric), community mental health services, private practices, the families and the
communities, and society as a whole, especially politicians responsible for mental
health services, health insurance companies, employers and public agencies. Car-
rying the information about schizophrenia and the associated needs into all these
circles will be a major challenge for mental health education programmes and
psychiatrists, since one of the cornerstones of increasing empowerment and
reducing stigmatization will be to inform those involved in the care of persons with
schizophrenia about the nature of the disorder, its course types, the needs for
services and how to best provide them.

New approaches for schizophrenia mental health care also warrant further
investigations. For example, the Soteria approach tries to minimize drug therapy
and improve empowerment, with few controlled trials so far showing that the
approach shows similar results as traditional approaches [11].

25.8 Person-Centred Mental Health Education
in Schizophrenia

The key aspect for providing person-centred mental health education is to address
both the patient and those involved in providing or organizing mental health care
for those with schizophrenia and related disorders. It would be warranted to place
an emphasis on the treatment needs of people with schizophrenia, but also on the
treatment options and the treatment successes possible. Psychiatrists would be
experts par excellence to convey these messages to the patients, their families and
their professional peers, but also to mental healthcare stakeholders like service
providers, politicians and health insurance companies. This would imply new
functions for psychiatrists, and would make it necessary to provide educational
materials for the different target groups of such informational campaigns.
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Professional psychiatric societies could become proponents of such initiatives
assuring a high degree of scientific quality of such materials and campaigns.
Besides this, medical schools curricula and psychiatry specialty residency pro-
grammes could include training in educational activities focused on psychoedu-
cation, but also in anti-stigma initiatives. With a view towards strengthening
person-centred approaches, a recent study showed that an educational activity
including both neurobiological and social aspects of schizophrenia was effective to
reduce stigmatizing attitudes of medical students [35]. Becoming proponents of
person-centred mental health education in schizophrenia could provide psychiatrists
with an opportunity to gain or increase trust by their patients, and could provide
opportunities for joint appearences in the public with a view to destigmatize both
mental disorders and the professions who care for people with mental disorders.
Person-centredness would thus manifest itself on a new level, namely in the public
domain breaking down barriers not only between patients and the public, but also
between patients and care providers. Working together in these important educa-
tional activities could provide a new framework of empowerment and inclusion.

25.9 Person-Centred Research in Schizophrenia

Much of the research in schizophrenia has been based on group analyses. This has
led to an inflation of information about genes associated with schizophrenia, brain
imaging data on structural or functional alterations, and associations with social and
environmental factors. While this has clearly advanced the understanding of the
etiopathogenesis of schizophrenia and—by analogy mostly—of related mental
disorders, these research results have had no major influence on individual diag-
nostic or therapeutic decisions. As it is becoming increasingly evident that there is a
range of “pathways” leading into schizophrenia [55], the need arises to define the
individual pathways in the individual who is affected by schizophrenia. An
important step in this direction is the elucidation of the genetic risk factors, which
are multiple, nonspecific and overlapping in individuals. Currently, an approach
typifying sets of phenotypic and genotypic characteristics of schizophrenia patients
appears promising to not only demonstrate the high degree of complexity of
genotype-phenotype associations in schizophrenia, but also to allow further
research based on clearly defined sets of genotype-phenotype associations [2]. It is
critical to use a person-centred approach to the particular pathway from genotype to
phenotype, allowing for different trajectories responsive to unique environmental,
social, and therapeutic interventions. The Research Domain Criteria initiative of the
National Institutes of Mental Health is conceptualizing research on such a
neurobiological-individual basis, and a recent example on the pathophysiology of
hallucinations from the initiative showed how this integrates constructs of auditory
percepts with phenomenological experiences and individual reactions, providing a
“person-centered” approach on all levels of analysis [20]. While such individual-
ized information would be necessary to ultimately design truly individualized,
pathogenetically informed therapeutic measures, it is unlikely that this ambitious
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goal may be reached soon. In the meantime, it is important to continue to identify
the etiopathogenetic mechanisms at work in schizophrenia, but at the same time
improve mental health care with a view to increase the person-centredness of the
diagnostic approaches, the therapies and the mental health care services which care
for people with schizophrenia. New trends reconciling (neuro)biological approa-
ches with socioenvironmental and psychological approaches are promising to shape
future research and lead to improved person-centredness of the diagnostic and
therapeutic processes. These advances will also support the further development of
the concepts of mental disorders in general and schizophrenia and related mental
disorders more specifically [1]. Until such research has provided new breakthroughs
of relevance to the concept of mental disorders, evidence-based practices fostering
empowerment and recovery are available and need to be implemented (see [34], and
the discussion therein). It is still difficult to identify the optimal mental health care
service structures, the necessary processes and the best outcome assessment
strategies. Two areas of potential research actions immediately come to mind with a
view to advance in this direction and make significant progress to the best of those
suffering from schizophrenia: (A) it is important to investigate the best way to
educate medical doctors (not only psychiatrists, nurses, social workers and psy-
chologists) about the nature of the person-involvement in schizophrenia with the
ultimate goal to overcome stigmatizing attitudes. (B) It is important to investigate in
how far awareness programmes are effective in convincing mental health politicians
that persons with schizophrenia have highly different individual needs for mental
health care, so that a range of services will need to be provided in each mental
healthcare system. This shows that it is important to extend efficacy research
beyond drug treatments, if optimized person-centred mental healthcare is to be
achieved.

Ozomaro and co-workers recently described the need to go beyond physiologic
markers in personalized medicine for persons with mental disorders [41]. They
characterized personalized medicine in mental disorders by the major goals of
predicting an individual’s susceptibility to developing an illness, achieving accurate
diagnosis, and optimizing the most efficient and favourable response to treatment.
While all these aspects are clearly highly warranted goals, they may be extended by
optimal goal fulfilment, satisfaction with life and the highest possible quality of life.
This includes implementation of optimal mental healthcare services. Of note, these
added goals may include a high degree of subjective estimations by the person
affected by schizophrenia or a related mental disorder. But given the necessity to
not only treat symptoms, but to optimize the well-being of those suffering from
mental disorders to the highest possible degree, such person-centredness at the
levels of diagnosis, treatment and mental healthcare may be the best road towards
optimized person-centred care in schizophrenia.
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25.10 Conclusions

This chapter shows that approaching schizophrenia and related disorders under
person-centred perspectives has to consider several levels of analysis, ranging from
the subjective experiences of a psychotic disorder to the objective assessment of
psychophysiological consequences, effects of role fulfilment in life and the reaction
of the social environment. This also includes questions of mental healthcare for
persons with schizophrenia and how it can be optimized to yield the best possible
results. Thus, two fields of action emerge for the future with a view to increase the
person-centredness of schizophrenia research and health care: to obtain more
information on the complex etiopathogenesis of schizophrenia and—until this is
available—to optimize the person-centredness of mental healthcare for those
affected by schizophrenia and related psychotic disorders.
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26Bipolar Disorder

Ihsan M. Salloum, MD, MPH and George N. Christodoulou, MD, PhD

26.1 Introduction

Bipolar disorder, a modern term that became part of the official nosology of current
classification systems only in the past few decades was recognized by scholars from
ancient Greece where the terms mania and melancholia appeared first [6]. Bipolar
disorder, previously termed by Emil Kraepelin as manic-depressive psychosis, is a
major mental disorder characterized by the occurrence of one or more lifetime
manic episodes and of depressive episodes, with likelihood of regaining pre-morbid
level of functioning [19].

Bipolar disorder is associated with significant clinical challenges as well as with
high levels of disability, especially for younger age groups [1]. The lifetime rate of
bipolar disorder is estimated about 1 % and some community estimate reported a
prevalence rate up to 3.3 % [16]. Bipolar disorder, despite its relatively low fre-
quency, is among the leading disability causes according to the World Health
Organization (WHO) [41]. Bipolar disorder has one of the highest lifetime suicide
risk compared to any mental or physical condition, and this risk increases when
coexisting with other conditions such as substance use disorders [9, 35, 36].
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Bipolar disorder often goes undetected and untreated and there is 10 years lag
between the onsets of mood symptoms, typically depression, and the formulation of
a bipolar disorder diagnosis [17].

Bipolar disorder is characterized by its high association with other comorbid
psychiatric and physical conditions. Anxiety disorders are reportedly the most
frequent psychiatric conditions among patients with bipolar disorder with reported
rates ranging from 30 % to around 90 %, depending on the population studied and
ascertainment methods used [11, 32]. Comorbid substance use disorders have been
repeatedly reported to be very high as well. Bipolar disorder has the highest
association with alcoholism and other substance use disorders (SUD) compared to
any other psychiatric diagnosis with the exception of antisocial personality disorder
[27]. The lifetime rates of SUD in people with bipolar disorder ranged from 40–
60 % in clinical and epidemiological samples. A large epidemiological study
reported that respondents with mania were 14 times more likely compared to the
general population to have a drug dependence and 6 times more likely to have
alcohol dependence during the previous 12-months. Additional frequent psychiatric
disorders encountered in bipolar disorder patients include eating disorders, gam-
bling and borderline personality disorders [20, 32].

The clinical course of bipolar disorder represents multiple challenges ranging
from severe symptoms presentation, frequent mood episodes, higher suicide risk,
higher medical comorbidities, lower functioning, lower life satisfaction and chronic
disabilities for severe variants of the bipolar condition.

26.2 Challenges in the Diagnosis and Care of People
with Bipolar Disorder

The Diagnostic and Statistical Manual of Mental Disorders, Fifth edition (DSM-5)
[5] dedicated, for the first time, a unique chapter for bipolar and related disorders.
The previous versions of the DSM [2–4] as well as International Classifications of
Diseases-10th edition (ICD-10) [40] had included bipolar disorder under the rubric
of mood disorders with other mood disorders such as major depressive disorders.

We will briefly discuss the diagnostic algorithm of bipolar disorder in light of the
latest published revision of a major classification of mental disorders, namely the
DSM-5, as conceivably it constitutes the most up-to-date nosological review of this
disorder. DSM-5 places bipolar and related disorders as an independent chapter
between depressive disorders and schizophrenia spectrum and other psychotic dis-
orders. The rational for this change was stated as recognition of the place of bipolar
disorder as a bridge, in terms of genetics, family history and symptomatology,
between these two other major classes of disorders. Under this chapter, the three
classic categories, bipolar I disorder, bipolar II disorder, and cyclothymic disorder are
included in addition to substance/medications induced bipolar disorder and bipolar
disorder due to another medical condition. This chapter also includes residual cate-
gories such as other specified and unspecified bipolar-related disorders [5].
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The cardinal diagnostic feature of bipolar I disorder is the occurrence of one
lifetime manic episode, which may precede or follow episodes of major depression
or hypomania.

A manic episode is a distinct period lasting of at least one week with symptoms
present every day or nearly every day, or being hospitalized during this period. Two
symptoms are required during this distinct period to trigger further consideration of a
manic episode. These include an abnormally and persistently elevated, expansive, or
irritable mood and abnormally and persistently increased goal-directed activity or
energy. Additionally, three (or four if mood is only irritable) out of seven symptoms
must be present to a significant degree and represent a noticeable change in behavior.
These include grandiosity or inflated self-esteem, decreased need for sleep, increased
talkativeness or pressured to keep talking, racing thoughts or flights or ideas, dis-
tractibility, psychomotor activity or increased goal-directed activities, and increased
activities with high potential for painful consequences. These symptoms must cause
either marked impairment in functioning (social or occupational) or necessitate
hospitalization to prevent harm to self or others, or for the presence of psychotic
symptoms, and not due to substance/medication effects or other medical conditions.

A hypomanic episode is defined similarly to a manic episode except for the
duration (at least 4 days), and absence of hospitalization with psychotic symptoms.
While hypomanic episodes frequently occur, their presence is not necessary for the
diagnosis of bipolar I disorder. The presence of at least one lifetime hypomanic
episode and one lifetime depressive episode and the absence of a lifetime manic
episode are required for the diagnosis of bipolar II disorder.

For a depressive episode, there need to befive (out of nine) symptoms present during
the same2-weekperiodwith at least one symptombeing either a depressedmoodor loss
of interest or pleasure. Symptoms need to be present every day or nearly every day and
are associated with significant impairment or distress and not attributable to physical
conditions or to the effects of substances or medications. These symptoms include
depressed mood, marked decreased interest or pleasure in all or most activities, sig-
nificant change in weight or appetite (decrease or increase), insomnia or hypersomnia,
psychomotor agitation or retardation, fatigue or loss of energy, feeling of worthlessness
or excessive guilt, decreased ability to think or concentrate and indecisiveness, and
recurrent thoughts of death, and the presence of suicidal symptoms (ideations, plan
and/or attempts). The presence of either amanic or a depressive episode(s) are not better
explained for by a schizophrenia spectrum and other psychotic disorders.

Both manic and depressive episodes are further specified in terms of severity
(mild, moderate, and severe), the presence of psychotic features, and whether they
are currently in partial or full remission or unspecified. Moreover, the mood epi-
sodes (manic, hypomanic and depressive) could be further characterized by using
other descriptive specifiers that provide relevant information about the clinical
presentation of the episode, which may have treatment implications. These further
specifiers include a mood episode with either anxious distress, mixed features, rapid
cycling, melancholic features, atypical features, mood-congruent and mood-
incongruent psychotic features, catatonia, peripartum onset, or with seasonal
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pattern. Each of these clinical specifiers are further described in terms of criteria and
further enrich the clinical description of the presenting episode.

Cyclothymic disorder describes a chronic disorder of at least 2 years (1 year in
children and adolescents), where the criteria for an episode of major depression,
mania or hypomania have never been met, however, the person had periods with
hypomanic and depressive symptoms for at least half of the time and these
symptoms were not absent for more than 2 months at a time. These symptoms must
be accompanied by clinically significant distress and or impairment and are not
explained by a schizophrenia spectrum and other psychotic disorders, and not due
to substances/medications use or other physical disorders.

The Other Specified Bipolar and Related Disorders category encompass cate-
gories that causes impairment and distress but without meeting the full criteria for a
specific episode. These include short-duration hypomanic (2–3 days) and major
depressive episode, hypomanic episode with insufficient symptoms and major
depressive episode, hypomanic episode without prior major depressive episode, and
short-duration cyclothymia (less than 24 months). Finally, the Unspecified category
is dedicated to presentations that do not meet the full criteria for any bipolar-related
disorder or where there is insufficient information to make a specific diagnosis.

It is not surprising that, with such wide spectrum and varied clinical presentations,
the recognition and treatment of bipolar disorder is typically delayed around a decade
from the first onset of symptoms. DSM-5 specification of the multiple potential pre-
senting symptoms constellation may help in enhancing the recognition of the less
prototypical from of the disorder. While telltale signs and symptoms of depression or
that of a typical manic episode are easily recognized, great difficulties ensues in
recognizing softer manifestation of manic/hypomanic symptoms and this difficulty is
magnified by the frequent presence of comorbid psychiatric and substance use dis-
orders. Patients have difficulty recognizing the need for treatment of hypomanic/manic
symptoms, which is usually not associated with subjective distress. Additionally these
symptoms may also significantly impact on the patient insight into their illness, thus
resulting in avoiding seeking treatment while in the hypomanic/manic phase as well as
decreasing treatment adherence for those in treatment [33].

The presence of comorbid disorders, for example substance use disorders, com-
plicate further the diagnostic recognition, as effects of many substances can induce,
worsen, or masks the symptoms of bipolar disorder. The presence of comorbidity
further complicates the treatment and management of bipolar disorder. Patients are
usually unaware of the mutual negative effects of having multiple disorders and how
each disorder may contribute to worsening of the overall condition. For example,
current and past alcohol and drug use disorders increased the likelihood of switch to
mania, hypomania, or mixed states in a large prospective study [24]. Furthermore, the
presence of comorbid conditions may contribute to lack of response in bipolar dis-
order [32] and persistent residual affective symptoms, which have been linked to
higher likelihood of relapse to a full affective episode [18].

Bipolar disorder, similar to other chronic medical conditions, requires an
ongoing maintenance treatment, is affected by multiple comorbidities and patients
usually require multiple medications to achieve stability. As with other chronic
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medical conditions, it presents a significant challenge in terms of preventing epi-
sode recurrences, maintaining treatment adherence and achieving long-term sta-
bility. Recovery from chronic, relapsing conditions, such as bipolar-related
disorders implicate a long-term process over a continuum of care that requires the
mobilization of multiple resources, including key among them the person’s own
resources and resiliencies. Barriers to recovery range from health system issues
such as lack of integration and difficulty accessing care, to social-cultural issues
such as attitudinal difficulties and stigma toward psychiatric disorders. These
dynamics usually occur at multiple levels in the care for these patients, from health
care provider to stakeholders, families and patients. Resistance to taking medica-
tions for bipolar disorder is a common example seen in patients, but sometime is
also seen in patients’ families or support network. For example, some self-help
groups for addiction or alcoholism promote avoiding taking “mind & mood altering
drugs” and under this rubric they misguidedly include all psychotropic medications.
A practice that lead to discontinuation of much needed medication resulting in
recurrence of mood episodes. Poor treatment and medication adherence is a sig-
nificant challenge in bipolar disorder as well. It is unclear how much this problem
has contributed to the phenomenon of polypharmacy frequently reported in patients
with bipolar disorder. While many patients require more than one medication to
stabilize their symptoms, the lack of effective monitoring of medication adherence
and optimization of medication could not be ruled out in many patients who are
prescribed additional medications to stabilize their symptoms.

26.3 Models for Diagnosis and Care for People
with Bipolar Disorder

The primacy of diagnosis in the process of care is highlighted by Feinstein [15] who
stated that “Diagnostic categories provide the locations where clinicians store the
observations of clinical experience” and where “The diagnostic taxonomy estab-
lishes the patterns according to which clinicians observe, think, remember and act”
[15]. Diagnosis is the cornerstone of the treatment plan, it guides and directs
treatment intervention efforts and it frames the outcome goals. A diagnosis focused
on symptoms, it directs interventions at achieving symptoms response or at best
symptoms remission; a diagnosis focused on recovery, it directs interventions
toward disease remission and health restoration. Contemporary psychiatric classi-
fication systems, while have at their core the diagnosis of mental disorders, have
recognized the importance of an assessment that provides clinically useful infor-
mation for the overall treatment of the patient. Hence, many have adopted a
bio-psycho-social approach to patient assessment and have included multiaxial
diagnostic schemas to organize relevant clinical information. Examples of multi-
axial schemas were included in the various reiterations of the DSM system
(DSM-III, DSM-III-R and DSM-IV and DSM-IV TR) of the American Psychiatric
Association, the WHO ICD-10, the Chinese system [10], and the Latin-American
Guide of Psychiatric Diagnosis [7] or the International Guidelines of Diagnostic
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Assessment [21]. While the various multiaxial schemas include different relevant
domains such as functioning, stressors and other medical conditions, the main focus
of these schemas are within the ill health domains and only few included an
assessment of the quality of life [21].

Traditional model of care have emphasized disease-centered approaches with
primary focus on illness, acute care and on organ-system-based pathology. Sec-
ondary attention is given to preventative and health restorative efforts. Notoriously,
the DSM-5 did not include a multiaxial diagnostic schema because the previously
complicated algorithm included in DSM-IVTR was not widely adopted in the field.
It is unclear how this change will impact on the clinical utility of the diagnostic
system as a whole. A disease-centered diagnostic and intervention approach may
not be sufficient to address chronic, complex diseases with high rates of comorbid
conditions [28].

Bipolar disorder, a chronic and severe mental disorder, presents with all the
problematics of chronic conditions, including the need for a life long illness
management, the need to deal with multiple psychiatric and medical comorbidities,
and the urgent need for health restoration, recovery, prevention of relapses and
health maintenance. The challenges presented by bipolar disorder and other chronic
conditions call for alternative models of integrated care which mobilizes the per-
son’s and their communities strengths in partnership with the health care provider
with focus on long-term recovery and health restoration.

Holistic (emphasizing the importance of the whole and the interdependence of its
parts), integrated concept of health have been emphasized by ancient as well as
modern medical traditions (Salloum and Khazai, In Press). For example, the World
Health Organization (WHO) constitution defined health as “a state of complete
physical, emotional, and social well-being and not merely the absence of disease or
infirmity.”[39].

The overreliance on disease-centered, over-specialized approach has led to
artificially parceling out care, leading to fragmentation, incoordination, and
decreased access to care. The interconnectedness of health problems and the
exceptional burden of chronic mental health conditions, along with the crucial role
of behavioral determinants of health strongly argues for dynamic care models that
integrates the totality of health (including ill and positive aspects of health), with
emphasis on disease prevention and health restoration. This is crucial for the long
terms management for chronic severe mental disorders such bipolar disorder.
Studies have shown that medical comorbidity is the most significant cause of
mortality in people with mental disorders, and these disorders are less likely to
receive adequate attention. High rates of comorbid physical disorders such as
diabetes, cardiovascular, chronic respiratory diseases, human-immune deficiency
virus (HIV) infection, hepatitis, sexually transmitted diseases (STD), tuberculosis
(TB), and trauma with excess mortality have been repeatedly reported not only for
bipolar disorder, but also for other chronic mental disorders such as major
depression and schizophrenia. The risk of physical disorders is significantly
increased in this population because of the high rates of smoking, substance abuse,
obesity and sedentary lifestyle [8, 12, 26, 34]. Thus, it is not surprising that these
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patients have an estimated 25 years less life expectancy compared to the general
population [25]. Those with comorbid substance abuse were found to be 6–8 times
more likely than a non-substance abusing group, to die from injury, primarily
poisoning [13].

Furthermore, the need for new approaches to care, with holistic and integrated
focus stems from the disproportionate impact of psychosocial determinants on
health care services [38]. Studies have repeatedly documented the overrepresenta-
tion of behavioral and life style factors among the preventable risk factor for
developing chronic diseases. Furthermore, the interdependence of presenting
problems is highlighted by the fact that psychosocial distress is often expressed as
physical problems, and likewise, mood symptoms may develop as a consequence of
chronic physical disorders [14].

26.4 The Emerging Person-Centered Integrative
Diagnosis (PID) Model and Bipolar Disorder

The Person-centered Integrative Diagnosis (PID) model is an emerging approach to
diagnosis and ensuing care anchored in person-centered medicine. The PID aims at
putting into practice the vision of Person-centered Medicine affirming the whole
person of the patient in context as the center of clinical care and health promotion at
the individual and community levels [22, 30]. This model provides a conceptual
approach, especially suitable for the diagnosis and care planning for complex
chronic diseases, such as bipolar disorder [22, 30]. The PID is an integrated model
as it considers the totality of the person’s health, including both ill health and
positive aspects of health and it is based on a holistic, contextual and humanistic
approach to care emphasizing recovery and wellbeing. Diagnosis is also concep-
tualized as a process and a respectful partnership with persons seeking care, their
families, care givers and other stakeholders along with health professionals.

The PID scheme, in addition of being practical and easily incorporated into the
process of care, provides a dynamic and integrated multilevel assessment of the
health status of the person presenting for care.

The levels of assessments include determination of the health status (positive and
ill health), identification of contributors to the health status (protective and risk
factors), and evaluation of the experience and values of health (illness and
wellbeing).

The assessment of health status includes the assessment of ill health, such as any
physical or mental disorders (using ICD-10 or ICD-10-CM conventions). This level
also includes assessment of functional abilities such as personal care, occupational
functioning, functioning with family, as well as social and overall functioning.
Health status assessment also includes the assessment of positive aspects of health
and wellbeing. Assessment of positive aspects of health and wellbeing domains is
key to planning for recovery, health restoration and health preservation efforts.
Support of and reliance on the strengths and resiliencies of the person seeking care
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will be fundamental for the process of care partnership, wellness and disease
management, and functional recovery.

Aligning the domains of the health status, which would include not only the
diagnosis of bipolar disorder but also all other comorbid disorders, along with
functional abilities as well as the positive aspects of health and wellbeing will give
the patient a road map on health as a whole, which is crucial for the process of care.
This will enhance the awareness of the patient and that of the rest of the health
team, on the interactions between the various comorbid conditions as well as on the
most effective way to utilize strengths to optimize the recovery process.

The assessment of contributors to health status represents the second level in the
PID model. Contributors to health are considered on a bio-psycho-social continuum
and are divided into health promoters and health risks. A list of contributors to
health has been incorporated into PID guides that include those identified in the
Health Improvement Card developed by the World Health Professions Alliance
[37]. Health promoters include diet, physical activity, creative activity, social
involvement, stress-control, and adequate rest and sleep. Health risks include being
overweight, elevated lipids, elevated glucose, high blood pressure, alcohol and
tabacco use, family morbidity history, early trauma, and significant stress. A clear
understanding of health promoters as well as health risks in bipolar disorder is
fundamental for the long-term care of this disoder.

Assesment of the experience of health is the third level of the PID and it includes
the assessment of experience and values connected to well-being and ill health. This
level of assessment provides a subjective idiographic narrative of personal and
cultural identity, suffering, meaning of illness and expectations (values and pref-
erences) for health care. These subjective contributions to the process of diagnosis
and care are crucial for the processes of empowerment, engagement, partnership
and recovery [23, 29, 31].

26.5 Conclusions

Bipolar disorder is a chronic severe mental disorder that presents with all the
challenges of chronic complex conditions including high rates of comorbidity,
disability, disease burden and early mortality. Current disease-centered models of
care are inadequate for the long-term care and recovery of people with these dis-
orders. A person-centered medicine approach to care with a holistic paradigm of
care and focus on health restoration and disease prevention is more likely to meet
the treatment needs for this population. Person-centered integrative diagnosis is an
emerging model of diagnosis and care that emphasizes holistic assessment of health
using a partnership approach to diagnosis involving patients, families, caregivers,
stakeholders, and health care professionals. It is a viable alternative to existing
models for responding to the multiple challenges and complexities for persons with
severe chronic mental health conditions such as bipolar disorder.
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27Depression and Anxiety Disorders

Megan M. Campbell, PhD and Dan J. Stein, MD

27.1 Introduction

Depression and anxiety disorders are highly prevalent across the globe [10, 11].
These conditions are associated not only with a great deal of individual suffering,
but also with significant costs to society [17]. There is a clear need to understand
these conditions better, to address barriers to care, and to improve treatment
outcomes.

At the same time, there are important conceptual controversies. While a public
health perspective has emphasized underdiagnosis and undertreatment as prob-
lematic factors that need to be addressed [12], it has been suggested that prevalence
and burden of depression and anxiety disorders are overestimated [27] and that
there is overmedicalization of these conditions [7]. Relatedly, from the perspective
of the individual patient, the question arises of whether it is better to learn that one
has a medical condition, even a brain disorder [2, 3] or whether it is better for the
focus to be on one’s own personal experience of the illness [5, 13] and how one can
empower oneself in recovery [27].

In this chapter we will provide a conceptual framework for addressing some of
these controversies. We will contrast a classical view that emphasizes depression
and anxiety conditions as medical or brain disorders comprising essentialist cate-
gories, with a critical perspective that emphasizes how illness is socially con-
structed. We will argue that an integrative perspective to depression and anxiety
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disorders is needed. This integrative perspective emphasizes common, multi-level
underlying mechanisms in depression and anxiety disorders that are influenced by
sociocultural factors [9]. We argue that this perspective aligns well with a
person-centred approach to psychiatry that focuses on a holistic understanding of
the patient’s symptomatology and illness experiences [16].

27.2 The Classicial, Critical and Integrative Perspectives

A classical perspective conceptualizes psychiatric disorders as essentialist cate-
gories, that are defined by necessary and sufficient diagnostic criteria (much as a
square is defined by necessary and sufficient features). This approach has strongly
influenced current nosological systems, which have in turn contributed to advances
in our understanding of the psychobiology of psychiatric disorders and the devel-
opment of evidence-based interventions that can be applied across diverse settings
[21, 24]. From a global mental health perspective, neuropsychiatric disorders are
among the most prevalent and disabling global health problems, and a significant
treatment gap exists between high and middle/low income countries, but improved
mental health services can address this gap [12, 23].

However, a particular limitation of this approach is that it potentially neglects
more culturally specific characteristics, symptoms and categories of psychiatric
illness that are influenced by context-specific and sociocultural factors, but that fall
outside of recognized nosology [22, 26]. Many current diagnostic, assessment and
treatment guidelines continue to be developed in western contexts. However society
and culture shape illness experiences, and the application of western diagnostic
categories, concepts and interventions may not necessarily take the relevant social
context and key socially constructed factors into consideration [12]. In addition the
classical approach arguably neglects the impact of factors like social inequality,
poverty, unemployment and violence on individuals’ experiences of illness [12].

In contrast, a critical perspective considers how illness is socially constructed
and emphasizes the role of an individual’s sociocultural context in determining the
experience of a psychiatric disorder [21, 22]. It emphasizes the implicit values that
individuals hold about disease, illness experiences, and expectations about treat-
ment and recovery [5], and underscores the role of personal empowerment in
recovery [9]. From this position a global mental health approach potentially
downplays the value of local ways of conceptualizing, explaining and coping with
mental illness, and how these can be used to empower individuals through
community-based and grassroots approaches to mental health interventions [12].
Strengths of the critical approach include an emphasis on the experience and per-
ception of suffering from psychiatric illness, and on the influence of sociocultural
context and factors on the nature of psychiatric disorders [21, 22, 26].

Potential limitations to this approach include the lack of recognition of the reality
of mental disorders, of sufficient emphasis on investigating their underlying psy-
chobiological mechanisms, and of downplaying commonalities in the psychobiol-
ogy of psychiatric disorders across cultures and contexts [22, 24]. Some who adopt
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a critical stance emphasize the social construction of all illnesses, while others focus
their critique predomindantly on psychiatry, arguing that the analogy between
physical and mental illness is flawed. Such foci arguably fail to capture how human
language can both be fundamentally metaphoric, and yet be useful in delineating
real entities, such as diseases, which are associated with human impairment and
suffering [23].

An integrative perspective draws on both aspects of the classical position and the
critical position. The integrative approach incorporates the view that psychiatry is a
science which investigates psychobiological mechanisms, but also the perspective
that subjective experience is key in psychiatry, and that human subjectivity is both
embodied and embedded in particular sociocultural contexts [21, 22]. It acknowl-
edges the complex mechanisms that underlie psychiatric disorders, and the fuzzy
nature of psychiatric classification [9, 23]. While empirical epidemiological and
neurobiological data provides evidence of universal psychobiological mechanisms
in the pathophysiology of psychiatric disorders, psychosocial factors impact on the
experience and expression of these disorders, their course and outcomes [26]. From
this perspective there is significant opportunity for synergy between global mental
health and neuroscience, exploring how the psychobiology and experience of
mental illness plays out in different ways across the globe [23].

27.3 Person-Centred Psychiatry as an Integrative
Approach

Person-centred psychiatry encourages an understanding of the patient in their
totality, including both their pathology as well as positive aspects of their health
[16]. This approach aims to provide treatment that extends beyond disease man-
agement into health promotion, where clinicians work collaboratively with their
patients to empower them [16]. Working from a person-centred approach, an
integrative diagnostic model seeks to understand and address both the symptoma-
tology of psychiatric disorders, the social construction of illness and the patient’s
unique illness experience [20]. As a result, person-centred psychiatry aligns well
with the integrative perspective outlined above, incorporating both the science and
humanity of psychiatry. Having presented and contrasted the classical, critical and
integrative perspectives, and having positioned person-centred psychiatric as an
integrative approach, we now consider depression and anxiety disorders.

27.4 Depression and Anxiety

Depressive disorders are described by the Diagnostic and Statistical Manual of
Mental Disorders, fifth edition (DSM-5) as characterized by “the presence of sad,
empty or irritable mood, accompanied by somatic and cognitive changes that sig-
nificantly affect the individual’s capacity to function” [1]. Currently ranked as one
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of the leading causes of disability [17], depression demonstrates high prevalence
globally, high risk of recurrence and high comorbidity with other mental disorders
such as anxiety disorders, and chronic physical diseases such as asthma, cancer,
cardiovascular disease, diabetes and hypertension [10].

The DSM-5 characterizes anxiety disorders as having “shared features of
excessive fear and anxiety and related behaviour disturbances” where fear is defined
as an “emotional response to real or perceived imminent threat” and anxiety as the
“anticipation of future threat” [1]. Anxiety disorders are the most common mental
disorders, showing a high prevalence globally [11], and high comorbidity with one
another, with other mental disorders such as mood and substance use disorders, and
with physical diseases such as cardiovascular disease and migraines [15]. Specific
phobia and social phobia are the most commonly occurring anxiety disorders [11].

Despite the high prevalence of depression and anxiety disorders only a relatively
small proportion of people with these disorders seek treatment [17]. Treatment rates
are higher in more severe cases, and in high-income countries, while treatment rates
are lower in middle- and low- income countries [10]. As alluded to earlier, however,
a public health perspective would emphasize underdiagnosis and undertreatment
[11], while others argue that estimates of prevalence and the burden of depression
and anxiety disorders are misleading [27], and that there is an over-medicalization
of these disorders [7]. We now discuss depression and anxiety disorders from a
classical, critical and integrative perspective.

(i) A classical position—Depression and Anxiety as Essentialist Categories

From a classical position, depression and anxiety are conceptualized as medical
or brain disorders and captured using essentialist diagnostic categories. Depressive
disorders are mediated by the brain systems responsible for mood regulation,
emotional expression, reward processing, motivation, and responses to stress [3].
The medial prefrontal cortex, amygdala, hippocampus and ventromedial parts of the
basal ganglia have been identified as possible regions in the brain responsible for
depressive symptoms [3]. Dysfunction in these regions may play a role in distur-
bances in neurotransmission, autonomic regulation, neuroendocrine responses,
emotional behaviour and cognitive performance that characterize depression [3].
Antidepressant medication is the best established pharmacotherapy treatment for
depression, and has shown to be efficacious, particularly in more severe cases of
major depressive disorder [4].

Anxiety disorders are mediated by the medial prefrontal cortex, amygdala and
hypothalamic nuclei, hippocampal formation and midbrain central grey area, which
in turn have serotonergic, noradrenergic and dopaminergic inputs [2]. These regions
of the brain coordinate fear responses to threat and so underpin the symptoms of
anxiety disorders [2]. The relevant brain circuitry includes a defence system that
responds immediately to threat, and a behavioural inhibition system that supresses
behaviours that could enhance danger [2]. Selective serotonin reuptake inhibitors
and serotonin–norepinephrine reuptake inhibitors act on these circuits and have
demonstrated efficacy in treating most anxiety disorders [19].
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Despite growing understanding of the neurobiology of depression and anxiety
disorders, as well as studies demonstrating the validity of these diagnostic cate-
gories, there is also evidence that depressive and anxiety symptoms are often
adaptive responses [24], that have particular value in response to various socio-
cultural contexts [14]. Neurobiological changes do not map well onto diagnostic
categories, and a Research Domain Criteria (RDoc) framework that focuses on
broad domains cutting across a range of mental disorders may be useful in con-
ceptualizing depression and anxiety disorders [8]. However, questions remain about
the sensitivity and specificity of the RDoC framework for diagnostic practice, as
well as about the clinical utility of this approach.

(ii) A critical position: Depression and Anxiety as illness experiences

From a critical position, depression and anxiety disorders are understood as
socially constructed and as crucially constituted by sociocultural factors. Evidence
in support of this perspective demonstrates how prevalence and symptomatology of
depression and anxiety disorders vary across countries [14]. For example, somatic
symptoms may be more prevalent in non-western contexts while psychological
symptoms may be more typical in western contexts [6]. In addition attributions
underlying depression and anxiety differ across time and place [6]. The under-
standing of depression and anxiety as medical disorders may be more commonly
endorsed in some contexts while in others more indigenous traditional beliefs may
be endorsed. In some African contexts, for example, anxiety may be more com-
monly associated with bewitchment and poisoning, or breaking a taboo and
neglecting a ritual that leads to displeasing the ancestors [26].

Variability in prevalence rates may be a result of true differences in prevalence
that exclude similar but related presentations of the same disorders [14]. However,
such variability may also reflect a lack of measurement equivalence in the tools
used to assess and diagnose these disorders across contexts, and challenges the
validity and precision of diagnostic criteria [14]. Importantly, gender and
socio-economic status or income inequality significantly influence the epidemiol-
ogy of depression and anxiety disorders, with women and those of lower
socio-economic status being at greater risk of developing these disorders [18].

Clearly, to neglect the influence of sociocultural factors on the expression and
experience of depression and anxiety disorders is to ignore how illness is socially
constructed, and the patient’s unique illness experience. At the same time, to focus
exclusively on this experience runs the risk of neglecting the way in which specific
psychobiological mechanisms underpin these disorders and the value of pharma-
cotherapy and psychotherapy interventions which act on such mechanisms.

(iii) An integrative position: A person-centred approach

From an integrative position there are underlying, multi-level mechanisms
involved in the pathogenesis of depression and anxiety disorders [9]. Diagnostic
categories, like all human categories are socially constructed, but at the same time
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they reflect the operation of real proximal and distal (evolutionary) psychobiolog-
ical mechanisms, and their boundaries and borders are open to rational debate.
Effective treatment requires an understanding of individuals’ experience of
depression and anxiety, but also a knowledge of the relevant underlying mecha-
nisms. Person-centred psychiatry offers a valuable framework to work integratively
with patients presenting with depression and anxiety by drawing on this sort of
understanding and knowledge [20].

First, a person-centred model focuses attention on both symptom presentation as
well as the health and illness experiences of the patient [20], so promoting an
integrative conceptualisation of depression and anxiety disorders. Second, the model
seeks to identify positive aspects of a patient’s health that support adaptive func-
tioning, improve quality of life and are suggestive of protective factors in managing
illness [20]. Depression and anxiety are typically chronic, recurring mental illnesses,
and a focus on these positive health aspects may assist in identifying areas of
resiliency that promote recovery. Empowerment of the patient is an important aspect
of treatment that promotes recovery. Third, the model encourages a collaborative
relationship between the clinician, patient, and family [20]. Both clinicians and
patients hold implicit values about disease, illness experiences, and expectations
about treatment and recovery [5]. Negotiation about these values, and how they
relate to important aspects of illness assist in treatment considerations. For example,
during the recent revision of the DSM 5, the Obsessive Compulsive-Spectrum
Disorders Sub-working Group reported the value of consumer involvement during
the revision process, particularly with respect to understanding issues of stigmati-
zation [25].

27.5 Conclusions

Depression and anxiety disorders are highly prevalent, chronic, recurring conditions
associated with substantial individual suffering and societal cost. However, debate
surrounds the conceptualization of these disorders. A classical position often
regards depression and anxiety as essentialist medical categories or brain disorders.
In contrast, a critical position understands depression and anxiety as socially con-
structed responses and emphasizes the implicit values that individuals hold about
disease, illness experiences and expectations about treatment. An integrative
approach draws on both evidence-based medicine as well as values-based medicine
in focusing on the underlying mechanisms involved in the pathogenesis of
depression and anxiety as well as the unique illness experiences and values of the
patient.

The person-centred integrative diagnosis model is arguably consistent with this
integrative approach insofar as it has a focus on both symptom presentation as well
as the health and illness experiences of the patient, and encourages a collaborative
relationship between the clinician and patient. In this view, the patient perspective is
absolutely crucial, and consumer advocacy is a key opportunity. At the same time,
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this perspective also emphasizes the importance of better understanding the
underlying mechanisms involved in depression and anxiety disorders, so that these
can be better targeted and treated.
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28Eating Disorders

Fragiskos Gonidakis, MD, PhD and Anne-Sophie Lancien, MD

28.1 Introduction

Eating disorders (ED) is a cluster of mental disorders that affect a large number of
young adults mostly in western or westernized societies. Their symptomatology
ranges from the rare restrictive type of anorexia nervosa (AN) that affects mainly
adolescent women to the more common binge eating disorder (BED) that has a later
onset than AN and affects more men than AN and bulimia nervosa (BN) [32]. ED
cause significant deterioration of the sufferer’s quality of life with the most pro-
nounced effect produced by AN. It is quite interesting that a recent review showed
that the impact on the quality of life of AN sufferers persists even after weight
restoration has been achieved [34]. Moreover, ED have a significant contribution to
the global burden of disease attributed to mental and substance use disorders [37].

The treatment of ED has been a field of vigorous debates and extensive inves-
tigation since ED and especially AN seems to posses a unique triad among mental
disorders: their mortality rate is quite high especially when they become chronic,
there is no conclusive evidence that they can be treated with medication with the
exception of fluoxetine for BN and possibly lisdexamfetamine and topiramate for
BED and finally a high percentage of sufferers refuse to be treated even when the
disorder has caused a variety of medical complications [12]. The most widely used
treatment for ED is, so far, psychotherapy. For adults with AN, no specialist
treatment has been shown to be superior. Cognitive behavioral therapy, enhanced
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cognitive behavioral therapy, and possibly interpersonal psychotherapy remain the
most established treatments for BN and BED. Maudsley family-based therapy is the
most established treatment for youth with AN and may be efficacious for youth with
BN [15]. It should be noted that due to serious medical complications caused by
AN symptomatology a substantial number of sufferers is hospitalized for a period of
time that varies between a few weeks to 6 or more months [19, 29]. In some cases,
especially for the youngest patients, a longer hospitalization may be necessary to
extend the positive effect of their separation from their family. In some countries
(France, Belgium, Switzerland) long-term psychiatric in-patients institutions
offering study facilities are frequently used with ED patients to allow such exten-
sion without increasing their educational exclusion.

28.2 The Challenge of Treating a Patient Suffering
from Eating Disorder

The implementation of a treatment plan tailored to the needs of the sufferer has not
always been an easy task. Forging a solid therapeutic alliance that can lead to a
successful therapeutic process and a long term remission of the ED symptomatol-
ogy is not so common in everyday clinical work as it is presented in various studies
on recovery from ED. Treating a person suffering from ED very often resembles a
marathon with steep turns and hidden obstacles. Some of these obstacles are pre-
sented below.

28.2.1 Medical Complications

The medical complications of ED are varied and complex. They can be categorized
in three groups: (a) consequences of starvation, (b) consequences of purging
behaviors, and (c) consequences of binge eating [30].

Recent literature continues to reflect that multiple organ systems are frequently
affected by ED and especially AN [22]. A plethora of dermatologic changes have
been described, some signaling serious underlying pathophysiology, such as purpura,
which indicates a bleeding diathesis. Gastrointestinal complications can be serious,
including gastric dilatation and severe liver dysfunction. Acrocyanosis is common
and patients with AN are at risk of various arrhythmias. Underweight patients are at
high risk for osteopenia/osteoporosis. Furthermore, adolescents and children can
suffer from a disruption of height growth which unfortunately cannot always be won
back. Nutritional abnormalities are also common, including sodium depletion and
hypovolemia, hypophosphatemia, and hypomagnesemia [22]. BN, often character-
ized by self-induced vomiting, is complicated by medical manifestations that affect
nearly every organ system in the body [3]. Effects range from skin and dental findings
to esophageal pathology, electrolyte abnormalities, cardiac arrhythmias, and in
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extreme cases, death [3]. In the prepubescent anorexia, a non-reversable break of the
growth weight curve can be observed.

Due to the above-mentioned medical complications two issues arise. The first is
that, therapy might be hindered by the constant manifestation of these complica-
tions that often require that the patient be hospitalized. Furthermore, due to these
complications the therapist has to cope with the fact that for a prolonged period of
time the sufferer’s life will be under immediate danger. The second issue is the need
for continuous medical screening and assessment of ED patients. In most of the
cases the therapist has to be in close communication with the physician that is
treating the sufferer. This communication raises delicate issues of confidentiality.
Although both the therapist and the physician are bound by the rules concerning
confidentiality, how much and which of the patient’s privileged information that the
therapist has access to, can be shared with her/her physician? Is the person’s
opinion obtained in this matter and to which extend can it be respected? The
physician and the therapist have to forge a strong relation based on mutual
understanding and cooperation in order to work as a team and to avoid entering a
catastrophic power struggle on who carries the responsibility for the patient’s
well-being. The above is not rare in many cases when the patient is hospitalized in
critical medical condition.

28.2.2 Mortality

AN has the highest mortality of any psychiatric disorder, estimated at 10 %
occurring within 10 years of diagnosis, and is the leading cause of death in young
females 15–24 years of age [26]. Death occurs due to suicide, infection, or suc-
cumbing to the effects of chronic starvation. In a recent meta-analysis, it was
calculated that AN patients were 5.2 [3.7–7.5] times more likely to die prematurely
from any cause, and 18.1 [11.5–28.7] times more likely to die by suicide than 15–
34 year old females in the general population [17]. Mortality for BN is expectedly
less, approximately one percent occurring within 10 years of diagnosis [26]. These
figures could be deceiving, however, because up to 50 % of AN sufferers become
bulimic somewhere during the course of their disease, but still carry the primary
diagnosis of AN.

Mortality due to medical complications and high suicidality put an extremely
intense strain on the therapeutic alliance and in many cases can compromise the
ability of the therapist to act effectively. They can also contribute significantly to the
manifestation of burnout syndrome in the therapist [11]. Furthermore, especially in
severe and enduring AN patients that do not respond to treatment two ethical issues
arise. The first is whether the therapist and the sufferer have the right to mutually
agree to terminate therapy even when the sufferer’s death is imminent and
unavoidable. The second is whether the therapist has the ability to decide when to
cease trying to treat the patient and to start providing palliative care. Moreover, a
more delicate issue is the extent to which the sufferer’s opinion can and should be
taken under consideration especially when she/he is suicidal or in the verge of death.
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28.2.3 Insight and Commitment to Therapy

Traditionally AN has been considered a mental disorder with poor insight specif-
ically in the areas of the necessity for weight gain and nutritional restoration.
Patients are supposed to strive to loose weight or maintain a very low body mass
index (BMI) and they refuse any kind of treatment that will derive them from that.
In many cases the above becomes the only life goal that the sufferer is actually
dedicated to achieve. Furthermore, recent research indicates that there is possibly a
group of AN sufferers where their body image beliefs are genuinely delusional [18].

Although BN and BED are not characterized by that kind of rigidity in the
sufferer’s beliefs around the body size and daily energy intake, the bulimic con-
sumption of large amount of palatable food is often egosyntonic as it creates a much
needed hedonic state and/or alleviates unpleasant feelings that the person is expe-
riencing. Many sufferers report that the amount of time that the bulimic episode
lasts is the only moment during their day that they have to forget all their trouble,
comfort themselves, or feel free to act as they like. It goes without saying that when
the above is repeated daily for years it is quite difficult for the sufferer to commit to
a treatment plan that is going to reduce these highly reinforced behaviors. On
certain occasions the follow-up of BN and BED patients is often difficult to
maintain because of their fear to invest in a long lasting relation, due to their
problem of dependence [33].

The term “food addiction” was proposed by Randolph during the mid-50s to
describe: “a specific adaptation to one or more regularly consumed foods to which a
person is highly sensitive, produces a common pattern of symptoms descriptively
similar to those of other addictive processes” [28]. Although a substance-based
addiction produced by food has not been proven so far to exist in human subjects
there is consistent evidence of addictive eating behaviors [13].

Food or eating addiction, delusional beliefs around body image and nutrition,
rigidity of thinking that prevents any kind of change, and self-soothing through the
use of food are four factors that can weaken the person’s resolve to deal with the ED
that she is suffering from. Although the “stubborn” denial to follow any kind of
therapeutic plan can been seen as poor insight or lack of commitment to change,
fear, anxiety, or even distress are quite often the emotions that actually hinder the
person’s effort to overcome ED. Because of the four factors that have been men-
tioned these emotions can become so intense that it is impossible for the sufferer to
even consider the possibility of change.

Furthermore follow-up of BN and BED patients can sometimes be quite trou-
blesome due to the fact that a number of sufferers find difficult to commit to a long
lasting therapeutic relationship.

28.2.4 Blame and Shame

Until recently, mental illness stigma research has focused primarily on conditions
such as schizophrenia and depression, to the neglect of other psychological
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disorders. In particular, stigma towards individuals with AN has received little
empirical attention [38]. AN patients are often perceived as being responsible for
the onset of their illness and as having a significant amount of control over their
eating disordered behaviors [38]. It has been suggested that individuals that are
exposed to a biological/genetic explanation of the causes of AN tend to blame AN
patients less than those exposed to a sociocultural explanation [8]. It is interesting
that a study conducted by Zwickert and Rieger [38] in a sample of undergraduate
students found that when compared to patients suffering from obesity or skin
cancer, participants reported a significantly greater desire for social distance from
the target with AN compared to targets with obesity or skin cancer, and yet
attributed less blame to the target with AN.

In clinical practice it often observed that a large proportion of the sufferers and
their families have been blamed or are blaming themselves for the ED symp-
tomatology. The feeling of blame can act as the fuse for a series of misunder-
standings and conflicts, thus reinforcing the vicious circle of stigmatization. The
person who is blaming itself or is being blamed usually feels marginalized and
reacts with more isolation and defiance. On the other hand, the family and espe-
cially the parents can react with frantic efforts to oblige the sufferer to eat and gain
weight in order to avoid social stigmatization. This behavior often leads to inter-
family disputes resulting in further blaming the suffer as the “black sheep” of the
family whose actions destroy the family’s coherence and social acceptance.

Shame has received increased attention over recent years and has been shown to
be a feature of many forms of psychopathology, including ED. People with ED
experience generalized shame in relation to many aspects of their self and behavior,
not just shame around eating [16]. ED sufferers and especially those with bulimic
and purging behaviors tend to conceal their symptoms even from their therapist as
they fear that they are going to be blamed for not restraining themselves from these
behaviors and subsequently be rejected as weak, degenerates, or disgusting persons.
Most of them decide to live a “double” life. This “double life” has been described as
a dichotomy between being active and outgoing versus performing shameful bulimic
behaviors and constantly living with fear of stigmatization, and striving against
exposure [27]. Concealing is well planned to avoid such fear, and to preserve dig-
nity. Understanding the meaning of secrecy and “double life” may be crucial in a
person-centered care in order to facilitate help seeking behavior and guide treatment
[27].

28.2.5 Compulsory Hospitalization and Refeeding

Compulsory inpatient refeeding of patients with severe AN has caused considerable
controversy. The effects of such treatment on longer term outcome are not well
known [10]. In most cases the combination of severe medical complications that
can endanger the sufferer’s life, suicidal ideation, and denial of treatment lead to the
decision for involuntary hospitalization. A recent review reported that detained
patients have more severe symptoms and comorbidity and a longer duration of
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inpatient stay. In the short term, compulsory refeeding in AN appears to be ben-
eficial, but the longer term effects remains uncertain. Clausen and Jones [5] reported
in their review that persons that were treated involuntarily were characterized by a
more severe psychiatric load. The levels of eating disorder pathology between
involuntary and voluntary groups were similar and the outcome of involuntary
treatment was comparable in terms of symptom reduction to that of voluntary
treatment. The authors remarked that “despite inconsistent findings, the comparable
levels of eating disorder pathology observed between involuntary and voluntary
patient-groups together with findings of higher co-morbidity, more pre-admissions,
longer duration of illness and more incidences of self-harm for involuntary patients
suggest that involuntary treatment is not a reaction to the severity of eating disorder
symptoms alone, but is most likely a response to the complexity of the patient’s
situation as a whole” [5].

Although the ethical issues concerning compulsory treatment in ED are beyond
the scope of this chapter, it should be noted that until now there is no final
agreement among experts on whether AN sufferers should be involuntary hospi-
talized. Some therapists believe that involuntary treatment is not an option, since
quite often even involuntary treatment does not lead to recovery. However, others
endorse this decision, in extreme cases, for lack of any other option, in order to save
patients’ lives [23].

Finally, it should be noted that AN usually has an onset during early (12–14 years
of age) or late adolescence (16–18 years of age). These are two periods when the
issue of separation/ individualization is strongly raised in young sufferers. A hospi-
talization in this age can, most of the times, be decided solely with the agreement of
the parents without taking into account the opinion of the adolescent sufferer [1].

28.3 The Need of a Person-Centered Care for Eating
Disorders

The main concept behind the term “person centered” medicine is human individ-
uality. Each person is perceived as biologically and psychologically unique in a
state of continuous transaction with the physical and social environments [36]. To
treat the person is to study, understand, and respect this individuality and to use it to
promote the person’s psychosomatic health.

In general, the term ‘person-centered medicine’ can have the following
meanings [14]:

(a) Medicine of the person: this is the theoretical aspect, especially the notion of
person itself.

(b) Medicine for the person: this is the therapeutical aspect.
(c) Medicine by the person: this is the aspect of the medical professionals’ role

and self-understanding.
(d) Medicine with the person: this is the interpersonal aspect, especially the

relationship between patient and doctor.
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Concerning ED a person-centered approach has to take in account all the above
mentioned issues that arise in the diagnosis and treatment of these specific disor-
ders. The ED sufferer has to be put in the center of the specialists attention. Her/his
ideas, wishes, narratives, explanations have to be taken under consideration and
used as a guide for designing the individual’s person treatment goals.

28.3.1 Diagnosis

The diagnostic process in psychiatry has always been a controversial issue. This has
to do with particular features of this field: from all medical specialties, psychiatry,
and psychotherapy are most intensively connected with political, historical, and
social developments [14]. World Psychiatric Association created in 2005 the
Institutional Program on Psychiatry for the Person (IPPP). One of the main scopes
of IPPP is the development of a person-centered integrative diagnosis (PID). The
concept of PID is that diagnosis can be defined as the “description of the positive
and negative aspects of health, interactively, within the person’s life context” [20].
Strategically, the PID model “has a bio-psycho-socio- cultural framework, articu-
lates science and humanism, uses all pertinent descriptive tools (categories,
dimensions, and narratives) in a multilevel structure, and engages clinicians,
patients and families in a diagnostic partnership” [21, 31].

A person-centered diagnosis of ED has to take under consideration a number of
factors beyond the symptomatology that has already been described in the existing
classification systems. Family interactions, the burden of the disorder to the person
and her/his family, the interplay between cultural and idiosyncratic beliefs con-
cerning body shape, weight, and nutrition are examples of these factors. The most
important factor though is the opinion and the experience of the sufferers of what,
according to them, constitutes a mental disorder and what not. An illustration of the
above is the threshold of the weight loss for the diagnosis of AN. This limit has
been set in the classification systems according to strict medical data. What is the
subjective experience of the sufferers? What is the limit of weight loss where they
start to feel the negative impact of starvation on their quality of life and their ability
to function according to their desire? In person-centered diagnosis the answer to the
above questions would be considered a crucial contribution for setting the weight
limit for the diagnosis of AN. A second example is the amount of binge episodes
per week for the diagnosis of BN or BED. Again the current diagnostic criteria lack
the use of the person’s opinion and experience. There are cultural and family
settings where the periodical impulsive consumption of large amount of food could
be considered normative behavior, part of a family ritual or cultural festivity. Can
we describe this as BN or BED? According to the current diagnostic criteria, under
certain circumstances, yes. Furthermore, what is the number of binge episodes per
week that would signal a pathological condition for the person. Two as it was in
DSM-IV? One as it is in DSM-5? Even a small change in ED diagnostic criteria can
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have a major impact on the number of individuals that are diagnosed as suffering
from an ED. It has been calculated that the implementation of the new DSM-5
criteria increased the diagnosis of AN and BN and decreased the cases of EDNOS
[25].

How do we decide on these issues? According to the research data and the DSM
or ICD task force expert opinion? Has the person something to say about that and
what weight her/his opinion must carry in our decision on whether she/he is suf-
fering from an ED? A person-centered diagnosis is able not only to incorporate
most of these data but also to spare both the therapist and the sufferer from futile
diagnostic disagreements.

28.3.2 Treatment

A person-centered approach to the treatment of ED would be tailored to suit that
person’s illness, situation and needs. That would involve the following:

(a) The treatment would focus on recovery for the specific person and the ED that
she/he is facing.

(b) The treatment would take under consideration all the aspects of the ED:
psychological, physical, behavioral, social, and interpersonal.

(c) The treatment would be adjusted to the needs and personal conditions of the
person and her/his family with respect to their cultural and social beliefs
system.

(d) The treatment would put the needs of the person who suffers from ED at the
center of all therapeutic decisions from the beginning to the end of the whole
procedure.

(e) The treatment would provide the adequate time for the person to achieve
recovery and do not place arbitrary time limits based on data that are not
specifically related to the individual.

To implement this kind of care for ED sufferers the mental health practitioners
have to overcome the basic assumption that a person suffering from ED can not
always determine what is in her/his own interest due to the symptomatology of the
disorder and thereby requires a directive role from the therapist [2]. The above
requires that, on a basic level, the curriculum in psychiatry and psychotherapy
training would be amended to incorporate a more person-centered approach to ED
treatment [4, 20].

28.3.3 Hospitalization

Most patients, even those that have voluntary admitted themselves, describe the
experience of hospitalization with ambivalent words. “Terrifying, prison-like,
authoritative, punitive, with too many rules that I could not dispute, holding me
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away from my family, I could not tolerate the loneliness” are some of the negative
descriptions. “Helpful, supportive, necessarily firm, the rules helped me to focus,
being separated from everything and everyone helped me a lot” are some of the
positive descriptions. From the stuff point of view ED patients are usually described
as “difficult” patients who “usually do not want to improve”. “They lie, try to
manipulate you, react badly to the slightest comment or suggestion, hide food or
purge in secret, deny every help that you might want to offer to them” are some of
the negative comments that stuff members make when they describe their experi-
ence in a psychiatric ward with ED patients. The question that arises is whether this
kind of mutual negative feelings are a result of the ED symptomatology and its
consequences or of certain therapeutic interventions that focus on weight and
nutritional restoration and not on the person’s needs.

The challenge in a person-centered approach is to find the balance between
serving the sufferer’s effort and improving her/his medical condition. A shift is
needed from treating the person as a body that needs to eat more and purge less to
improve its heart rate and restore it potassium levels to actively listen to what the
person is experiencing, what he wants, how he feels, and try to integrate that with
the fundamental obligation of the medical practitioner to preserve life. Although
this might seem easy to do it is not the case in many inpatient units for ED patients
around the world. It has been observed that in large mental hospitals when the staff
have complete power and the patients little or no power and no successful moni-
toring, the practice drifts inevitably in favor of the convenience of staff and away
from the patient [7].

28.3.4 Research

ED are considered as “difficult to treat” and potentially “lethal” mental disorders.
This statement has led the scientists around the world to vigorously investigate
different kinds of therapies. It is interesting that almost all of the published studies
on the efficacy of treatment focus on the improvement of the medical condition or
the amelioration of the symptomatology and specifically the symptoms that are
described in the classification systems. There have been very few studies on the
sufferer’s satisfaction from treatment and only a handful on the factors that
according to the person’s opinion contributed to her/his improvement. Noordenbos
[24] and De la Rie et al. [9] reported that good communication skills of the ther-
apist, strong therapeutic alliance, and focus on ED symptoms were the factors
according to the sufferer that had an impact on the positive therapeutic outcome.
Similarly Swain-Campbell et al. [35] reported that the emotional bond with the
therapist, trust, cooperation, and mutual commitment were the factors that the
patients rated as important for their recovery. Finally, Clinton et al. [6] reported that
support from their therapist and energetic participation in food and eating habits
management were the two factors that patients found helpful in their treatment.
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28.4 Conclusions

A quote from Copeland’s [7] article on “World Federation for Mental Health
perspectives on person-centered medicine” can serve as a final remark on the
necessity to put the ED sufferer from a state of stigma, shame, and coercion to a
state of understanding, respect, and mutual collaboration: “If we are to put the
person back into medicine we must listen to what the person has to tell us about
what they want. We may have knowledge of illness but we do not necessarily have
knowledge, nor do we necessarily understand, what it is that an ill person wants us
to do for them. They must guide us in what they want to achieve and be helped to
articulate this, and we must surely listen to them”.
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29Sexual Disorders

Lovorka Brajkovic, PhD, Ruben Hernandez, MD,
Felipe Navarro-Cremades, PhD, MD, Said A. Azim, MD, PhD
and Antonio Pacheco Palha, MD

29.1 Person-Centred Medicine as Framework

Person-centred medicine is a paradigmatic change within medicine, and it is
dedicated to the promotion of health as a state of physical, mental, social and
spiritual well-being as well as to the reduction of disease. It is founded on the
articulation of science and humanism to enhance personalized understanding of
illness and positive health, clinical communication, and respect for the dignity and
responsibility of every person, at individual and community levels [40].
Person-centeredness is an intrinsic quality rather than an additional commodity. The
following principles have been suggested for Person-centred Medicine: wide bio-
logical, psychological, spiritual, cultural and social theoretical framework;
attending to both ill health and positive health; research and education on the
process and outcomes of clinical care with particular attention on communication,
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joint understanding, and on share decision-making; respect for the autonomy,
responsibility, and dignity of every person; promotion of partnership at all levels.

Furthermore, the following four essential considerations of Person-Centred
Medicine are pointedly relevant for person-centred sexology: risk and protective
factors (intrinsic and extrinsic); illness and positive health (vitality and resilience);
health promotion (prevention, barriers and resources); and health system responses
to illness and health (policies, healthcare).

Person-centred integrative diagnosis (PID) combine science and humanism to
obtain a diagnosis of the person (of the totality of the person’s health, both ill and
positive aspects), by the person (with clinicians extending themselves as full human
beings), for the person (assisting the fulfilment of the person’s health aspirations
and life project), and with the person (in respectful and empowering relationship
with the person who consults) [39]. This model is defined by three keys: broad
informational domains (covering ill health and positive health: health status,
experience of health and contributors to health); pluralistic descriptive procedures
(categories, dimensions and narratives) and evaluative partnerships among clini-
cians, patients and families [52].

29.2 Person-Centred Sexual Health and Sexuality

29.2.1 Sex, Sexuality and Sexual Health

Most of us are talking about sexuality, reading about sexuality, listening about
someone sexuality; but a lot of this information is inaccurate and some of them are
harmful. Sex is biological characteristic that define humans as female or male.
Sexuality is about much more than just sex. McKinney and Sprecher [17] defined
sexuality as referring to sexual behaviours, arousal and responses, as well as to sexual
attitudes, desires and communication. Everyone has sexual feelings, attitudes, beliefs
and experiences. However, the experience of sexuality for each of us is unique,
because it was created by our own point of view. These points of view are derived
from our personal convictions and beliefs which are ingrained in the culture we live,
at the micro and macro social level. Therefore, it is impossible to study sexuality
without taking the biological, psychosocial, cultural and religious characteristics.
Sexuality includes our body (sexual and reproductive anatomy and body image), our
biological sex, gender, gender identity, sexual orientation, values, attitudes, and
ideals about life, love and sexual relationships as well as sexual behaviours. Sexuality
is a central aspect of being human, experienced and expressed in thoughts, fantasies,
desires, beliefs, attitudes, values, behaviours, practices, roles and relationships. It is
influenced by the interaction of biological, psychological, social, economic, political,
cultural, ethical, legal, historical, religious and spiritual factors [61].

Sexual health was defined as part of reproductive health [56], and it is a state of
physical, emotional, mental and social well-being in relation to sexuality. It is not
merely the absence of disease, dysfunction or infirmity. Sexual health requires a
positive and respectful approach to sexuality and sexual relationships, as well as the
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possibility of having pleasurable and safe sexual experiences, free of coercion,
discrimination and violence. For sexual health to be attained and maintained, the
sexual rights of all persons must be respected, protected and fulfilled. The sexual
health paradigm integrates a positive approach to sexuality with existing public
health policy and practice for reducing the burdens of sexually transmitted infec-
tions, including those due to HIV [20]. Sexual health care is an essential component
of overall wellness during one’s developmental lifespan.

Sexual health is important throughout life, although sexual health needs vary
with age. Different aspects of sexual health affect people at different times
throughout their lives [36]. Until recently, sex and sexuality are commonly asso-
ciated in the public domain with younger age groups, whereas sexual activities in
elderly individuals are considered in many cultures to be somewhat uncommon or
even strange. Some studies provided data on their sexual activity [47].

29.2.2 Sociocultural Influences

Myths about sexuality and sexual relationships are often the reason for reporting
sexual dysfunction and unsatisfactory sexual relationships that is seen in clinical
practice. Religious beliefs can influence sexual behaviour and how one perceives
oneself as a sexual being [28]. The field of sexual health encompasses a range of
issues, including STIs, STDs and reproductive tract infections (RTIs), unintended
pregnancy and unsafe abortion, infertility, sexual well-being, violence related to
gender and sexuality, certain aspects of mental health, the impact of physical dis-
abilities and chronic illnesses on sexual health, female genital mutilation and so on
[60]. Sexuality is considered to be an important aspect of holistic care, but that it is
not routinely addressed in healthcare services. There are identified a number of
personal and organizational barriers to having such discussions. Individuals’ sexual
health concerns are often neglected in clinical practice, although the majority of
patients would prefer to have the opportunity to discuss [3]. Many people find it
difficult to talk about sex; health professionals need to be aware of this and prepared
to raise the subject [36].

29.3 Diagnostic Assessment and Classification

The WPA International Guidelines for Diagnostic Assessment (IGDA) involves
four essential features: the assessment of the psychiatric patient as a whole person,
rather than just as a carrier of disease; the coverage of all key areas of information
(biological, psychological and social) pertinent to describing the patient’s pathol-
ogy, dysfunctions and problems as well as his/her positive aspects or assets; basing
the diagnostic assessment on the interactive engagement among the clinician, the
patient, and his/her family; IGDA uses ICD-10 as a basic reference in general, and
in particular for the first three axes of its multiaxial formulation (classification of
mental and general medical disorders, disabilities and contextual factors). It is very
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important to use culturally informed framework, both for the development of
updated diagnostic models and procedures as well as for the conduction of a
competent clinical evaluation of every patient [37].

The Latin American Guide for Psychiatric Diagnosis (GLADP) integrates the
use of operational diagnostic criteria and a multiaxial system, and it includes the
cultural and personalized elements of each patient. Diagnostic criteria for sexual
health includes [5, 51]

1. State of sexual health (as classified in ICD-10):

(a) sexual disorders including disease, dysfunction and sexual problems,
(b) mental, medical and general condition related to sexual functioning of the

person and the relationships as perceived by the person and by the partner,
(c) well-being/quality of life (general, sexual and relationships)

2. Factors influencing sexual health

(a) factors of risk and protection of sexual health

(i) risk factors: sexual, relationship, medical and psychological, family
and personal psychiatric history, including current medications, severe
childhood trauma, stress, including distressing dyadic relationships,

(ii) protective factors/promoters of sexual health: both general, and centred
in the sexual and dyadic relationship, healthy diet, physical activity,
personal and dyadic growth in the area of couple sexuality.

3. Experience and expectations on sexual health and a dyadic relationship.

According to WHO ICD-10 a sexual response is a psychosomatic process, and
some types of dysfunction occur in both men and women such as lack or loss of
sexual desire (including frigidity, hypoactive sexual desire disorder), sexual aver-
sion and lack of sexual enjoyment, failure of genital response (erectile dysfunction,
vaginal dryness or failure of lubrication and it includes female sexual arousal
disorder, male erectile disorder, psychogenic impotence), orgasmic dysfunction,
premature ejaculation, nonorganic vaginismus, nonorganic dyspareunia, excessive
sexual drive, other sexual dysfunction, not caused by organic disorder or disease,
unspecified sexual dysfunction, not caused by organic disorder or disease. Gender
identity disorders, psychological and behavioural disorders associated with sexual
development and orientation are classified as well.

DSM-5 [4] indicated that sexual dysfunctions are a heterogeneous group of
disorders that are typically characterized by clinically significant disturbance in
person’s ability to respond sexually or to experience sexual pleasure. Sexual dys-
function includes delayed ejaculation, erectile disorder, female orgasmic disorder,
female sexual interest/arousal disorder, genito-pelvic pain/penetration disorder,
male hypoactive sexual desire disorder, premature (early) ejaculation,
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substance/medication-induced sexual dysfunction, other specified, unspecified
sexual dysfunction. An individual may have several sexual dysfunctions at the same
time, and in such cases, all of the dysfunctions should be diagnosed.

DSM-5 aims to avoid stigma and ensure clinical care for individuals who see and
feel themselves to be different. So, it replaces the diagnostic name “gender identity
disorder” with “gender dysphoria,” as well as makes other important clarifications
in the criteria.

The second type of sexual problems is paraphilic disorders (voyeuristsm, exhibi-
tionism, frotteurism, sexual masochism, sexual sadism, pedophilic disorder, fetishism,
transvestic disorder, as well as other specified and unspecified paraphilic disorders).

Several changes have been made to classification and criterion in DSM-5. The
DSM-5 has created gender specific dysfunctions and has combined or deleted some of
the previous diagnoses listed in theDSM-IV. In the DSM-5 sexual dysfunction referred
to sexual pain or to a disturbance in one ormore phases of the sexual response cycle; all
of the DSM-5 sexual dysfunctions (except substance/medication-induced sexual dys-
function) now require a minimum duration of approximately 6 months as well as
frequency of 75–100 % [4]. Genito-pelvic pain/penetration disorder is new in DSM-5,
merging vaginsmus and dyspareunia in females. In DSM-5 female hypoactive desire
disorder and female arousal disorder are merged into female sexual interest/arousal
disorder; male orgasmic disorder is changed to delayed ejaculation; sexual aversion
disorder and sexual dysfunction due to a general medical condition are absent. Male
dyspareunia or male sexual pain does not appear in the sexual dysfunctions in DSM-5.
DSM-5 includes lifelong versus acquired and generalized versus situational subtypes.

The WPA International Guidelines for Diagnostic Assessment suggested a
comprehensive diagnostic model [27]. It includes:

1. Standardized Multiaxial formulation composed of axes

(a) Clinical problems;
(b) Disabilities;
(c) Contextual Factors;
(d) Quality of Life.

2. Personalized Idiographic Formulation:

(a) Contextualized Clinical problems;
(b) Patient’s positive factors;
(c) Expectations for restoration and promotion of health.

The old human response cycle from Masters and Johnson has been substituted
by a six-phase cycle, which is different in men and women and it is circular
pathway reinforcing model of desire, excitement, plateau, orgasm, resolution and
more important, sexual satisfaction.

Hernández Serrano [27] suggested new categories for classification, advances in
diagnosis and classification of sexual disorders: discronaxia—time and frequency
disparity in couple; sexual post-traumatic disorders; late-onset hypogonadism;
postcoital dysphoria; postcoital headache; fear of pregnancy; anaejaculation.
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There are some other formulations of women’s sexual dysfunction—the “three
windows” approach to understanding women’s sexuality [24]:

1. Current situation aspects as poor communication between partners, relationship
difficulties or lack of time or privacy;

2. Individual vulnerability factors influencing the presentation of complaints,
including the woman’s persistently negative attitudes, a past history of sexual
abuse or trauma and others;

3. Health-related factors influencing the sexual response, importantly, depression
or anxiety. Included also are problems in the neural control of desire, arousal
and pain perception, problems in vascular supply to the genitals, endocrine
dysfunction, metabolic problems and medications.

A Comprehensive Diagnostic Formulation in Sexual health [38] is based on
IGDA and includes two components

1. Standardized multiaxial formulation

(a) Axis I Clinical Disorders (CIE-10)

(i) Sexual Disorders
(ii) Comorbidities

(b) Axis II Disabilities

(i) Areas of functioning
(ii) Disability Scale

(c) Axis III Contextual factors (Psychosocial problems, personal)

(i) Problem Areas (to be specified)

• Family/House.
• Education/Work.
• Economic/Legal
• Cultural/Environmental
• Personal

(d) Axis IV Quality of Life

(i) Perceived level of QoL from poor to excellent
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2. Idiographic formulation

(a) Clinical Problems and their Contextualization
(b) Positive Factors of the Patient (Including for treatment and health

promotion)
(c) Expectations for Health Restoration and Promotion of Health.

The main purpose of the multiaxial diagnostic formulation is to inform the
preparation of a comprehensive treatment plan.

29.4 Person-Centred Sexual Dysfunctions

Sexual dysfunction involves problems people experience in desiring sexual inter-
action, as well as physiological problems in the human sexual response cycle.
Sexual dysfunctions are often accompanied by interpersonal conflict between
sexual partners, and sometimes very strong feelings are associated with these
problems. Both, men and women can become extremely frustrated, distressed and
hostile about these difficulties. Sometimes problems are caused by biological factors
and whereas in other cases they result in psychological or psychosocial adjustment
problems (social, interpersonal, individual factors can contribute to a sexual dys-
function). Sexual dysfunctions affect the quality of interpersonal relationships and
because of ours personal varieties we are likely to handle our own or our partner’s
sexual dysfunction in different ways.

The following are helpful recommendations for the clinical evaluation of men
and women with sexual dysfunction [26]:

1. Attend to principles of care (patient-centred, evidence-based diagnostic and
treatment and unified management); medical history; distress/interpersonal
difficulty

2. Consider treatment planning for person-centred care [1]
3. Comprehensive assessment
4. Look for positive changes from illness to health and for personal and dyadic

growth.

Navarro-Cremades [43] has suggested the following SAFE change model.

(i) Sensible–reasonable, rational, sage
(ii) Assumable by all who are involved: Clinician, patient, couple, environment
(iii) Feasible: Practical, achievable, and operational for clinical practice
(iv) Evaluable: Short- and long-term.

Global surveys estimate that 9–29 % of men and 16–43 % of women suffer from
distressing sexual problems [2]. Overall, erectile dysfunction has been the most
thoroughly studied male’s dysfunction. Premature or rapid ejaculation is the most
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prevalent male dysfunction. Erectile dysfunction shows a systematic relationship
with age, while premature/rapid ejaculation does not [18].

In women various sexual dysfunctions are associated with age and comorbid
health conditions such as personal distress, depression, menopausal status, as well
as the partner’s sexual health [18].

29.5 Standard Procedures for Diagnosis and Treatment
in Sexual Health

Flexible standards are helpful for achieving good clinical practice. A sexual history
guide [3] offers health care professionals a brief, structured method for obtaining a
sexual history that is person-centred and is focused on the process of the interview.

Sexual history taking may be based on three management principles:

1. Adoption of a person-centred framework.
2. Application of evidence-based medicine in a flexible manner.
3. Comprehensive approach to sexual dysfunction.

History taking should include understanding the patient’s ideas, feelings,
expectations and values. It should also attend to psychosocial contextual issues,
sexual orientation, gender conflicts, body image concerns, sexual transmitted dis-
eases and sexual victimization.

29.6 Sexual Dysfunctions in Men

Erectile dysfunction (ED) and premature ejaculation (PE) are the two main com-
plaints in male sexual medicine [57]. Some antidepressants can induce erectile
dysfunction, delayed ejaculation and loss of libido [23].

Erectile dysfunction [57] is defined as the persistent inability to attain and
maintain an erection sufficient to permit satisfactory sexual performance.
Although ED is a benign disorder, it may affect physical and psychosocial health
and may have a significant impact on quality of life.

There is increasing evidence that the impact of ED extends beyond the imme-
diate orgasmic function, to sexual desire, overall satisfaction and satisfaction with
intercourse and confidence [34]. ED [19] is common among ageing men, with the
prevalence ranging from 10 to 80 % depending on the populations studied and
definition used to describe ED. ED is a chronic condition that exerts a negative
impact on male self-esteem and nearly all life domains including interpersonal,
family and business relationships [47].

Comorbidities and lifestyle factors are important contributors to the development
of ED. Comorbidities such as heart disease, diabetes, dyslipidemia, hypertension
and depression have been described as primary risk factors for the development of
ED. Modifiable lifestyle factors, including physical activity, smoking, alcohol
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consumption and obesity, have been associated to ED (Glina 2013). ED is a
potential warning sign of cardiovascular disease. Some drugs (i.e. antihyperten-
sives, antidepressants, antipsychotics, antiandrogens) and some recreational drugs
can contribute to erectile dysfunction.

Ejaculatory Dysfunction: Its spectrum extends from premature ejaculation (PE),
through delayed ejaculation (DE), to a complete inability to ejaculate (anejacula-
tion) and includes retrograde ejaculation [35].

Premature Ejaculation (PE) has prevalence rates of 20–30 % [57]. There are
two official definitions of PE in DSM-5 and ICD-10 and they have been challenged.
Definitions take into account the time to ejaculation, the inability to control or delay
ejaculation, distress, and negative consequences. PE can be “lifelong” (primary)
and “acquired” (secondary) [53]. The time to ejaculation may be assessed by
intravaginal ejaculatory latency time (IELT).

29.6.1 Low Sexual Desire/Interest in Men [50]

It can be due to a variety of causes and can be best characterized as a syndrome
rather than a disorder. LSD/I is frequent in men with ED. Prevalence average is
20 %, varying from 12.5 to 28.0 %. Risk factors for LDS are ageing, poor health,
vascular disease, depression, relationships issues, low frequency of sexual
relationship.

29.7 Sexual Dysfunction in Women

Women’s sexual dysfunction includes reduced interest/incentives for sexual
engagement, difficulties with becoming subjectively aroused and/or genitally
aroused, and difficulties in triggering desire during sexual engagement. Frequently,
all of these aspects are involved. Orgasmic disorder denotes sexual experiences
consistently associated with high arousal and absence of orgasm. Other dysfunc-
tions include pain and difficulty with attempted or completed intercourse or any
attempts at vaginal penetration [9].

Female Orgasmic Disorder (FOD). ICD-10 specifies that the disorder impairs
the patient’s ability to participate in a sexual relationship in the way she would like,
occurs frequently, and has been present for at least 6 months. FOD can be lifelong
(primary) or acquired (secondary); generalized or situational; psychological or
combined. FOD is the second most prevalent sexual disorder in women, with a high
level of comorbidity with other SD, requiring a comprehensive woman-centred
assessment including correlates of FOD and other relevant biopsychosocial factors,
in an appropriate cultural context. FOD should not be diagnosed solely on the basis
of a failure to experience orgasm during sexual intercourse in the absence of
additional clitoral stimulation, as this is considered a “normal variation of sexual
response” rather than a “pathological inhibition.” Some risk factors should be
considered: psychosocial factors, cognitive/affective factors, relationship factors, a
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history of childhood maltreatment (physical, psychological, or sexual abuse) or
adult experiences of sexual abuse.

29.7.1 Female Sexual Arousal Disorders (FSAD)

FSAD are divided into three subtypes [22]:

1. Genital Sexual Arousal Disorder: Absent or impaired genital sexual arousal.
2. Subjective Arousal Disorder: Absence of or markedly diminished feelings of

sexual arousal (sexual excitement and sexual pleasure) from any type of sexual
stimulation.

3. Combined Genital and Subjective Arousal Disorder.

DSM-5 combines women’s sexual desire and arousal disorders into one entity—
Female Sexual Interest/Arousal Disorder. FSAD can be primary and secondary;
generalized or situational.

There are some risk factors for developing FSAD

– Biological: hormonal factors
– Neurological conditions, infections, iatrogenic factors
– Psychological issues, relationship problems, partner’s sexual dysfunction.
– Sexual abuse
– Cultural factors.

29.7.2 Hypoactive Sexual Desire Disorder (HSDD) [11]

DSM-5 combines women’s sexual desire and arousal disorders into one entity:
Female Sexual Interest/Arousal Disorder. Due to the lack of objective criteria, the
importance of subjective experience and the multifactorial etiology of HSDD, it is
necessary to use a diagnostic guide, using a semi-structured interview

– Biomedical factors affecting sexual desire
– Individual psychological and interpersonal factors affecting sexual desire
– Distress, relationship factors, partners sexual dysfunction.

Hypoactive sexual desire disorder is a frequently reported problem among
people who visit sex therapy clinics. Emotional problems, limited sexual knowl-
edge, low levels of sexual motivation and interpersonal problems in a relationship
may be involved in this dysfunction. Some investigators have reported that low
sexual desire is often symptomatic of marital adjustment problems [54]. Much
attention has been given to the nature of a couple’s relationship dynamics when one
individual reports low sexual desire [16]. The existence of a sexual desire
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discrepancy between two people does not always reveal the causes or consequences
of such a mismatch. Clement [16] believes that such differences in sexual desire
emerge from a couple’s communication and cannot be attributed specifically to one
or the other person.

29.7.3 Female Genital Sexual Pain (GSP) [21]

The etiology of GSP is multifaceted and it is focusing on genital pain provoked by
or exacerbated during or immediately after sexual activities in women. Currently,
GSP may be classified into Genito-Pelvic Pain/Penetration Disorder and into two
diagnostic entities (ICD-10 and DSM-IV RT): dyspareunia (persistent or recurrent
pain with attempted or complete vaginal entry and/or vaginal sexual intercourse)
and vaginismus: (persistent or recurrent difficulties to allow vaginal entry of a
penis/finger/any object despite the woman’s expressed wish to do so) [8].

29.8 Paraphilia, Gender Dysphoria and Hypersexuality

DSM-5 has introduced some important changes to the conceptualization of para-
philic disorders, distinguishing between paraphilias and paraphilic disorders
[55, 62].

Paraphilias are defined as any intense and persistent sexual interest other than
sexual interest in genital stimulation or preparatory fondling with phenotypically
normal, physically mature, consenting human partners. Paraphilic disorders are
paraphilias that cause distress or impairment to the individual or harm to others
[55].

Gender dysphoria is a new diagnostic class in DSM-5 and it is neither a sexual
dysfunction nor a paraphilia [31].

29.9 Hypersexuality

According to ICD-10, hypersexuality indicates excessive sexual drive which
includes nymphomania and satyriasis. Hypersexual disorder was not included in the
DSM-5. Kafka [29] proposed the diagnostic criteria for a hypersexual disorder
diagnosis, describing hypersexual disorder as recurrent and intense sexual fantasies,
sexual urges or sexual behaviours resulting in clinically significant personal distress
or impairment in social, occupational or other important areas of functioning.
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29.10 Sexual Health, Mental Disorders, Chronic Disease
and Ageing

Sexual disorders associated with psychiatric illness may be related to a pre-existing
primary sexual disorder, a symptom of depression and anxiety, an undesirable side
effect of the psychotropic medication or because of other causes such as medical
illness, substance abuse or psychosocial stressors [15]. About 40 % of females and
30 % of males suffer from sexual complaints and they are more frequent in patients
with mental/mood disorders not on medications, and still more in patients on
treatment with psychotropic drugs [15, 41]. It may occur with almost any medi-
cation, may be dose dependent and is fairly frequent with some psychotropic
medications [6]. Iatrogenic sexual dysfunction is frequent, and treatment with
psychotropic drugs such as some antidepressants and various antipsychotics is one
of the most frequent causes of sexual dysfunction. Antipsychotic-induced sexual
dysfunction seems to be frequent with conventional antipsychotics and others too.
Pharmacological treatment of CNS disease often affects sexual functioning and it is
often a reason to stop treatment prematurely [10]. Sexual disorders associated with
psychiatric illness and its treatment include diminished sexual desire, arousal
problems such as inhibited cognitive sexual excitement, diminished genital sensa-
tion, erectile dysfunction and failure to achieve and maintain vaginal lubrication.
Orgasmic dysfunction may also occur including delayed orgasm or complete
anorgasmia as well as delayed or premature ejaculation in males. The relationship
between psychiatric illness and sexual disorders (SD) appears to be bidirectional.

29.10.1 Sexual Health in People with Chronic Disease
and Disabilities

Regarding assessment of dysfunction in the context of chronic illness [9] the
multiple factors contribute directly or indirectly to sexual dysfunction. The effects
on sexual health are frequent and are rarely discussed by healthcare professionals
[12, 49, 63]. The recognition that people with disabilities are sexual beings is
relatively new. Historically, they have been perceived as asexual or potentially
deviant. These people may experience a lack of information as well as distress and
anguish around their sexual and personal relationships. They often face obstacles to
maximize their sexual potential and may internalize negative societal attitudes and
assumptions about their sexuality [44].

Sexual health is important to people with disabilities [49]; they have higher rates
of STIs, unintended pregnancies, sexual dysfunction and sexual violence.

The development of sexual morbidity in the female cancer survivor is a multi-
factorial problem incorporating psychological, physiologic and sociological ele-
ments [30]. At the time of diagnosis, cancer patients may have concurrent medical
illnesses, taking chronic medications that may have directly or indirectly influenced
any aspect of the sexual response cycle. Sexual dysfunction encompasses a broad
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spectrum of issues, all of which are susceptible to insult after treatment for cancer.
Sexual dysfunction affects most women treated for breast cancer, and sexual quality
of life is a significant concern for breast cancer survivors [12]. All cancers can
impact sexuality and intimacy and having cancer does not eliminate sexual feelings.
Cancer treatments often cause sexual dysfunction, irrespective of cancer type, age,
gender, culture, partnership status. Over 50 % women with breast or gynecologic
cancer and 70 % men with prostate cancer report some level of sexual dysfunction
(hypoactive sexual desire disorder, sexual arousal disorder, orgasmic disorder,
sexual pain disorder and changes in genital sensation) [12]. Erectile dysfunction is
highly prevalent in men treated for prostate cancer, about in 75 % in men treated for
localized prostate cancer [14].

Sexual dysfunction is observed in many neurological disorders including its
treatment [33, 48]. Sexual dysfunctions are common in patients with multiple
sclerosis and it is associated with enhanced disability, pain, duration of the disease,
and degree of concomitant depression and low quality of life [25, 32]. The
prevalence of sexual dysfunctions is very high in men with multiple sclerosis,
ranges between 64 and 91 %. First complaint is erectile dysfunction in 50 % [7].
Spinal cord injury can lead to sexual dysfunction as well (end torax region injury
can affect orgasm; sacral region injury can affect ED in males and arousal in
females).

Stroke has impact on individual sexual functioning, intimate relationships and
sexual satisfaction, as well, as rheumatoid arthritis [63].

Sexuality is so closely identified with youthfulness, the stereotype of sexless
older adults who are frail and inactive is a widely held belief. Sexuality and inti-
macy depends on psychological factors, health status and sexual well-being is more
defined by a subjective factor, rather than objective.

Older adults who are experiencing chronic illness and are disabled find them-
selves devalued, denied sexual expression and excluded from meaningful rela-
tionships. Low level of testosterone and low level of oestrogen, high level of
prolactin can lead to lack of sexual satisfaction.

29.11 Sex Therapy

Until the sixties, when William Masters and Virginia Johnson made a sort of
revolution and, in fact created sex therapy, the dominant approach to the treatment
of sexual problems was psychoanalytic [12]. Masters and Johnson were considering
that identifying the cause is always less important than discovering a successful
method of operationally treating the problem. Their innovation was a series of
“homework” tasks such as sensory exercises designed to help couples to circumvent
the usual, routine, sexual contacts within which problems grow. Later approaches,
especially integrative and systemic, in many ways combine cognitive behavioural
and psychodynamic approaches [12, 13].
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29.12 Sexual Health Promotion, Prevention, Education
and Sexual Rights

Person-centred sexual health promotion (PCSHP) include: [42].

1. General Sexual Health Promotion

– Sexual and Reproductive Rights
– National Policies focusing on SHP
– Educational Considerations on SHP
– Epidemiologic and Public Health Considerations
– Life Cycle and Sexual Health Promotion
– Communication and Sexual Health
– Social, cultural and spiritual perspectives and values
– Cultural and ethnic issues in sexual expression
– Gender issues and diversity

2. Person-centred Sexual Health Promotion (PCSHP) in the clinical setting:

– Ethical perspectives within the patient–doctor relationship
– General principles of positive attitudes toward human sexuality, basic sexual

information and education, basic sexual enrichment and health promotion
– The important of active listening and relaxation training
– Personal responsibility for self
– Mutual cooperation with the partner.

29.12.1 Person-Centred Prevention and Education

It is important for practitioners to recognize that sexually transmitted infection
(STI) risks and sexual transmitted diseases will vary from person to person and
should be viewed as dynamic across the lifespan. The majority of STDs/STIs are
asymptomatic and therefore go undetected, and are also underreported [58]. STDs
and HIV have far-reaching public health consequences on sexual and reproductive
health. A variety of prevention interventions are available to reduce the risk of
acquiring STIs including risk reduction counselling, appropriate use of available
prevention methods, evaluation and treatment of infected persons and their sex
partners, and vaccination of persons at risk.

Parish and Rubio-Aurioles [46] and Parish and Clayton [45] proposed a com-
prehensive model of person-centred education which includes:
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1. Attitudes: Self-awareness of own beliefs, values, attitudes, sexual behaviour;
2. Knowledge, i.e. causes of sexual dysfunction, impact of medical illness, treat-

ment; medications, sexuality in special populations, reproductive biology,
STIs/IHV, sexual abuse/violence;

3. Skills: Sexual history, general communication, integrated diagnosis.

29.12.2 Human and Sexual Rights

The World Association for Sexual Health [59] states that sexual rights embrace
human rights that are already recognized in national laws, international human
rights documents and other consensus statements. They include the right of all
persons, free of coercion, discrimination and violence to the highest attainable
standard of sexual health, including access to sexual and reproductive health care
services; seeking, receiving and imparting information related to sexuality; respect
for bodily integrity; choosing their own partner; deciding to be sexually active or
not; consensual sexual relations; consensual marriage; deciding whether or not, and
when, to have children; and pursuing a satisfying, safe and pleasurable sexual life.

The WAS Declaration of Sexual Rights [59] includes sixteen human rights
pertaining to sexuality

1. Equality and non-discrimination
2. Autonomy and body integrity
3. Life, liberty and security of the person
4. The right to be free from torture and cruel, inhuman or degrading treatment or

punishment
5. The right to be free from all forms of violence and coercion
6. Right to privacy
7. The right to the highest attainable standard of health, including sexual health
8. The right to enjoy the benefits of scientific progress and its application
9. The right to information

10. The right to education and right to comprehensive sexuality education
11. The right to enter, form and dissolve marriage and other similar types of

relationship based on equality and full and free consent
12. The right to decide whether to have children, the number and spacing of

children, and to have information and the means to do so
13. The right to freedom of thought, opinion and expression
14. The right to freedom of association and peaceful assembly
15. The right to participation in public and political life
16. The right of access to justice, remedies and redress.
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29.13 Conclusions

Person-centred sexuality represents a holistic approach, considering the complex
nature of human sexuality. It includes sexual health and sexual well-being (phys-
ical, psychological, social and spiritual dimensions). Person-centred sexology
(PCS) is derived from models of Person-centred Medicine (PCM) and Psychiatry
(PCP). PCS include key contributions from PCM and PCP to a sexological adapted
Person-centred Integrative Diagnosis PID. The Comprehensive Diagnostic For-
mulation in Sexual Health has two components: Standardized Multiaxial Formu-
lation and an Idiographic Formulation.

New categories and diagnostics are being proposed. Additional biopsychosocial
formulations and models of sexual disorders are exposed as “three windows” and
ICSM-5 steps models. Person-centred and Partnership-centered care are key for
competent evaluation and treatment and include evidence-based and
experienced-based contributions, looking for a positive change in sexual health.

Sexual Dysfunctions (SDs) are prevalent in both sexes. A global assessment of
sexual problems and SDs should be comprehensive and person- and
partner-centred. Erectile dysfunction and premature ejaculation are the most com-
mon sexual dysfunctions in men; and the main female sexual dysfunctions are
female orgasmic disorder, female arousal disorders, hypoactive sexual desire dis-
order and female genital sexual pain. SD is a frequent problem in psychiatric
patients with or without drug treatment.

Sexual health is a key issue for people with disabilities and chronic diseases such
as cancer and neurological problems and ageing-related conditions. Sexual Health
promotion, prevention and education are important factors to advance sexual
well-being and sexual quality of life. Human and sexual rights are recognized in
national and international conventions and laws and must be respected at all levels.
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30Trauma: Complexity and Disruption

Moty Benyakar, MD, PhD, Carlos Collazo, MD
and George N. Christodoulou, MD, PhD

30.1 Introduction

Social reality filters into our clinical work without asking permission. During the
last decades, mental health professionals have increased their interventions facing
the needs of citizens after a natural or man-made disaster. They are increasingly
facing the need to find an integrative concept that includes the interaction between
biological, psychological, interpersonal, behavioral, and social reactions to disasters
[1].

Today, committed professionals are beginning to pay attention to the dramatic
reality that surrounds us, a reality in which violence lies in the backdrop of our daily
existence. There is growing recognition that applying theoretical and clinical skills
to one’s social reality can no longer be viewed as an altruistic measure but, rather as
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an essential measure for the emotional and physical preservation of psychic stability
and daily well-being.

For such purpose, it is useful to analyze the real meaning of concepts like
complexity, disruption (the impact of the environment on the psyche), trauma,
victim, victimization, and damaged person in order to know and understand their
meaning, characteristics, similarities and differences, and the importance to include
them in our clinical daily work.

Especially in disasters and daily accidents, it is important to distinguish the
external factual event from the psychic process. We should perhaps reconsider the
concept “traumatic situation”, and analyze the characteristics of the situation and
the psychic process in which trauma may or may not be the consequence of it. We
must define each concept accurately. It is not a change of words; it is another way of
thinking and facing the problem. In this way, we can understand different psychic
reactions to external disruptive situations, letting us be more specific in our clinical
approach.

It is difficult to identify and measure the type of impact that disruptive events can
produce in people’s psyche, as well as to evaluate responses.

Physically or psychologically affected people in these situations must be con-
sidered as “injured people” and not “victims”. Labeling them as “victims,” may
produce chronic pathology. The term “Injured people” does not mean they suffer
less; it is only used to avoid a new identity, the identity of “victims.”

30.2 Complexity

The progress of complexity has been made in spite of, with, and because of human folly.

Edgar Morin

We consider that to face this new reality we should lean on the Paradigm of
Complexity developed by Morin [2]. This paradigm implies a change of viewpoint
of the phenomena observed, a change in the scientific method by which our
present-day society is ruled, perceiving, and appreciating the real, the factual,
signed by a globalized world that interconnects thoughts and phenomena, events
and processes, where the physical, biological, psychological, linguistic, anthropo-
logical, social, and environmental contexts are reciprocally interdependent.

The world today moves on the basis of changing realities, with laws and rules
that move step by step.

The universal problem for every citizen of the new millennium is how to get
access to information, and how to acquire skills to articulate and organize that
information. To perceive and conceive the context knowledge of isolated infor-
mation or data is not enough. Meaning, information, and data must be placed in
their context. We are faced with a complex situation and our approach should be
equally comprehensive when applied to health in general and especially mental
health.
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Yunkap Kwankam, a world-renowned health and health consultant, explains the
purpose of creating a repository of health knowledge: “There is a lot of reinvention
of the wheel in eHealth. People don’t know that certain things have already been
done. So it is an opportunity to share more widely what is already known” [3, 4].

There is complexity and the various elements (economic, political, sociological,
psychological, emotional, mythological) that compose a whole are inseparable, and
there is inter-retroactive, interactive, interdependent tissue between the subject of
knowledge and its context, the parts and the whole, the whole and the parts, the
parts amongst themselves. Disaster situations can be one of the most paradigmatic
examples of complexity.

Human complexity cannot be understood in dissociation from the elements that
constitute it; all truly human development means joint development of individual
autonomies, community participations, and a sense of belonging to the human
species.

There is human unity. There is human diversity. Unity goes beyond the bio-
logical features of the species Homo sapiens. Diversity is more than the psycho-
logical, cultural, and social features of the human being. There is also a strictly
biological diversity within human unity; there is a unity that is not only cerebral but
also mental, psychological, emotional, and intellectual [5]. Moreover, the most
diverse cultures and societies have common generative or organizing principles.
Understanding what is human means understanding our unity in diversity.

It is possible also that there is a Cartesian separation between mind and body
behind the thought of those neuroscientists who insist that the mind can be
explained exclusively in terms of cerebral events, brushing aside the rest of the
organism and the physical and social environment that surrounds it—and leaving
outside the fact that parts from the environment are the product of the preceding
actions of the organism [6].

We should also see that every human being, even a person confined in the most
ordinary life, is a cosmos in himself. “He carries inner multiplicities and virtual
personalities, endless imaginary characters, a polyexistence in the real and the
imaginary, sleep and waking, obedience and transgression, ostensible and secret,
and larval squirming in his bottomless caves and chasms. Everyone contains
galaxies of dreams and fantasies, unsatisfied flights of desire and love, abysses of
unhappiness, immensities of icy indifference, conflagrations of fiery stars, waves of
hatred, mindlessness, flashes of lucidity, and outbursts of dementia in unity. We
must conceive the unity of the multiple, the multiplicity of the one” [7].

The World Health Organization (WHO) definition of health focuses on the
complete physical, mental, and social well-being of a person. This and the WHO’s
historical efforts to advance health make clear that health care can hardly be opti-
mized for individual persons unless it is promoted for people in society as a whole.

The pursuit of individual wellbeing is rendered illusory in the absence of col-
lective well-being.

Disasters are one of the clearest expressions of complexity of human beings,
especially as they refer to their relationship with the environment.
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30.3 Person-Centered Medicine (PCM)

We consider that when confronted with this panorama of complexity, the
best-suited tool to face it, from the field of health, is the recently developed
person-centered medicine (PCM) [8].

PCM is a holistic, multidisciplinary, and relational perspective aimed at pro-
moting the highest attainable level of health, both for individuals and people col-
lectively. PCM encompasses a wide range of concepts, tasks, technologies, and
practices, which aim to place the whole person in context at the center and as the
goal of clinical practice and public health. To this effect, PCM articulates science
and humanism for a bio-psycho-socio-cultural understanding of health and for the
undertaking of healthcare actions from individual interventions to general health
policy [9].

PCM intends to study scientifically the complexity of health, including illness
and disability as well as functioning, resilience, resources, wellbeing, and con-
tributors to health. Absolutely necessary for such enterprise, considering human
complexity, is a combination of philosophical, biological, psychological, social,
and cultural approaches. Developmental and life course perspectives should also be
considered with special attention to gender, age groups and vulnerable groups.

The director of the mHealth Competence Center, [10] believes that the key for
the future does not lie on classifying people, but on personalizing medicine and
patient attention. Technology can play a major role in achieving this scope.

30.4 Person-Centered Care

The twenty-first century is emerging as the century of person-centered care, and this
perspective is especially compelling concerning chronic diseases, as articulated in
the 2012 Geneva Declaration on person-centered care for chronic diseases [11].
Increased knowledge and scientific progress can be used for person-centered care. It
is important to apply medical knowledge in person-centered care attending to the
specificity and particularity of each person.

What we must emphasize now is that a person-centered approach to promotion
and restoration of health is crucial to counteract the present massive epidemic of
chronic diseases. People with chronic diseases cannot be effectively cared for
without fully engaging them concerning their own health.

Consequently, we believe that bold new approaches to health promotion and
illness intervention need to be developed and integrated in our health systems.
Furthermore, the patient needs to remain at the heart of these approaches. Effective
public health, clinical, medicinal, and technological procedures must be developed
and implemented having the whole person at the core within a broad biological,
psychological, and sociocultural framework.
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Considering that healthcare is focused on the patient and that it is changing with
technology, Dave de Bronckart, an ePatient, proposes that it is necessary for doctors
and patients to work together “to create a new dynamic in which healthcare makes
patients feel they are well looked after”. One of my principles is: “If the microscope
is happy but the patient isn’t, have we achieved care?” [3, 4]. If the above are
crucial for health care, they are even more needed in the case of disasters when the
disruptive impacts are experienced by the whole community.

30.5 Disruption

“Disruptive situations” refer to actual external events that implode the psyche,
violent eruptions in social environments that threaten the inner world. These
changes turn a familiar surrounding into a threatening and alienated one, full of
unknown, undetectable and omnipresent menaces, and may result in mental dis-
orders. Perhaps the word “traumatic” should not be used to label an event or milieu.
We prefer to say that a situation is disruptive and that one’s experience of that
disruptive situation may or may not be a traumatic one. The word “trauma” should
be reserved for internal processes in this case, the breakdown of the articulation
between affect and psychic representation [12–14]. We believe that, labeling a
“Disruptive Situation” as “Traumatic Situation” can lead to an iatrogenic mistake.

An event is disruptive when it disorganizes or causes discontinuity, psychic
deregulation, or disarticulation. The disorganization and what happens with it, does
not correspond only to the event, it depends on the person who experiences it.
Nevertheless, there are some types of events, for example, a cataclysm, accidents or
critical illnesses, the death of a loved one, war, a terrorist attack, which are dis-
ruptive per se. However, this does not authorize mental health professionals to
evaluate the events a priori and much less to make generalizations. The following
qualities increase the chances for an event to be a disruptive one:

– To be unexpected, e.g., the explosion of a bomb, a meeting with someone
important that we thought we would never see again;

– To interrupt a normal process, essential for our existence, e.g., being kidnapped
or losing one’s job;

– To undermine the confidence feeling in others, e.g., suffering a sexual assault or
betrayal of an old friend;

– To contain innovative features, not coded or understandable according to the
parameters that culture offers, as when we move to a country with customs and
beliefs completely different from ours and opposite to our values;

– To be a threat to our own physical integrity, or of significant others, and
– To distort or destroy the daily habitat.

The quality and intensity of the impact will be identified after the event has
occurred, observing and analyzing the reactions of every person.
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At present, new expressions of human suffering, resulting from disruptive social
and political environments, compel us to reexamine what we think we know. They
put to test established classifications (e.g., DSM; ICD) and the ones related to
disasters, stress and trauma, that not always take into account the individual and
cultural elements or the peculiarities and characteristics of each event. The impact
of a rape is not similar to the shock of a bomb explosion next to a group of people.
It is important to consider these kinds of situations besides person-centered
medicine.

It is a risk that medical classifications are based exclusively on symptoms and are
oriented to the diagnosis of individual cases without incorporating social elements
in an important way, as well as stress and trauma [15].

As mental health professionals, we must face a new situation that forces us not
only to reconsider the understanding of how disruptive events affect the individual
but, also, to develop new intervention techniques that combine inputs from many
disciplines. Populations like children, pregnant women, handicapped, old persons
need special intervention techniques. Different religions and cultural outlooks must
also be taken in consideration [1].

30.6 Trauma

Mental health professionals frequently use the word ‘trauma’ to refer to a painful
situation experienced by a person. They refer to the situation itself as “traumatic,”
failing to consider that it is the psychological aftermath of the painful situation that
should be defined as trauma. We should make a distinction and characterize the
different elements that are components of this complex situation: the distinctiveness
of the event that comes from outside, the type of impact that the psyche suffers and
the resources and lack of recourses of the person to face this complex circumstance.

Without this differentiation, which allows us to develop specific concepts for
each of these elements and its characteristics, it is not possible to have an appro-
priate diagnosis and a treatment strategy. Without it, the word “trauma” is not
capable of designating a specific phenomenon with its own characteristics differ-
entiating it from other similar phenomena.

The concept “traumatic situation” is commonly used to refer to accidents, death
of a loved one, serious disease, sudden disability, the birth of a sibling, economic
breakdown, and other similar situations. It is also used to characterize disasters and
catastrophes as natural cataclysms and wars or forced migrations.

A necessary step that will allow us to advance in this sense is the concept of
‘disruption’. It is recommended to use the word ‘disruptive’ instead of “traumatic”
whenever we speak about the events and the situations that take place in the
external world, any event, or situation with the potential of causing reactions that
change capacity for integration.
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Presently, posttraumatic stress disorder (PTSD) is known as one of the most used
and abused concepts in mental health and one of the most “misused” concepts.
A. Shalev has reported that the co morbidity is 88.3 % in men and 79.0 % in
women. There is lack of accuracy in the diagnosis of this condition.

Throughout wars and disasters, the symptomatology is diverse [16, 17]. In five
different wars within the same period, there were several symptoms. Cultural and
social factors lead to different reactions, such as in Malvinas’ War [18], Asian
Tsunami [13, 14], Athens earthquake [19]. Standardization of symptoms ignores
social, economic and political impacts.

PTSD is only related to stress, missing a wide range of disorders, especially
depression. This diagnostic category leaves aside the concept of “Psychic Trauma,”
which allows us to approach deeply the psychic processing, in the psychothera-
peutic field.

The concept of “Impact by Disruption” includes a broad range of manifestations:
stress, anxiety, depression, confusion, bewilderment, panic, and so on. This is
important for psychopharmacological and psychotherapeutic therapies.

PTSD determines, in all cases, that the event causes psychic disorders, without
considering which are its characteristics and outcome. The main problem is that the
regulating authorities and medical services recognize only the diagnosis of PTSD as
the psychological aftermath of the person that experienced disruptive situations,
without considering the broad spectrum and the idiosyncrasy of each psychologi-
cally damaged person. One of the main dangers is that this diagnosis facilitates a
process of victimization. The person often gets trapped into a self-image of victim.
The psychological profile of victim includes a pervasive sense of helplessness,
passivity, loss of control, pessimism, negative thinking, strong feelings of guilt,
shame, self-blame, and depression. This way of thinking can lead to hopelessness
and despair.

Another condition related to victimization is the long ago known and too quickly
forgotten concept of “Compensation Neurosis.” There has been great debate con-
cerning the existence and meaning of compensation neurosis. It is included in the
International Classification of Diseases (ICD-9 and ICD-10) but not listed in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision (DSM-IV-TR). It is necessary to consider its utility as a diagnostic entity
for forensic evaluations and its components as they relate to exaggeration in injury
claims. It is also important to discuss how compensation neurosis differs from
malingering and factitious disorder. The more modern definition of the condition is
seen in the 1946 quote from Foster Kennedy that “compensation neurosis is a state
of mind, born out of fear, kept alive by avarice, stimulated by lawyers, and cured by
a verdict” [20].

The popularity of the diagnosis was also affected by new disease categories and
diagnoses that have been introduced in the Diagnostic and Statistical Manual of
Mental Disorders, Third Edition (DSM-III) and Fourth Edition (DSM-IV). Indi-
viduals who might have received a diagnosis of compensation neurosis in the past,
in some cases now are erroneously subsumed into the categories of PTSD [21].
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The use of “Disruptive Impacts” as a nosological entity tries to avoid victim-
ization [15]. Its preestablished symptoms define the person in a pathological state.

In case that we diagnose a disorder, we should determine its characteristics, such
as depression by disruption, anxiety by disruption, stress by disruption.

The use of “Disruptive Impacts” proposes not only a PTSD symptoms review, as
we conducted in DSM-5, but also a review of the ways of using this concept in
therapy and the possibilities of reconceptualizing it.

30.7 Economic Disasters

In the case of economic disasters, like the ones associated with the current eco-
nomic crisis, the effects of the associated disruptive events are diverse and have
been reported in detail elsewhere [22, 23]. Depression is perhaps the most fre-
quently occurring consequence. We should, however, differentiate between
depression (a psychopathological reaction) and normal sadness (an adaptive reac-
tion) [24].

30.8 Victim and Victimization

We want to propose a specific use of the concepts of victim and victimization.
Generally, both concepts are used for all the people that suffered terrorist attacks,
wars, rape, and other situations that we label as “disruptive situations.”

Since the start of civilization, the “victims” are needed by societies because:
(1) they are used to maintain the social memory of certain events, (2) expiate the
individual and social guilt, (3) relieve the distress that the presence of the evil
causes while they allow to consider the evil in the “victimizer” and/or (4) retain the
group identities. Often the individuals gather together for a “common reason” or
“political flag.” “Loving each other is having a common enemy.”

In order to maintain the historical memory of disruptive events that affect
individuals, community groups, or specific populations, societies need to perpetuate
the event in their memory, developing special mechanisms to be able to achieve
this. For example, one of the mechanisms that are used is related to those who were
damaged. They are asked to tell again and again what happened, as if it could be
shared and thus sooth the pain. This is one of the techniques used by some to avoid
the repetition of such kinds of disruptive events.

Paradigmatic cases are the survivors of the Nazi genocide, the “living muse-
ums.” Their function is to avoid the denial of what happened in the Second World
War. The real victims are those who are dead, and it is a personal and social
function to sustain their memories. Different articles recognize the importance of
rejection of the use of the term “victims”, proposing the use of the word “sur-
vivors,” but not all survivors are damaged people. That is why we prefer to use the
term “damaged people” to emphasize the suffering of survivors, not to diminish it.
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It is important to understand that the disruptive impact in many cases changes
into internal fights, disagreements, antagonism, and jealousy.

Victimization is one of the most dangerous psychological problems, product of
“disruptive situations” because it encourages the development of symptomatology.

Not every person lends him/herself to the process of “victimization,” but it is not
easy to resist. What is needed is a vulnerable person that has been damaged, or
another person that has the qualities of a leader or hero. We see the tendency to
become heroes in some cases as a special vulnerability. The more this person is
“victimized,” the more he loses his identity and the more he acquires the identity
associated with the damage. He acquires an identity according to the event and not
according to his own subjective development.

The identity of a “victim” does not belong to the person. It is a social position
defined in every culture or society according to the prevailing values. People cannot
become victims without the interaction with society needs.

One of the functions of victimization is to strengthen the links between people of
the community. This phenomenon, as old as mythology, in some cases, appears
when the tendency is to develop confrontations between different groups of society.
The place of the victim creates respect, and this person becomes a central symbol in
the society, acquiring special rights. This sounds as a very human attitude on one
hand, but on the other hand it is a way of generating secondary gains that can
promote dependence and psychic pathology.

Therefore, the “victim” is not the product of the actual damage he suffered, but a
product of the social process of “victimization,” that involves assigning the status of
“victim” to persons who have suffered damage. The damage is considered by the
group as an attack on any value that the group wishes to preserve or impose.

The most frequent psychological mechanisms that take place during the process
of “victimization” are projection and overidentification with the people who have
suffered the type of damage that the group does not accept with impunity. By these
mechanisms, the members of the group seek unconsciously to neutralize or to get
rid of the guilt. We emphasize that for mental health professionals who work in the
area of “disruptive situations” it is crucial to be aware of this process.

With regard to the assistance work and treatment for damaged people, especially
in the mental health field, it is necessary to be aware of the risks of projection
mechanisms, as well as those of overidentification induced by strong feelings of
empathy.

The above apply in cases where it is very difficult to take distance from the
event, and in this way the imaginary guilt is reinforced.

From the “victimized” side, the process of those who suffered damage is usually
as follows: until the event, the “victimized” saw himself as a normal person who
could work, love, play and have friends. From the moment that he suffered the
psychic damage, these abilities are affected and he begins to suffer. From his
understanding of what happened, his suffering was caused by the external world:
something came from outside and harmed him. As a compensation mechanism, the
“victimization” turns out to be unsuccessful.

30 Trauma: Complexity and Disruption 421



This is not what happens in other psychological suffering, in which the person
feels that the source of suffering is within oneself. The big difference with other
conditions is that the damage is perceived as having been caused by the environ-
ment. Knowing that the damage came from the external world enables damaged
people to claim that either one who inflicted the damage or the one who should have
avoided it (a group or society in general) should repair, compensate or at least
relieve their suffering.

This reaction turns on the responsibility of society, with which the imaginary
guilt is associated because it is a witness of the damage. An example of this is the
compensation mechanism, in which society is held responsible for all the damages
suffered by its members that have been inflicted to the people that society is
supposed to protect. The society should not avoid responsibility, they have to face
these situations but we only stress the risks, and we propose to rethink the ways in
which compensations are given.

Another aspect that we consider relevant, is to point out that when benefits,
facilities, or special compensation are conferred to the injured people, society is
providing them with the possibility to take advantage of the secondary gain pro-
duced by being considered as a “victim.” In this way, we encourage the damaged
people to crystallize themselves in that role for the rest of their lives, to fit to this
definition of “victim” and leave aside the possibility of living a normal life. This is
what makes the decisions about giving and accepting compensation so complex.

30.9 Injured Person and Victims

As mentioned earlier, we propose to drop the term “victim” for those who have
suffered psychological damage and replace it by “injured person.” The use of this
term does not minimize the intensity of suffering. We consider that the word
“victim” undermines the subjectivity of each person because it ignores its
uniqueness and misplaces the issue in a social function to preserve collective
memory.

Injured person and victim are usually used as synonyms, but it is necessary to
make a subtle but vital distinction. The personal pain is what determines the con-
dition of a damaged person, unlike the victims and victimizers that represent a
social result.

There is no present or future for the victim as this person remains frozen in an
unrepairable past. The victim is someone who assimilates a preestablished identity
constructed by others. The present only exists for the injured people and so does the
future. The injured person has a future; the victim does not have one [13].

The paradoxical and upsetting aspect is that we, mental health professionals, as
part of a potentially threatened society, often become victimizers because of our
own needs and the omnipotent positions in which we are often placed. The vic-
timization tries to be a repair act of the chaotic and the unthinkable, but the
emptiness increases further with it. Yet, the therapeutic role should be to help the
individual face its specific condition as a person.
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In summary it is appropriate to use the concept “injured person,” instead of
“survivor,” someone who suffers injuries caused by a disaster—physical, material,
psychic, or social damages. We prefer to reserve the word victim only for those who
have lost their lives, for those whose retention of memory relies on the loved ones
that have been affected by the victim’s death.

30.10 Conclusions

Mental health professionals’ responses to the needs of people after wars, disasters
or daily life accidents, should be based on an understanding of the complexity of
the relevant psychic reactions. It is useful to take into consideration the PCM
perspective that places the whole person at the center of healthcare, and
person-centered care, which is needed for healthcare and then, more importantly, to
face the mental health impact of disasters.

Regarding key concepts, it is appropriate to say that a situation is “disruptive,”
instead of traumatic. The experience could be a traumatic one or not and “trauma”
should be used when it refers to the internal processes. “Disruption” encourages
researching the situations and the impact they have on each particular person.
Calling an event “traumatic” a priori assumes the existence of a psychic pathology.
The concept of “impact by disruption” includes many conditions, like stress,
anxiety, depression, confusion, among others, and not solely PTSD.

One of the most dangerous psychological problems is victimization, because it is
a way of encouraging loss of identity and development of symptomatology.
A vulnerable person, leader of heroes, has been damaged. The more this person is
“victimized”, the more he loses his identity and the more he acquires an identity
associated with the injury, the more he is “victimized.” He gets an identity
according to the event and not based on his own subjective development.

Therefore, we propose to drop the word “victim” to refer to those who suffered
psychological damage and replace it by “injured person.” It may be helpful to use
the term “injured person,” referring to “survivor” and the word “victim” only for
those who have lost their lives.

Health professionals should take into account the specificities of each individual
(person-centered approach) but also the contextual characteristics of an event, using
them in an appropriate way for a proper diagnosis and treatment. A great deal of
effort is needed to face a very complex situation such as the mental health impact of
disasters.
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31Personality Disorders
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31.1 Why Are Personality Disorders Important?

The assessment and treatment of personality and its disorders is a core feature of
person-centered medicine (PCM) for several interrelated reasons [14]. First,
recognition of the personality of another person helps to establish an effective
working alliance because everyone likes to be known as a person with unique
interests, motivation, and values, rather than being reduced to a categorical diagnosis
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or a chief complaint about a particular organ or function. Put in a broader historical
and cultural context, we see that medicine has more often adopted a whole person
approach (from the Ancients to the Renaissance) and that the fragmented view of the
individual is a more a recent interlude paralleling the modern industrial era.

Second, assessment of personality stimulates greater self-awareness so that
people can begin to better recognize the connections between their lifestyle and
their health status, thereby promoting greater capacity for self-regulation that will
help to reduce their suffering and improve their well-being. Self-regulation, as
opposed to external regulation, is the driver of sustained positive change. In order to
understand and appreciate another person’s health status, it is essential to know as
much as possible about their personality and lifestyle behavior. Third, greater
self-awareness of the impact of personality and related lifestyle activities is crucial
for health promotion to prevent acute and chronic diseases from emerging before a
person becomes symptomatic. Clinicians are today aware that modern medicine, so
often limited to end-stage symptoms management, is increasingly recognized as an
unsustainable approach to human suffering. The actual causes of most morbidity
and mortality are directly related to personality and lifestyle, so greater
self-regulation is essential for reducing the burden of disease and improving
well-being [2, 23]. Personality disorder (PD) is the primary psychiatric illness
observed in most patients with psychosocial complaints. PD is present in about
one-sixth of people in the general population and in most primary care or psychi-
atric patients [17]. People with PDs have poor self-esteem, reduced ability to work
and to love, and frequent stress responses that lead them to seek medical treatment.

In addition to generating chronic personal suffering and/or substantial social or
professional consequences, PDs predispose an individual to other mental disorders,
including substance abuse, mood and anxiety disorders, eating disorders, somato-
form and dissociative disorders, and psychoses [19]. The complex dynamic inter-
actions of personality are often at the root of this comorbidity that is observed
across the full spectrum of psychiatric illness. Unless the underlying personality
features are assessed and treated, little improvement in the comorbid disorders is
likely, certainly not in a sustained way. Furthermore, PDs or extreme personality
traits interfere with cooperation with prescribed treatments and outcome. Without
an informed awareness of personality, the therapist runs the risk as being perceived
by the patient as lacking authenticity. Consequently, effectiveness of any medical
treatment is greatly impaired unless there is thorough assessment and treatment of
personality and its disorders in clinical practice, as is amply demonstrated by the
marked burden of chronic disease in Western societies [11, 12].

Consequently, a solid conceptual understanding and classification are critical to
deal with these prevalent and chronic disorders with sensitivity and efficiency. Yet,
current systems for classification of PDs have serious practical and theoretical
limitations [13, 35]. The concept of PDs as sharply delineated categories, as
described in the current classifications of the American Psychiatric Association and
the World Health Organization, is both imprecise and clinically impractical. The
categorical criteria for these disorders overlap and many individuals usually meet
criteria for more than one diagnosis. In fact the most common PD diagnosis in
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DSM-IV was the residual category of PD “not otherwise specified,” which is used
to designate cases that do not fit any one category well. Such findings raised serious
questions about the validity and utility of categorical personality diagnoses.

In DSM-5 an effort was made to develop a system that could combine aspects of
both dimensional and categorical features. Research has consistently shown that the
boundaries between mental disorders are not sharply defined, and yet DSM persists
in delineating many overlapping disorders while warning clinicians not to reify
these diagnoses.

The criteria proposed by the DSM-5 working group on PD were not accepted
because the APA’s Scientific Review Board regarded the scientific evidence as
insufficient for the major changes proposed and the APA’s Clinical and Public
Health Review Board regarded the criteria as too unwieldy for routine clinical use.
As a result, the DSM-IV criteria for PDs were retained for official use in DSM-5, but
the criteria proposed by the working group were listed as “alternative criteria” for
research and clinical consideration. Reference to DSM criteria for PDs in this chapter
indicates the current official criteria, which are the same in DSM-IV and DSM-5. The
alternative DSM-5 criteria will also be briefly described so that the reader can
appreciate the shortcomings of current criteria that the alternative criteria attempt to
address, as well as how the alternative criteria are related to the more coherent
approach described herein. Fortunately, scientific research allows a coherent and
clinically practical approach to the assessment and treatment of personality and its
disorders that transcends the limitations of current official classifications in its utility
for understanding etiology, development, and treatment [7, 8, 11–13].

31.2 What Is Personality?

People differ markedly from one another in their outlook on life, in the way they
interpret their experiences, and in their emotional and behavioral responses to those
experiences. These differences in outlook, thoughts, emotions, and actions are what
characterize an individual’s personality. More generally, personality can be defined
as the dynamic organization within the individual of the psychobiological systems
that modulate his or her unique adaptations to a changing internal and external
environment [18]. Each part of this definition is important for a clinician to
appreciate. Personality is “dynamic,” meaning that it is constantly changing and
adapting in response to experience, rather than being a set of fixed traits. Inflexi-
bility of personality is actually an indicator of PD. Personality is regulated by
“psychobiological” systems, meaning that personality is influenced by both bio-
logical and psychological variables. Consequently treatment of PDs requires growth
in psychological self-understanding and not just treatment with medications,
although these can be helpful adjuncts to therapy [27]. These systems involve
interactions among many internal and processes, so each person’s pattern of
adjustment is “unique” to them, even though they follow general rules and prin-
ciples of development as complex adaptive systems [8]. Finally, to understand
personality and its development we must pay attention to both the “internal” and
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“external” processes by which an individual interacts with and adapts to their own
internal milieu and external situation. For example, when a person is under stress,
they are likely to think and feel differently about themselves and other people. On
the other hand, when they are calm and encouraged, they may act more maturely
and happily. Everyone has personal sensitivities or “rough spots” that surface when
they are under stress. Everyone has “good days” and “bad days,” and this pattern of
variability over time is what characterizes a person’s personality. As the stressors
faced in modern life grow in complexity and intensity, clinicians increasingly
observe the emergence of unhealthy and maladaptive patterns in their patients.

31.3 What Is a Personality Disorder?

The diagnosis of PD requires that the patients have a maladaptive pattern of
responses to personal and social stress that is stable and enduring since early
adulthood, inflexible, and pervasive. These response patterns lead to chronic and
pervasive impairments in their ability to work and to cooperate with others. For
example, they may have problems with perfectionism or underachievement, and
excessive dependency or social detachment. In addition, most patients with PD
consistently have low self-esteem and handle stress poorly. The resulting subjective
distress often leads them to complain about anxiety, depression, and worries about
physical health. Many patients with PDs have problems with impulse control, such
as being too impulsive or too rigid. They also have problems in the way they
perceive and interpret themselves, other people, and events, such as cognitive
deficits in empathy, tendencies to blame others, and tendencies to be suspicious of
others’ intentions. Lastly, these patients have difficulty in maintaining healthy
lifestyle choices about their diet and personal activities, such as drinking, smoking,
and exercise. Consequently, personality and its disorders influence both objective
and subjective aspects of physical health. In summary, the abnormal outlook on life
that is characteristic of PD leads to impairment in emotional regulation, impulse
control, human relationships, cognition, and physical health.

Individuals with PD typically blame other people or external circumstances for
their own physical, psychological, or social problems. Their externalizing of
responsibility is a result of two characteristics of PDs to which all clinicians must be
alert. First, these patients provoke strong emotional reactions from others but do not
recognize the abnormality of their own attitudes, thoughts, and feelings. Second,
they try to change others, instead of changing themselves. Both these features
reflect an effort to reduce their distress and improve their perceived quality of life,
but unfortunately in ways that actually impair their health in the long-run [8, 17],

The diagnosis of PD can be made accurately with little time or expense once
their essential features are learned so that they can be recognized and understood.
Recognizing the personality issues underlying somatic and psychosomatic com-
plaints improves treatment efficiency and outcomes. Both the physician and patient
need to understand that personality predisposes to objective diseases in all organ
systems, and not only to functional psychosomatic complaints [28]. The impact of
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personality is observed at the root of many illnesses, operating through more-or less
direct and indirect mechanisms.
Clinical Features of PDs: Current descriptive criteria that are diagnostic of a PD
according to the American Psychiatric Association are summarized in Table 31.1.

As shown in Table 31.1, the maladaptive behavior patterns must be “stable and
enduring,” that is, very long term if not lifelong characteristics. The DSM criteria
require that the maladaptive pattern be “of long duration and its onset can be traced
back at least to adolescence or early adulthood.” In practice, it can be difficult to
distinguish long-term maladaptation typical of PD and chronic personality changes
caused by other mental disorders (such as chronic depression) or long-term situa-
tional factors (such as financial dependency on one’s spouse). Second, the mal-
adaptive pattern must be inflexible and pervasive, that is, manifest in a wide range
of personal and social contexts (i.e., at home, at work, with family, and friends), not
only in isolated aspects of the person’s life. Finally, there must be substantial
evidence of subjective distress, impaired social and occupational function, or both.
Subjective distress refers to low self-esteem and limited problem-solving skills,
which often lead to anxiety, depression, and somatic complaints. The social and
occupational impairments in people with PD result from their immature perspective
on life, which is manifest as deficits in self-awareness and character development.
More simply, individuals with PDs lack mature goals and values.

In addition to these consistent features of all PDs, there is much variation in
specific styles of thinking, feeling, and relating. The Diagnostic and Statistical
Manual of Mental Disorders (DSM), published by the American Psychiatric
Association, distinguishes three clusters of PD (odd, dramatic, and anxious), but
features of more than one cluster frequently occur in the same patient. Furthermore,
each cluster is subdivided into discrete subtypes of PD (see Table 31.2), but most
patients with PD have features of more than one subtype (e.g., narcissistic, histri-
onic, and antisocial symptoms usually occur together).

Table 31.1 Qualitative
description of personality
disorders

Discriminating features

A maladaptive pattern of responses to personal and social
stress that is

– Stable and enduring since teens
– Inflexible and pervasive
– Causing subjective distress
and/or

– Impaired work and/or social relations

Consistent features

Strong emotional reactions elicited from others (like
anger or urge to rescue)

Efforts to blame and change others, rather than oneself

Variable features

– Odd, eccentric
– Erratic, impulsive
– Anxious, fearful
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In contrast to the current official criteria for diagnosis of PDs in DSM-IV and
DSM-5, DSM-5 also allows consideration of alternative criteria for assessment of
personality functioning and pathological personality traits. The alternative assess-
ment is comprised of three components that were developed separately and are not
really coherently related to one another. The three components of the alternative
assessment approach are a reduced list of specific categories, a description of
healthy personality, and a list of five pathological traits like those derived by factor
analysis [1], as summarized in Table 31.3.

The alternative criteria for PD in DSM-5 only consider the diagnosis of a reduced
set of categories: antisocial, avoidant, borderline, narcissistic, obsessive-compulsive,
and schizotypal PDs, even though there is extensive scientific support for other

Table 31.2 Qualitative clusters and subtypes of personality disorders according to the current
official criteria of the American Psychiatric Association (DSM-IV, 1994 and DSM-5, 2014)

Cluster Subtype Discriminating features

Odd/eccentric Schizoid Socially indifferent

Paranoid Suspicious

Schizotypal Eccentric

Erratic/impulsive Antisocial Disagreeable

Borderline Unstable

Histrionic Attention-seeking

Narcissistic Self-centered

Anxious/fearful Avoidant Inhibited

Dependent Submissive

Obsessive Perfectionistic

Not otherwise specified Passive-aggressive Negativistic

Depressive Pessimistic

Table 31.3 Alternative assessment of personality functioning and pathological traits (DSM-5,
2014)

Component of
assessment

Elements to be
assessed

Descriptors

Personality
functioning

Functioning of self Identity (self-esteem, sense of uniqueness with
boundaries)
Self-direction (rational goal-setting)

Interpersonal
functioning

Empathy
Intimacy

Pathological traits Negative affectivity Negative emotions, like anxiety, depression,
anger

Detachment Avoidance or withdrawal from intimate
relationships

Antagonism Hostility, self-importance

Disinhibition Impulsive self-gratification

Psychoticism Odd or eccentric thoughts and behavior
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disorders, such as histrionic PD. Any system of profiles emerging from 3 to 7
underlying dimensions would require recognition of other syndromes, as illustrated
in Fig. 31.1. However, the categories in the alternative DSM-5 approach were not
systematically derived from the set offive pathological traits delineated in DSM-5, as
is done in the psychobiological model of personality. Likewise, healthy personality
functioning did not represent the healthy poles of the pathological personality traits.
In fact, the description of healthy personality included descriptors closely related to
Self-directedness and Cooperativeness. Self-directedness is not the healthy pole of
negative affectivity because negative affectivity includes low self-directedness
combined with high harm avoidance.

As a result of these limitations and internal inconsistencies, the alternative cri-
teria provide an approach to diagnosis that was judged by the APA to be inade-
quately supported by scientific data and too unwieldy for clinical practice.

31.4 Deconstructing the Components of Personality
and Its Disorders

Qualitative terms like “inflexible” and “enduring” require subjective judgments and
produce little precision in the diagnosis of PD in general. Fortunately, quantifiable
components of personality have been identified that allow the differential diagnosis
of PDs [6, 7, 11, 12]. The features that distinguish people with any PD from those

Fig. 31.1 Cube articulating personality dimensions and personality features
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with no PD are called character traits. The features that differentiate among sub-
types of PD are called temperament traits. More generally, temperament is defined
as the emotional core of personality. Character is defined in terms of a person’s
goals, values, and human relationships. A person’s character is based on their
outlook on life, which allows them to regulate conflicts among the temperament
dimensions. The regulation of emotional drives allows a person to accomplish
meaningful goals and to maintain human relationships in accordance with his or her
values and needs. Hence the harmonious integration of personality depends on the
coherence of character, not on the temperament configuration.

Three dimensions of character have been distinguished: self-directedness,
cooperativeness, and self-transcendence. Self-directed people are responsible,
purposeful, resourceful, self-accepting, and dutiful, whereas others are blaming,
aimless, helpless, vain, and insecure. Cooperative people are tolerant, empathic,
helpful, compassionate, and principled, whereas uncooperative people are preju-
diced, uncaring, selfish, revengeful, and opportunistic. Self-transcendent people are
intuitive, idealistic, contemplative, faithful, and spiritual, whereas others are
self-conscious, pragmatic, judgmental, cynical, and skeptical. Each of these aspects
of character are crucial for healthy adaptation to life under current world conditions
in which ego-centric behavior is threatening to produce mass extinction [11, 12].

It has been repeatedly demonstrated that poorly developed character traits,
especially self-directedness, increase the risk for PD substantially [7]. Indeed, most
individuals with PD have difficulty accepting responsibility, setting long-term
goals, accepting their own limitations, and/or overcoming obstacles they encounter
in life. Usually, but not always, they are also uncooperative, i.e., they tend to be
intolerant of others, insensitive to other people’s feelings, selfish, have difficulty
trusting and confiding in other people, and are often hostile and revengeful when
others disappoint them, but are quick to take advantage of others in an unprincipled
manner when the opportunity arises.

High self-directedness is not always protective against PD. Some narcissistic and
antisocial persons may appear to be highly self-directed, i.e., quite resourceful and
purposeful and thus successful in pursuing their narcissistic or antisocial goals.
Recent genetic research indicates that their reports of self-directedness are an
expression of their egotism so their low self-acceptance serves to distinguish it from
health-promoting forms of Self-directedness. Their very low cooperativeness (e.g.,
intolerance of others, low empathy) and low self-transcendence (e.g., lack of
generosity and other virtues) may so interfere with social relations that they have a
PD.

While low character traits represent the core features determining the presence or
absence of PD, other quantifiable traits are used for differential diagnosis of the
DSM clusters (eccentric, dramatic, anxious) and discrete subtypes of PD. The
different clusters of PD are distinguished by differences in basic emotions regulated
by the temperament dimensions. Four dimensions of temperament have been
identified, and are labeled novelty seeking, harm avoidance, reward dependence,
and persistence. Individuals high in novelty seeking are impulsive, quick-tempered,
extravagant, and dislike rules, as is characteristic of antisocial, histrionic, and other
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erratic PDs. Individuals high in harm avoidance are anxious, fearful, shy, and
fatigable, as is characteristic of avoidant and other anxious PDs. Individuals low in
reward dependence are socially indifferent, aloof, cold, and independent, as is
characteristic of schizoid and other odd PDs. Individuals who are high in persis-
tence, such as some mature and some obsessional patients, are industrious and
persevering, whereas those who are low in persistence are easily discouraged.
Factor analyses have repeatedly supported the validity of the above three DSM
clusters of PD (i.e., eccentric/odd, anxious/fearful, erratic/dramatic) except that
symptoms for compulsive PD tend to load separately from other PDs thus forming a
fourth cluster [25]. The fourth temperament dimension, Persistence, has been
shown to correlate with symptoms for obsessive-compulsive PD.

In ICD-11 four groups of patients that correspond closely to individuals extreme
in these four temperaments are being considered for simpler categorization of
personality difficulties and disorders [32]. In the ICD-11 classification of person-
ality variation, the main distinction is a severity rating of personality dysfunction
ranging from no PD to personality difficulty and mild, moderate, and severe PD
[31]. Personality difficulty is not a disorder but its use would allow recognition of
such dysfunction as a target for intervention. The severity rating of personality
dysfunction is then further qualified by description of four domain traits that
describe what personality features are most prominent in the person. These four
domain traits correspond to the four temperaments: negative affective traits (i.e.,
anxiety-prone as in high Harm Avoidance), dissocial (i.e., impulsive as in high
Novelty Seeking), detached (i.e., aloof as in low-Reward Dependence), and
anankastic (i.e., obsessional as in high Persistence). Peter Tyrer, the head of the
ICD-11 committee on PDs, has argued that the DSM-IV criteria were unrealistic
scientifically because they tried to specify sharp boundaries between categories that
are better described on a continuum of severity. He has pointed out that DSM-IV
criteria were also unpopular in practice for clinicians for the essentially the same
reason—they had too many categories that frequently overlapped. Tyrer noted that
DSM-5 has failed to address effectively either the scientific or the practical problem
of many categories for PD. In fact, DSM-5 alternative criteria were rejected by the
leadership of DSM-5 itself and the alternative criteria were listed for possible
consideration by clinicians, but made the criteria even more unwieldly and
impractical for use. He has called on psychiatrists worldwide to adopt the ICD-11
criteria in place of DSM-5 because he feels the ICD-11 approach will destigmatize
the diagnosis and encourage clinical intervention by emphasizing severity of dys-
function over falsely reified categorical distinctions [31]. Fortunately, the psy-
chobiological model of personality and its disorders is scientifically well-grounded
and provides practical ways to rate the severity of PD in terms of its character
dimensions and also allows specification of prominent features of personality
profiles in terms of its temperament dimensions [13]. Multidimensional profiles of
temperament and character have the diagnostic power that clinicians like about a
categorical diagnosis and do not falsely reify the diagnosis as representing a
homogeneous disease entity.
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It is important to recognize that both DSM and ICD approaches to classification
have serious deficiencies because they fail to describe the multidimensional
structure of the normal and abnormal aspects of a person’s personality in a sys-
tematic way. ICD rates severity and describes prominent traits, which is simple and
practical but does not capture the information needed to guide treatment optimally.
DSM-5 alternative criteria are a hybrid approach to categories and dimensions that
are not really coherent because the categories cannot be derived from profiles of the
dimensions.

To put these deficiencies in perspective, it is important to consider what tem-
perament and character traits reveal about a person. Temperament traits regulate the
primary emotions of fear (harm avoidance), anger (novelty seeking), and
attachment/disgust (reward dependence). Often people with PD impress others as
irrational and/or excessively emotional because their behavior and interactions are
dominated by extreme temperament traits that are only weakly modulated by
character traits. These patients have a rather limited spectrum of the elementary
emotions to respond everything going on inside and around them. In contrast,
mature people have a more complex emotional life including a broad spectrum of
so-called secondary emotions, such as humility, compassion, empathy, equanimity,
and patience. The likelihood of a well-adapted temperament and mature character is
high when these complex emotions are prominent.

Character traits describe the maturity of a person’s goals and values in ways that
can be specified both in terms of severity and in terms of profiles that describe a
person’s style of mental self-government. Additional personality subtypes can each
be distinguished by a unique combination of values on the temperament dimen-
sions. These can all be assessed by mental status examination or by psychometric
testing, as described elsewhere for the interested (http://psychobiology.wustl.edu).
For example, borderline PD is characterized by high novelty seeking, high harm
avoidance, and low-reward dependence. Antisocial personality has the same tem-
perament profile except that harm avoidance is low. It is easy to remember the
discriminating features of most PDs as the extremes of a cube with three dimen-
sions defined by novelty seeking, harm avoidance, and reward dependence (see
Fig. 31.1).

31.5 Stages in the Development of Self-awareness
and Well-Being

A full assessment of personality requires consideration of a person’s level of
self-awareness and well-being, not just their impairments. Health and well-being
are more than the absence of deviant traits. Well-being depends on a person’s level
of self-awareness and leads to the expression of human virtues and positive emo-
tions that go beyond what is average in contemporary society [8].

There are three major stages of self-awareness along the path to well-being, as
summarized in Table 31.4, based on extensive work by many people [8]. The
absence of self-awareness occurs in severe PDs and psychoses in which there is
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little or no insightful awareness of the preverbal outlook or beliefs and interpre-
tations that automatically lead to emotional drives and actions. Lacking
self-awareness, people act on their immediate likes and dislikes, which is usually
described as an immature or “child-like” ego-state.

The first stage of self-awareness is typical of most adults most of the time.
Ordinary adult cognition involves a capacity to delay gratification in order to attain
personal goals, but remains egocentric and defensive. Ordinary adult cognition is
associated with frequent distress when attachments and desires are frustrated. Hence
the average person can function well under good conditions, but may frequently
experience problems under stress. At this stage of self-awareness, a person is able to
make a choice to relax and let go of their negative emotions, thereby setting the
stage for acceptance of reality and movement to higher stages of coherent
understanding.

The second stage of self-aware consciousness is typical of adults when they
operate like a “good parent.” Good parents are allocentric in perspective—that is,
they are “other-centered” and capable of calmly considering the perspective and
needs of their children and other people in a balanced way that leads to satisfaction
and harmony. This state is experienced when a person is able to observe his or her
own subconscious thoughts and consider the thought processes of others in a
similar way to observing his or her own thoughts. Hence the second stage is
described as “meta-cognitive” awareness, mindfulness, or “mentalizing.” The
ability of the mind to observe itself allows for more flexibility in action by reducing
dichotomous thinking and excessive emotional reactivity [21, 30, 34]. At this stage,
a person is able to observe himself and others for understanding, without judging or
blaming. However, in a mindful state people still experience the emotions that
emerge from a dualistic perspective, so mindfulness is only moderately effective in
improving well-being [8].

The third stage of self-awareness is called contemplation because it is direct
perception of one’s outlook—that is, the preverbal assumptions and schemas that
direct one’s attention and provide the frame that organize and bias our expectations,

Table 31.4 Three stages of self-awareness on the path to well-being

Stage Description Psychological characteristics

0 Unaware Immature, seeking immediate gratification (“child-like”
ego-state)

1 Average adult
cognition

Purposeful but egocentric able to delay gratification, but has
frequent negative emotions (anxiety, anger, disgust) (“adult”
ego-state)

2 Meta-cognition Mature and allocentric aware of own subconscious thinking calm
and patient, so able to supervise conflicts and relationships
(“parental” ego-state, “mindfulness”)

3 Contemplation Effortless calm, impartial awareness wise, creative, and loving
able to access what was previously unconscious as needed
without effort or distress (“state of well-being,” “soulfulness”)

Adapted from [8]
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attitudes, and interpretation of events. Contemplation, which brings into con-
sciousness what was unconscious, can be thought of as the opposite process as
repression, which puts memories out of consciousness. Direct awareness of our
outlook allows the enlarging of consciousness by accessing previously unconscious
material, thereby letting go of wishful thinking, prejudicial biases, and the impartial
questioning of basic assumptions and core beliefs about life, such as “I am help-
less,” “I am unlovable,” or “faith is an illusion.” For example, many modern
psychiatrists are skeptical materialists who are not aware that their reductionist
outlook is an extreme metaphysical assumption for which they have no test or
adequate evidence, but which leads them to ignore considerations that are essential
for well-being in themselves and their patients [11, 12, 24]. In the third stage of
self-awareness people begin to become aware of such assumptions and biases of
which they had previously been unconscious. The third stage of self-awareness can
be described as “soulful” contemplation because in this state a person becomes
aware of deep preverbal feelings that emerge spontaneously from a unitive and
holistic perspective, such as hope, compassion, and reverence [8]. Contemplation is
much more powerful in transforming personality than is mindfulness, which often
fails to transform a person’s unconscious outlook on life or to reduce feelings of
hopelessness [22].

Extensive empirical work has shown that movement through these stages of
development can be described and quantified in terms of steps in character
development or psychosocial development, as in the work of Vaillant on Erikson’s
stages of ego development [33]. Such development can be visualized as a spiral of
expanding height, width, and depth as a person matures or increases in coherence of
personality. Likewise, the movement of thought from week to week or month to
month has the same spiral form regardless of the time scale. Such “self-similarity”
in form regardless of time scale is a property characteristic of complex adaptive
systems, which are typical of psychosocial processes in general [8]. The clinical
utility of this property is that therapists can teach people to exercise their capacity
for self-awareness, moving through each of the stages of awareness just described.
Their ability to do so, and the difficulties they have, reveals the way they are able to
face challenges in life over longer periods of time. Cloninger [8] has developed an
exercise, called the “Silence of the Mind” meditation, with explicit instructions to
take people thorough each of the stages of awareness as well as they can. The first
phase of this meditation results in a relaxed state in the first stage of self-awareness.
The second phase facilitates entry into the second stage of self-awareness, and the
third phase into the third stage of self-awareness, if the person is able to do so.
Using this and a way of observing thought during mental status examination,
mental health professionals can assess a person’s thought and its level of coherence
in a way that is constructive, easy, and precise without being judgmental [14, 19].
As the patient moves from ordinary self-awareness, through mindfulness and then
contemplation, the therapist and patient can calmly discover together particular
blockages in the patients’ path toward well-being, and develop creative solutions to
individual challenges.
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31.6 Treatment

General Principles: Individuals with PD seldom think that they have a mental
disorder and so seldom seek help for mental disorder unless other people (such as a
spouse, a colleague, or parents) are insistent. This usually happens when mal-
adaptive behaviors create severe marital, family, and/or career problems. In addi-
tion, individuals with PD often seek medical help when other associated mental
symptoms (e.g., anxiety, depression, substance abuse) or somatic symptoms begin
to bother them. Hence PCM offers the opportunity to help people with PDs to
address problems that they personally care about, which is their own physical and
mental well-being. Medical consultation is an important opportunity to help people
with PDs to recognize the changes they need to make in order to improve their
subjective well-being and their objective health. In general, patients with PD require
a multifaceted treatment plan that always combines psychotherapy and
pharmacotherapy.

There are three major barriers to effective treatment of PD, but, fortunately, all are
preventable errors within the control of the healthcare professional. The first is the
frequent loss of professional objectivity, signaled by the development of strong
emotions (positive or negative) also called positive or negative counter-transference.
Such inappropriate personal involvement is a red flag to reassess the treatment
strategy, seek objective supervision of therapy sessions, and, if persistent, mandate
referral to another psychiatrist or therapist. Frequent discussions and counseling with
colleagues are useful because even strong counter-transference feelings can persist
unrecognized.

The second preventable error in PD management is to believe the myth that PDs
cannot be treated effectively. This myth is partly initiated by negative
counter-transference of some professionals, and then sustained by a failure to
consider signs showing the effectiveness of treatment. In other words, belief in the
untreatability of a patient sets the stage for a self-fulfilling prophecy. However,
many controlled studies indicate that even severe PDs, such as borderline or anti-
social, can be effectively treated within an appropriate setting, such as a cooperative
therapeutic alliance [9].

The third preventable error in PD management is to give direct advice on per-
sonal and social problems. This is counterproductive in patients with PD because
they usually become dependent, non-compliant, or resentful. Occasionally, direct
advice may be offered to some antisocial, narcissistic, and schizoid patients who are
at low risk of developing dependency and need precise structure and direction
initially. When tempted to give direct advice to patients, remember that change in
personality requires more than common sense and logic. If the relationship leads to
frequent advice giving, then referral to a psychiatrist or psychologist may be
indicated. People change if they become self-aware and thus able to self-observe,
eventually leading to recognition of their own role in chronic dissatisfaction with
their health status, and with themselves and their relationships. Personal growth
thus arises from new insights about oneself, the environment, and the connection
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between one’s personality, lifestyle, and health status. Direct advice robs the patient
of the opportunity to develop new insights and to learn from his or her mistakes.
Although supportive psychotherapy is not recommended with PD patients, sup-
porting their existing coping mechanisms that are mature and adaptive is always
useful (e.g., joint evaluation of options and encouragement to practice skills in
solving problems).

Substantial personality change, which is invariably needed people with PDs,
involves an extensive reorganization of internalized concepts and coping mecha-
nisms and thus requires precise diagnostic analysis, specific treatment strategies,
and expert training. The expert treatment may include any of the several available
psychotherapy approaches and is usually combined with pharmacotherapy and
mind-body therapy, so optimally the treatment of PD is a prominent example of the
utility of person-centered (integrative) medicine in practice. The major points rel-
evant to integrative therapy of PDs are summarized below.

As already mentioned, individuals with PD have a peculiar capacity to elicit
strong emotions from other people. They are often described as aggravating,
unlikable, difficult, or bad. Alternatively, they may be seductive or dependent, and
elicit inappropriate emotions or actions, such as sexual interest or the urge to rescue.
Even professionals may have difficulty treating them with respectful objectivity
because of a blurring of personal boundaries. Such loss of objectivity occurs
because the patient’s deeply felt assumptions about other people may often elicit
interpersonal responses that are appropriate to the patient’s assumptions. Our
assumptions about ourselves and others often become self-fulfilling prophecies
because of automatic mechanisms of affect transfer. If someone smiles at you,
communicating appreciation, it is natural to experience feelings of social attachment
and to smile back automatically. Likewise, if someone frowns, communicating
anger, it is natural to feel defensive in preparation for his or her angry attack. For
example, many patients with PD are suspicious and hostile about others’ motives.
This distrustful attitude is communicated in many verbal and non-verbal ways and
often elicits disagreement or frank hostility from others. These uncooperative
responses reinforce the original negative assumptions of the patient, which in turn
leads to further alienation.

This vicious cycle of affect transfer can only be interrupted by professional
objectivity combined with patience and compassionate respect for the patient’s
disability. Such objectivity arises from recognizing the overall meaning and impli-
cations of their pattern of interpersonal signals, so that their verbal and non-verbal
communication takes on diagnostic and therapeutic, rather than personal, signifi-
cance. In optimal therapeutic relationships, “patients” should be patiently hopeful
and physicians should be compassionately realistic. Whenever professionals become
aware of strong positive or negative emotions toward a patient (so-called
“counter-transference” reactions), this should help to alert them to the possibility
that the patient has a PD.
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As many patients with PD do not recognize or admit their psychopathology they
resist and resent psychiatric diagnoses and any form of mental health treatment.
Accordingly, it is prudent to steadfast in a person-centered approach to health care:
let the patient define his/her treatment goals and then jointly evaluate the likelihood
of successful outcome until treatment goals that both patient and therapist agree
upon can be identified. Initially, these goals should be as simple and concrete as
possible (e.g., “to develop social skills,” or “to reduce alcohol use,” etc.). In many,
but not all cases, successful completion of this initial phase will motivate the patient
to define other, more complex treatment goals and to continue treatment.

Both primary care-takers and mental health experts need to keep in mind that
there is a natural succession of stages in the treatment of patients with PDs. The four
stages in the treatment of a patient with PD can be described as (1) crisis man-
agement and stabilization, (2) awakening of a positive perspective and spiritual
values in life, (3) illumination, and (4) integrated intelligence [10]. Each has dif-
ferent goals and requires different methods. The complete care-taker should be
prepared to guide people along these stages, ever ready to advance to the next stage
if a person is interested and prepared to do so. In this chapter the initial stabilization
and awakening phases will be discussed using an integrative medical approach that
combines integrative pharmacotherapy [16, 29], mind-body therapy [3, 5, 20], and
person-centered psychotherapy [14]. The more advanced phases of treatment will
be considered in another chapter on psychotherapy.
Integrative treatment of PDs: The initial stage of crisis management and stabi-
lization deals with the presenting problem and stressors in order to help the patient
get into a calm enough state and a working alliance with the psychiatrist. The
second stage involves elevating a person’s outlook on life so that they can expe-
rience things they enjoy and value under relaxed conditions. This involves a
spiritual awakening that has often been neglected in strictly cognitive-behavioral or
psychodynamic approaches but without which there is little capacity for funda-
mental change in the quality of life. The third stage of illumination involves
increases in self-awareness and capacity for contemplation that elevate a person’s
usual thoughts, feelings, and relationships in a wide range of conditions. The fourth
stage of integration of reason and love in action allows a person to be mature and
happy even under conditions that were previously stressful. Patients with PDs can
pass through these stages on their own (i.e., remit spontaneously) or be guided
through these stages in treatment facilitated by a scientifically designed set of
physical, personal, social, cognitive, and spiritual exercises [10].

What is done in the first stage of treatment depends greatly on individual patient
and his or her presenting situation. This initial stage may involve stabilization of the
patient with medications if they are indicated and the patient is interested in such
treatment. Medications are often helpful, but not everyone wants such treatment
because they always carry some risk of side-effects and can be costly. The
advantages and disadvantages must be carefully weighed to respect the patient’s
wishes and to help them be calm and organized enough for further growth in
self-awareness. On the other hand, integrative mind-body therapy or psychotherapy
requires more motivation for fundamental change than use of medication, so some
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people prefer to not try to develop their capacity for self-regulation and prefer to
rely on more passive treatments like medication. Commitment to change requires
recognition that change is possible and worthwhile. A person-centered care-taker
must engage the patient by providing a range of alternative approaches to achieve
what the patient values, such as relief of subjective distress (i.e., anxiety, depres-
sion, sleep problems) and enhancement of self-confidence and self-respect by
accomplishing SMART (specific, measurable, achievable/assignable, realistic,
time-related) goals [15].

Providing a wide range of alternative approaches to a problem gives people
flexibility and hope that if one thing is too difficult or not effective, there are other
pathways to well-being. Medications can be targeted to specific symptoms, par-
ticularly anxiety and mood dysregulation, aggression, emotional detachment, and
magical thinking/perceptual aberrations [29]. Biofeedback for stress reduction is
useful to optimize heart rate variability and other indicators of psychophysiological
coherence [36]. Psychosocial interventions relying on person-centered dialog can
motivate people who were not even considering change in lifestyle to improve their
health related behaviors, including motivating people to improve diet, exercise
regularly, and reduce stress [26]. Many mind-body and energy therapies, such as
acupressure, Tai Chi, and Qi Gong, promote self-regulation, character development,
and enhanced well-being [3]. Randomized controlled trials of mindfulness training
promote well-being in association with increased self-directedness, cooperative-
ness, and self-transcendence [4]. Throughout this process, the clinician will peri-
odically direct the patient to observe their individual progress and character
development, continually building hope, and further motivating the virtuous spiral
upwards.

31.7 Conclusion

In practice, a flexible person-centered care-taker must be open to what is appealing
to the people they are treating and to what works regardless of their own personal
preferences and theoretical biases. Such flexibility is also what facilitates the
maturation and integration of personality through self-awareness, self-regulation,
and beginning to consider and value the needs of others. As a deeper awareness of
connectedness grows, so a sustained change in the outlook develops. Most fun-
damentally, a holistic approach that addresses all three aspects of a person (i.e.,
body, thoughts, and soul) is essential for the maturation and integration of per-
sonality in the full range of a person’s life. People cannot enjoy full health without
becoming aware of the interrelationships among the sexual, physical, emotional,
social, cognitive, and spiritual components of their life. Accordingly, the assess-
ment and treatment of people with PDs must address the person as a whole, rather
than reducing them to an organ or a disease.
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32.1 Introduction

More than the rest of psychiatry, Child and Adolescent Psychiatry has to deal with
controversial conceptual and practical issues concerning the nature or nurture
question. Neurodevelopmental processes are indeed particularly active in this stage
of life. Similarly active is the influence of the environment, particularly in its
relational dimension and at the earliest stage of childhood, because, as Winnicott
pointed out, “‘There is no such thing as an infant’, meaning, of course, that
whenever one finds an infant one finds maternal care, and without maternal care
there would be no infant” [32]. For each of the children they have to diagnose or
treat, child and adolescent psychiatrists have then to address both perspectives
giving them an equal attention in spite of the inequality of the tools available to
evaluate them.
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Another particularity of child psychiatry, may be more than in other fields of
medicine and psychiatry, is the fact that it is at the crossroad of two major concerns:

• The concern for the current child’s mental health, which is a crucial dimension
of his well-being and of his way to relate to the world and to himself. In this
perspective, it is crucial that the approach to the child’s health status integrates
the specific aspects of his health manifestations and particularly the importance
of development and dependency at this age. Child and Adolescent Psychiatry
has then to put at its centre, aspects that are frequently considered marginal in
other branches of the discipline.

• The concern for his future as the adult he will become, that is to say the protection
and the development of his potentiality. In this perspective, it is important to
understand that the persons presenting with symptoms of a possible illness is
always experiencing not only his current heath situation but also the effect of all
of their life events from perinatal period, to infancy, childhood, adolescence and
adulthood, in their biological, social, psychological and spiritual dimensions.

In both perspectives, child and adolescent psychiatry and medicine have to be
constantly integrative in their approach to the child and in the consideration they
give to the complexity of his person. The integrative dimension of Person-Centered
Psychiatry is particularly crucial to encompass the various aspects of this com-
plexity. Child and Adolescent Psychiatry can then be seen as a good example of the
usefulness of Person-Centered approaches across care settings; to the point that it
can be considered that, to be efficient and close to clinical reality, child and ado-
lescent mental heath care cannot be but person centered.

32.2 Child and Adolescent Clinical Specificities
in Psychiatry

Nevertheless, the current clinical references, and particularly the leading interna-
tional classification system are still quite limited in the way they consider, so far,
the specificities for the child and adolescent psychiatric practice. They include only
a small number of specific categories and there is a notable lack of flexibility and
usability of all the categories related to personality disorder, hindering the definition
of many child and adolescent mental health conditions. Moreover, in spite of the
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differences, these classifications are implicitly recognizing for child and adolescent
psychiatry, the diagnostic process is supposed to remain strictly the same as in adult
psychiatry, that is to say, based on descriptive items to type the disorders, and the
use of comorbidity to correct the ill-effect of this model of the diagnostic process
and to bring diagnostic categories closer to real clinical situations. These limited
adaptations of the current classificatory systems to the needs of the child and
adolescent psychiatric practice, contrasts with what we already have noted: the
multiple specificities involved in child and adolescent psychiatry [7].

Such specificities can be considered from at least four relevant perspectives:
(1) Symptomatic; (2) Developmental, (3) Environmental; and (4) Prognostic.

a. Symptomatic Specificities
In childhood and adolescence there are specific limitations in the type of externalized
manifestations, as well as in the possibility to have insight-dependant symptoms.
The relation between observed symptoms and underlying psychological organiza-
tion are then particular in child and adolescent psychiatry. More frequently than in
Adult Psychiatry a specific set of behavioral descriptive symptoms may be related to
quite different underlying psychopathological organizations. Thus, at this age,
consideration given to dynamic defense mechanisms and structural organizations
underlying the behavioral symptoms, leads frequently to profound modification in
the diagnostic evaluation and in the therapeutic indications. This perspective can
lead, for example, to consider some Obsessive Compulsive Disorder (OCD) patients
much closer to Schizophrenic or Narcissistic patients than it is to those suffering
from other Anxiety Disorders. Although this perspective may not generally call for a
change in the pharmacological prescription, the rest of the treatment strategy, so
important at this age, will be more adapted to the patient specific needs when taking
into account the underlying psychopathological organization rather than the sole
OCD symptoms. In some cases this may lead to a therapeutic program much closer
to what would be proposed to a schizophrenic patient [21] than to the one we would
generally offer to other anxiety disorder patients.

Conversely, a particular psychopathological constellation may have very dif-
ferent symptomatic expressions. Depression in adolescence, for instance, can be
expressed in very different ways: through acting out or psychotic symptoms more
often than in adult psychiatry. For many authors, this should be taken into account
for the pharmacological prescriptions at this age [15].

b. Developmental Specificities
Developmental considerations are of more importance in child and adolescent
psychiatry than they are in adults. They are crucial to differentiate pathological
symptoms and developmental conflicts, to appreciate developmental breakdowns,
regressions or fixations, to recognize disharmonies on the different developmental
lines, to integrate biological and environmental dimensions of development and
finally to adapt therapeutic responses. Taking into account this developmental
dimension allowed a team of French Child Psychiatrists to describe nearly thirty
years ago a clinical condition they include in the French Classification of Child and
Adolescent Mental Disorders [20] under the name of “Psychotic Disharmony”; this
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disorder appeared to be very similar to what Donald Cohen proposed fifteen years
later under the name of Multiplex Developmental Disorders to differentiate them
from other Pervasive Developmental Disorders Not Otherwise Specified
(PDD-NOS) [28].

c. Environmental Specificities
There is obviously in childhood a specific dependency upon current and past
environmental conditions; this implies that relational aspects have a bigger impact
on the expression of mental disorders at this age. There are therefore in Child and
Adolescent Psychiatry greater risks that a number of diagnostic labels might be
nothing more than a psychiatric reformulation of a social impairment (e.g., the
Conduct Disorders category could merely be a psychiatric formulation of Delin-
quency), when diagnostic labeling does not bring any added value to the social
construct.

Conversely, psychopathological disorders are ignored or denied when covered
by hyper adaptation to local or global social norms, even when this hyper adap-
tation is mainly a way to deal with underlying psychological distress (as shown in
some stabilized high functioning Pervasive Developmental Disorders or in some
childhood undiagnosed Obsessive Compulsive Disorders) that may be hidden to the
child or the adolescent himself. It may be observed also in behavioral disorders
fitting well social definitions and social responses in specific circumstances. For
instance, learning difficulties at school or delinquency in educational or judicial
setting have less chance to be seen as symptoms of psychological distress unless
specifically addressed from a psychopathological perspective. Social norms are thus
one of the main determinants of the diagnostic labeling in childhood.

Finally, in every day practice, there is a great risk in child and adolescent
psychiatry that the choice between a social or a psychiatric definition of a disorder,
and the assistance it will generate, would not be based as much on the disorder
characteristics as it is on its social context and on the type of interaction between the
child and his environment.

There is then in Child and Adolescent psychiatry a specific need to avoid
diagnostic processes strictly limited to individual approaches as much as those
focusing only on the adaptation to the environment; instead child psychiatry
requires diagnostic processes taking into account the subjective aspects resulting
from the interaction of individual and environmental dimensions. In other words,
there is at this age a specific need for diagnostics to consider the psychic func-
tioning and not to limit itself to the description of social symptoms. Moreover this
approach constitutes a useful basis for multi focal approaches always required to
deal with such psychopathological social expressions at this age.

d. Prognostic Specificities
Prognosis has a specific value in child and adolescent psychiatry, where the main
concern is not only the current status of the disorder but its continuity into adulthood.

From this viewpoint, research data [16] shows in adolescence the lack or reli-
ability of DSM-IV’s Axis I general disorders categories alone and a significant
increase in the prognostic reliability when DSM-IV’s Axis II personality disorders
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categories are added even if they are not supposed to be used at this age. From this
perspective too, child and adolescent psychiatry shows a specific need to take into
account the underlying psychological functioning of the individual patient, and not
to rely solely on descriptions of externalized symptomatic expressions on which
current classifications base their categorical definitions.

In summary, most of the specific needs of child and adolescent psychiatry are not
addressed by current classifications and diagnostic systems; the main issue is not
their lack of specific categories but the diagnostic process they adopt that do not
take into account what seems crucial in child and adolescent mental disorders
classification: an overall evaluation of the mental functioning of the child and not
only a description of his/her symptoms. To a smaller extent, this difficulty is also
found in adult psychiatry, but it has more serious consequences in child and ado-
lescent psychiatry. For instance, big differences of prevalence of Attention-Deficit
Hyperactivity Disorder (ADHD) in different parts of the world can not be explained
only as cultural or biological variations but rather as resulting from variations in the
social use of psychiatric nosographical labeling [12].

To address these issues, classifications and diagnostic processes require con-
ceptual modifications, such as: (a) Better integration of individual, relational and
environmental dimensions; (b) Stronger references to developmental dimensions
and longitudinal aspects of disorders; (c) Greater need to take into account psychic
functioning and defense mechanisms to define as much the personality patterns as
the process leading to the symptom.

There is then a need to introduce more complexity in the current classification
systems to allow them to get closer to the clinical situations we face in child and
adolescent psychiatry. The problem is that the introduction of more complexity
implies necessarily more room for the psychiatrist interpretation (that is to say, for
his theoretical background) while we need also to maintain common references to a
universal nosographical frame.

32.3 The Impact of Early Life Experiences and Disorders
on Health and Well-Being

There is now good evidence that problems in the early years of childhood may
foreshadow problems in adolescence and adult life. Obviously, these problems can
be of various environmental nature but can be schematically classified under two
main headings: Traumatic Experiences and/or impairment of early relationships. In
both cases a longitudinal approach to a patients narrative is essential in this field
[14].

a. The Adverse Childhood Experience (ACE)
In a retrospective and prospective analysis in over 17,000 middle-class Americans,
Lanius et al. [18] studied the effect of early traumatic life experience on later
well-being, social function, health risks, disease burden, healthcare costs and life
expectancy. The average starting age of the subjects was 57 years old. The study
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has, approximately a half century after the fact, retrospectively matched an indi-
vidual’s current state of health against adverse events in childhood, and then fol-
lowed the cohort forward to assess the relationship of ACE Score prospectively
against future doctor office visits, emergency room visits, hospitalization, pharmacy
costs, and death.

The adverse reference points were grouped under the three main headings of
Abuse, Household Dysfunction and Neglect. Each participant was assigned an
individual ACE Score, a count of the number of categories of adverse childhood
experience encountered in their first 18 years.

These are: (1) emotional abuse, (2) physical abuse, and (3) contact sexual abuse;
(4) mother treated violently; (5) household member an alcoholic or drug user; (6) or
in prison; (7) or chronically depressed, suicidal, mentally ill, or in psychiatric
hospital; (8) the subject not being raised by both biological parents; (9) physical
neglect and (10) emotional neglect.

The two Neglect categories were added part-way through the study when these
began to emerge as “surprise” significant issues amongst the subjects. The scoring
system took account of only one incidence in any given category, so if a subject had
been raised in a household containing both an alcoholic and a drug user, this would
count as one not two experiences [18].

Whenever a study participant was found to score 1 on the Adverse Childhood
Experience Score, there was an 87 % probability of more such experiences.
Seventeen percent of the sample tested had scores of four or above.

There is a strong relationship between ACE Score and self acknowledged
chronic depression and a similar, but an even stronger, relationship between ACE
Score and later suicide attempts. This relationship between ACE Score and
depression is borne out by analysis of prescription rates for antidepressant medi-
cations, now 50–60 years after the fact. It appears that depression is common and
has deep roots, usually going back to the developmental years of life.

The most common contemporary health risks (smoking, alcoholism, illicit drug
use, obesity and high level promiscuity) are widely known to be harmful. Such
unhealthy behaviors may be coping mechanisms to sooth-submerged pain and
difficult to give up even though they know these things are bad for them. The higher
the ACE Score the greater the likelihood of later smoking, alcoholism, intravenous
drug use, etc.

The authors of the study conclude that “all told, it is clear that adverse childhood
experiences have a profound, proportionate, and long-lasting effect on well-being,”
whether this is measured by depression or suicide attempts, by protective uncon-
scious devices like overeating and even amnesia or by what they refer to as “self-help
attempts,” the use of street drugs or alcohol to modulate feelings. They say that these
are misguidedly addressed solely as long-term health risks, “perhaps because we
physicians are less than comfortable acknowledging the manifest short-term benefits
these “health risks” offer to the patient dealing with hidden trauma.” As Felitti states
“it’s hard to get enough of something that almost works” [14].
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b. Impaired Early Relationships
Another example from developmental psychopathology demonstrates the short- and
long-term effects of impaired early relationships on children’s long-term develop-
ment [9]. A good illustration of this phenomenon is the effect of maternal depression
on infant development. Relative to control mothers, depressed mothers express less
positive and more negative affect, are less attentive and engaged with their infants,
and, when engaged, are more intrusive and controlling and fail to respond adaptively
to their infants’ emotional signals [11]. Their infants have shorter attention spans,
less motivation to master tasks, elevated heart rates, elevated cortisol levels, and
reduced EEG activity in the right frontal cortex, all of which correlate with the
experience of negative affect in adults [11]. Longitudinal data on infants of
depressed mothers indicate that elevated heart rates and cortisol can persist and may
represent a functional programming of the child’s autonomic set point. If true, this
may explain in part that after controlling for the maternal depression status when the
child was four years old, maternal depression during an infant’s first year of life was
predictive of the child’s cognitive ability at that age [10].

Even where damage from their early years is internalized, young people and
adults can become the self-destructive or depressed parents of what will become a
new generation of emotionally damaged children. Untreated postnatal depression
can have serious long-term consequences for the mother’s ongoing relationship
with her baby and for his or her mental and emotional development. Postnatal
depression is thought to affect approximately 13 % of women during the early
months following childbirth [22]. Yet frontline service providers, such as health
visitors may only be identifying about 10 per cent of those postnatal depressed
women.

Very young children need a high level of emotional responsiveness and
engagement, which a severely depressed primary carer is unable to give, however
much she might want to. Her baby might look well fed and clean, but might be
emotionally neglected all the same. The intergenerational nature of this is under-
lined by the estimate that 30 to 40 per cent of abused or neglected children (versus
two to three per cent of the total population) go on to abuse or neglect their own
children. 56.

Reduced attention to faces of care givers, and more specifically to the eye region,
may underlie traits that lead to reduced responsiveness to others distress, a lack of
empathy [3].

From a stratified random sample of 213 participants drawn from a
population-based sample of 1233 first-time mothers, infants’ preferential faces
tracking at 5 weeks and maternal sensitivity at 29 weeks were entered into a
weighted linear regression as predictors of Callous Unemotional traits at 2.5 years.
Controlling for a range of confounders (e.g., deprivation), lower preferential face
tracking predicted higher CU traits (p = 0.001). Higher maternal sensitivity pre-
dicted lower CU traits in girls (p = 0.009), but not boys.

Physiologically as well as emotionally, infants need a stimulating, accepting
environment in which they feel safe and loved. It has been said that “the greatest
gift for a baby is maternal responsiveness.” The more positive stimuli a baby is
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given, the more brain cells and synapses it will be able to develop. “The child’s first
relationship, the one with the mother, acts as a template that permanently moulds
the individual’s capacity to enter into all later emotional relationships” [26].

When this stimulus is accompanied by the type of parental attunement that
fosters the development of empathy, the infant will be able to take all the needed
advantages from the significant “sensitive windows” existing in the first three years
of life using the brain plasticity.

The innate flexibility in sculpting the young brain has enormous survival value,
because it is what enables infants to adapt to their particular environment [25].

When human infants are born they are immediately aware of and ready to be
programmed by their adult carers. From our first moments of life infants are “tuned”
into the facial expressions of those around them, as can be seen from the infant
reflex to mimic.

At birth there are 100 billion neurons and 50 trillion synapses. By age three, the
number of synapses has increased 20-fold to one thousand trillion. Because this is
too large a number to be determined by genes alone, many new synapses are
formed by experience [25].

The synapses are strengthened and reinforced by these experiences and the early
life defines which of them live and which die. Synapses become “hard-wired,” or
protected, by repeated use, enabling very rapid learning via early life experience.
Conversely, just as a memory will fade if it is hardly ever accessed, unused
synapses wither away in what is called “pruning.” This indicates that it is the
nurture that infants receive based on their genetic nature that plays the lead role in
creating the human personality.

Physiologically as well as emotionally, infants need then a stimulating, accepting
environment in which they feel safe and loved. It has been said that “the greatest
gift for a baby is maternal responsiveness.” The more positive stimuli a baby is
given, the more brain cells and synapses it will be able to develop. When this
stimulus is accompanied by the type of parental attunement that fosters the
development of empathy, the result will be a socially adapted child who is likely to
be happier, healthier and more intelligent than one who has been deprived of these
essentials for positive growth [1].

32.4 The Person-Centered Health Model in Intellectual
Developmental Disorders

Intellectual Developmental Disorders (IDD) or Intellectual disability (ID) is one of
the severe neurodevelopmental disorders, affecting both intellect and adaptive
behaviors. It is a permanent condition, associated with a high comorbidity of
physical and mental disorders worldwide. Consequently it is associated with high
levels of care giving burden, and implies high service provision and produces high
health and societal costs [5, 24]. Despite this, ID is a neglected area both in the field
of general health and mental health. These challenges are more evident in Low and
Middle Income Countries (LAMI).
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32.4.1 Nosological and Functioning Distinctions

The case of IDD/ID is particularly challenging for multidimensional person-centered
care, covering both ill health and positive health along the levels of health status [19].
In fact, there is no international consensus on whether ID is a health condition that
should be classified in the International Classification of Diseases (ICD) or if it is a
disability that should not be coded in the International Classification of Functioning
(ICF). The fact that the international community has not reached an agreement in
such a basic question and that there is an ongoing debate on its placement at the
WHO Family of Classifications reflects the complexity of this construct. As a matter
of fact, many national agencies follow the approach of the American Association of
Intellectual and Developmental Disabilities that defines “Intellectual disability” as “a
disability characterized by significant limitations both in intellectual functioning
[IQ > 70] and in adaptive behavior, which covers many everyday social and prac-
tical skills. The timeframe for age of onset is defined from birth to 18 years. This has
oriented the recommendations made by this group for naming and conceptualizing
this condition at ICD [27, 31]. Other organizations such as the World Psychiatric
Association have defined it as a group of health condition, namely developmental
conditions, characterized by a significant impairment of cognitive functions, which
are associated with limitations of learning, adaptive behavior and skills [23]. This
definition was extended by the ICD Working Group in 2011, under the new term of
“Intellectual Developmental Disorders”: a group of etiologically diverse conditions
that are present from birth or that arise during the developmental period, charac-
terized by a marked impairment of cognitive functions necessary for the develop-
ment of knowledge, reasoning, and symbolic representation of the level expected of
one’s age peers, cultural and community environment. IDD was also defined as a life
span condition requiring consideration of all developmental stages and life transi-
tions [6, 24]. Furthermore, the ICD Working Group proposed revised diagnostic
criteria for ICD-11 based on an articulated model of cognitive impairment. This
approach should complement measurement of IQ with assessment of specific cog-
nitive functions and a contextualized description of consequent adaptive and learning
difficulties. Within this new approach, cognitive skills should be assessed in the most
comprehensive way as possible. The measurement should be done through tests,
semi-structured observations, and direct clinical examination. The tests should
combine measurement of IQ with that of complex aspects of executive functioning,
including perceptual reasoning, processing speed, verbal comprehension, as well as
specific aspects, such as attention, perception, and working memory. The evaluation
should aim to identify the cognitive dysfunctions that have the greatest negative
impact on the person’s lifespan, not only in cognitive skills but also in terms of
associated behavior, ability, adjustment, autonomy, and all other factors that rely on
person-centered health [6, 24].
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32.4.2 Person-Centered Medicine and Quality of Life

The current debate reflects the importance of a multifaceted approach to complex
health problems and the significant contribution made by the International College
of Person-Centered Medicine (ICPCM) and the International Network for
Person-centered Medicine through the Person-centered Integrative Diagnostic
model - PID [19], which takes into account not only the health condition and the
disability but also the positive aspects defined as well-being and good functioning.
IDD/ID may not be an exception in health but a prototypical example of how the
holistic and comprehensive approach recommended by ICPCM is useful for
understanding these complex constructs in health care.

Among person-centered approaches for persons with IDD/ID, in the last two
decades Quality of Life (QoL) has increasingly gained a central place, although it is
sometimes considered a concept that lacks sufficient precision to have specific
usefulness in the field, and that it is more advantageous to focus on clearer concepts
or simply on providing practical supports [4].

Yet, a considerable amount of substantive work has been done in the area of
QoL and IDD/ID. Numerous thoughtful books, book chapters, and academic arti-
cles have been published that not only advanced our understanding of QoL, but
have made ID the leading field for substantive work in QoL. It is clear from this
work that achieving high quality of living is not the main purpose.

Given that QoL depends on host of individual and environmental factors that
persons with IDD/ID either lack or are deprived of, the question of how we can
ensure entitlement to a life of quality for people with ID who have mental health
problems, is an interesting and challenging one. First it is necessary that mental
health professionals value the needs and choices of people with ID, and believe that
it is possible to improve their life conditions. This in turn helps them recognize the
use of positive interventions that view the health—and indeed the whole life—of
people with ID in more holistic and integrated ways. When mental health profes-
sionals work with people who have ID, it is helpful to consider three aspects of
QoL: personal QoL, shared QoL, and family QoL. All the three are relevant in the
context of care and service provision, but personal QoL is more important as
ultimately it is the individual’s perceptions, attitudes, values, skills and other
attributes that determine how his or her life is experienced. At the same time each
individual is expected to be a social being and hence shared QoL is assessed taking
the social support (e.g., family, work and community) into consideration. But good
QoL assessment allows for the concept to be explored at a personal level as well as
at the shared level [8]. Similarly, family QoL is relevant in the context of ID for
several reasons. One, families can influence and get influenced by the nature of
disability in the members [29, 30]. Two, more and more families in the developed
countries are living with members with disabilities as entitled by law while cultural
practices or lack of residential care facilities demand the same in LAMI.

The WHO definition of QoL as a subjective construct including the self-reported
assessment of both positive and negative facets of life is in agreement with the
“experience” domain of the PID model of person-centered health [19]. However the
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PID has a broader perspective as it highlights the importance of engagement, empathy
and partnership in the clinical care process, and sustain the patients’ autonomy,
responsibility and dignity while advancing the recovery and promotion of well-being.
To assess the domain of person’s experience and values PID uses descriptive cate-
gories, dimensions, and narratives, to cultivate patient–family–clinician partnerships
for achieving shared diagnostic understanding and shared commitment to care. The
application of this model to the assessment of personal well-being, experiences,
satisfaction and aspirations of persons with IDD faces significant challenges in per-
sons with IDD as the self-reported assessment of these complex concepts is limited
due to the cognitive and communication impairments [6].

32.4.3 Prospects for Implementation

The question of how we can ensure entitlement to a life of quality for people with
ID who have mental health problems is an interesting and challenging one. Yet, the
emphasis within the conceptualization of QoL on finding uniquely individual
solutions to presenting problems suggests that it may be a particularly apt approach
to take with this population. People with ID are characterized by lower levels of
some cognitive functions, and lower potential for learning and developing
logical-deductive skills. For this reason, it is not a sane goal of therapeutical
interventions to attempt to provide “normal” intellectual functioning, but rather
such interventions need to work within the confines of each individual’s particular
skills sets. Similarly, it is not a reasonable therapeutic goal to have people with
IDD/ID live their lives as close as possible to people without IDD/ID, because
ultimately they have to find satisfaction in those aspects of life that are important to
them and that they can understand and experience. The more traditional medical
approach to therapeutic interventions with people who have IDD/ID and mental
health problems have tended not to consider the uniqueness of people with IDD/ID
fully and have been more likely to use the general population norm as their point of
reference. This has resulted in interventions that have dealt primarily with con-
taining troublesome behaviors and helping to alleviate symptoms, rather than to
address the root causes of the problems. Thus, assuming an overall QoL approach
to intervention goes a long way to ensuring entitlement to a life of quality.

The conceptualization of ID should shift the traditional over-reliance on the
intelligence (IQ) score in favor of the daily life expression of specific cognitive
functions and the determination of the levels of severity of intellectual functioning,
that was previously based on the person’s IQ score, should be reached through a
system that is predicated on the person’s satisfaction attainment toward life.

The assessment of cognition should be aimed at identifying those dysfunctions
that have the highest impact on individual behavior, skills, adaptation, autonomy,
and quality of life across the life span, highlighting personal cognitive strengths and
weaknesses that can be useful to understand personal functioning and to organize
intervention.
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Person-centeredness as a model of care provision, care individualization and
lifestyle and supports was first developed in the Intellectual disability sector than in
many other areas of health and social care. However, and although some agencies
have actually implemented PCC over decades in the US, Australia and Europe, the
claims of adherence to the PCC goals are larger than its actual application [2, 17].

As a matter of fact and in spite of the aspirations toward a PCC model, the
implementation is slow due to barriers in the change in the philosophy or culture of
care, power and funding structures, high levels of staff turnover and lack of training,
inexperience among service management, inadequate staff supervision, and ambi-
guity among some stakeholders [13].

Kendrick [17] has provided an extensive review of the main 7 conditions
required for such a change in the service delivery system in IDD care. The chal-
lenges related to this change include (1) Ethical Partnering With Individuals and
Families and Carers; (2) A Social Inclusion/Valued Social Participation; and
(3) Effective Address of People’s Important Personal Needs.

Building partnerships that work requires a staff that understands ethical conduct
and its aware of its absence or perversion, incorporates decision sharing, personal
and organizational flexibility and demonstrates respect for persons with ID. The
social inclusion/participation approach requires moving out from segregated ser-
vices to fully community integration and membership, providing support for the
acquisition of common social and cultural values as well as health promotion
through healthy lifestyles and prevention of stigma and marginalization. The
effective address of personal needs requires a monitoring system of care and support
gaps, its relation to unmet needs, with an specific attention to “the essential
ingredients of a good life such as employment, income, good health, a home of their
own, value and respect, interesting leisure, personal growth and development, good
safeguarding of vulnerabilities” [17].

To achieve these goals it is necessary to invest in the assistance to establish
service user controlled entities to ensure consumer empowerment; independent
personal advocacy; oversight and evaluation of services and service quality
agreements directed by service users in terms of agency performance; and provide
funding on the person-centered approach in education, leadership and to increase
population literacy in PCC.

32.5 Conclusions

Particularly exposed to questions crucial for psychiatry in general (nature–nurture
debate, dependence to relational and material context, role of subjective and psy-
chological aspects of mental and psychic life) given the importance of develop-
mental processes in earlier life stages, Child and Adolescent Psychiatry has to be
integrative in its essence and person-centered in its practices. Whatever the etio-
logical determinants of the mental health status of the patients they treat, psychiatric
care has to be holistic, and take into consideration the person of the child and his
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context, implying a diagnostic process that has to go beyond the mere noso-
graphical labeling. In this regard, the person-centered perspectives, recently
developed in medicine in general and in psychiatry in particular, are particularly
promising to build new paths to fulfill this ambition, promoting improvement in the
current state of the art in child and adolescent psychiatry.
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33Psychiatric and General Medical
Comorbidity

Helen L. Millar, MBChB, MRCPsych and Ihsan M. Salloum, MD, MPH

33.1 Introduction

Multimorbidity, or the existence of several chronic disorders in one individual, has
become a major public health concern. With the increase in prevalence of multimor-
bidity—the current challenges are the non-communicable diseases (NCDs)—particu-
larly diabetes being described as a global epidemic. Health-care systems are already
struggling to tackle expanding clinical workloads due to the ageing population with
limited capacity and financial constraints in health-care systems worldwide. The current
single disease model of delivering care is no longer sustainable given this changing
climate and increasing demands for the management of multimorbidity [25].

Comorbidity is associated with high use of expensive health services leading to
substantial financial burden on the individual and society. The WHO pronounce-
ment that Health is a state of complete physical, mental and social well-being, and
not merely the absence of disease or infirmity (World Health Organization 1948)
and the global mental health strategy and the slogan emphasising that there is no
health without mental health highlight the importance of the holistic and overall
encompassing state of well-being of the individual to be described as healthy [28].
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People suffering from long-term physical health conditions usually suffer from
mental health problems and vice versa. It has been estimated that mortality in the
mentally ill population is three to four times greater than in the general population
and is predominantly due to cardiovascular disease with up to 30 years reduction in
life expectancy [7].

33.2 Defining Comorbidity

Comorbidity, including muti-morbidity or “hyper-morbidity” has been conceptu-
alised and defined in numerous ways over the last few decades [30]. It was origi-
nally introduced by Feinstein in 1970 to signify the coexistence of two or more
diseases in the same patient [8]. This definition includes any relevant phenomena
requiring clinical attention which may not be related to the index disease.

In general the term comorbidity has three meanings:
(1) Two or more coexisting but causally independent medical conditions.

(2) Two or more coexisting medical conditions interdependently with each other
where one medical condition is caused or otherwise related to the other condition.
(3) Two or more medical conditions existing simultaneously regardless of causal
relationship.

Grumbach [13] suggests that the term comorbidity should relate to the coexis-
tence of two or more pathological conditions when one is predominant [13].
Starfield [34] suggested the term for the simultaneous presence of multiple health
conditions when there is a clear index condition and other unrelated conditions [34].
Other authors have defined comorbidity as the simultaneous presence of diseases
which are associated with one another through pathogenesis or more frequently
than by chance in contrast to multimorbidity which refers to the presence of two or
more conditions within one person without defining an index disease [14].

Goldberg [11] was first to consider that comorbidity may be better used to
describe the existence of a physical condition accompanied by a mental illness [11].

Epidemiological studies have shown an increasing trend that comorbidity is a
common phenomena particularly in the elderly population to the point where it has
in fact been described as the norm in those over 65 years [35]. Although it is more
common in this age group, it is now becoming increasingly common in the younger
population, in those with mental health problems and in areas of socioeconomic
deprivation and in low income countries [2].

33.3 The Burden of Physical and Mental Health
Comorbidity

Non-communicable diseases (NCDs) and mental disorders constitute a large portion
of the worldwide health-care burden and frequently occur together. The four pri-
mary NCDs are cardiovascular disease, Type 2 diabetes, cancers and chronic
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respiratory disorders [25]. Considerable progress has been made to estimate the
extent to which mental disorders contribute to disease burden. Over the last
20 years, there has been a shift of disease burden, measured as Disability Adjusted
Life Years (DALYs), from communicable diseases to NCDs, with neuropsychiatric
disorders attributing to 28 % of the overall disease burden [28].

Importantly, studies have shown that NCDs share common risk factors namely
poor diet, physical inactivity, tobacco use and harmful alcohol, exacerbated by
mental health problems.

About 60 % of the excess mortality in the mentally ill population is attributed to
physical health problems, predominantly cardiovascular diseases, despite an overall
increased risk for completed suicide [7]. Evidence consistently demonstrates that
people with long-term physical health problems are two to three times more likely
to have mental health problems than the general population and overall estimates
suggest that 30 % of all people with a long-term physical condition have mental
health problems. Most of the evidence points to an excess in depression and anxiety
disorders in this population [23].

In a Scottish cross-sectional study of 1,751,841 patients registered with 314
general medical practices, although the prevalence of multimorbidity increased
substantially with age, the absolute number of people with multimorbidity was
higher in those younger than 65 years of age. Of note multimorbidity occurred 10–
15 years earlier in people living in the most deprived areas compared with affluent
areas and socioeconomic deprivation was particularly associated with multimor-
bidity including mental health problems. The presence of mental health problems
increased with the number of physical health problems and was more widespread in
more deprived areas. It was highlighted that in the most 10 % deprived of the
Scottish population, men have life expectancies 13 years shorter and women 9 years
shorter that those in the most affluent 10 %. In addition, the most deprived spent
twice as many years in poor health before they die than do the most affluent [2].

With multimorbidity, there is substantial increase in costs due to health service
utilisation. International studies have demonstrated the financial impact of mental
health comorbidity. Depression is associated with increased total medical costs for
people with chronic conditions such as diabetes, asthma and congestive heart
failure. Several studies have demonstrated that after controlling for the severity of
the physical health condition, comorbid mental health problems are associated with
45–75 % increase in service cost [23].

In addition to the costs of medical care, comorbid mental health problems have
wider economic consequences. Individuals with coexisting mental health problems
are less likely to work, and productivity of those in employment is reduced. Higher
levels of absenteeism are reported in those with diabetes and comorbid mental
health problems than in those with diabetes alone [16].

Quality of life in this population has been examined using the health-related
quality of life scores demonstrating a clear reduction in quality of life in those with
coexisting mental and physical conditions [22]. Depression is highlighted as
causing a reduced quality of life when coinciding with long-term physical condi-
tions. Depression can compromise an individual’s ability to cope and manage a
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physical health condition and therefore lead to an overall worsening of functional
ability, prognosis and quality of life. This is highlighted in diabetes and depression
with depression estimated at two to three times more likely in those with diabetes
leading to more complications in managing the physical condition including poorer
glycaemic control due to poorer compliance with pharmacotherapy and
dietary/activity regime. In addition weight management becomes increasingly dif-
ficult due to poor motivation and non adherence to lifestyle interventions [9].

33.4 Links Between Mental and Physical Health: Risk
Factors and Lifestyle Impact

There are a number of risk factors which contribute to comorbidity in the mentally
ill population. There is increasing interest in the study of genetic factors and their
contribution to the occurrence of comorbidity such as the link in genetic poly-
morphism affecting HTR2C and LEPR genotypes as possible predictors of weight
gain and metabolic problems including diabetes mellitus. This is a rapidly devel-
oping area but practical application of this data is still a matter for future investi-
gation [12].

Another emerging field of study is biomarker research and the possibility of
identifying not only psychiatric but also somatic conditions and comorbidities that
can have shared pathogenic mechanisms. A good example of this is the high
comorbidity between depression and type 2 diabetes that prompted research into the
effects of insulin in neurotransmission and neuroinflammation and its potential
therapeutic use [1].

A landmark study by the Schizophrenia Working Group of the Psychiatric
Genomics Consortium identified 108 schizophrenia-associated genetic loci pro-
viding new insights into the aetiology and associations with neurotransmission
pathways supporting the hypothesised linkage between the immune system and
schizophrenia and potential targets of therapeutic relevance in the field [10].

On a more practical level what is clear is that the modifiable risk factors
including lifestyle and diet play a fundamental role in the well-being of the mentally
ill and in determining the outcome of coexisting medical conditions.

It is well recognised that those with severe mental illness have a higher risk of
obesity and therefore have shorter life spans. The extent of obesity varies with
diagnosis. For example, studies have shown that those with schizophrenia have a
2.8–3.5 times increased likelihood of being obese compared to those with major
depression who have an estimated 1.2–1.5 increased likelihood. Clinical research
has suggested that those with a diagnosis of bipolar disorder are up to 68 %
overweight or obese [7].

Obesity is associated with basic lifestyle factors such as poor diet and lack of
exercise. Lifestyle is more likely to be sedentary in this population with less in the
way of exercise or any physical activity due to the mental illness itself and at times
due to the adverse effects of medication such as sedation. Osteoporotic changes are
evident and more common with schizophrenia, schizoaffective disorders and major
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depression along with bipolar disorder. This can be due to the disease itself or
dietary limitations in terms of Vitamin D deficiency, smoking, calcium deficiency
and alcohol abuse. Antipsychotic induced hyperprolactinaemia has also been
considered a further potential cause for osteoporosis but remains controversial.

Studies investigating the prevalence of cancers overall in the severely mentally
ill (SMI) population have demonstrated conflicting results. The discrepancy in
results may be due to the lack of screening and diagnosis in this population. For
example, those with SMI are less likely to go for cancer screening. Of note there has
been another hypothesis that antipsychotic medication may have an antitumour
effect or that the disease itself may have a protective property. An important
breakdown of cancers has found that obesity-related cancers such as endometrial,
renal and bowel cancer are found more frequently in the SMI population and hence
contribute to the increased premature mortality. Due to the controversial evidence
for the role of prolactin in breast cancer rates, it had been assumed that exposure to
prolactin raising dopamine antagonists would result in an increase in breast cancer
in this population. Conflicting results have emerged and studies of the effects of
typical antipsychotics showed no increased risk for breast cancer apart from a
cohort described by Wang et al. [36].

Of note, diet in this population has been identified as particularly unhealthy with
high levels of carbohydrate and processed foods, high levels of saturated fats and
refined sugars along with low fibre. Poor dietary control can be due to a variety of
factors including lack of nutritional education, poor motivation and at times lack of
financial resources.

Smoking is a known risk factor for cancer, respiratory disease and circulatory
disease which are all major causes for premature mortality among patients with a
serious mental illness. Smoking rates amongst patients with a serious mental illness
are significantly higher, estimated at around two to three times the general popu-
lation and hence smoking is considered to be a major contributory factor to pre-
mature mortality in people with a serious mental illness. Oral hygiene and health in
this population is poor with lack of attention to dental care. In addition medications
including antipsychotics and antidepressants all cause xerostomia leading to caries,
gingivitis and periodontal disease.

Sexual dysfunction in this population has received little attention with few
systematic reviews in people with schizophrenia. Although there are few studies we
do know that sexual dysfunction is more frequent in people with schizophrenia
compared to the general population—affecting 30–80 % of women and 45–80 % of
men. Dysfunction can be secondary to the disease itself but also due to physical
comorbidities or adverse effects of antidepressant or antipsychotic medication with
up to 70 % of those with depression describe sexual dysfunction [7].

Substance misuse including alcohol and drugs is much higher with high risk
behaviour in sexual practices which also contribute to the higher risk of Hepatitis C,
HIV and reduced immune function in this population. Chronic respiratory problems are
increased with tuberculosis reported as particularly high in those with schizophrenia.
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The most important contributor to reduced life expectancy is cardiovascular
disease (CVD). The preponderance of evidence suggests that people with bipolar
disorder, schizophrenia and major depression are at significantly higher risk of
cardiovascular disease and mortality. The prevalence of CVD in those with
schizophrenia and bipolar disorder is two- to threefold higher than the general
population.

Patients with schizophrenia are three times more likely to experience sudden
cardiac disease compared to the general population. QTC intervals of > 500 ms or
an absolute increase of 60 ms compared to the drug free state puts a patient at
significant risk of Torsade de pointes syndrome, ventricular fibrillation and sudden
death. Patients on certain antipsychotic and antidepressant medications have an
increased risk of QTC prolongation and are therefore at risk for these cardiac
abnormalities.

The cluster of risk factors for cardiovascular disease and increased insulin
resistance is described as metabolic syndrome. Although there has been increasing
controversy over whether metabolic syndrome in itself is a distinct diagnosis there
is a general global consensus that metabolic syndrome is characterised by central
obesity with hypertension, dyslipidaemia and glucose intolerance or insulin resis-
tance. Despite the controversy over the term there continues to be a healthy debate
in the literature which will hopefully stimulate further innovative research in the
area. More importantly perhaps, clinicians still appear to consider its continued use
in practice as a helpful tool to quantify cardiovascular and metabolic risk in
patients. Rates of metabolic syndrome have been evaluated in numerous interna-
tional studies in cohorts of people with bipolar disorder and schizophrenia esti-
mated at a prevalence of 22–30 % and 42 %, respectively [7].

With the shift to atypical antipsychotics, there has been a further advancement in
pharmacotherapy for those with severe mental health problems who require
long-term medication. The shift to the atypical or second generation drugs presents
different challenges in terms of adverse effects profile. The older medications pri-
marily caused movement disorders along with the physical effects of hyperpro-
lactinaemia, i.e. galactorrhea, gynaecomastia and infertility amongst other adverse
effects.

The atypical medications are a heterogeneous group of drugs, each with its own
weighting of adverse effects profile in terms of cardiovascular and metabolic
problems. Weight gain liability has been a concern with some of the second gen-
eration drugs.

Included in the higher risk agents for obesity are clozapine and olanzapine with
intermediate risk agents risperidone and quetiapine, and asenapine, amisulpiride,
ziprasidone and aripiprazole classified as lower risk agents. Mood stabilisers such
as lithium and sodium valproate have also been considered as risk agents for weight
gain [24, 26].

The World Health Organisation estimates that diabetes will affect more than 350
million persons worldwide by 2030 with the number doubling from the year 2000.
The risk of diabetes mellitus in the SMI population is approximately two- to
three-fold compared to the general population overall. Both genetic and lifestyle
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factors contribute to the likelihood as well as the disease itself and treatments.
Overall taking into account all factors, the research suggests that those with a
diagnosis of schizophrenia have an increased prevalence of diabetes of four to five
times the general population with the higher rate in the older populations [5].

Some atypical medications cause an increased risk of diabetes mellitus with
clozapine, olanzapine and risperidone viewed as high risk and others such as
quetiapine amisulpiride and aripiprazole with no significant increase [3]. The higher
individual variability in medication induced weight gain suggests that there are
genetic factors at play. For example, studies have shown that HTR2C and LEPR
polymorphisms are genetic predictors of weight gain. Although the results are
promising this area requires further research for practical application [12].

Certain antidepressants, such as the tricyclic and SSRI groups, carry a risk of
weight gain due to increased appetite and sedation. Mood stabilisers such as sodium
valproate and lithium also have a propensity for weight gain [7].

33.5 Barriers to Management of Comorbidity
in the Mentally Ill and Their Consequences

With the increasing fragmentation in health-care systems across the primary and
secondary sectors and financial constraints the burden continues to grow. The need
to coalesce research studies with clinical application and impact on early inter-
ventions with a view to improvement in outcomes requires acknowledgement and
further support.

There are major challenges for the current health-care systems when an indi-
vidual presents with a myriad of symptoms and at times no clear diagnosis of the
index disease process in terms of either the mental or physical health condition.

There can be a number of health and social care providers as well as multiple
health disciplines and agencies co-opted making it difficult to coordinate care
arrangements and manage medications. It has also been noted by individuals who
present with multimorbidity that despite their best motivation and intention to
engage in self care it can be very difficult for them to navigate the complex health
systems and just to survive and maintain both their mental and physical well-being.
Time constraints for practitioners with limited budgets and ever increasing “targets”
only add to the burden. Overall lack of investment in mental health-care systems
has resulted in a lack of development in services to manage this population who
present with complex coexisting conditions.

It is evident that people with SMI are less likely to seek care and access available
services. In addition once the service has been accessed, it is also very difficult to
adhere to lifestyle programmes including dietary and exercise/activity regimes.

There is considerable lack of awareness among clinicians of the importance of
treating the patient as a whole and consider physical comorbid issues. At times
psychiatrists feel overwhelmed with the complexity of physical comorbidities and
ill equipped to manage the ongoing assessment, monitoring and medications
associated with specific diseases and to treat the whole person.
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Some primary care physicians feel they lack knowledge of psychotropic medi-
cations with potential adverse effects and the negative impact on a coexisting
comorbid physical condition. There is still a recognised stigma for those with
mental illness attending mainstream primary and secondary care services. As a
result, ongoing screening and monitoring remains patchy and inconsistent within
the primary care sector resulting in late diagnosis and worse prognosis.

There can also be a tendency for primary care physicians to view physical health
problems as psychosomatic in this population which at times can lead to under
investigation and suboptimal intervention and treatment. There is evidence that
diabetic patients with mental health problems are less likely to receive standard care
resulting in poorer glycaemic control. Overall studies show a delay in diagnosis
with prolonged exposure to raised blood glucose levels leading to an increased risk
of physical complications such as visual impairment and renal damage [7].

Hence the lack of integration in the current health systems has resulted in a lack
of ‘joined up’ care for those presenting with mental health problems and comorbid
physical conditions.

The patient with comorbid mental and physical problems often describes a very
difficult journey feeling unsupported with a lack of coordination between hospital
and primary care appointments leading to confusion in the organisation of
polypharmacy associated with the management of complex coexisting conditions.
Lifestyle changes can be very difficult to make due to poor motivation and sedation
from medication leading to a reluctance to engage and actively participate in
healthy lifestyle programmes. Adherence to medication can be difficult due to lack
of understanding of medication, the requirement for different medications and also
due to adverse effects which patients find at times unacceptable but unwilling to
discuss.

As a result of the above factors, the patient with mental and physical comorbidity
often faces a greater symptom burden, limited physical and psychological func-
tioning and a reduced quality of life.

Poor coordination in care and an increased prevalence of clinical errors are
reported in the care of this population as a result of the out of date single disease
model of health-care delivery and complex polypharmacy.

33.6 The Way Forward

There are two main reasons why multimorbidity has become so visible. The
increasing numbers in the ageing population with multimorbidity represent a major
challenge and cost burden to the health-care system. Second, practitioners have
great difficulty coping with the management of complex coexisting diseases in a
single disease model with check lists/national guidelines provided for one pre-
senting disease only [29].
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33.7 Global Perspective

There is growing evidence to support the view that by addressing the mental health
needs of those people with chronic long-term medical conditions, effective
improvements will be possible in both their mental and physical well-being and
their quality of life will improve. Unsurprisingly many people with mental disorders
and chronic conditions do not receive the appropriate care—it is estimated that
around 1–2 out of 10 in low or middle income countries has a chance of receiving
treatment for their mental health condition.

The WHO Global action plan 2013–2020 for the prevention and control of
non-communicable diseases outlines clearly a strategy focusing on policy devel-
opment through strong national advocacy with guidance and support on imple-
mentation of programmes with monitoring and evaluation. The plan emphasises the
need to promote health by reducing or preventing the exposure to risk factors such
as tobacco, alcohol, drugs and other psychoactive substances, unhealthy diets,
physical inactivity and unsafe sex. The focus is on building capacity to deliver an
integrated, comprehensive multidisciplinary and multi sectorial approach across all
programmes using ethical and evidence-based policies and practices including
interventions, recommendations, standards and guidelines to reduce the occurrence
of major risk factors—overall, a healthy environment to support the individual to
make healthy choices [37].

The aim is to provide the appropriate governance structures with targets based
on the national situation to reduce the exposure to risk factors through cost-effective
and affordable interventions and monitor the progress of outcomes and the health
system response. Results need to be collected on national information systems to
ensure complete data to inform global analyses.

Evidence to date regarding treatment shows that clinical trials are usually
designed to exclude multimorbidity and the elderly population and therefore there is
less of an evidence base for the management of those with multimorbidities.
Therefore, more is needed in the way of research to examine effectively a more
typical population rather than a highly selected sample which is unrepresentative of
the population at large. Additionally, guidelines need to include multimorbidity to
help clinicians to prioritise treatments and manage the inevitable polypharmacy.

An integrated response to mental disorders and NCDs has been outlined by the
WHO [38] which has been developed as a response to the fundamental connection
between mental disorders and other chronic health conditions and the implications
for mental health-care being integrated with general health care. The paper
emphasises the challenge as not simply scaling up healthcare systems but the need
for the transformation of health-care systems by implementing evidence-based
approaches for integrated, effective and efficient care for those with mental disor-
ders and other chronic disorders.

The principles include:
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– Public health approach focusing on disease prevention and health promotion as
well as delivery of health services

– A systems approach—including good governance, appropriate resourcing and
timely information

– A whole government and multi sectorial approach

Mental disorders and other chronic diseases have common determinants and
co-occur with the mental disorders at times being the precursor of a further chronic
disorder with a knock on effect in terms of public, social and economic impact. For
example diabetes and depression share a high disease burden, stigma and premature
death along with profound effects on economic productivity and opportunities.
Unfortunately when there is a comorbid mental and physical condition the levels of
disability are greater than the additive effect of the two. In particular depression
combined with one or more condition is associated with the worst health status
overall.

Despite the increasing awareness in multimorbidity, there is an under diagnosis
of comorbid conditions. Current mental health-care systems do not consider that the
detection and management of chronic physical conditions falls within their remit
and the converse is also true. A lot of the time this is due to lack of training and
support and reportedly lack of time and pressure of workloads. This could also be
due to the current prevailing model of care with heightened emphasis on specialised
acute care, single disease focus.

Integration of services has to take place at various levels. At the micro level the
service must be person-centred that is the service is focused and coordinated from a
patient’s perspective. At the meso level information systems are required within the
health-care system along with professional partnerships and shared competencies,
responsibilities, roles and accountability to provide a comprehensive infrastructure
to deliver a continuation of health and social care from hospital into the community.
At macro-level government policy, financing and shared governance is crucial.

The WHO has reviewed the chronic care model with additional roles in the
community and macro-systems to improve outcomes.

At a patient level, it is crucial that the person is at the centre of the care, and not
the disease model, guided by a care pathway based on a collaborative multidisci-
plinary model of care to deliver a comprehensive integrated package of care.

To achieve this working model of care and optimise self management support, it
is crucial that health-care teams are trained in the assessment and management of
comorbid conditions. This collaborative care model is an evidence-based approach
to improve the management of mental disorders and comorbid chronic conditions.
Key elements include the following: identification of those in need, a multidisci-
plinary team approach with a case manager; a clear pathway with integration across
primary care and secondary care professionals, regular systematic review of case-
loads, holistic care plans and electronic records with shared information to monitor
treatment using validated clinical rating scales [38].
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33.8 Examples of Integrated Person-Centred
Collaborative Care

A recent Cochrane review has highlighted the effectiveness of this approach across
a range of mental disorders including PTSD, depression and anxiety. The
TEAMcare model has successfully targeted those with coexisting physical condi-
tions such as diabetes, cardiovascular disease and hyperlipidaemia [17].

Stepped care models within primary care use a low intensity input intervention
and build up a care package as required after systematic monitoring to maximise the
efficiency of resources, reserving specialist complex interventions for the most
complex and severe mental health problems [27].

Adequate training remains a challenge globally to deliver such integrated
packages of care across mental and physical coexisting conditions. The DDD
(Diabetes and Depression Dialogue) is an international collaborative effort
addressing the problems related to the comorbidity of depression and diabetes. As
part of its training remit the Diabetes and Depression Africa Nurse Training pro-
gramme was developed out of the identified needs recognised in the Sub-Saharan
area of Africa for these coexisting conditions. This programme was an example of a
unique innovative educational programme about comorbidity with a practical
clinical approach to enable nurses to screen, recognise and treat diabetes and
depression in Sub-Saharan Africa while promoting a patient-centred collaborative
approach model with early recognition and management of these comorbid con-
ditions to improve outcomes and life expectancy in this population [21].

Locally driven health screening programmes for those with severe mental illness
and coexisting physical health problems have been evolving with the plethora of
guidelines and consensus statements in the field. Despite improved global aware-
ness, consistent systematised screening and early interventions remain mostly
inadequate in the majority of health-care systems. The Dundee Health Screening
Clinic in Scotland was an example of an early integrated holistic multidisciplinary
approach to provide health screening and lifestyle interventions for those with
severe and enduring mental health problems from a highly deprived urban popu-
lation—all happening ‘under one roof’ in a community mental health resource
centre to allow easy access for the patient population [20]. The clinic was designed
to address the gap in service provision for this vulnerable population by coordi-
nating health screening and ensuring regular, structured follow-up appointments
and a care pathway back to both primary care and other specialist services. The
multidisciplinary screening team included a collaborative approach with medical
and nursing staff, physiotherapy and occupational therapy and advice from dietetics
and pharmacy on an as required basis. Staff attended training sessions to enhance
knowledge of coexisting medical conditions to improve reliability and consistency
of clinical measurements and investigations. This clinic scored highly on user
satisfaction questionnaires and was an early example of a cost neutral (no extra staff
employed) practical development addressing the needs of a highly deprived
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population with high levels of comorbidity and how a simple coordinated approach
can be used to improve the overall well-being of this patient population [6, 15].

Comorbidity is perhaps the single area of medicine that most clearly demon-
strates the inadequacy of currently prevailing models of care [31]. The above
experiences of integrated care were developed in response to the recognition of the
challenges posed by comorbidity and to the limitations of a care model overly
focused on a specialised, single disease, acute care approach. These experiences
represent a paradigm shift towards a comprehensive consideration of patients’
presenting problems, emphasising care coordination and shared decision making.

Person-centred medicine is an emerging approach to care that articulates the
person in context as the centre and goal for care and public health [18, 32]. This
approach amplifies, makes explicit and operationalizes the consideration of the
totality of the health status of the person presenting for care, including ill health as
well as positive aspects of health and well-being [4, 19] including the contributors
to health (ill and positive health) in a bio-psycho-social frame work. It empowers
the therapeutic relationship by viewing the health-care process as a partnership
between the person presenting for care, significant others and other health stake-
holders and the health-care providers and it emphasises the subjective experiences
of health for the protagonists of the health-care encounter. It emphasises health
preservation, prevention and health restoration at the individual and community
levels [18, 32]. The integrative person-centred diagnostic model operationalizes this
paradigm shift into a diagnostic model articulating the integrative and dynamic
interplay among the different domains of the health status and the diagnostic pro-
cess [33].

33.9 Conclusions

Mental disorders and other physical health conditions frequently coexist and have
much in common including causes, duration and course. There is a growing con-
cern that there are cumulative effects related to this coexistence leading to a high
burden of disease and health-care cost to the individual and society.

The problem appears to be a global phenomenon with more severe levels in low
to middle income societies and also in deprived areas of high income countries.
Treatment gaps are clear with a lack of integrated collaborative models of care and
shortfalls in service delivery. Redesign of education and training programmes for
professionals is also required to meet this challenge and contribute to effective
implementation of evidence- and experience-informed collaborative holistic models
of care.

Further research is needed on how best to achieve true integration in an already
overburdened health-care system and how best to support health-care workers to
deliver a person-centred model of care which is coordinated to meet the needs of the
individual with complex physical and mental health conditions. Providing pre-
ventative and health promotional person-centred holistic seamless care, engaging
the individuals and the populations involved is essential. It is the only way to
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address the challenge of comorbidity, to prevent and manage chronic long-term
diseases, including mental disorders and achieve long-term benefits to both society
and the individual in terms of improved mental and physical well-being.
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34Spirituality, Science
and Person-Centred Care

John Cox, MD, Alison Gray, MD, Mohammed T. Abou-Saleh, MD, PhD,
Roy Abraham Kallivayalil, MD, DPM, MAMS, Sam Pfeifer, MD
and Alexander Moreira-Almeida, MD

34.1 Introduction

Spiritual and religious practices are important in most peoples’ lives around the
world. The sense that there is more to life than what we can grasp, measure and
control is common. Spiritual practices and religious belief (R/S) are regarded as
purveyors of culture, and understanding of these is intimately linked to the main-
tenance of health and the experience of illness. They cannot be ignored in any
comprehensive person-centred assessment even in secular cultures. Researchers
have produced over 3300 empirical studies on the connection between R/S and
health. Findings show an association between R/S and health outcomes, mostly
positive [31, 33]. Most patients want clinicians to address R/S, but few do [17, 35].
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Since clinicians need to assess and learn how to deal with all factors that impact
health, we need to deal with R/S in clinical practice, regardless of whether we are
religious, antireligious or agnostic. Worldwide important health organisations have
created sections on R/S and/or recommend assessing R/S in clinical practice.

34.2 Definitions of R/S in a Post-Modern World

Existential questions such as: What is true reality? Is there intelligence behind the
universe? How then should I live? have been asked and answered throughout the
ages. Different societies have developed their own world views, which give a
coherent answer to such questions, and form the cultural basis for daily life [25].
About 84 % of the world’s population self-identify is ‘religiously affiliated’ [53].
A further percentage of those unaffiliated would describe themselves as ‘spiritual
but not religious’, hence for many of our patients R/S will be a significant part of
their lives. In the Western democracies the secularism hypothesis—that societies
inevitably become less religious as they develop [9]—has been challenged by the
heightened visibility of religious groups and the recognition of the social capital
found in communities of faith [16, 24].

Formerly in English, ‘spiritual’ referred to those who were highly committed to
their religion. ‘Spiritual’ would not have made sense outside of a community of
faith and practice. In the last 30 years ‘spiritual’ has become a separate category,
often placed in opposition to religion. Thus spirituality is considered warm, friendly
and inclusive, religion is seen as cold, hard and rule bound. Many, particularly in
high-income countries, would now say that they are spiritual but not religious [15]
or neither spiritual nor religious.

Multiple definitions of spirituality are found in the research literature. Some of
the definitions focus on existential meaning [51]. Other definitions of spirituality are
broader and include aspects of positive mental health [54]. Researchers need to be
careful that any definition of spirituality does not exclude those with severe and
enduring mental illness (SEMI); spiritual practices are often cited as helpful in
recovery from SEMI [11].

In many definitions of spirituality aspects of positive mental health are subsumed
within the definition [41], this inclusiveness is useful in clinical practice to draw
attention to a significant area of life [66]. However, it makes ‘spirituality’ difficult to
research; it is very easy to ‘prove’ that spirituality is good for your mental health if
this is assumed in the definition of spirituality. Given these problems most
researchers look at religion rather than spirituality, investigating the dimensions of
religious belief, religious practice and individual spiritual experiences.

Religion refers to a collection of beliefs, practices and rituals related to the tran-
scendent and sacred, arising out of an established tradition and from a communitywith
common beliefs and practices. The definition of religion can be more easily opera-
tionalised for research purposes and allows for replication of research results in dif-
ferent populations. Most of the research on religion and health has come from North
America and reflects the effect of religious involvement in a democracywhere religion
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is highly regarded. Caution is needed when comparing results internationally, since
countries vary in their tolerance of religious diversity, and the social implications of
holding a minority world view differ from being in the majority; the experience of
being Muslim in Cairo is different to being Muslim in Canberra. One would predict
that religious adherence might have a different impact on the individual’s health
depending on the country studied. However, the major findings have been fairly
consistent in more recent studies, throughout cultures and countries [33].

34.3 Research on Spirituality/Religion and Health

Research into the impact of religion and spirituality on health has developed and
broadened over the last 20 years, with clarification of terms and approaches. Much
of the research follows Evidence-Based Medicine, investigating the spiritual
practices or religion as if they were a medication. A systematic review of
double-blind placebo-controlled trials of the intervention would be the gold stan-
dard [49]. Clearly, it would not be practical or ethical to undertake randomised trials
of religious faith and experience. When RCT are not feasible, longitudinal cohort
studies can provide good quality evidence, and there are several such studies in this
field [33]. Most early papers on religion and health were cross-sectional so could
only demonstrate an association, being hard to define causal direction. For example,
if we find that the number of currently depressed people is higher in the temple than
in the general community this could mean temple attendance makes you depressed,
or it could mean that people turn to their religious roots when depressed.

Religious commitment level can be established through religious activities (e.g.
time spent in prayer or meditation, attendance at meetings, reading scriptures) [33].
However, simply measuring frequency of attendance at religious services and
rituals conflates those who are ‘true believers’ and those who are ‘just going along
with the crowd’. We have to differentiate between those who are personally
invested and committed to the religion for its own sake, and those who attend the
worship place purely for social and business reasons, since the health impact may
vary. This is the difference between intrinsic and extrinsic religiosities [2].

There are many scales looking at different aspects of R/S [36]. For example, Duke
University Religion Index (DUREL), has 5 items, and the more comprehensive Brief
Multidimensional Measure of Religiousness/Spirituality (BMMRS) has 38 items
covering 11 dimensions of R/S. The WHO Quality of Life questionnaire
(WHOQOL-SRPB) briefly covers spiritual, religious and personal beliefs [60].

34.4 What Do We Know About the Impact of R/S
on Health in General, and Mental Health
in Particular?

Much of the research and debate on religion and spirituality has come from the US,
which remains a predominantly religious nation. [22]. In the US those who attend
church services regularly are less likely to die in the next year than non-attenders,
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controlled for physical health [37]. In a large US poll, Jewish people reported the
highest well-being, those with no religious adherence the lowest well-being [22].

A US study followed up over 30 years showed a correlation between attending
religious services weekly, living healthier lives and being more likely to recover
from depression [63]. There is a correlation between various indices of religious-
ness and speedier recovery from depression associated with physical illness [32].
A cohort study of over 7000 elders in the US shows that the more religious are less
likely to develop depression and more likely to recover from an episode [56]. In a
US longitudinal study of 114 10-year-old children those who identified that R/S
were important to them had one-quarter the risk of major depression over the next
10 years. Those who had a high risk for depression, because one of their parents had
experienced depression, had one-tenth the illness rate of those who did not value
R/S [39]. African-Americans have one-third lower rates of depression than whites
matched on demographic and health behaviours. This variance can be explained by
attendance at religious services [55]. High salience of religion correlates with less
prevalence of depression in Palestinian Muslim youth [5], Australian elders [50],
Brazilian bipolar patients [64] and Dutch adults [38].

Several studies have shown that those who adhere strongly to a religion are at a
lower risk of suicide than those with weaker or no faith. A large US case control
study showed attendance at religious activities had a protective effect against sui-
cide in a ‘dose-dependent’ manner [48]. A cohort study with a US nationally
representative sample (n = 20,014) showed that frequent religious attendees were
68 % less likely to die by suicide over the next 16 years [30].

34.5 Religion and Psychosis

A recent review article shows a mixed picture on the interactions of religion,
spirituality and schizophrenia [28], with spiritual practices being valued by patients
in their recovery, but often seeming to contribute to late presentation and poor
treatment concordance. US caregivers generally perceive religion as helpful to those
with schizophrenia [62]. For patients with SEMI, involvement in communities of
faith, when not driven by psychopathology, predicts better outcomes [7, 40, 67].

34.6 Religious Coping and Stress

At times of difficulty people commonly turn to spiritual practices for support,
comfort and inspiration, e.g. Buddhist practices after the South Asian Tsunami [29].
Abrahamic practices after the 9/11 attacks in the US [58] and Japanese religions
after the 2011 earthquake [46]. Religious coping is important in different physical
illnesses [33]. The frequency of religious coping in a country parallels the numbers
who indicate ‘religion is important to me’ [13]; the highest rates on this poll were in
the Middle East and Asia, slightly lower in the US, with the lowest scores in
Scandinavia. Moroccan Muslim religious practices were increased in 95 % of 1600
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people following first cancer diagnosis [19], whereas in Demark 74.2 % of 97
patients following a myocardial infarction said they received ‘no comfort whatso-
ever’ from religion [6]. Religion helped children to cope with PTSD in Switzerland
[70] and being an adolescent refugee from Bosnia Herzegovina [65].

34.7 Spiritual Experiences

Although spiritual experiences (SE) are found in the origins of most spiritual tra-
ditions and are still prevalent nowadays, this subject has received much less
attention from researchers. Studies on SE can have significant clinical and theo-
retical implications. From the clinical perspective, SE may impact mental health
and may resemble dissociative and psychotic symptoms (e.g. trances, hearing
voices, visions). SE are usually not related to mental disorders and some criteria
have been proposed to differentiate SE from mental disorders with religious content
such as: lack of suffering, lack of social or functional impairment, compatibility
with the patient’s cultural background and recognition by others, absence of psy-
chiatric comorbidities (negative or disorganisation symptoms), control over the
experience, and personal growth over time [42].

The neurobiological correlates of SE and their implications for the understanding
of mind–brain relationship have been examined. Trance and meditative states have
revealed complex patterns of brain activation discarding more simplistic views such
as the “God spot” [52]. SE such as meditation, mediumship, end of life and near
death experiences, often involve altered states of consciousness, reports of
anomalous experiences and of consciousness beyond the body. So, these SE may
provide the empirical basis for advancing the debates regarding mind–brain rela-
tionships [43].

34.8 Mechanisms of Interaction Between Spirituality,
Religion and Health

The following factors are important (after [12]):

(a) Communities of faith provide social and emotional support, particularly for
those living with mental illness or learning disabilities.

(b) Religious groups provide practical and economic support.
(c) Attendance at religious meetings and services keep people physically active.
(d) Many religious and spiritual traditions teach against risk behaviours—sexual

promiscuity, alcohol excess and drug usage.
(e) Religion and spirituality are positively associated with relationship stability,

positive personality and psychological traits [33], purpose and meaning in life
[69] and increased social capital [34].
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(f) Religions generally provide a narrative of hope and eventual positive outcome.
Such positive emotions and cognitions are linked to better immune, endocrine
and cardiovascular functioning [33].

34.9 Negative Effect of R/S on Health and Well-Being

Religion may have negative effects on health. Specific teachings may discourage
using modern medicine, e.g. the Jehovah’s Witness prohibition on blood transfu-
sion, and avoidance of psychiatric care by Scientologists [27]. Mental illness may
be misidentified by religious teachers as weakness, wrongdoing or spiritual failings
leading to feelings of guilt and failure. Major mental illness may be misidentified as
possession by spirits, demons or djinn; the practices to free the person from such
spirits can lead to distress and suffering, as well as delaying definitive treatment.
Predatory leaders occur in all human groups, particularly those with weaker
accountability structures, e.g. new religious movements. Religious fundamentalism
sometimes leads to terrorist violence, however many instances of alleged religious
war or terrorism actually reflects political, economic and other social conflicts [4].
Whilst many have suffered from intolerant religious groups, we would maintain that
such deplorable things are considerably overwhelmed by the positive impact of the
religions, in terms of personal and community quality of life, political activity and
voluntary work [8].

34.10 Religion and Spirituality in Medical History

Islamic medicine flourished over 1000 years ago and was the most advanced in the
world at that time. The mentally ill were cared for in the general hospital, the first of
which was established in Baghdad in the ninth century followed by hospitals in
Damascus, Aleppo and in Cairo [1]. The Bimaristan Al-Arghun in Aleppo is
considered the most remarkable example of both Islamic architecture and the oldest
hospital in the world [23]. It was converted from a princely palace into a hospital
for the insane in the fourteenth century, where they were treated with humanity,
music, dance and theatre performances as well as the scent of flowers, gurgling of
fountains and harmonious architecture.

Ancient Indian philosophies including Upanishads are rich in their references to
the theme of spirituality and health [14]. Charaka who had practiced and taught
‘Ayurveda’ (the ‘Science of life’) in ancient India had referred to positive mental
health and had said absence of disease alone is not sufficient, but leading an ideal
life should be the goal. Spirituality is deeply embedded in the Indian and South
Asian culture, so much so, that the practice of mental health and psychiatry without
understanding the strong spiritual foundations will not be ideal [61].
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In Europe many hospitals were built from the Christian imperative to ‘love your
neighbour as yourself’, and were often staffed by people with religious motivation
and sustaining of their caring role. Nursing sisters were originally literally sisters of
a Christian religious order—nuns, or deaconesses, including Florence Nightingale.
Many American and Canadian hospitals were founded by nursing nuns [47]. In
Brazil, Spiritist hospitals provide much of the inpatient mental healthcare for the
poorest [57].

34.11 Implications of Faith and Spirituality
for Person-Centred Medicine

All the world religions provide a metaphysical framework to develop and sustain
care and compassion [3]. A failure of compassion was named in the enquiry into a
recent UK hospital scandal [20]. Compassion entails thinking, feeling and will. We
intellectually recognise when someone is suffering, we emotionally ‘feel their pain’
and we choose to act to relieve their suffering. Empathy requires self-awareness and
sensitivity to others; Compassion adds in the specific desire to act to relieve suf-
fering [26]. Basic counselling skills should be taught to all practitioners, time made
available to truly care for patients, and staff be supported and cared for as well as
patients, through individual and small group work [59]. Any neglect of the R/S
dimension to health care provision is a degradation of those key tasks of medicine
linked to care, recovery and compassion.

One model of person-centred primary health care was developed by a general
practitioner in Geneva, Paul Tournier (1898–1986). Having suffered in his own life,
he saw the suffering of his patients not only in the biomedical dimension but also in
their personal existence. Predating psychosomatic medicine, Tournier took time to
listen to his patients personal plight, encouraging them to integrate spiritual aspects
in their coping with illness. This Medicine of the Person “…puts the emphasis on
awareness of patients as whole persons, with places in their community and soci-
ety” [68]. His approach continues to inspire physicians around the world, with
annual meetings on the topic of person-centred medicine [21].

Engel’s [18] Biopsychosocial model does not necessarily pay attention to
aspects of life to do with values, meaning and purpose which for many people are
derived from R/S. Person-centred care requires clinicians to be aware of these
aspects of patients’ lives.

34.12 Guidelines for Integration of R/S in Clinical Practice

While there are multiple epidemiological studies showing the relationship between
R/S and health, there are fewer studies about the applications of R/S in clinical
practice. Most researchers agree on the need for taking a spiritual history, where the
clinician explores the importance and practical implications of R/S in patients’ lives
and illnesses. Patients value attention to their spiritual wellbeing.
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Some general principles for integration of R/S in clinical practice follow
[10, 45]:

• Open-minded approach with genuine interest and respect for patients’ beliefs,
values and experiences.

• Clinicians need to explore their own world view and R/S history.
• Emphasise universal values of all faiths: justice, kindness, love, compassion,

forgiveness.
• The approach needs to be patient centred, not prescribing nor imposing.
• Collaborative approach exploring potential useful spiritual resources available

or already developed by patients.
• Refer to religious/spiritual resources in the community.

34.13 Research Priorities and Plans

There is an urgent need for more sophisticated studies that address gaps in the
available knowledge. Some possibilities include:

(a) Expand studies to a more diverse geographical and cultural base.
(b) Conduct more studies in clinical populations.
(c) Explore the impact of spiritual and spiritually integrated treatments.
(d) Investigate the mechanisms through which religious involvement and

spiritual-related treatments may affect health.
(e) Study spiritual experiences, their roots, differentiation from mental disorders

and implications for the understanding of mind.
(f) Develop clinical applications of the currently available epidemiological data

about the interconnection between religion and health [44].

34.14 Conclusions

Research in the field of Spirituality, Religion and Person Centred Medicine is
complex from a linguistic, conceptual and methodological perspective—and care
must be taken to properly define and operationalize these subject areas.

Religious beliefs, spiritual practices (R/S) and existential meaning-making are
pertinent to the maintenance of health, to increased longevity and to the amelio-
ration of illness, not only in Low and Middle Income Countries (LMIC) but also in
post-enlightenment High-Income countries. Our experience from Brazil, the Middle
East and South Asia would confirm that the world of Spirits and their involvement
with day-to-day living is taken for granted in those religious countries.
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Person-Centred Care can be facilitated by sensitivity to the religious and spiritual
dimensions of human life and the human search for meaning as well as by an
awareness of the interconnections of body, mind and spirit.
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35Person-Centered Palliative Care

Luigi Grassi, MD, Michelle Riba, MD, Marijana Bras, MD
and Paul Glare, MD

35.1 Introduction

Thanks to improvements in prevention, screening, diagnosis, and treatment, most of
us no longer die suddenly, but after many months to years—or even decades—of
chronic ill health caused by diseases such as cancer, end organ failures, or dementia
[31]. During this time of chronic illness, we will suffer pain and other physical
distress, caused by the disease directly or by its treatment which is keeping us alive
but unable to cure us. We will become increasingly dependent on others for our food,
water, air, and hygiene. And at some point we will have to decide—if we are still
capable of deciding—if it is worth continuing with treatment. All of these problems
are or will be a source of much psychological distress for us and our families.
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Pain and symptom management, psychological support, advance care planning,
and assistance for family and friends are important from the time of diagnosis of an
eventually fatal illness [69]. However, most people do not want to die, so it is not
surprising that at the beginning most of the focus is on the administration of
treatments that can control the disease, even if they cannot cure it. Symptoms are
often mild, the patient is relatively well and focused on disease stabilization,
maintenance of well-being, and prolongation of survival. Nevertheless the treating
oncologist, cardiologist, and geriatrician should be aware of these potential prob-
lems, evaluate for them and incorporate their management as part of their com-
prehensive treatment plan [44, 65].

Eventually, the disease progresses, the patient becomes sicker and the options
for controlling it become limited or else not worth the risks and burden they cause.
As the patient transitions to this point in their disease trajectory, prioritization is
given to the relief of pain, other physical symptoms, psychological distress, death
preparation, and anticipatory grief support for the family and friends. Unless they
believe in the redemptive power of suffering [74], all patients want distressing pain,
nausea and dyspnea relieved. They also need to be given information about their
prognosis and the opportunity to decide how aggressive they want their treatment to
be at the end-of-life.

Evaluation and management of these problems and providing this kind of help in
a holistic coordinated way is called palliative care. The World Health Organization
(WHO) defines palliative care as “an approach that improves the quality of life of
patients and their families facing the problems associated with life-threatening
illness, through the prevention and relief of suffering by means of early identifi-
cation and impeccable assessment and treatment of pain and other problems,
physical, psychosocial and spiritual” [64].

Palliative care can be provided by the treating physician or family physician,
especially if the patient’s needs are simple. This has been referred to as generalist
palliative care or the palliative approach [56]. If the physician does not have the
time or the skills, or the issues are complex, then a specialist palliative care team
will often become involved, either in consultation or taking over the total care of the
patient. Patients with limited further treatment options, a limited prognosis and for
whom the focusing is on symptom control and quality rather than quantity of life
are sometimes referred to as “palliative care patients.”

Some aspects of palliative care, such pharmacologic and non-pharmacologic
interventions for pain and symptom control, formulation of a prognosis, and the
preparation of an advance care directive are largely technical, and a patient-centered
approach would seem not to be mandatory to complete them successfully. How-
ever, because of the several aims that palliative care pursues (Table 35.1), such as
assessing and intervening in the psychosocial and spiritual/existential issues that
face a patient approaching death, and their family, the role for and the importance of
a patient-centered approach clearly emerges.

This is in-line with the specific characteristics of person-centered medicine as
proposed by Tournier’s [71, 72] conceptualization of personalized medicine (or a
‘medicine of the person’). This may be viewed as a holistic clinical approach (i.e., a
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basic attitude rather than a theoretical system) toward patients assuming an inte-
gration of the scientific method with psychological insights and infused with
transcendental/existential awareness and the search for meaning and purpose. His-
torically, the approach proposed by some pioneers of holistic palliative care, such as
Saunders [63] and Kübler-Ross [39], consisted of several components, which are
also considered the pillars of person-centered care in medicine: (i) compassion,
empathy, responsiveness to needs, values, and expressed preferences; (ii) coordina-
tion and integration; (iii) information, communication, and education; (iv) physical
comfort; (v) emotional support, relieving fear and anxiety; and (vi) involvement of
family and friends [24]. Thus, treatment of patients in advanced phases of medical
illness can be conceived within a framework that takes all dimensions into consid-
eration—as specifically underlined by the World Psychiatric Association and the
authors proposing person-centered medicine [25, 50]—a care of the person
(of his/her whole health, covering both illness and positive aspects), by the person
(clinicians extending themselves as total human beings and not merely as healing
technicians), for the person (promoting the fulfillment of the person’s health, aspi-
rations and life project, and not merely disease management) and with the person
(working respectfully in collaboration and in an empowering manner) [51].

In this chapter, we will summarize the most significant issues related to the
psychosocial dimensions of patients facing advanced phases of illness, in line with
a person-centered and, by extension, family-centered, approach, which is the
specific mainstream in modern palliative care [3, 6, 9].

Table 35.1 Aims of
palliative care (from WHO
www.who.int/cancer/
palliative/definition/en/)

• Provides relief from pain and other distressing symptoms

• Affirms life and regards dying as a normal process

• Intends neither to hasten or postpone death

• Integrates the psychological and spiritual aspects of patient
care

• Offers a support system to help patients live as actively as
possible until death

• Offers a support system to help the family cope during the
patients illness and in their own bereavement

• Uses a team approach to address the needs of patients and
their families, including bereavement counseling, if indicated

• Will enhance quality of life, and may also positively influence
the course of illness

• It is applicable early in the course of illness, in conjunction
with other therapies that are intended to prolong life, such as
chemotherapy or radiation therapy, and includes those
investigations needed to better understand and manage
distressing clinical complications
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35.2 Psychosocial Issues in Palliative Care

35.2.1 Existential and Psychosocial Needs

Patients affected by life-threatening physical illness usually present and report a
series of needs within the interpersonal, psychological, and spiritual domains that
often are unmet in medical settings [62]. Among the most frequent needs, [53], in a
study of patients with advanced stages of cancer, indicated the following: being
helped with overcoming their fears (51 %), finding hope (42 %), finding meaning
in life (40 %), finding spiritual resources (39 %); having someone to talk to about
finding peace of mind (43 %). Likewise, Chochinov et al. [19] found that a very
high percentage of patients, also in an advanced stage of cancer, presented spiritual
and interpersonal problems that needed to be taken into account, such as feeling to
be a burden to others (87.1 %), feeling of not making a meaningful and/or lasting
contribution in one’s own life (83.7 %), not feeling worthwhile or valued (81.4 %).

Besides spiritual and existential dimensions, a huge psychosocial literature in
palliative care has indicated that at least 30–40 % of ill patients with serious
medical illness, present symptoms of more severe emotional distress and/or psy-
chiatric disorders. More specifically, anxiety, depressive, and stress-related disor-
ders (stress-related and maladjustment reactions), and delirium, are frequently
reported in palliative care settings, as psychiatric conditions that need to be care-
fully assessed and properly treated, given the extremely negative consequences on
both patients and their families [22, 75].

Other clinically significant psychosocial conditions (e.g., demoralization, health
anxiety), not necessarily taken into consideration by classical nosological psychi-
atric systems, [30] have been reported to affect medically ill patients in an advanced
stage of illness, including terminally ill patients [57]. Demoralization, in particular,
has been described as a specific syndrome in palliative care settings, consisting of a
triad of hopelessness, loss of meaning, and existential distress, associated with
cognitive attitudes of pessimism, helplessness, sense of being trapped, personal
failure, or lacking a worthwhile future; absence of drive or motivation to cope
differently; a sense of social alienation or isolation and lack of support; and a
fluctuation in emotional intensity. Importantly, a major depressive or other psy-
chiatric episode is not present as the primary condition [38].

35.2.2 Communication and Relational Issues
in Person-Centered Palliative Care

From this background, it is of utmost importance that physicians and palliative care
teams acquire the ability to recognize, assess, and compassionately address psy-
chosocial, existential and spiritual issues, as well as psychological disorders [2].
The model of dignity developed by Chochinov et al. [18] in palliative care repre-
sents an important example of a patient-centered approach aimed at promoting a
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state of physical, mental, social, and spiritual well-being, based on mutual respect
for the dignity of each individual person. Dignity, as derived from the Latin nouns
decus (ornament, distinction, honor, glory, but also worthiness for honor and
esteem) and dignitas is “the status of human beings entitling them to respect, a
status which is first and not to be taken for granted; it refers to their highest value, or
to the fact that they are a presupposition for value, as they are those to whom value
makes sense” [42]. According to this model, dignity of patients in the advanced
stage of illness is the sum of three main dimensions: illness-related concerns (i.e.,
concerns related to symptoms of physical and psychological distress, functional
capacity, cognitive acuity) that threaten or impinge on the individual sense of
dignity; the dignity conserving perspectives and practices (i.e., continuity of the
self, role preservation, maintenance of pride, hopefulness, autonomy/control,
acceptance, resilience, living in the moment, seeking spiritual help, maintaining
normality); and the social aspects of dignity (i.e., privacy boundaries, social sup-
port, burden to others, aftermath concerns). It is underlined that healthcare provi-
ders have a profound influence on how patients experience illness and that in
medicine a main role of the physician, besides curing, is caring in the sense of
preserving the dignity of their patients [15, 20, 32]. Upon this backdrop, Chochinov
[21] has proposed an easily remembered core framework of dignity conserving
care, expressed as an A, B, C, and D sequence that can guide physicians in better
relating and communicating with their patients (Table 35.2). This sequence repre-
sents a roadmap to favor the maintenance of dignity (dignity conserving care) and
to positively influence the experience of being a patient.

An important role to reach these aims is played by psychosocial oncology that,
in-line with what a number of international guidelines recommend [35], should be
part of multidisciplinary palliative care teams (MDPCTs). As Breitbart et al. [5]
suggest, the specific role of the psycho-oncologist in MDPCTs is in fact to facilitate
effective communication with family and medical staff, and the end-of-life dis-
cussions and decision-making among patient, family, and team; to be an advocate
for patients as questions arise, favoring conflict resolution, when it is the case,
between patient, family, and staff; to help to deliver culturally sensitive palliative
care, with the awareness that cultural factors influence a patient and family’s atti-
tude towards death and dying; to provide support through the bereavement process,
including provision of support, recognition of emotional, cognitive, physical, and
behavioral features of grief, and possible complications (complicated grief) in the
process; to coordinate and/or provide specific psychological interventions (see
Sect. 35.3), according to his/her own training; and to help the members of the team
to work through the several emotional and relational challenges that end-of-life care
determine in the team members themselves. In fact, as indicated by Kutner and
Kilbourn [40], physicians and health-care professionals in general must be attentive
to their own needs, which include acknowledging feelings of grief and loss and
pursuing healthy venues that promote adaptive coping and decrease the risk of
detachment and burnout. It is confirmed that through a self-care and self-awareness
plan when caring for patients with life-limiting disease, physicians may improve
patient care in palliative settings [61].
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As a confirmation of what has been mentioned, studies have shown that some
specific attitudes and behavior on the part of physicians can be responsible for an
increase of the sense of abandonment and hopelessness in patients with serious
medical illness: the tendency to attend to physical aspects only, to offer advice and
reassurance before the main problems have been identified, to switch the topic, to
use medical jargon and to be technical and detached [29, 47]. The main series of
ingredients which are considered the key communication skills in palliative care are
reported in Tables 35.2 and 35.3 [1]. These are the main tools that, by favoring the
promotion of reciprocal trust and consolidating the therapeutic alliance, allow the
achievement of early detection and treatment of possible psychosocial problems and
improves the quality of palliative care [12, 48]. A similar, yet extremely interesting
framework, has been proposed by Rushton et al. [59, 60], who consider that in the
clinical context, responses to the stress of the health professional–patient relation-
ship in palliative care are thought to include four dimensions: empathy (emotional
attunement), perspective taking (cognitive attunement), memory (personal experi-
ence), and moral sensitivity (ethical attunement). For the authors, if the four
dimensions are highly aligned, the intensity and valence of emotional arousal will
influence ethical appraisal and discernment by engaging a robust view of the ethical
issues, conflicts, and possible solutions and cultivating compassionate action and
resilience. On the other side, if these dimensions are not aligned, ethical appraisal

Table 35.2 ABC of dignity
preserving care in a
person-centered approach

A = Attitude, that is physicians’ examination of their own
attitudes and assumptions towards patients, including asking
questions about themselves (e.g. how would I be feeling in this
patient’s situation? Could my attitude towards the patient be
based on something to do with my own experiences, anxieties,
or fears?)

B = Behavior, acknowledging that certain communication
behaviors (e.g. contact, respect, sitting at a comfortable distance
for conversation, at the patient’s eye level when possible, small
acts of kindness, like getting the patient a glass of water)
enhance the trust and connection between patients and their
healthcare providers

C = Compassion, referring to a deep awareness of the suffering
of another coupled with the wish to relieve it, can be conveyed
by any form of communication—spoken or unspoken—that
shows some recognition of the human stories that accompany
illness

D = Dialog as a critical element of dignity conserving care,
must acknowledge personhood beyond the illness itself and
recognize the emotional impact that accompanies illness. It
should be also used to acquaint the healthcare provider with
aspects of the patient’s life that must be known to provide the
best care possible

From Chochinov [21], adapted and modified
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and discernment will be deficient, with the risk of creating emotional dysregulation
and potentially leading to personal and moral distress, self-focused behaviors,
unregulated moral outrage, burnout, and secondary stress.

35.3 Intervention

Among psychosocial intervention in palliative care, several approaches have been
developed and manualized over the last 20 years [43].

The majority of them, if not all, irrespective of the theoretical background, deal
with the most important existential issues of human life (i.e., death and dying, free-
dom, isolation, meaning) (Table 35.4) and have common aims and goals
(Table 35.5). It is a fact that the themes of meaning and purpose, existential approach,
dignity, and spirituality are significantly overlapping [16, 70]. In all interventions, as
Milstein [52] underscores, the goal is creating a “healing space,” that existential and
spiritually oriented interventions can serve as an experiential basis to restore a sense of
order andmeaning for patients and their families, improving their ability to cope and to
attain a sense of wholeness, as opposite to hopelessness. Likewise, others [58]
strongly recommend that, besides controlling physical symptoms, there are irrevo-
cable elements of a person-centered approach and intervention in palliative care
patients: providing a supportive presence; encouraging a life review to help the patient
recognize purpose, value, and meaning; exploring guilt, remorse, forgiveness, and
reconciliation; facilitating religious expression; and focusing on meditative practices.

Table 35.3 Skills and
abilities favoring a
person-centered approach in
palliative care

• Capacity to impart confidence (e.g. greeting patient with
warmth, making eye contact, encouraging patient queries)

• Use of “active listening” and open questions

• Being empathetic (e.g. eliciting patient’s concerns,
acknowledging distress, recognizing and being sensitive to
emotions)

• Providing a “human touch” (e.g. using appropriate physical
contact, being attentive and present to the patient and the
situation, being showing interest and compassion)

• Focusing attention to the person and asking about
psychosocial and existential needs, (e.g. asking patient about
his/her life, acknowledging patient’s family, remembering
details about patient’s life from visit to visit)

• Being forthright (e.g. being honest and not withholding
information, asking patient to recap conversation to ensure
understanding)

• Being respectful (e.g. “actively” listening and not interrupting,
taking care of the dignity of the patient)

• Being thorough (e.g. providing detailed explanations, giving
instructions in writing, following up in a timely manner)

From Baile and Costantini [1], adapted and modified
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Supportive-expressive group psychotherapy (SEGT) is one of the first psy-
chosocial treatments that have been shown to be effective in advanced phases of
illness [67] with building bonds (mutual support) and expressing emotions repre-
senting the two main ingredients of intervention [68]. The former ingredient stresses
the fact that social and interpersonal relationships are a reservoir of instrumental
assistance and coping strategies indicates against social isolation as a harbinger of
death; the latter considers that since life-threatening disease are a meaningless tra-
gedy eliciting strong emotions, openness (expressing emotions) is a way to relief and
to facilitate confrontation with one’s own fragility and mortality. Preliminary data
reported by Spiegel et al. [66] showed that SET for metastatic cancer patients had a
positive impact in improving the profile of mood states, coping, as well as physical

Table 35.4 Existential
issues in palliative care

• Isolation (loneliness): the existential conflict is between our
awareness of absolute isolation and our wish for contacts,
protection and to be part of a larger whole

•Meaning (meaninglessness): the existential conflict stems from
the dilemma of being a meaning-seeking creature who is
thrown into a universe that has no meaning (Why me? Why
not me?)

• Freedom: the existential conflict is between freedom to choose
how to live, to “create” our own world and life (confrontation
with groundlessness) and the need for a structure and a ground

• Death and dying: the existential conflict is determined by the
wish to live forever and the reality of death as an unavoidable
fact

Table 35.5 Aims of group
psychological intervention in
palliative care

• Reducing anxiety, demoralization, fears

– Not to be alone with terrifying phantasies of death and
nothingness

– Breaking threatening subjects into smaller, more
manegeable pieces

– Making fears more tolerable (it’s impossible to delete
them)

• Redefining life priorities

– Define and refine life projects

– Consider time (later may be too late)

• Improving coping skills

– From passive to active coping styles

– Increasing the sense of meaning (finding hope in opening
up about the meaning of life and important events of life;
improving communication

– Getting one’s own needs met

– Openness in group as a model for openness outside the
group
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symptoms (e.g., pain), with subsequent research also confirming these findings
[13, 23].

From a perspective relying on Victor Frankel’s logotherapy, Breitbart, and
Poppito [10] have developed a model that has spiritual well-being and meaning at
the center of the intervention (meaning-centered psychotherapy, MCT). MCT is a
7-week program that utilizes a mixture of didactics, discussion, and experiential
exercises that focus on particular themes related to meaning and advanced cancer.
By focusing on issues of meaning and purpose in life in the face of a limited
prognosis, support and expression of emotions are also part of the intervention. This
favors the discussion of existential themes in terms of patients’ awareness of death
and search for meaning and practitioners’ promotion of personal agency and
responsibility as patients face life-and-death issues. Again, data from research has
shown the efficacy of MCT, particularly in its group rather than individual format,
in improving spiritual well-being and a sense of meaning and reducing symptom
burden and symptom-related distress [3, 5–7].

Managing Cancer and Living Meaningfully (CALM) is also a short (3–6 ses-
sions) psychological intervention which is aimed at relieving psychosocial distress
and promoting psychological growth and development. Four broad domains are
covered during CALM sessions, specifically (i) symptom management and com-
munication with health-care providers; (ii) changes in self and relations with close
others; (iii) spiritual well-being or sense of meaning and purpose; and (iv) issues
related to advance care planning and to end-of-life (thinking of the future, hope and
mortality) [54]. Preliminary data show that CALM may be a feasible intervention to
benefit patients with advanced cancer [46].

Dignity therapy (DT) [14] is a very interesting approach based on Chochinov’s
conceptualization of dignity, which represents the therapeutic map, guiding clini-
cians to find interventional strategies or insights based on each of the themes and
subthemes subsumed within the dignity model. DT is based on a dialogue in which,
through specific dignity-oriented questions, an opportunity is offered to terminally
patients to explore aspects of life that they feel were most important or meaningful;
to address issues of their personal history they most want remembered; or things
that need to be said. Transcription of the tape-recorded sessions (1–2 sessions in
total), are edited and returned to the patient, as a tangible product (generativity
document) to be left to the family. Data from randomized trials indicate that DT is a
valuable intervention in palliative care, heightening the patients’ sense of dignity,
increasing their sense of purpose, lessening their sense of suffering, and helping
them to prepare for death and the family members for grief [17, 37].

Narrative approaches, which also have a role in palliative care, are based on the
exploration of the meaning of the physical illness in the context of the patient’s life
trajectory, with the patients encouraged to tell their story and reflect on their per-
spectives on their sense of “meaning”, regarding suffering and their psychological,
physical, social and spiritual well-being. This type of intervention has been shown
to improve anxiety and depression among cancer patients admitted to hospice, in
randomized controlled trials [45].
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Psychopharmacological intervention is usually integrated with psychosocial
treatment, with proper drugs (e.g. antidepressants, antipsychotics) prescribed in
order to treat the clinical psychiatric disorder (e.g. major depression, delirium) or to
work as adjuvants (e.g. antidepressants as adjuvants in the treatment of pain) in a
broader approach. We recommend readers to specific literature for more details
about psychopharmacological treatment in palliative care, with the idea that, at least
in cancer settings, through a ‘psychopharmoncology’ approach, it is possible to
integrate the special components of psychological/spiritual and psychopharmaco-
logical treatment [34, 36].

As a last point to be mentioned in regards to the need to improve a
person-centered approach in palliative care, health-care professionals working in
the field should be also the target of intervention. With respect to this, communi-
cation skills training (CST) have been developed and applied in curricula courses
[27] to improve the series of relational skills that are the key elements of caring [33,
76]. According to Larson and Yao [41], participation in CST and training courses,
physicians can become more able to engage in emotional tuning with their patients
both in terms of what the authors call ‘surface acting’ (i.e., forging empathic
behaviors toward the patient, absent of consistent emotional and cognitive reac-
tions) and ‘deep acting’ (i.e., generating empathy-consistent emotional and cogni-
tive reactions before and during empathic interactions with the patient). As an
example, the Project to Educate Physicians on End-of-life Care from the Institute
for Ethics at the American Medical Association, was developed in the USA since
1997 and subsequently adapted to expand the scope and range of palliative care in
order to include the entire spectrum of illness (e.g., oncology, emergency medicine,
geriatrics, and long-term care) [28]. In the Education for Physicians on End-of-life
Care (EPEC) curriculum, several areas related to doctor–patient communication
(e.g., communicating bad news; depression; anxiety and delirium; withdrawing/
withholding treatment; medical futility; physician-assisted suicide; psychosocial
issues) are taken into consideration. The importance of CST relies also on the
improvement of the clinician’s ability to reflect about him/herself, about his/her
relational styles and personal emotions [49], reducing the risk—as we already
underlined—of developing feelings of failure, frustration, powerlessness, grief,
often subsumed under the umbrella of burnout syndrome [55]. Other interventions
(e.g., cognitive-behavioral interventions, mindfulness, meditation, and reflective
practice intervention) have also been developed and proposed for palliative care
professionals, with data showing a decrease in burnout and an increase in job
satisfaction, which in turn are conducive to a more effective person-centered
approach with patients and their families [73].

35.4 Conclusions

Person-centered care for patients at the end-of-life is critically important and should
be provided with evidence-based techniques. There are important needs of patients,
families, friends and care providers that need to be integrated into a summative
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process for patients, who are at the center of this care. What has emerged over the last
years in the psychosocial approach to palliative care has been extremely helpful in
giving the field the sense of a person-centered approach according to the philosophy
of personalized medicine. Existential issues and existentially oriented interventions
have particularly contributed to this approach by showing the importance for patients
to explore their past, present, and future in terms of meaningful opportunities and
experiences during their lifetime [4]. This has the potential to promote authentic
relatedness with oneself, the world, and others and, consequently, to increase the
patient’s sense of dignity [8]. All these aspects are related to guidelines which
consider this essential in the clinical application of palliative care: to favor patients’
quality of life; their physical well-being and functioning; their psychosocial
well-being and functioning; their spiritual well-being; their perception of care; and
their family’s well-being and functioning [31].

This is an evolving process, which also needs to be informed by cultural, gender,
psychosocial concerns, as well as many other factors, and must be tailored to the
specific needs of the person who should be at the center of this care. As we better
understand how to provide more help regarding physical symptoms and needs, so
too we need to do research to better incorporate what we understand about psy-
chosocial issues and how best integrate this into the overall care plan.
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36Person-Oriented Forensic Psychiatry

Lana Mužinić, MD, PhD, Igor Marinić, MD, PhD
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36.1 Introduction to Forensic Psychiatry Definition
and Goals

Forensic psychiatry focuses on the assessment and treatment of people with a
mental disorder who commit crimes and show antisocial or violent behaviors [12].
Forensic psychiatry is considered to be the branch of psychiatry in the service of the
law. Forensic psychiatry deals with issues that include development and imple-
mentation of legislation relating to mental health; mental health of persons involved
in court proceedings; as well as matters related to criminal law and prison systems
[3].

A forensic psychiatrist has multiple roles. In criminal law, he/she assesses and
diagnoses psychiatric disorders in persons who have committed a criminal offense
when there is a suspicion of the existence of psychiatric disorders. The forensic
psychiatrist also asseses the mental state of the examinee and gives expert opinion
in court regarding questions of criminal responsibility, i.e., whether responsibility is
preserved, diminished, or whether the accused is not responsible for his actions.
The forensic psychiatrist also answers questions regarding the person’s ability to
stand trial.
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Furthermore, forensic psychiatrists offer risk/dangerousness assessments and
provide recommendations for treatment. Another important function of forensic
psychiatrists is the treatment and rehabilitation of mentally ill offenders, in order to
reduce future crime recurrence.

Forensic psychiatrists also participate as experts in civil cases, assessing exis-
tence of psychiatric disorders, e.g., determining the presence of psychological
damage after traumatic events, their intensity, and duration. Furthermore, they
assess the issues of legal capacity of persons with mental disabilities; involuntary
hospitalization in psychiatric institutions; as well as evaluating testamentary
capacity and the capacity to decide on legal transactions.

Modern forensic psychiatry deals with various issues, including the development
of new methodologies for the treatment of mental disorders, which can be imple-
mented after the person is released from the prison system; enhancement of
methods for assessment of responsibility; improvement of medicolegal under-
standing; as well as development and improvement of public attitudes related to
mental health [3].

Forensic psychiatry differs between countries and is generally defined within the
frame of the legislation in individual countries and their health systems. Never-
theless, there are several goals of forensic psychiatry that are common in different
countries and their health and law systems. They include development and
implementation of treatment methods for persons with psychiatric disorders who
have committed criminal offenses, their rehabilitation and prevention of relapse;
improvement and development of cooperation between psychiatry and the law;
cooperation with other experts in the forensic area; and providing expert’s opinion
in the court for persons with mental disorders [22, 23].

Since forensic psychiatry acts in the common area of mental health and the law,
it can be quite demanding for psychiatrists. Imperative in this area of work are
cooperation and coordination among general psychiatry, forensic psychiatry, and
prison psychiatry [21].

36.2 The Biopsychosocial Model in Forensic Psychiatry

Suggested by Engel’s [8] the biopsychosocial model emphasized the significance of
multiple factors to health, aiming to address the complexity that arises from the
interaction of all three spheres of influence: biological, social, and psychological.

Engel challenged the dogmatic adherence to reductionist models of disease. He
claimed that despite its successes in the physical sciences and biomedicine, ana-
lytical reductionist methods—a product of Cartesian mind–body dualism—was not
adequate to address the complex needs of medical care. Engel argued that the
psychosocial elements of disease are as important as the biological ones. He offered
a holistic and humanistic framework for the study of disease, which focuses on how
the study of interactions between biological, social, and psychic elements can aid
diagnosis and treatment. Significantly, Engel’s framework does not commit to one
specific perspective or school [6].
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The biopsychosocial model applies to all medical subspecialties including
forensic psychiatry. Person-oriented psychiatry encompasses all aspects of the
biopsychosocial model for the assessment and treatment of the patient as a whole
person.

36.3 Person-Centered Diagnostic Process and Assessment
of Dangerousness

Following the above-mentioned biopsychosocial model and dissatisfaction with
prevailing reductionist models of disease and health, Psychiatry for the Person was
established by the World Psychiatric Association (WPA) General Assembly in
2005 as a major institutional program following on the principles of science and
humanism that informed the foundation of WPA in 1950 [10]. This institutional
program aims at promoting a psychiatry of the person, for the person, by the person,
and with the person [18]. This program built on the biopsychosocial model and
extended it as framework for understanding both illness and positive health. It also
set the goal of clinical care not only to deal with disease but to also promote health
and the fulfillment of the person’s life project. We believe these ideas represent a
positive conceptual shift in psychiatry and, potentially, in medicine at large.

Person-centered diagnosis aims at comprehensive assessment of health status
from illness to well-being, contributory risk and protecting factors, and health
experience, preferences and values. It uses categories, dimensions and narratives to
describe the above domains, and promotes the engagement of clinicians, patients,
and families toward a collaborative diagnostic process. [19]

Assessing dangerousness specially in connection to mental disorders is an
important function of the forensic psychiatrist. Forensic psychiatrists need to
carefully evaluate each person and advise prison authorities and courts. In order to
do this a biopsychosocial approach should be used. The risk factors for violence
that need to be assessed can be divided into:

1. Patient-related risk factors: Age, sex, socioeconomic status, intelligence, edu-
cation, specific psychiatric disorders, and specific neurological disorders.

2. Historical risk factors: Violence history (the strongest predictor for future vio-
lence), history of child abuse or maltreatment, employment and residential
instability.

3. Environmental risk factors: Discharge earlier locations associated with violence
and victimization, increased social pressures, limited social supports, and
availability of substances of abuse and weapons.

The assessment of dangerousness, following psychiatry for the person principles,
needs to be enriched by looking at the positive aspects of each person and not only
to deficits. Social and creative skills contributing to resocialization tend to reduce
the risk for violent recidivism.
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36.4 Person-Centered Treatment

Forensic patients require a broad range of treatment methods, given the complexity
and persistence of their mental disorders [11].

Treatment of forensic patients can be carried out in special departments of
general psychiatric hospitals, in forensic hospitals, and in prisons, as well as, after
prison discharge, in day hospitals and out-patient clinics.

As with other psychiatric patients, treatment of forensic patients should be
person-centered using the principles of the biopsychosocial model. A careful and
multidisciplinary assessment of the person should include assessment of danger-
ousness and risk of further criminal activity. Risk assessment of dangerousness is an
important part of the care plan since one of the primary criteria of treatment success
is reduction in subsequent criminal behaviors [14]. Treatment usually involves
combination of psychotropic drugs, certain types of psychotherapy methods indi-
vidually or in groups, as well as sociotherapeutic techniques including psychosocial
rehabilitation. Therapeutic planning should be based on the specific needs and
capabilities of each person [11].

The most common psychotherapeutic methods used in forensic psychiatry are
psychodynamic, cognitive, and systemic [11]. It would be advisable to continue the
therapy after discharge from the institution, for the purpose of remission
maintenance.

Psychodynamic-oriented psychotherapy in forensic practice has a number of
possible roles and activities. These include everyday clinical care as well as
supervision of psychotherapists in training, psychiatrists and other staffs in the
forensic setting [11].

Cognitive behavioral therapy (CBT), in individual or group form, has proven
useful in forensic patients. CBT approaches can be useful in the treatment of
antisocial personality behaviors and in learning to control anger, violent behavior,
and alcohol and substance abuse [31].

Psychosocial interventions include education about the disorders and side effects
of medication, training of social and life skills, problem-solving techniques,
occupational therapy, art therapy, and music therapy. The aim of these methods is
to achieve insight into criminal behavior, risk factors, and protective factors, as well
as prevention of future criminal behavior and building of life projects. Gaining
insight on factors underlying problematic behaviors are very difficult to achieve by
individuals with antisocial personality disorder [33].

In-patient forensic psychiatric treatment may be given in a special unit because
of threats to the environment. In-patient treatment is used mostly in patients with
psychosis. Patients with a diagnosis of psychotic disorders may have been found to
have diminished responsibility and may be the subject of assessment of risk for
aggressive behavior. Patients, in forensic psychiatric hospitals often have multiple
comorbidities including antisocial behavior and abuse of alcohol and other sub-
stances, with reduced insight and adherence to treatment [12].
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The treatment forensic patients with schizophrenia include reduction of symp-
toms, increase of family, work and social functioning, improvement of quality of
life, and reduction of aggressive behavior [30]. Patients with schizophrenia are
often nonadherent to treatment plans and this is a significant predictor of com-
mitting new crimes. Nonadherence to treatment is a usual reason for the use of
intramuscular long-acting antipsychotics with these patients [30]. Also, there is
increased risk of violence in people with psychotic disorders (schizophrenia, bipolar
disorder, delusional disorder) who use drugs and alcohol [9, 28].

Alcohol- and drug-addicted individuals comprise a substantial population within
the prison system, which also requires carefully prepared and implemented treat-
ment programs. Such therapeutic efforts should encompass establishing and
maintaining abstinence, substitution therapy and treatment of possible physical
complications of addiction. Depending on law regulations, some countries have
also implemented out-patient addiction treatment programs in the context of
security measures, sometimes monitored by probation systems.

Continued use of drugs and alcohol can cause severe health impairments and
may lead to extremely violent behaviors and perpetration of serious crimes [25].
The time when an individual is released from a forensic institution or prison rep-
resents a time of high risk, because of increased likelihood of a drug or alcohol
relapse. During that period, the person is also in danger of taking drug overdoses
[26].

Therefore, addiction treatment, monitoring of abstinence as a condition of dis-
charge or leave, as well as regular monitoring and intervening in cases where there
is increased risk for these behaviors are essential components of treatment. These
measures may also have a positive impact on reducing the risk of committing new
criminal offenses and on successful reintegration of the offender [26]. The term dual
diagnoses, which implies comorbidity of psychiatric disorders, deserves particular
attention in forensic psychiatry, as people with dual diagnoses are more prone to
repetition of delinquent behaviors [34].

Multilevel, multidisciplinary, evidence-based and person-centered approach to
the treatment of violent offenders with psychiatric comorbidity should be a
prominent concern in both in-patient and out-patient forensic settings. To obtain
greater rehabilitation, family, work, and social functioning in the community, and
decrease recidivism, forensic treatment should encompass individualize care using
as needed psychotherapy, pharmacotherapy, and sociotherapy approaches [25].

36.5 Individualized Rehabilitation and Violence
Prevention

To reduce the risk of recidivism in criminal offenses it is important to start reha-
bilitation as soon after admission as possible. Forensic rehabilitation can be seen as
a complex process in which different components contribute to the improvement of
the person. If the patient is in in-patient remission and expresses interest in
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out-patient care, it is a sign that the process of rehabilitation was successful and
could lead to the reduction of the risk of repetition of criminal acts [14, 17].

When assessing the types of psychosocial interventions in the rehabilitation of
forensic patients, it is necessary to determine the specific needs and goals of
rehabilitation. Psychosocial interventions and involvement in rehabilitation pro-
grams reduce the risk of relapse [1] and thus the risk for further offenses.

Rehabilitation should be aimed at improving social skills, social awareness and
change in maladaptive behaviors and coping [32]. It should be important that the
person through treatment and rehabilitation gains insight into the significance of
violent behavior and learns behavioral strategies that could be useful in conflictual
and complex situations in life [14]. Useful psychosocial interventions and strategies
are anger management, communication and general life skills training, and
problem-solving in interpersonal and social relations. Furthermore, as noted above,
programs should include attention to substance abuse comorbid disorders such as
well as health education [14]. It is also helpful to follow the principles of reha-
bilitation concerning risk, criminogenic needs, and responsiveness to treatment.
Rehabilitation is difficult to achieve if comorbid psychiatric disorders are not vig-
orously treated.

Forensic patients should actively participate in the development of a treatment
plan. Programs of treatment and rehabilitation that have started in a forensic
in-patient institution should continue in the community. Involvement of social
services is also necessary from the beginning of the treatment process [29]. Par-
ticipations of forensic patients in postdischarge out-patient follow-up reduce the risk
of psychological decompensation and increase public safety [4].

Forensic assertive community treatment (FACT) represents an adjustment to
assertive community treatment (ACT), which brings together a multidisciplinary
team that includes psychiatrists, social workers, nurses, and counselors from vari-
ous fields. The FACT model is intended for people with severe mental disorders
that are involved in the forensic system [1, 5, 7, 16]. This model provides patients
with medications, addiction treatment, and support services in the community. It is
based on the concept that this approach can reduce repetition of offenses in persons
with severe mental disorders who are prone to criminogenic activities [20]. Also,
intensive case management adapted to forensic populations in different settings can
be beneficial [20]. Use of assertive community treatments and intensive case
management for forensic patients results in symptom improvement, decrease of
relapses, reduction of hospitalizations, and lower criminal recidivism.

Gunn [13] highlighted the problem of deinstitutionalization that influenced the
shift of forensic mental patients from the health care system into the
justice/correctional system. The prevalence of mental disorders in prisons has
increased as consequence of reduction of the number of hospital beds and increase
imprisonment rates in some societies. In some parts of Western Europe, there is a
recent trend toward reinstitutionalisation and increase in the number of admissions
to forensic hospitals [27].
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At this point we should highlight the views of Nedopil [22], who stated that
cooperation between general and forensic psychiatry can lead to better prevention
and that persons with mental disorders do not necessarily become offenders or
victims of crime. Furthermore, this cooperation can also lead to protection of
younger people who are at risk of exhibiting antisocial behavior. Closer integration
of forensic psychiatry into regular health care systems as well as intensive
exchanges of knowledge and skills between forensic and general psychiatrists may
be helpful.

36.6 Human Rights, Ethics, and Legal Principles
in Person-Oriented Forensic Psychiatry

When working with mentally ill offenders it is important to respect their human
rights and to follow ethical principles in their treatment, according to the laws of
individual countries and international conventions. The observance of such laws is
supervised by different institutions. Forensic psychiatrists must be experts in both
psychiatry and in laws that relate to ethical care [35]. This means that a forensic
psychiatrist must be familiar with the ethical principles of psychiatry in general and
of forensic psychiatry specifically.

Forensic psychiatrists often face intricate situations. Specifically, one segment of
their work relates to the role of witness expert and another to clinical care in a
doctor–patient relationship [2]. Because of inherent conflicts, it is not recommended
that a psychiatrist who has treated a patient take part in the person’s trial as a
psychiatric expert.

The European Court of Human Rights is responsible in this part of the world for
the preservation of human rights of involuntarily committed psychiatric patients
[24]. In forensic psychiatry, particular ethical dilemmas may occur concerning
mechanical restrictions, isolation of patients, administration of treatment without
consent, and research with forensic patients. Therefore, there is a continuing need
for observance of ethical principles as well as development of refined ethical
experience in the treatment of forensic patients [12].

Knoll [15] has identified four principles that forensic psychiatrist should comply
with, and these are respect for the person, honesty, justice, and social responsibility.
Also he pointed out that forensic psychiatrists should not ever distort information
and should always be aware of the possibilities and limitations of psychiatric sci-
ence. The need of continued professional development for forensic psychiatrists
cannot be underestimated.

36.7 Conclusions

Forensic psychiatry, as other specialties of psychiatry and medicine, must be
person-oriented, especially because forensic patients have a special legal position
that puts them in an intricate position. They should receive good quality psychiatric
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care in special conditions of deprivation of freedom. Given the need to protect the
community from potential recidivism, the mental health system should provide
forensic patients necessary treatment, to be in frequent contact with them to detect
early signs of relapse, and offer long term treatment in the community. Therefore,
proper rehabilitation is crucial to achieve better social functioning and prevention of
clinical relapse and criminal recurrence. Comprehensive person-centered diagnosis,
continuous evaluation of dangerousness, treatment and rehabilitation efforts must
be individually targeted, i.e., according to the patient’s needs and biological, psy-
chological, and social characteristics and the causes of disorder and violence.
Therapy approaches should be selected according to the characteristics and needs of
the individual.

Person-centered psychiatry should inform the further development of forensic
psychiatry and provide the framework for comprehensive assessment of the indi-
vidual’s needs and treatment planning. Forensic psychiatrists should be leading well
trained and experienced psychiatric teams, with access to appropriate resources for
health restoration and promotion and the diminution of potentials for dangerousness
and recidivism.
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37People-Centred Organization
of Psychiatric Services

Roy Abraham Kallivayalil, MD, DPM, MAMS
and Varghese P. Punnoose, MD

37.1 Introduction

The provision of mental health services remains highly inadequate in most parts of
the world. Treatment gap is sometimes as high as 90 % and more pronounced in
low and middle-income countries [19]. Even when the services are available the
potential beneficiaries are not gaining full access to them due to several reasons.
The main roadblock seems to be related to the organizational aspects of mental
health care delivery [18].

The traditional organization of mental health care is centred around hospitals
which are specialized for treating mental illness. This hospital centred system has
the advantage of operational feasibility from the point of view of health adminis-
trators. The fact that this system is very efficient in providing services for serious
mental disorders in acute stage need to be acknowledged. But looking from the
consumer side this system is unfriendly and insufficient in several ways. Unfriendly
in the sense that it is not very sensitive to the user needs and insufficient in the sense
that it does not capture the broad range of mental health problems nor provide
adequate attention to health promotion. There is a neglect of the needs of real
people [14]. Similarly, neither does it address the promotional aspects of mental
health nor it prioritizes prevention. These proven deficiencies in the conventional
hospital-based system clearly call for a more person-centred and broad system of
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psychiatric services. Needless to say that the services within the hospital should be
reorganized to be more people-centred. Collaborative extension of person-centred
approach to general medicine [11], and integrating mental health in general health
and public health may be a useful step in filling up the deficiencies in health care
delivery systems and making it more person-centred [7, 13].

Greater participation by patients in healthcare decision-making has been the
trend in high-income countries which are facing the problems of ageing of popu-
lation and a shift in focus from acute care to chronic care [17]. This stems from the
notions that citizens as responsible consumers must become co-producers of their
care and less dependent on paternalistic models of health care [15]. The concept of
person-centred practice which evolved in general primary care is expected to
become influential in mental health care delivery in primary and specialist settings
in the near future [18].

37.2 The Person-Centred Approach in Psychiatry

Recent movements emphasizing recovery and resilience place patients as active
participants in the treatment process. The fundamental assumption of the recovery
movement in mental health is the principle of “people first” and this places
person-centred care planning for individuals with serious mental illness at its core
[3].

In the field of mental health care ‘person-centeredness’ is generally understood
as a holistic approach with an attitude of respect for the individual and his or her
unique experience and needs [5]. The World Psychiatric Association Institutional
Program on Psychiatry for the Persons (IPPP) affirms the whole person of the
patient in context as the centre and goal of clinical care [10]. IPPP emphasizes the
person’s involvement as user and citizen in creating policy, plan and delivery of
services.

Person-centred care has recently been emphasized in psychiatric rehabilitation as
well [2]. This new approach in rehabilitation of the chronic mentally ill opens up
hopes of moving beyond the rhetoric of recovery to concrete practices. Partnership
in decision-making in person-centred approach may reorient rehabilitation from
patienthood to personhood. Similarly, the family’s role in person-centred care has
been analyzed in a focussed manner [1].

37.3 Models and Guidelines

Models based on person-centred approaches have started to emerge.
Recovery-oriented behavioural health care and community health of Yale Univer-
sity School of Medicine is one such model. This model focuses on culturally
responsive person-centred care for psychosis in urban mental health system. Illness
management and recovery, facilitated person-centred planning and community
inclusion programmes are the components of this programme [16].
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Recently, the influential mental health care provider organization, NICE, has
given recommendations on “improving the experience of people who use adult
NHS mental health services” [12]. NICE guideline makes some quality statements
with hopes that people using mental health services, and their carers feel optimistic
that care will be effective and they are treated with empathy, dignity and respect.
Quality statements also hope for easy accessibility to mental health services when
people need it. Care from a single, multidisciplinary community team, familiar to
patients and with whom they have a continuous relationship is expected. Patients
are actively involved in shared decision-making and supported in self-management.
The views of service users are used to monitor performance of services. Patients are
informed about the assessment process, their diagnosis and treatments options, and
receive emotional support for any sensitive issues. People using mental health
services jointly develop a care plan with mental health and social care professionals.
Those who may be at risk of crisis are offered a crisis support and a comprehensive
assessment, undertaken by a professional competent in crisis working. People in
hospital for mental health care have daily one-to-one contact with mental healthcare
professionals known to the service user and regularly see other members of the
multidisciplinary mental healthcare team. People receiving in-patient care can
access meaningful and culturally appropriate activities 7 days a week, not restricted
to the convenience of day duty staff in the regular working hours. Control and
restraint, and compulsory treatment including rapid tranquillisation, will be used
competently, safely and only as a last resort with minimum force. People using
mental health services feel less stigmatized in the community and health service
system, including within mental health services.

The spirit of people centeredness in the delivery of psychiatric services is
reflected in the quality statements in the guidelines. The guidelines aim to promote
person-centred care that takes into account service users’ needs, preferences and
strengths. It is expected that by practising these guidelines people who use mental
health services get the opportunity to make informed decisions about their care and
treatment, in partnership with their health and social care practitioners.

However, the person-centred approach in psychiatric care is not without reser-
vations. Practitioners might have apprehensions whether allowing people with
mental illness to make their own decisions increases the liability of the care giving
professional. Its applicability in acute settings, labour intensive and time-consuming
nature, not having sufficient evidence base, conflicts between patients choice and
clinical wisdom are some of the other concerns [16].

The NICE Guidelines suggests that people-centred approach in organization of
psychiatric services should ensure the following:

1. Care and support across all points on the care pathway.
2. Access to care.
3. Comprehensive assessment.
4. Community care.
5. Access to interventions in crisis.
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6. Hospital care.
7. Discharge and transfer of care.
8. Assessment and treatment under legal provisions.

37.4 Organizing Services Based on the Person-Centred
Approach

The above models of care are based on the situation in the western world. Though
they are very well based on the principles of person-centred approach, their fea-
sibility in the less-developed and resource-limited settings may be limited. So each
country needs to evolve its own model of person-centred delivery of mental health
care services.

In middle and low-income countries, several hurdles like lack of human
resources, low priority of mental health in health policy and budgeting, limitations
of infrastructure, poor awareness about mental disorders and stigma and discrimi-
nation are to be tackled in organization of person-centred care for persons with
psychiatric disorders. These issues need to be kept in mind when the western
models are adapted to middle- and low-income countries.

The services for the mentally ill should be organized with “person first” principle
at every point in the pathway of care starting from assessment to rehabilitation.

1. Person-Centredness in Assessment.
2. Person-Centredness in Hospital Care.
3. Person-Centredness in Family and Community Care.
4. Person-Centredness in Rehabilitation.

37.5 Person-Centred Assessment

When people are referred to mental health services a face-to-face appointment with
a professional within the shortest time should be ensured. Patient’s preference
regarding the place and choice of services should be given due consideration.
Transparency should be ensured by providing the name and professional desig-
nation of the person who will assess them. The process of assessment should be
explained using plain language.

The assessment should take place in a warm, empathic, dignified and profes-
sional manner. The patient has to be explained that the assessment will cover all
aspects of their experiences and life and the basic approach is that of shared
decision-making. Although they can be accompanied by a family member or carer,
it is preferable to see the person alone for some of the assessment. They should be
told that they can refuse permission for any other member of staff, such as a student,
to be present. Limitations of confidentiality should be disclosed.
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When carrying out an assessment ensure there is enough time for the patient to
describe and discuss their problems. Explain the use and meaning of any clinical
terms used. Give information about different treatment options, including drug and
psychological treatments, and their side effects, to promote discussion and shared
understanding.

If the patient is unhappy about the assessment and diagnosis, give them time to
discuss this and offer them the opportunity for a second opinion. Waiting periods
should be minimized. Ensure that waiting rooms are comfortable and have areas of
privacy.

37.6 Person-Centred Hospital Care

In the event of admission to a hospital, the person should be received in an
atmosphere of hope and optimism. Ensure that he feels safe and address any
concerns about safety. Give adequate information to the patients, and their families
or carers about the hospital and the ward in which they will stay, treatments,
activities and services available, rules of the ward (including substance misuse
policy), service users’ rights, responsibilities and freedom to move around the ward
and outside and visiting arrangements. Undertake shared decision-making when-
ever possible. Service users in hospital should be offered daily one-to-one sessions
with a healthcare professional known to the service user and regular one-to-one
sessions with their consultant.

The overall coordination and management of care should ideally take place at a
regular multidisciplinary meeting led by the consultant and team manager with full
access to the service user’s treatment records. The advocates of those who are
treated under legal provisions should be encouraged to be in contact with the
treatment team through the manager.

Health and social care providers should ensure that service users in hospital have
access to the pharmacological, psychological and psychosocial treatments recom-
mended in standard guidelines provided by competent health or social care pro-
fessionals. Control and restraint, and compulsory treatment including rapid
tranquillisation, should be used as a last resort, only after all means of negotiation
and persuasion have been tried, and only by healthcare professionals trained and
competent to do this. Document the reasons for such actions.

When a patient is subject to control and restraint, or receives compulsory
treatment including rapid tranquillisation use minimum force, make sure the service
user is physically safe, try to involve healthcare professionals whom the service
user trusts and explain reasons for the episode of compulsory treatment to the
patient and involved family members or carers. Offer to discuss episodes of com-
pulsory treatment with there at the time of discharge and do so in a calm and simple
manner.

Psychological and psychosocial treatments may be provided by health and social
care professionals who work with the service user in the community. Those
receiving community care before hospital admission should be routinely visited
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while in hospital by the health and social care professionals responsible for their
community care.

Ensure that service users in hospital have access to a wide range of meaningful
and culturally appropriate occupations and activities. Patients should be permitted
to access Internet and telephone during their stay in hospital.

Discharge should be discussed and planned carefully beforehand with the patient
and care giver in family. Assess the service user’s financial and home situation,
including housing, before they are discharged from in-patient care. Agree discharge
plans with the patient and include contingency plans in the event of problems
arising after discharge. Ensure that a 24-h helpline is available to service users so
that they can discuss any problems arising after discharge. Give service users clear
information about all possible support options available to them after discharge or
transfer of care.

37.7 Person-Centred Care in Family and Community

37.7.1 Involving Families

As a general principle, the involvement of family should be encouraged. However,
providers should discuss with the person using mental health services if and how
they want their family or carers to be involved in their care. As the involvement of
families and carers can be quite complex, staff should receive training in the skills
needed to negotiate and work with families and carers, and also in managing issues
relating to information sharing and confidentiality. Service users may be ambivalent
or negative towards their family for many different reasons, including as a result of
the mental health problem or as a result of prior experience of violence or abuse.
The more tolerant and stable family system in less-developed countries are potential
assets for ensuring person-centred care.

37.7.2 Avoiding Stigma and Promoting Social Inclusion

The professionals caring for the patient should be respectful of and sensitive to his
gender, sexual orientation, socioeconomic status, age, cultural, ethnic and religious
backgrounds. They should have competence in assessment skills and using
explanatory models of illness for people from different cultural, ethnic, religious or
other diverse backgrounds. They should work with local authorities and all other
local organizations with an interest in mental health (including social services, other
hospitals, voluntary, organizations, local press and media groups, and local
employer organizations) to develop a strategy to combat the stigma in the com-
munity and even inside the health care system. The success of involvement of
community gate keepers in community-based programmes like suicide prevention
gives optimism for the effectiveness of such interventions in other aspects of mental
health [8].
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37.8 Person-Centred Rehabilitation

The principle of “nothing about us, without us” accepted in the planning and
management of physical disabilities should be adapted in mental health care as well.
Develop rehabilitation plans jointly with the recovering patient, and include
activities that promote social inclusion such as education, employment, volun-
teering and leisure activities. Health and social care providers should consider
employing service users to be involved in training teams of health and social care
professionals and supporting staff (such as receptionists, administrators, secretaries
and housekeeping staff) in ‘person-centred care’. Recovering patients themselves
should be provided with training and supervision to undertake this role. Support
service users to develop strategies, including risk- and self-management plans, to
promote and maintain independence and self-efficacy, wherever possible. Incor-
porate these strategies into the care plan.

For people who may be at risk of crisis, a crisis plan should be developed by the
service user and their care coordinator, which should be respected and imple-
mented, and incorporated into the care plan.

37.9 Challenges Ahead

There are many foreseeable hurdles for the implementation of these changes in
reorganizing psychiatric services [4, 6]. These include

1. Resistance to change from the existing system itself: The existing organization
of mental health care delivery is designed to suit the convenience of the pro-
viders. Feasibility issues may come up as roadblocks if sufficient planning and
preparations are not undertaken. It is very important to impart training pro-
grammes for the professionals in the service with an objective to reorient them
to a person-centred approach. Person-centred approach should be incorporated
into the curricula of mental health professionals.

2. Difficulties of service users and families to adapt to a system which requires
more active involvement from their part: The service utilizers and their family
members (especially in the non-western world) are used to the paternalistic care
being provided by the existing system. Changing over from this passive
recipient mode to the actively involved and responsible mode is likely to create
difficulties.

3. Limitations of resources and funding: The changeover to the person-centred
services may require employment of more manpower and development of more
infrastructures. This calls for more investment and budget allocation for mental
health services. This factor can be an important hurdle which needs to be tackled
especially in resource limited countries.
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37.10 Conclusions

Psychiatry has slowly started embracing a person-centred approach which is a
holistic approach with an attitude of respect for the individual and his or her unique
experience and needs as a patient. Mental health care delivery needs to be reor-
ganized in a way which is sensitive to the needs of the users. Integrating mental
health in primary care and general health care can make mental health care more
affordable and feasible in most parts of the world. Models like the NICE guidelines
[12] have essentially captured the spirit of person-centeredness in the organization
of mental health services. Though these guidelines are drawn upon the system in a
western world setting, other countries including the low- and middle-income
countries can adapt this model for initiating effective person-centred organization of
mental health services. This may serve as a model upon which innovations can be
tried keeping with resource limitations. A simple model of person-centeredness at
four levels—assessment, hospital care, family and community care, and rehabili-
tation is introduced and briefly described. Associations of mental health profes-
sionals may contribute to and catalyze the organization of person-centred mental
health services in each country in a manner that suits its social, cultural and eco-
nomic realities. They should be incorporated into the national health policy of each
nation.

References

1. Boise L, White DJ. Family’s role in person centred care: practice considerations. Psychosoc
Nurs Ment Health Serv. 2004;42(5):12–20.

2. Borg M, Karlsson B, Tandora J, Davidson LM. Reorientation from patienthood to personhood.
Negotiation and partnership in decision making. Israel J Psychiatry Relat Sci. 2009;46(2):84–
93.

3. Deegan PE. The independent living movement and people with psychiatric disabilities: taking
back control over our own lives. Psychosoc Rehab J. 1992;15:3–19.

4. Deuchar N. Review of “Freeth R (2007): humanizing psychiatry and mental health care: the
challenge of the person-centred approach. Oxford: Radcliffe Publishing”. Br J Psychiatry.
2008;193:262.

5. Freeth R. Humanising psychiatry and mental health care: the challenge of the person-centred
approach. Oxford: Radcliffe Publishing; 2007.

6. Gask L, Coventry P. Person-centred mental health care: the challenge of implementation.
Epidemiol Psychiatr Sci. 2012;2:139–44.

7. Herrman H, Saxena S, Moodie R. Promoting mental health: concepts, emerging evidence,
practice. Geneva: World Health Organization; 2005.

8. Kallivayalil RA, Punnoose VP. Suicide prevention: a handbook for community gate keepers.
Kottayam: National Alliance for Mental Health Kottayam; 2009.

9. Kallivayalil RA, Punnoose VP. Person centred medicine and primary health care: academic
perspectives. Int J Pers Cent Med. 2011;1(3):433–4.

10. Mezzich JE. Psychiatry for the person: articulating medicine’s science and humanism. World
Psychiatry. 2007;6(2):65–7.

11. Mezzich JE. WPA perspectives on person-centered psychiatry and medicine. Int J Integr Care.
2010;10.

518 R.A. Kallivayalil and V.P. Punnoose



12. NICE. Common mental health disorders: identification and pathways to care. Clinical
guideline 123. London: National Institute for Health and Clinical Excellence; 2011.

13. Rutz W. Social psychiatry and public mental health: present situation and future objective.
Time for rethinking and renaissance? Acta Psychiatr Scand. 2006;113(suppl 429):95–100.

14. Sharfstein SS. Presidential address: advocacy for our patients and our profession. Am J
Psychiatry. 2005;162:2045–7.

15. Thompson AGH. The meaning of patient involvement and participation in health care
consultations: a taxonomy. Soc Sci Med. 2007;64:1297–310.

16. Tondora J, Miler R, Davidson L. The top ten concerns about person-centred care planning in
mental health system. Int J Pers Cent Med. 2012;2:410–20.

17. Wagner EH, Austin BT, Von Korff M. Organizing care for patients with chronic illness.
Milbank Q. 1996;74:511–44.

18. World Health Organization. People centred healthcare: a policy framework. Manila: World
Health Organization Regional Office for the Western Pacific; 2007.

19. World Health Organization. World Mental Health Atlas 2011. Geneva: World Health
Organization; 2011.

37 People-Centred Organization of Psychiatric Services 519



38Evaluation of Person-Centered Health
Services

Levent Kirisci, PhD, Jeanine M. Hayes, RN, MSL
and Juan E. Mezzich, MD, MA, MS, PhD

38.1 Introduction

Economics Nobel laureate, Stiglitz [11] has stated that “What you measure affects what
you do. If you don’t measure the right thing, you don’t do the right thing.” Furthermore,
concerning his field of economics, he pointed out that assessment tools should incor-
porate a broader concern for human welfare, not just economic growth.Mutatis mutandis
concerning the health field, one could argue that evaluation should not be restricted to
diseases and their management but also cover positive health and well-being.

Along these lines, person-centered care seems to be emerging as the most
important matrix for health care evaluation. Although traditionally health care
evaluations have relied solely on the concept of patient satisfaction to evaluate the
care of a person’s experience in a health care setting, serious doubts have been
expressed about the validity of the this concept. Satisfaction is unable to encompass
the range of feelings, values, and experiences of a person using a health care
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system. Additionally, many health care workers believe that they already provide
person-centered care, but there is usually little evidence that this is the case. Such
care is rarely monitored or measured in a way that reflects the key elements of
person-centeredness.

In response to this situation, a review of the literature was conducted specifically
on person-centered evaluation of health services. The methods and results of this
effort are then summarized.

Presented next in a concise manner is work of the International College of
Person-Centered Medicine toward the systematic conceptualization of
person-centered medicine and health care, the development of a prototype
person-centered care index, the analysis of its metric features, and its initial validation.

38.2 Literature Review for Evaluation of Person-Centered
Care in Health Services

The intended review of the literature on evaluation of person-centered care in health
services was conducted using Medline or Index Medicus from the US National Library
of Medicine. The period of review was 1946 (onset of Medline) to July 2015.

38.2.1 Selection of Articles

A systematic search of Medline used the key words “evaluation” or “assessment” or
“measurement” as applied to “person-centered” or “patient-centered” “health ser-
vices”. This led to the identification of 792 articles. A more focused selection of
articles was guided by the following question: Which articles are relevant for
scaling methods evaluating conceptual elements of person and people-centered
health care systems?

Of the 792 articles reviewed, 28 articles were potentially relevant from which 9
final relevant articles described instruments or assessment tools to measure
person-centered care in different health care settings and patient populations. Rel-
evant articles described tools that were questionnaires completed by the person
receiving health care with the exception of articles describing questionnaires
completed by health care staff (P-CAT and POPAC).

Of the nine articles, two articles described a questionnaire (P-CIS) developed
and assessed person-centered care on patients discharged from general medical,
surgical, and otolaryngology wards and a recently discharged frail, older adult
population (indices of personalization, empowerment, information, approachability
and availability of staff, respectfulness, and miscellaneous); two articles described a
questionnaire (CCCQ) evaluating the client-centeredness of professional home
nursing care from a client’s perspective (questions generated from formulation and
consensus of client expectations and underlying values-equality, partnership, and

522 L. Kirisci et al.



interdependence); two articles describing a health care staff self-report assessment
scale (P-CAT) aiming to measure the extent to which staff in aged care facilities rate
their care as being patient-centered (questions generated from three subscales:
extent of personalizing care, amount of organizational support, and degree of
environmental accessibility); one article evaluating the reliability and validity of
Patient-Centered Medical Home survey (CAHPS-PCMH) developed to enable
evaluation of patient care experiences in sites of care at different stages of imple-
mentation of the medical home model of care delivery (indices related to questions
regarding access to health care, communication with providers, courteous and
helpful office staff, shared decision-making about medicine, self-management
support, attention to mental health issues, and care coordination); and lastly, two
articles describing the development of an instrument (POPAC), a staff-report
questionnaire to assess person-centered care of older people with cognitive
impairment in acute care (items generated by nursing best practice with older
people experiencing cognitive impairment in acute care settings and staff attitude
toward older people).

38.2.2 Literature Review Results

The results of this literature review are summarized in Table 38.1. For each of the
analyzed nine articles, the paper’s authors, year of publication, and abbreviated title
are presented first. The second column indicates the general content area of the
study at hand. The third summarizes the main results. The last column outlines the
key ideas emerging from the paper.

38.2.3 Literature Review Conclusions

The review revealed that person-centered health services represent a complex
domain that tends to be multidimensional. There were no articles in this database
search that were found to present a standardized, validated, scale for use across
health care facilities and clinical populations. Most of the instruments presented
were developed within the framework of institutions working with a particular type
of population or in a particular care setting. About half of the articles reviewed dealt
with instruments aimed to older populations in specific settings. The need for
generic instruments is quite apparent given the importance of comparative studies
across settings, systems, and populations.
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38.3 Development, Metric Analysis, and Initial Validation
of a Person-Centered Care Index

The International College of Person-centered Medicine (ICPCM) has conducted a
project with support of the World Health Organization toward the systematic
conceptualization and delineation of person- and people-centered medicine and
health care and the construction and initial validation of procedures to measure
progress in these directions. A technical report [7] outlining these evolving studies
have been presented at recent ICPCM Geneva Conferences on Person-Centered
Medicine. A full report in an academic paper will be published elsewhere.

More specifically, the objectives of the overall study are the following:

1. Exploration of the conceptual bases of person‐ and people-centered health care.
2. Development of a prototype procedure, a Person‐centered Care Index, to assess

progress in person‐ and people‐centered care based on suitable scaling of the
key factors identified under the previous objective.

3. Exploration of the metric characteristics of the Person-centered Care Index.
4. Preliminary validation of the Person‐centered Care Index in terms of its content

or face validity and its applicability to available health systems as well as in
terms of its reliability.

The phases of the overall study corresponding to the above-listed objectives will
be presented next in a summarized manner.

38.4 Exploration of the Conceptual Bases of Person‐
and People-Centered Health Care

This initial phase of the study was conducted with the involvement of two inter-
national panels. A Core Workgroup was composed of 17 experts from the Amer-
icas, Europe, Africa, Asia, and Oceania, including physicians from multiple
specialties as well as nursing and social work representatives and patient and family
representatives. Work with them was conducted through teleconferences. A broader
Consultation Group included 56 international experts from across the world,
including physicians and other health professionals and scholars. They responded to
questions by email.

The first step of this phase was a Systematic Literature Review. The literature
review was aimed at exploring the bases of person‐ and people‐centered health care
as reflected in the literature. It involved two parts. The first one was based on papers
presented at the 2008, 2009, and 2010 Geneva Conferences on Person‐centered
Medicine and others from the archives of the International Network for
Person-Centered Medicine as well as those identified by members of the Core
Workgroup. The second one involved a systematic search of Pub Med using as key
words “person‐centered medicine, person‐centered health care, person‐centered
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clinical communication, diagnostic and treatment shared decision making, and
person‐ and people‐centered health systems.” The review was conducted by a
research associate under the supervision of the study director, with input and
guidance from the Core Workgroup. A tabulated summary of the literature review
containing authors and year, paper title, general content area, main results, and key
ideas, as well as other details of the literature review will be included in an aca-
demic paper to be published elsewhere.

The second step of the initial phase involved the Elucidation, Rating, and
Delineation of Literature‐based Features of Person‐centeredness. Upon review-
ing the tabulated summary of the literature review, the Core Workgroup identified a
set of key domains relevant to person‐ and people-centeredness in health systems.
This set included first a subset of 14 domains related to “Personal Health and Care”
and a second one of 7 domains related to “Public Health and Services Organiza-
tion.” More specifically, the first subset seemed to refer to person-centeredness and
the second to people‐centeredness. The domains elucidated from the literature were
organized into a form to facilitate its presentation to and handling by the Consul-
tation Group. The form also included space at the end for additional domains to be
possibly identified by Consultation Group members. These individuals were asked
to rate the importance (high, medium, low) for person‐centeredness of each of the
presented domains, and to identify and delineate within each domain crucial ele-
ments characterizing person‐ and people‐centered care.

38.5 Development of a Prototype Person-Centered Care
Index

On the basis of the above-mentioned responses from the Consultation Group, the
Core Workgroup drafted a Person‐centered Care Index (PCI). It includes 33 items
nested under eight broad categories, as follows: 1. Ethical Commitment, 2. Cultural
Sensitivity, 3. Holistic Approach, 4. Relational Focus, 5. Individualized Care, 6.
Common Ground for Diagnosis and Care, 7. People-centered Systems of Care, and
8. Person‐centered Education and Research. The rating instructions are called for
marking the level of presence of each indicator in a given health system using a 4‐
point scale: not present, moderately present, substantially present, and highly pre-
sent. Along with some adjustments in wording, the anchor points of the rating scale
were reformulated in terms of the frequency of the presence of each of the
instrument’s items. The PCI also calls for computing a global average score by
adding the partial scores and dividing the result by the number of items actually
rated. Finally, the PCI offers space at the end for narrative evaluative comments.
Table 38.2 presents all broad categories and individual items and the rating scale of
the PCI.
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38.6 Exploration of the Metric Characteristics
of the Person-Centered Care Index

On the basis of exercises with the PCI completed by the members of the broad
Consultation Group, data on the internal structure of the PCI was obtained. The
initial database encompassed the ratings made by each of the raters on each of the
items of the PCI. A first analysis of the correlational matrix of items versus items
yielded a tight internal correlational structure for the PCI expressed as a very high
Cronbach alpha of 0.95.

The factorial structure of the PCI scale was studied through a principal com-
ponent factor analysis of its broad categories. The first eigenvalue was 5.49 and
explained 69 % of the variance. The factor loadings on the first factor were 0.87 for
Ethical Commitment, 0.55 for Cultural Sensitivity, 0.90 for Holistic Approach, 0.80
for Relational Focus, 0.93 for Individualized Care, 0.91 for Common Ground for
Diagnosis and Care, 0.79 for People-centered Systems of Care, and 0.82 for
Person-centered Education and Research. The second eigenvalue was 1.04 and
explained only 13 % of the total variance. These results indicate that the PCI has a
unidimensional factor structure. Also noteworthy is that all the PCI broad categories
loaded substantially on the first factor, a factor that therefore could be labeled as
“person-centered health care.”

An additional analysis of the items versus items correlational matrix, led to the
exploration of the correlation of each of the broad categories with the PCI global
score. The correlations ranged from substantial to high. The correlations with PCI
global score were 0.86 for Ethical Commitment, 0.62 for Cultural Sensitivity, 0.85
for Holistic Scope, 0.73 for Relational Focus, 0.81 for Individualized Care, 0.87 for
Common Ground for Diagnosis and Care, 0.82 for People-centered Systems of
Care, and 0.78 for Person-centered Education and Research.

A further analysis of the items versus items correlational matrix involved the
exploration of subsets of variables that correlated linearly in a substantial manner
with the PCI global score. A stepwise linear regression analysis was conducted to
determine the best subset of broad categories to predict the PCI global score.
Individualized care was the first category entered into the model and explained
83 % of the variance. People-centered systems of care contributed an additional
9 % of the variance and, on the next step, person-centered education and research
explained 4 % of the variance beyond the contributions of the first two categories
entered.

Another stepwise linear regression analysis was conducted to determine the best
subset of the 33 PCI items in predicting through a linear model the PCI global
score. The best subset of items to predict the PCI global average score that were
entered into the model were “5.3. The patient’s personal growth and development
are promoted”, “7.7. Services emphasize people-centered primary care”, “1.6. The
patient’s personal values, choices, and needs are understood and respected”, “1.5.
The fulfillment of the patient’s life project (purpose in life) is enabled and
encouraged”, “7.2. The community participates in the planning of health services”,

534 L. Kirisci et al.



and “1.3. The patient’s autonomy is supported”. Their corresponding standardized
beta coefficients in the linear model were 0.27, 0.27, 0.27, 0.25, 0.12, and 0.12.
They were all significant at a p 0.001 level.

38.7 Preliminary Validation of the Person‐Centered Care
Index

The validation component of the overall study has been conducted in two parts. The
first one took place within the framework of interactions with the broad Consul-
tation Group. The second one was carried out in three difference sites: California
(USA), London (UK), and Lucknow (India).

38.7.1 Content Validity Assessed Through Consultation
Group Ratings

The members of the Consultation Group were asked to rate six aspects of the
content validity or acceptability of the PCI using a 4‐point scale (none, moderate,
substantial, and high) to rate the degree to which content validity was fulfilled. It
was found that all six content validity aspects received quite positive ratings in
terms of the combined percentage of the top two scale points (substantial and high),
as follows: Broad categories being suitable and clear: 92 %; subcategories or
individual items being suitable and clear: 84 %; the global score being a useful
indicator of total person-centered care: 74 %; the four-point rating scale being
suitable and clear: 84 %; the space for additional evaluative comments being
valuable: 79 %; and the whole PCI being valuable: 87 %.

The Consultation Group members were also asked to conduct an exercise to
study the applicability of the PCI to a health system (national, city, or other)
available to each of them. A wide diversity of ratings were found across the four
levels of presence, which suggested the suitability of the PCI to cover a broad range
of person‐centeredness. On each of the eight broad categories of person‐centered-
ness, the ratings of the available health systems tended to focus between moderately
present and substantially present person‐centeredness.

Finally, the Consultation Group members were asked to evaluate their PCI
application exercise just mentioned above in terms of two validation aspects. One,
ease of completion of the PCI was rated as 96 % combining the top two positive
ratings (substantial and high levels of satisfaction). The other, suitability of the PCI
to describe person‐centeredness of the rated health system obtained a 76 % com-
bining the top two positive suitability levels.
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38.7.2 Content Validity Assessed with a Group of Mental
Health Service Users in London, UK

This exercise was conducted with seven mental health service users by a colleague
of this paper’s authors, researcher Jan Wallcraft from the University of Birming-
ham. First, the participants were asked to evaluate with a 4-point scale the
acceptability of the PCI on six aspects of content validity. The ratings obtained in
terms of the combined percentage of the top two scale points (substantial and high),
were as follows: Broad categories being suitable and clear: 80 %; subcategories or
individual items being suitable and clear: 80 %; the global score being a useful
indicator of total person-centered care: 60 %; the four-point rating scale being
suitable and clear: 100 %; the space for additional evaluative comments being
valuable: 100 %; and the whole PCI being valuable: 80 %. The participants were
also asked to evaluate a health system of their choice with the PCI, and then were
asked to evaluate the PCI on the basis of their preceding experience. By combining
the top two rating options on a 4-point scale, ease of completion attained 60 % and
suitability to describe person-centeredness attained also 60 %.

38.7.3 Inter-rater Reliability in the Evaluation of Mental
Health Facilities in California, USA

Five mental health services in Santa Cruz County, California, USA were evaluated
with the PCI by two independent raters, under the supervision of our colleague Dr.
Neal Adams. Services and raters were randomly chosen from a larger number of
services and raters. A two way random model was used to compute intraclass
correlation coefficients (ICCs) as indices of inter-rater reliability. The ICC for the
overall PCI was 0.89, which is quite high. The ICCs for specific broad categories
and items of the PCI was rather variable, probably because the small number of
cases involved.

38.7.4 Inter-rater Reliability in the Evaluation of Four
Medical Services by Medical Residents
in Lucknow, India

Under the supervision of our colleagues Prof. J.K. Trivedi and Dr. Sujit Kar, a
group of 20 psychiatric medical residents became familiar with the PCI and applied
it in groups of convenience to four different medical services: psychiatry, neurol-
ogy, internal medicine, and trauma. A two-way random model was used to compute
intraclass correlation coefficients (ICCs) as inter-rater reliability indices with
facilities and raters assumed to represent random effects. The ICC for the PCI
Global Average Score for the rating of psychiatry and neurology services was 0.89,
for the psychiatry and trauma services it was 0.99, and for the psychiatry,
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neurology, and internal medicine services the ICC was 0.86. Most of the ICCs for
PCI broad categories were quite high. In fact for 85 % of them the corresponding
ICC was 0.75 or higher.

38.8 Conclusions

The review of the literature on evaluation of person-centered health services
revealed a number of efforts in this field. Most of them were developed for quite
specific populations and settings such as services for older people. No instrument
for the generic evaluation of person-centered health care across populations and
settings was apparent.

The recent work of the International College of Person-Centered Medicine to
study the systematic conceptualization of person-centered medicine and heath care
and the development of instruments for evaluating person-centered health care has
been quite productive. A valuable profile of key concepts for person-centered
medicine and health care has been elucidated and a prototype person-centered care
index has been developed. Its preliminary validation in terms of applicability, ease
of use, content validity, and inter-rater reliability suggests its value for the generic
assessment of person-centered health care across settings and populations. At the
same time, further evaluation of the instrument with larger samples across settings
and populations is warranted.
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39.1 Introduction

What the educator does in teaching is to make it possible for the students to become
themselves.

Paulo Freire

To understand education as a unidirectional transference of knowledge is to
dismiss the human substance involved in the process. Education is an interactional
process, dialogical in nature, and transformative in essence. Acknowledging this
interactive, dialogical, and transformative nature of education is the first step
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towards a person-centered education. Disregarding these qualities does not exclude
them from the learning process, but rather shapes them in directions that could
prove opposite to the goals of the educational enterprise. This is particularly rele-
vant when related to medical education and the continuing professional develop-
ment of psychiatrists and other physicians. Health professionals feel called to their
professions by an inner desire to care for others. Educators should allow and
encourage this personal aspiration to flourish by means of the educational process,
rather than despite of it.

In medical education, an authoritarian and unidirectional interaction that disables
the learners’ voices has a transformative effect that, mirroring the learning expe-
rience, promotes a paternalistic and exclusionary health care. In other words, a
reductionist approach to education generates a reductionist approach to health care.
A person-centered psychiatric practice requires a person-centered psychiatric edu-
cation (PCPE), as one is not possible without the other. The distinctive character-
istic of a person-centered approach to psychiatric education is the acknowledgment
that people constitute the core substance of the educational process. This approach
does not overlook the importance of knowledge and continuous professional
development, neither it ignores the fundamental roles of research, new technolo-
gies, and the use of the best evidence in practice. But, what distinguishes PCPE is
its focus on the person, a focus that, in the words of Paulo Freire, demands edu-
cators “to come from speaking to into speaking with” the students [25, p. 180]. It is
on this distinctive concern that this chapter focuses its content.

First, an overview is presented of the foundational elements of a person-centered
medical education, as introduced in the Zagreb Declaration on Person-Centered
Health Professional Education [4] and further expanded by Appleyard et al. [1].
Then, key features and strategies of PCPE are introduced in relation to medical
students, psychiatrist trainees, and trained psychiatrists. The main goal is not to
present an exhaustive description of all possible methods that educators can use to
provide PCPE, but rather to provide a sense of what lies underneath this educational
approach. It is hoped that this will allow readers to implement the approach by
creating, adapting, or expanding specific strategies that can be integrated into the
local contextual realities of their educational and professional environments.

39.2 Overview of Person-Centered Medical Education

As stated by Appleyard et al. [1], person-centered clinical practice enables pre-
venting, promoting, curing, and rehabilitating simultaneously, which in return
increases the efficiency of care and health systems. Several authors have highlighted
the importance of a clinical practice that, grounded on ethics and human rights,
focuses on the person and the person’s life context, well-being, and life projects,
rather than on the disease [10, 14, 31, 37, 45]. But for person-centered health care to
be possible, person-centered education of health professionals is indispensable.
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Person-centered medical education should start at the undergraduate level and
continue throughout the physician’s professional life. This educational approach
moves away from education as unilateral transfer of knowledge to a framework of
dialogical participation and experiential learning [3, 4]. This is very important, as
learning person-centered principles is more connected to the interactive nature of
the educational process than to the cognitive acquisition of information [13]. An
environment of dialogical interaction where learners are engaged as individuals
with specific backgrounds and motivations, promotes the development of critical
thinking and an active search for meaning and understanding [34, 47]. In other
words, person-centered education makes learning a transformative experience
grounded in positive and supportive relationships.

Medical schools should be optimised for the support of this person-centered
education. Such optimization process should include complementing biomedical
sciences with social sciences, medical ethics, humanities and theology, as well as
systems of knowledge about the whole person [13, 18, 33]. At the same time,
medical schools should recognise the importance of engaging with patients and
patients’ families as equal partners in the health professionals’ education [54].
Engaging with patients and their families as educators is a valuable educational
resource that further promotes a deeper appreciation of the patient as a person [51,
55, 61].

Medical schools offering person-centered education cannot neglect the diversity
of their student bodies and the general population they serve. This implies widening
the access to medical schools to all social groups, and the development of an
educational process that is not alienated from these social groups [21, 57]. If
necessary, changes on the policies of selection of students and educators should be
made to ensure person-centered education [4]. These changes need to take into
account that not only students should be suited for the goals and responsibilities
required of health professionals, but also that educators should be equally suited for
their educational responsibilities [1].

Person-centered medical education should enable health professionals to develop
interventions regarding prevention and health promotion that are guided by
person-centered principles [12]. That is, interventions that are focused on enhancing
the well-being of all members of the population while showing a profound respect
for cultural diversity. In addition, person-centered medical education prepares
health professionals to acknowledge and comprehend the influence of social and
cultural factors on health, and to address them in health care [1, 4].

39.3 Person-Centered Psychiatric Education for Medical
Students

PCPE aims to provide medical students with the knowledge, skills and attitudes
necessary to offer person-centered psychiatric care. In line with the principles of
person-centered health care, learners should be at the core of person-centered
education [52]. The PCPE of medical students should provide them first hand
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experience of what is like to participate in a person-centered approach, while
acquiring the knowledge and dexterities indispensable for person-centered psy-
chiatric care. Therefore, students should be engaged as persons with unique char-
acteristics, potentialities, and needs, within an environment of experiential learning,
positive relationships, and dialogical participation [5, 8, 19].

Medical schools should do their best to provide and support person-centered
education, which requires a multidisciplinary team. An education that relies on a
multidisciplinary effort promotes the skills and attitudes necessary to work as part
of a person-centered care team [2, 24]. In this regard, medical schools should
formalise the study of social sciences and humanities, and actively introduce them
as having the same value than the biomedical sciences [1, 2, 32, 33]. In medical
schools that are grounded in person-centered principles, the PCPE of medical
students will be part of a coordinated effort. Thus, the person-centered principles
will be continuously reinforced by the whole learning process. However, if medical
schools were not engaged with person-centered principles as a whole, the PCPE of
medical students should introduce them to these principles, as well as to the value
of teamwork and of systems of knowledge different from conventional biomedical
approaches.

Introducing medical students to person-centered principles, teamwork, and the
knowledge necessary for person-centered psychiatric care demands educators to
become role models. The educators’ attitudes are of formative importance for the
students’ development of person-centered attitudes. Students’ engagement with
non-person-centered role models is an obstacle for their development of
person-centeredness [5]. If possible, medical students’ person-centered education
should be designed to offer them mentorship, enhancing their strengths and talents
while addressing their needs whenever necessary [7, 13, 27]. Web-based tech-
nologies could complement face-to-face interactions, providing a resourceful
learning environment that could foster follow up communication [41]. Medical
students should have a direct experience of an interaction that is tailored to address
their unique characteristics, potentialities, and needs, as this type of interaction is
the basis of a person-centered psychiatric care.

Person-centered health care requires the ability to engage in dialogical com-
munication with patients and patients’ families. This communication should be
committed to address patients’ specific characteristics, strengths, and needs, while
having a deep respect for their perspectives [39]. Thus, teaching communication
skills must be considered crucial in the education of medical students [7, 44]. There
are several ways in which education on communication skills can be introduced to
medical students, e.g. role plays [36] or communication sessions [50]. In any case,
building up a relationship with the patient should always be at the core of the
learning experience [7]. This is key for medical students to develop an awareness
about the essential role of communicating with patients as persons in clinical
practice [26, 44].

The PCPE of medical students should include patients and patients’ families as
equal partners in the educational process. Recognising the patients’ voices, per-
spectives, and experiences as educational resources will help medical students to
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develop person-centeredness [54], and it could have therapeutic benefits for psy-
chiatric patients [58]. If necessary, the use of settings different from standard
educational institutions as learning environments could be a valuable tool for the
person-centered education of medical students [2, 23, 27]. At the same time, stu-
dents themselves should also be considered equal partners in their PCPE, and they
should have an active role in their own learning experience. This learning process
should prepare medical students for the continuous process of acquiring and
transferring knowledge that is involved in being a physician [3].

The PCPE of medical students focuses on helping students to develop the atti-
tudes necessary to practice person-centered care. However, neither knowledge nor
skills are disregarded in the educational process. PCPE should not only provide
both theoretical and practical psychiatric education to medical students, but it
should also encourage them to do research. As mentioned in the 2013 Geneva
Declaration on Person-centered Health Research [49], person-centered health needs
more person-centered research, and medical students could assist in meeting these
needs. Additionally, students should also be encouraged to attend conferences,
symposia, workshops, and lectures that could further benefit their person-centered
learning experience, and whenever possible, they should be motivated to conduct
and present their own research.

Finally, person-centered psychiatric practice emphasises the importance of
considering the persons’ value and dignity at the core of public health policies [37,
38], and the PCPE of medical students should help them to learn that
person-centered care also involves public health actions. Working towards the
patients’ well-being requires addressing social determinants of health [2], and the
education of medical students should encourage them to become involved in the
design, implementation, and evaluation of health policies [4]. Medical students
should be able to see that the relevance of focusing on persons’ well-being goes
beyond medicine and health and it reaches other social sectors, including govern-
ment goals and policies [56].

39.4 Person-Centered Psychiatric Education
for Psychiatrist Trainees and Trained Psychiatrists

Mirroring the PCPE of medical students, the PCPE of psychiatrist trainees has the
trainees as itsmain focus.A person-centered education focuses on thewhole person, as
well as the learning environment [60]. The PCPE of psychiatrist trainees should take
place within a framework of positive relationships, where trainees’ needs, expecta-
tions, skills, and talents are addressed, helping them to develop both personally and
professionally. At the same time, the PCPE of trained psychiatrists, as part of their
continuing professional development, should also be framed in a positive environment
where they are the focus. This will help them to experience person-centeredness, while
enabling them to develop, maintain, or enhance a person-centered approach in their
practice.
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A person-centered educational style is particularly relevant for psychiatrist
trainees, whom, unlike medical students, may be able to immediately implement
this approach during their daily clinical practices. Trainees’ education must provide
them with the knowledge, skills, and attitudes necessary to offer, from the begin-
ning of their professional careers, what Mezzich [37] refers to as a ‘psychiatry for
the person’. Educators should be mindful that although imparted knowledge has a
valuable impact on the trainees’ professional practice, the educators’ behaviours
and attitudes have a deep and long-lasting formative effect on them [59]. Trainees
should have positive role models who are invested in their doctor-patient rela-
tionships [30]. Whenever educators engage with patients, they should provide
trainees with professional models they will be able to mirror in their professional
careers, as no textbook or chalk and talk class will be able to replace the opportunity
to observe, experience, and then internalise a person-centered approach.

Developing effective communication skills is indispensable to provide
person-centered care, and teaching communication skills through role modelling is
also key in the PCPE of psychiatrist trainees. Trainees’ education should include the
development of person-centered interviewing skills that enable trainees to com-
municate with patients as persons [46], and patients could have an important role
teaching these skills [29]. Moreover, trainees should also learn to share the
decision-making process regarding treatment with their patients, as this would
further help them to address the patients’ specific needs [20]. Educators should not
only offer trainees with professional behaviours to imitate whenever they approach
a patient, but they should also engage with trainees in the same way they expect
them to engage with patients. The PCPE of psychiatrist trainees should always be a
constant exercise of dialogical interaction, where trainees are acknowledged as
persons with specific characteristics, potentialities, and needs.

PCPE is also very important for trained psychiatrists as part of their continuing
professional development. Focusing on the persons’ uniqueness, potentialities, and
needs should also be a key component of trained psychiatrists’ PCPE. The PCPE of
trained psychiatrists should also be done viamentoring relationships that provide both
mentor andmentee the possibility to learn and grow from each other’s knowledge and
experience [42]. A person-centered education can also be implemented through
programmes aiming to promote reflective and person-centered practice that may or
may not be followed by an on-going mentoring [19]. However, regardless of the
delivery method, trained psychiatrists’ PCPE should always try to be an interactive
and dialogical experience, as learning person-centered principles has to do more with
the interactive nature of the educational process than with the transference of theo-
retical knowledge [13]. That is, whether it is for medical students, psychiatrist trai-
nees, or trained psychiatrists’ continuing professional development, PCPE should
always aim to be a highly personal and transformative experience.

When talking about educators, other members of the health care team should
also be acknowledged as active participants in psychiatrists’ education. The PCPE
of psychiatrist trainees should allow them to experience the continuum of health
promotion, prevention, treatment, rehabilitation, and palliative care in their edu-
cational process, and this can only be done by means of a multidisciplinary
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approach. In this regard, educators serving as role models, showing respect for the
knowledge and skills that all members of the health care team provide, are of
utmost importance [24]. In addition, ensuring collaborative care should also be part
of trained psychiatrists’ continuing professional development. Psychiatrists’ con-
tinuing professional development should integrate interprofessional programmes
that help them to better understand their roles within a care team, promoting respect
and positive attitudes towards all members of the team [9].

Besides fellow health professionals, patients should also be considered equal
partners in the psychiatrists’ education [35]. The PCPE of trainees should consider
the patients’ involvement beyond one-off and isolated events, and include the
patients’ voices throughout the programme [54]. Although there might be several
issues that need to be considered when implementing this approach [16, 22], it will
nevertheless be highly significant in assisting psychiatrist trainees to regard patients
as persons and not merely as disease carriers. Patients should also be part of the
psychiatrists’ continuing professional development, for example through direct
participation as educators or through patient directed research [17, 35]. In other
words, if PCPE is to promote a partnership with patients in care, it should also
promote this partnership in the psychiatrists’ education throughout their profes-
sional careers.

During their education, psychiatrist trainees should also have the opportunity to
provide PCPE. Psychiatrist trainees should be involved in the PCPE of medical
students, and developing a departmental manual that they could use as a toolkit
might be helpful in this regard [53]. Encouraging trainees to be role models for
medical students will help them to notice that attitudes are as important as, and
perhaps more than, knowledge and skills when it comes to helping others to learn
person-centered care [59], and it will also help them to solidify their own
person-centered approach styles. Moreover, while developing their own styles,
psychiatrist trainees should also offer a person-centered role model to their peers,
for example, during liaison consultations. This should also be extended to trained
psychiatrists within the health system. In both cases, role modelling fellow health
professionals requires trained psychiatrists and psychiatrist trainees to have a
person-centered approach to patients, patients’ families, and their peers.

The PCPE of psychiatrist trainees should also provide them with the chance to
learn how to care for themselves. Caring for others should not be accompanied by a
disregard of the carer [8]. Residency years have a great impact on the personal and
professional lives of physicians, and they should be encouraged to engage with
these years reflectively [6, 43]. This need to care for the carer also includes trained
psychiatrists working in both educational settings and the health system. Both
trainees and trained psychiatrists should develop a space where they can share their
own experiences of caring for others. Furthermore, all members of the educational
team should be invited to participate in this space. Psychiatrists working in the
health system should also try to create these spaces of sharing in their working
environments, as peer support should be presented as a normal feature of caring for
others [28].
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Framing the psychiatrists and psychiatrist trainees’ learning process in an
environment of caring and reflective practice should further guide their actions to a
macro level [8], as caring for the value and dignity of the person involves public
health actions [11, 38]. This requires medical educators to promote not only
person-centered approaches, but also cultural competence [48]. Psychiatrists should
be able to extend the relevance of a person-centered approach beyond medical care
and into social activities, research, and government policies [56]. A person-centered
approach to care allows an understanding of the patient in context, enabling the
possibility to see the impact of socioeconomic, cultural, and environmental factors
on the person’s health and well-being [2]. Furthermore, the PCPE of psychiatrists,
whether it is during training years or as part of continuing professional develop-
ment, should include building knowledge and awareness of social determinants of
health, and it should also encourage them to become actively involved in shaping
health policies. Educators should promote policies that help health professionals to
obtain and enhance the knowledge, skills, and attitudes necessary to provide
person-centered care [15].

In summary, the PCPE of psychiatrists and psychiatrist trainees is supported by
the same principles that guide the PCPE of medical students. However, as pro-
fessionals who are already involved in the process of providing health care, psy-
chiatrists and psychiatrist trainees should align their clinical practice to the
person-centered principles they are acquiring, developing, or enhancing in their
educational process. This aspiration demands from educators and learners alike to
ground their interactions with patients, patients’ families, other members of the
educational and care team, and each other in the co-construction of a medicine of
the person, for the person, by the person, and with the person [40].

39.5 Conclusions

PCPE is an interactional process, dialogical in nature, and transformative in
essence. In parallel to the person-centered care it promotes, PCPE regards learners
as the core substance of the educational process. Therefore, it requires educators to
engage with learners as individuals with unique characteristics, potentialities, and
needs, and most importantly, to be committed to be role models. PCPE of medical
students, psychiatrist trainees, and trained psychiatrists aims to be a transformative
experience that allows learners to observe, experience, internalise, develop, and
enhance person-centeredness. It is a process that both advocates and enables a
person-centered approach to psychiatry and mental health.
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40Person-Centered Psychiatric
and Mental Health Research

Luis Salvador-Carulla, MD, PhD, Arnstein Finset, PhD
and Alberto Perales-Cabrera, MD, DMedSc

40.1 Introduction

The crucial role of research and of building the broader possible bases of solid
evidence for PCM had been recognized early on by the International College of
Person Centered Medicine (ICPCM). In 2012, and in consonance with priorities of
other sponsoring organizations, such as the WHO, the ICPCM decided it was
timely to dedicate the 2013 Geneva conference to this topic. The aim of this chapter
is to describe the development of the 2013 Geneva Declaration on Person-centered
Health Research and to provide additional information on the research priority areas
identified during this iterative process in mental health.

In summary, ICPCM recognized Person-Centered Medicine and Person-Centered
Health care (PCH) as a complex construct which articulates science and humanism
for a bio-psycho-socio-cultural understanding of health and for the undertaking of

L. Salvador-Carulla, MD, PhD (&)
Centre for Disability Research and Policy, Faculty of Health Sciences, and Mental Health Policy
Unit, Brain and Mind Centre, University of Sydney, 75 East St Lidcombe, NSW 2141, Australia
e-mail: luis.salvador-carulla@sydney.edu.au

A. Finset, PhD
Professor, Department of Behavioral Sciences in Medicine, Institute of Basic Medical
Sciences, Faculty of Medicine, University of Oslo, Oslo, Norway
e-mail: arnstein.finset@medisin.uio.no

A. Perales-Cabrera, MD, DMedSc
Professor, Department of Psychiatry and Institute of Ethics in Health, Faculty of Medicine,
Universidad Nacional Mayor de San Marcos, Lima, Peru; Honorary Member, Academia
Nacional de Medicina, Lima, Peru
e-mail: perales.alberto@gmail.com

© Springer International Publishing Switzerland 2016
J.E. Mezzich et al. (eds.), Person Centered Psychiatry,
DOI 10.1007/978-3-319-39724-5_40

551



health care actions from individual interventions to people’s health to general health
policy, guided by the ethical principle of respect for the autonomy, dignity, and
responsibility of each person. Due to its inherent characteristics PCH demands a
complexity approach to its study and analysis.

PCH involves complex structures, functions, and high-dimensional interactions
among multiple factors, where the meaning of the measurements becomes crucial
for proper interpretation, and where phenomena are very difficult to model under
classical approaches. The complexity and nonlinearity of PCH [28] has major
implications to data analysis, too often based on techniques and procedures
designed for linear phenomena, which should not be applied to systems charac-
terized by nonlinearity, self-organization and constant change, fragmented but
highly interconnected, history-dependent, and counterintuitive. In order to analyze
and to understand complex systems, prior expert knowledge should be incorporated
into the analysis itself. Generalizing classical data analysis methods to be guided by
prior expert knowledge permits a better modeling of these phenomena and
improves the quality of the results. Taking the prior expert knowledge into account
is not necessarily related to a loss of scientific rigor, since, from the beginnings of
the artificial Intelligence developments in the mid 1950s, there are strictly rigorous
frameworks, based on logical paradigms, to handle expert knowledge in a formal
and automatized manner. As an example, the ‘Expert-based Collaborative Analysis’
(EbCA) [9] completes classical data analysis with prior expert knowledge as a mean
to extract relevant knowledge in complex health domains and shows how explicit
and tacit or implicit expert knowledge are critical to guide the scientific analysis of
very complex decisional problems such as those found in health system research.

Framing analysis is the first step of the EbCA process and other methods that
incorporate prior expert knowledge in the analysis of complex phenomena. Until
very recently health research has paid very little attention to framing tools which
have been regarded as irrelevant or as ‘evidence’ within the classical
Evidence-based Medicine framework [29].

40.2 Main Domains to Develop a PHC Research Roadmap
in Mental Health

The main areas of research focus identified at the 2013 Declaration include: Con-
ceptual, terminological, and ontological issues; research to enhance the empirical
evidence of PCM main components such as PCH informed clinical communication;
PCH-based diagnostic models; person-centered care (PCC) and interventions; and
people-centered care (PCC), research on training and curriculum development.
Dissemination and implementation of PCH knowledge-base is integral to
Person-centered Health Research and shall engage currently available scientific and
translational dissemination tools including eHealth. All these areas apply to current
challenges and research needs in the mental health sector.
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1. Conceptual, Terminological, and Ontological Issues: The development of a
knowledge-base and the generation of evidence that can be transferred and applied
in different settings requires commonconceptual frameworks, terms, and taxonomy.
For example it is relevant to provide a ‘synset’ (set of synonyms and semantically
related terms) [30] of the key concepts in this field and the conceptual map or the
formal relationship across these terms to enhance scientific communication. Under
the umbrella termof ‘Person-CenteredHealth’ it is necessary to set up the definitions
and boundaries of ‘‘Person-Centered Medicine,’’ ‘‘Person-Centered Care,’’
‘‘Person-Centered Planning,’’ ‘‘People-Centered Care,’’ and also the links with
‘‘PersonalisedMedicine’’ [27]. It is also important to set up an internationally agreed
glossary of terms and consensus-based guides to develop research that can be
effectively compared across settings, territories, and cultures. Finally the relation-
ship of PCH and the partnership approach in medicine [19] should be established
withotherfields of collaborative health such as integrativemedicine, integrated care,
chronic care, bridging, and knowledge transfer. A comprehensive approach should
encourage analysis from different perspectives including philosophy of science,
biological, psychological, social, and cultural approaches. International comparison
should be encouraged [20].

2. Evidence on the Main Components of PCH and its Implications for Mental
Health: It is important to generate more evidence on the different domains of
PCH taking into account the complexity approach [32]. These domains include
illness and wellness, disability and functioning, resilience and resources, plus
experiences of health and contributors to health, and well-being in PCH [18]. In
particular, the development of well-being can be characterized in terms of the
nonlinear dynamic interaction among plasticity, virtue, and functioning as the
“motor of well-being” [4, 5]. Within this context the experiences of health such
as suffering, meaning and understanding of illness, contentment, fulfillment, and
flourishing constitute a core element of PCH that deserve special attention.
Developmental and life course perspectives should also be studied within the
context of PCH (e.g., mental capital approach) [1] with special attention to
gender and age groups (children and elderly population) and to other vulnerable
groups [17, 24]. The standardization of international assessment procedures and
instruments of the main components of PCH should be encouraged [4]. Finally,
a translational approach should be adopted in the integrative study of these
domains linking person-centered research to genomics, neurosciences and epi-
genetics, as well as, to social, environmental, economics, and policy research
[3].

3. Clinical Communication in Mental Health: The doctor–patient relationship
constitutes a key element of PCH. This relationship represents the fundamental
matrix for the whole of care. It should encompass empathic listening, com-
prehensive diagnosis beyond symptom checklists, appreciation for symbolic
meaning, nonverbal communication, engagement, and information exchange
and transfer. The doctor–patient relationship represents at its best a therapeutic
partnership advancing the process and outcome of care.
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Del Piccolo and colleagues have investigated doctor–patient communication in
psychiatric consultations in Italy, using the Verona Coding Definitions of Emo-
tional Sequences (VR-CoDES) [7]. The VR-CoDES makes a distinction between
cues or hints to underlying emotions and concerns, which are explicit expressions
of negative emotions. They found that cues were more frequent among female
patients across most diagnostic categories, while concerns were more frequent
among patients with mood disorders. When responding to cues and concerns,
psychiatrists often provided space to further disclosure, but referred explicitly to the
affective dimension of patients’ expression only when the psychiatrist him- or
her-self had initiated the patient’s cue or concern. In a subsequent study, they found
that a vague hint or cue could be elaborated into a more explicit concern if the
psychiatrist actively had provided room for further disclosure [7].

A majority of patients with mental health problems are treated in general
practice. In a study of the attitudes and learning needs of general practitioners
(GPs) regarding mental health issues in general practice. Based on the results of
previous study that found that a majority of GPs was interested in training in mental
health and in communication skills to promote patient coping; Stensrud et al.
developed and tested a training program for GPs based on six specific skills in
emotional and cognitive domains and related to individual coping. Three of the
skills were “explorative”: (i) be sensitive to and explore patients´ hints, concerns
and emotions; (ii) explore the patient’s perspective and understanding; and
(iii) assess the patient’s resources and strengths. The other three were “therapeutic
skills” elaborating on patients’ responses to the explorations: (iv) be explicitly
empathic to emotional content; (v) provide insight into possible cause–effect rela-
tions of the problem; and (vi) promote empowerment by focusing on resources,
strengths, and coping strategies. Skills exploring emotions, cognitions and
resources, and the skills aimed to promote coping, increased significantly after
training [31]. In any case more research is needed to understand patient’s problems
and concerns; to establish the therapeutic alliance by acknowledging and
responding to patient’s emotion, and to inform and involve patients and their
families in the decision-making process [6].

Within this context, topics that require special attention are
integrative/translational research in PCH communication, shared decision making
[33], the impact of health information technologies, and the roles of patients and
health professionals in relation to empowerment and new models of care [25, 26].
International guidelines for person-centered research on clinical communication are
emerging [16].

4. PCH Diagnostic Models and Mental Health: This includes the development,
validation, and comparison of the usability of PCH diagnostic models, guides
and assessment instruments. For example, the Person-centered Integrative
Diagnosis (PID) model [18] not only identifies and classifies illnesses, dis-
abilities, and related problems but also assesses positive health [5]. It also
includes a comprehensive evaluation of biological, psychological, and social
contextual factors contributing to health. This model is also unique as it includes
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a narrative component to complement each domain considered. It further
includes in a narrative format domains on the experience of and values relevant
to ill and positive health. The PID intends to serve as effective informational
base for understanding the clinical situation and planning for care collabora-
tively among clinicians, patients, and families [18, 25, 26]. Other models, while
not as comprehensive and balanced on including the totality of health as the PID
include the ‘‘pragmatic model’’ which describes the behaviors shown by persons
with mental disorders as the base for diagnosis and intervention in mental health
[16]. Other contextualized models also include the International Classification of
Primary Care (ICPC-2). This classification system allows for simple linkage
between reason for encounter, diagnosis, and intervention, taking into account
the complex relationship between biological, psychological, mental, and social
problems and their temporal variations [2, 8].

5. Person-centered Care and Interventions in Mental Health: The International
Alliance of Patients’ Organizations have defined five principles of
patient-centered healthcare: Respect, choice and empowerment, patient
involvement in health policy, access and support, and information [10]. A better
understanding of individual PCC and interventions for health promotion, pre-
vention, treatment, and rehabilitation is required, including aspects related to
empowerment of patients and their families, and care issues such as usability,
efficacy and effectiveness, efficiency, appropriateness, equity, parity, and quality
of interventions following the PCH care models [21]. These developments
should be framed in the context of the new International Classification of Health
Interventions (ICHI) [22]. The international standardization of instruments for
assessing the different facets of PCC and the development of indicators of
individual interventions on PCC deserve special attention. Furthermore, PCH
research calls for patient active partnership and engagement in the research
endeavor from identifying priority areas and research questions to study design
and choice of meaningful outcomes to dissemination of results and practical
implementation of research findings.

6. People-centered Care: More research is needed on indicators of PCC [10] as
well as on health system analysis and policy that are conducive for PCC and
planning at all levels of care (community, regional, country, and international
levels) [19]. Particular topics that should be mentioned are patient involvement
in health policy, links between PCC and integrated care to develop and to
implement person-centered integrated care systems, PCC in vulnerable popu-
lation groups, and use of new methods of system analysis in PCC.

7. Research in Training and Curriculum Development is also required, as
training and education are key contributors to the development and imple-
mentation of PCH. The 2006 World Health Report documented the severe
shortages of health professionals around the globe and their poor fit to health
service delivery needs, including training on person-centredness, as well as
limitations in opportunities for health professional students of different disci-
plines to learn together and interact adequately during their training [11, 12].
The Buenos Aires Declaration on Humanism and Science in Latin America for
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Person Centered Medicine, included important recommendation on methods and
instruments for “promoting a person-centered health professional education
founded on both ethical and scientific bases” [13]. Traditionally, medical
schools have emphasized, almost exclusively, scientific training of undergrad-
uate students neglecting aspects of their emotional maturity as a person. Medical
students pass a minimum of six years assimilating the technological and sci-
entific teachings that provide them with the necessary skills for professional
practice; however, during that period, the university has not wondered what
happens to these potential leaders with regard to their psychological, spiritual,
and moral growth for becoming better persons. As an example, a survey made in
2010 on medical students (n = 601) of a Peruvian public university gave, within
other results, the following life-prevalences: suicidal attempts, 4 %; homicidal
ideation, 12.9 % and indicators of antisocial behavior, 19.2 % [23]. Such
worrisome results, indicates that student´s mental health should be assessed and
their personal development should be an outstanding commitment of our
medical education systems.

8. eTools for Person Centered Mental Health: These tools may include
internet-based informational platform and substructures to support PCH activ-
ities and research, such as workgroup efforts and inter-institutional and scholarly
collaboration [14, 15], and specific apps.

40.3 Conclusions

There is a need for more PCH research and for the incorporation of the PCH
approach into mental health research and medical education. The ICPCM has
recognized this need in a series of documents, mainly in the 2013 Geneva Decla-
ration on Person Centered Health Research. Major areas of development are con-
ceptual, terminological, and ontological issues; evidence on the main components
of PCM and its implications for mental health; clinical communication in mental
health; PCM diagnostic models in mental health; PCC and interventions in mental
health; PCC; research in training and curriculum development; and the develop-
ment of eTools for person-centered mental health.
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