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Mobile rapid response teams avoid hospitalisation

A mobile rapid crisis 
response team in France 
that operates 24 hours 
a day, seven days a 
week, has contributed 

to destigmatisation and helped to 
avoid psychiatrisa-
tion in acute care, 
delegates were told 
at a symposium on 
the organisation 
of acute psychi-
atric care yester-
day morning.

Speaker Laure 

Zeltner (Hôpital Charcot, Plaisir, 
Yvelines, France), a family therapist, 
detailed how ERIC (Equipe Rapide Inter-
vention Crise), which covers an area to 
the west of Paris in the Yvelines depart-
ment, has been providing an alterna-

tive approach to 
traditional hospital-
based emergency 
psychiatric support 
since it was first 
introduced in Janu-
ary 1994.

“[ERIC] helps 
the user realise his 

recovery in his everydayness,” said Dr 
Zeltner. “It facilitates access to care for 
the [primary consultation] and patients 
in rupture, and reinforces as well as 
complements devices that require it 
in the territory such as in old age and 
adolescence. It also is an appropriate 
response to suicidal crisis if the fam-
ily cooperates.”

The name ERIC was chosen because 
it is an acronym, Dr Zeltner told del-
egates, and that avoids patients facing 
stigma. “We wanted people to be able 
to come to see us,” she said.
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user realise his 
recovery in his 
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“We wanted for them to sound 
familiar with our structure, to 
avoid stigma for patients and fam-
ily. Patients say, ‘I’m going to chez 
Eric’ as they’d say ‘I’m going to 
the hairdresser.’”

French mental health care, Dr 
Zeltner explained, is divided into 
catchment areas or ‘secteurs’ of 
between 70,000 to 100,000 adult 
inhabitants. Each secteur is served 
by one psychiatric team whose 
responsibilities include continuity of 
care and prevention.

Emergency psychiatry is pro-
vided in general hospitals, with a 
psychiatrist on site 24 hours a day 
to provide short crisis intervention 
of a maximum of three days, and 
orientation. Access to emergency 
psychiatric care is obtained by 
telephoning the fire brigade or the 

special urgent medical aid ser-
vice SAMU-15.

Offering an alternative to 
hospitalisation, ERIC complements 
existing support and is organised 
around a crisis team of mental 
health experts providing a 
multi-sector approach, said 
Dr Zeltner.

The team includes psy-
chiatrists, psychologists and 
15 nurses who are available 
every day and around the 
clock. They visit the homes of 
service users and their families 
within a catchment area of 
600,000 people. “It facilitates 
access to prevention, treatment 
and care for the most vulnerable 
segments of the population – these 
who don’t ask for themselves,” Dr 
Zeltner added.

“It is a big team and we are in 
touch with three different hospitals. 
It is a very integrated team and a 
multi-sector approach. It completes 
the usual response from psychiat-
ric emergency.”

For more than 20 years, the 
programme has supported 1,071 
patients, from infancy up to old 
age, with the majority (n=611) aged 
26 to 60. Frequent mental health 
disorder has accounted for the 
majority (56%) of cases dealt with 
by ERIC, according to Dr Zeltner, 
followed by schizophrenia spectrum 
(21%), bipolar disorder (11%) and 

support to caregivers (7%).
Psychiatrists, general practition-

ers, social workers, SAMU and 
schools are among those involved in 
the multi-disciplinary response, with 
the process of crisis intervention 

beginning with a phone call usu-
ally from families (33%) although 
general practitioners can also 
refer patients.

“A phone call is the way people 
get in touch with us,” said Dr 
Zeltner. “As soon as the call comes 
we are armed with a response. The 
paradox of the mobile team is that, 
to be able to give a response we 
have to be careful [how] we are 
getting in touch with them. Noone 
can come to see us – people have 
to phone us first.”

Dr Zeltner highlighted how 
teamwork is a vital part of ERIC, by 
which means staff can accurately 
assess cases. This is achieved by 
discussion and reflection with the 
team in order to reach a crea-
tive approach for each individual 

patient. The focus is on evaluation, 
exploration and then mobilisation.

The first interview, she ex-
plained, is followed by intensive 
ambulatory follow-up, lasting up to 
four weeks and including medical 

and/or therapeutic consultations, 
home visits and phone calls.

For patients who are non-com-
pliant, the ERIC team will try its 
best to get them the support they 
need, according to Dr Zeltner. 
This could involve visiting their 
home and putting a letter under 
the door and ensuring staff come 
back later to speak to them.

Her presentation outlined pub-
lished quantitive research evidenc-
ing that mobile crisis teams avoid 
50 percent of hospitalisation, that 
they can lower rather than increase 
readmission. There is also evidence 
that they meet the satisfaction of 
users, family and professionals, as 
well as reducing family burden. 
However, other studies show there 
is a limit to quantitive studies and 
no fidelity scale.

According to findings presented 
by Dr Zeltner, nearly seven in ten 
(68%) people who come into 
contact with ERIC are then seen 
within 24 hours, and four in five 
(80%) within 72 hours. Conclud-
ing her presentation, Dr Zeltner 
said that ERIC has made a positive 
contribution to the severely men-
tally ill community.

LIVE: EECP Symposium: How to organise acute psychiatric care? Clio Sunday 8:00

New data on patient-controlled admission

A patient-centric approach in which patients with 
severe mental disorder control their hospital 
admission was presented this morning during a 

session on the organisation of acute psychiatric care.
Such patients can admit themselves to a hospital unit 

for a short stay without being assessed by a psychiatrist 
or contacting the emergency department. “The patient 
is considered the best judge of when treatment is 
needed,” said Christoffer Torgaard Thomsen (Copen-
hagen University Hospital, Denmark), who presented 
recent study on the topic from Denmark.

“Our colleagues from Norway introduced patient-
controlled admission in 20051,2. Hopefully, by introduc-
ing this new model, we expect that we would increase 
patients’ empowerment and their autonomy, avoiding 
power struggle in the emergency department. Thereby, 
we would like to have the patients improve their skills, 
and encourage self-management. They should use this 

initiative as a preventative one, before deterioration and 
illness. Hopefully we could reduce the use of coercive 
measures and reduce the time spent in hospital.”

The aim of the Danish study was to see if such an 
innovative self-referral approach could reduce the use of 
coercive measures – still widely used in Western psychia-
try3,4 – compared to treatment as usual. Previous studies 
from Norway are small, but have shown a tendency 
towards a reduction in involuntary inpatient care and 
length of hospital stay1,2.

The Danish study’s protocol is described in Thom-
sen et al (2016)5. A number of patient-controlled beds 
were established in different centres in five regions of 
Denmark. Participants were adult psychiatric patients 
with severe mental disorder(s), who underwent assess-
ment by health professions to ascertain whether they 
might benefit from the programme. The only exclusion 
criterion was lack of consent, and the ideal recruit was 
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“Patients say, ‘I’m 
going to chez Eric’ as 
they’d say ‘I’m going 
to the hairdresser.’”
Laure Zeltner
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a person with frequent service use and previ-
ous coercion. Hence, a one-year contract was 
established with recruited patients. This enabled 
them to admit themselves without objection 
for a maximum of five days, and also to dis-
charge themselves.

Patients were recruited from Danish national 
patient registers. 422 patients were recruited 
to the patient-controlled admission group. Two 
sets of analyses were performed on the group of 
patients recruited. The first used patients as their 
own control, one year prior to index date. The 
second analysis was propensity score matched in 
which patients were matched with five control 
inpatients and upon which basis survival analysis 
was conducted.

The primary outcome was the use of any 
coercive measure. Secondary outcomes included 
hospitalisation pattern, medication used, and self-
harm and death by suicide. Descriptive measures 
were also collected on client satisfaction, global 
assessment of functioning, and the frequency of 
conversion from patient-controlled admission to 
treatment as usual.

Result of the before-and-after index analysis in 
the patient-controlled admission group revealed 
a significant reduction in any coercive measures 
(225 vs. 139; p=0.0001) as well as mean number 
of bed-days (75.2 vs. 58.2; p=0.0003). No sig-
nificant reduction between groups in medication 
use or self-harm behaviour. Interestingly, a similar 
reduction in any coercive measures was also 
found in the treatment as usual group (1296 vs. 
808; p<0.0001).

Propensity score matching was based on 
covariates including gender and diagnosis, where 
exact matching was achieved, and others covari-
ates where near but not exact matching was 
achieved. “There were some imbalances, which 
is a limitation to this study,” 
commented Dr Thomsen.

From this data cumula-
tive risk curves were plotted 
on any coercive measures, 
where no significant reduction 
was identified with patient-
controlled admission over the 
three-year follow-up period. 
In an analysis of specific coer-
cions such as compulsory ad-
mission, restraint and forced 
treatment, no significant 
reduction was found either. 
Similarly, analysis of self harm 
behaviour revealed no reduction.

Turning to service use and redeemed prescrip-
tions at one-year follow-up, Dr Thomsen com-
mented: “We actually found that patients in the 
patient-controlled admission group had a higher 
use of services compared to treatment as usual 
[58.2 vs. 29.8; p<0.0001]. These contradict the 
studies from Norway.”

The mean patient-controlled admission stay 

was 3.6 days (SD 1.5), with admission equally 
distributed throughout the year, explained Dr 
Thomsen. The need for further healthcare was 
registered in 190 cases. Analysis of qualitative 
data from individuals from the patient-controlled 

admission group revealed 
that mean GAF score was 
42.3, and mean CSQ score 
was 25.

Discussing these findings, 
Dr Thomsen said: “This 
approach may only be for a 
selected group of patients. 
Patients diagnosed with 
schizophrenia may have 
some decisional impairment. 
Patients were included 
within a certain time dura-
tion of their illness, which 
also could have affected 

these outcomes. There has been some smaller 
RCT studies that have similarly found no reduc-
tion in coercion or patient bed-stay.

“The strength of this study was that it was the 
first large-scale longitudinal study to investigate 
patient-controlled hospital admission. We had re-
cruitment from five regions, and each coercion is 
registered by law in Denmark, which ensures high 
validity. The main limitations were that patients 

were not randomly allocated to either groups. 
Although an RCT study is superior with better 
control of confounding indication, we tried to do 
our best with the propensity score matching to 
take these confounds into account. Also, in the 
registers we don’t have any scale of severity of 
symptoms, which also may have been an issue in 
this study.”
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Christoffer Torgaard Thomsen
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A dangerous cocktail
Understanding comorbidity in ADHD

T oday, suicidality is the theme 
of a clinical/therapeutic 
symposium where JJ Sandra 

Kooij (Associate professor of 
psychiatry, VU Medical Centre in 
Amsterdam), will address the co-
morbidity between attention-deficit 
hyperactivity disorder (ADHD) and 
mood disorders.

“Suicidality is obviously a 
part of depression and of bipolar 
disorder and when it is combined 
with ADHD this poses several ad-
ditional risks,” she explained to EPA 
Congress News. “This combina-
tion can be dangerous due to low 
mood and impulsivity. The research 
shows that the suicide risk in ADHD 
is increased.”

Dr Kooij, who is also Head of the 
Dutch Expertise Centre Adult ADHD 
at PsyQ in the Hague, specialises 
in ADHD study beyond childhood, 
known to affect 3-5% of adults and 
older people. She will be discussing 
the prevalence of depression and 
other mood disorders because both 
are evident in adults with ADHD. 
“Indeed, in clinical samples, 50% 
of those with ADHD suffer from 
lifetime depression. And bipolar 
disorder is also increased tenfold 
compared to the population level, 
especially type 2 bipolar disorder,” 
she explained.

The choices that must be made 
when treating patients with multi-
ple disorders is a hot topic at pre-
sent, and Dr Kooij will be discussing 
new research in this area: “If you 
have two or more disorders there is 
always an issue of the 
order of treatment. 
Which one do you 
treat first?”

Traditionally, for ex-
ample, many psychia-
trists were reluctant to 
treat bipolar patients 
with ADHD because 
of worries about 
inducing hypoma-
nia on commencement of ADHD 
treatment. But new research from 
Sweden1 has uncovered some very 
encouraging findings, according 
to Dr Kooij: “We now know that 

hypomania risk is reduced by treat-
ment first with mood stabilisers. So 
it’s safe to give patients with bipolar 
disorder the stimulant under the 
protection of the mood stabiliser. 
That’s really good news.”

The use of mood stabilisers first 
has other ramifications, she added: 
“It means bipolar ADHD patients 
can be treated with the best treat-
ments available to other people.”

Treating patients with two disor-
ders is challenging, especially when 
one disorder is more severe than 
the other. “Usually the most severe 

disorder is the mood disorder,” 
said Dr Kooij. “And when there 
is a severe disorder, it should be 
treated first.”

But, in patients with both ADHD 

and depression, recent research 
has established that there is an 
increased risk of resistance to anti-
depressants if ADHD is not treated 
first2. “In ADHD and depression, 
people sometimes have resistance 
to antidepressants when we treat 
with antidepressants first, so this 
may not always be the best way,” 
said Dr Kooij. “I thought it was, 
based on clinical experience, but 
the data suggests that the reverse 
route maybe a better option.” Dr 
Kooij also cautioned against waiting 
too long before starting treatment 
for ADHD if there is resistance 
to antidepressants.

Adding a caveat to the discus-
sion as a whole, Dr Kooij continued: 
“All this depends on this severity of 
the disorder. When the disorder is 

very severe and people are suicidal 
you have to treat that first I think.”

That so much more is known 
about the comorbidity is down to 
important research published by 
Fayyad et al.3 on the prevalence 
of ADHD in 20 countries around 
the world. The work looked at 
morbidity rates, depression and 
bipolar disorder. “They found that 
in 80 to 90% ADHD was first in 
all comorbidities,” said Dr Kooij. 
“ADHD usually comes first because 
it is a heritable condition that runs 
in families and you are born with 
it, although you can develop it 
also by environmental factors. But 
genetic risk is clearly the larg-
est contribution.”

The management of ADHD 
combined with other mood disor-
ders is a growing field with many 
research gaps, concluded Dr Kooij. 

Currently, her research 
looks at the increased 
prevalence of mood 
swings that afflict 
specifically women 
with ADHD: “There 
is a very urgent and 
prominent problem 
with ADHD,” she said, 
“That women in gen-
eral have an increased 
risk of mood disorders 
compared with men, 

and women with ADHD also suffer 
from a special type of mood disor-
der – in the week before menstrua-
tion starts, postnatally and during 
the menopause.”

Dr Kooij speaks during ‘Attention-def-
icit hyperactivity disorder and suicide’, 
taking place in Thalie between 10:00 
and 11:30 today.
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“Usually the most severe 
disorder is the mood 
disorder. And when 
there is a severe disorder, 
it should be treated first.”
Sandra Kooij

“In ADHD and depression, 
people sometimes 
have resistance to 
antidepressants 
when we treat with 
antidepressants first.”
Sandra Kooij
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“Women must be involved on 
all levels of humanitarian action”

T oday’s Presidential symposi-
um characterises the issues of 
mental health in humanitar-

ian emergencies. Michaela Amering 
(Medical University of Vienna, Aus-
tria), speaks specifically on the value 
of empowerment of women and 
girls in this setting and how this can 
be better facilitated, as well as the 
unique challenges they experience.

“Women are at elevated risk 
of many forms of gender-based 
violence and have their sexual and 
reproductive rights and health 
needs undermined in life-threaten-
ing ways,” Professor Amering told 
EPA Congress News.

The United Nations Population 
Fund estimates that 34 million 
women of reproductive age, 5 

million of whom are pregnant, will 
need humanitarian assistance and 
protection in 20181. The need for 
better obstetric and newborn care 
is implied by the fact that 60% 
of preventable maternal mortal-
ity deaths take place in settings of 
conflict, displacement and natural 
disasters, according to a recent 
Care International report.2

“There is also convincing 
evidence on the impact of differ-
ent contraceptive measures and 

the need to integrate safe abor-
tion and post-abortion care into 
emergency care,” noted Professor 
Amering, adding: “While the lack 
of bathroom equity and the so 
often deplorable menstrual hygiene 
situation are a terrible disadvantage 
for women under even the best of 
circumstances, in humanitarian cri-
sis situations they constitute grave 
extra risks for women and girls.

“The heightened interest in 
investment in gender responsive hu-
manitarian programming, however, 
does not only stem from awareness 
of women’s specific needs and 
wanting to stop failing them, but 
also from the experience that in-
vestment in women can impact the 
whole community and can make 
help more effective for all.”

In general, women and girls are 
used to keeping and expanding 
their roles and their resilience in the 
face of adversity, explained Profes-
sor Amering. However, the risk of 
men losing their accustomed roles 
or taking over traditionally female 
roles can create additional risks for 
women. Pre-existing disadvantages 

in rights and resources 
can lead to women 
and girls being the 
first to lose access to 
scarce resources like 
food and water. Girls’ 
education is endan-
gered to an even 
greater extent than 
boys’, and the risk of 
child marriage can 
increases dramatically 
for girls. The specific 
needs and resources 

of adolescents in humanitar-
ian crises, however, currently still 
feature as one of many data gaps. 
“The same is true for the contextual 
factors of risks and opportunities 
of having to cope with humanitar-
ian crisis and even profiting from 
its transformative potential, which 
are not understood or taken into 
account enough.”

There is some knowledge on 
how programs can address underly-
ing dynamics of power abuse and 

violence in affected communities, 
continued Professor Amering, 
adding that these necessary efforts 
have nevertheless been listed as 
remaining data gaps in recent com-
prehensive reviews. Such measures 
allow for earlier prevention and 
protection, as well as comprehen-
sive clinical and psychosocial care 
for survivors to be characterised 
and implemented.

“Evidence-base, economic as 
well as human rights perspectives 
all do agree on the fact that women 
must be involved on all levels of 
humanitarian action such as preven-
tion, response (including search and 
rescue), recovery and rehabilitation, 
community rebuilding and peace-
building.”

However, not all consequences 
of specific strategies to harness the 
increased effectiveness that wom-
en’s participation in emergency aid 
brings are well understood. There 
is a risk, therefore, of unintended 
consequences, suggested Professor 
Amering, exemplified by historical 
and recently-reported backlashes 
against the gender equality move-
ment.

Another factor in fostering 
positive gender relations in the 
humanitarian setting is female 
representation in leadership roles 
in institutions involved. “One 
main factor that should be a focus 
of change is the need for better 
female representation among aid 
workers on all levels, including 
local and international leadership,” 
commented Professor Amering. 
“The current sexual misconduct and 
abuse crises in some humanitarian 
organisations might be an oppor-
tunity for decisive changes in this 
regard too.”

Professor Amering went on to 
discuss a parallel development to 
the evolving policies and practices 
in humanitarian crisis situations, 
concerning persons with dis-
abilities. The UN-Convention on the 
Rights of Persons with Disabilities 
(UN-CRPD) was negotiated for the 
first time in history with the full 
participation of persons with a lived 

Vulnerable people in humanitarian emergencies Apollon Sunday 10:00

“Opportunities [in] 
humanitarian crisis, and 
even profiting from its 
transformative potential, 
are not understood 
or taken into account 
enough.”
Michaela Amering
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Pascal–Boyle award goes to 
Anita Riecher-Rössler

E PA honours Anita 
Riecher-Rössler, the 
first woman full 

professor of psychiatry in a 
German-speaking country, 
at this year’s Opening Cer-
emony. Professor Riecher-
Rössler is well-known for 
starting the first specialised 
clinic for the early detection 
of psychosis in Switzer-
land, and has conducted 
important studies aimed at 
identifying early predictors 
of psychotic disorders.

During an interview with 
EPA Congress News, she 
began by describing how 
her early career developed: 
“I think I have at least tried 
to promote the field in the 
direction of early detection, 
intervention and prevention 
in the area of psychoses.

“Ever since I was a 
young psychiatrist I have 
been interested in women’s 
mental health and schizo-
phrenic psychoses,” she 

said. “Interest started when 
I was the deputy chair of a 
research project on gender 
differences in psychoses, 
which later was called ‘ABC 
Study’ (age, beginning, and 
course of schizophrenia), led 
by Heinz Häfner in Man-

nheim, Germany.”
The group uncovered, 

first, that psychotic disorders 
start with unspecific pro-
dromal and sub-threshold 
psychotic symptoms many 
years before the patients 
developed their first frank 

psychotic episode. “Even 
then, it took long time until 
they sought help,” noted 
Professor Riecher-Rössler.

The second finding was 
that women developed 
disorders on average several 
years later than men and 

had a second peak of onset 
after the age of 40. “Both 
findings made me very curi-
ous,” said Professor Riecher-
Rössler.

“In the beginning, my 
main interest was in explain-
ing the gender difference 
in age of onset, and I 
performed several studies 
on that – amongst others, 
on the potential influence 
of the female sex hormone 
oestrogen as one possi-
ble explanation.”

“And when, in 1998, I 
was appointed as head of 
the Basel University Psychiat-
ric Outpatient Department, 
I immediately started a 
special clinic on the early de-
tection of psychosis with the 
goal of identifying patients 
with emerging psychoses 
and helping them much ear-
lier – hopefully even before 
frank psychosis starts.”

Professor Riecher-Rössler 
is the first recipient of the 
EPA Constance Pascal – 
Helen Boyle Prize, which 
recognises outstanding 
achievement by a woman 
working to improve mental 
health care in Europe. EPA 
President Silvana Galderisi 
explained to EPA Congress 
News that the award was 
developed last year with 
under-recognised achieve-

experience of disability, she said3.
“In another historic first, it 

explicitly includes persons with 
disabilities from mental health 
problems. Article 11 of the UN-
CRPD formulates the obligations to 
‘ensure the protection and safety of 
persons with disabilities in situa-
tions of risk, including situations 
of armed conflict, humanitarian 
emergencies and the occurrence of 
natural disasters’.

“The 2017 UN charter on 
Inclusion of Persons with Dis-
abilities in Humanitarian Ac-
tion in accordance with the 
Sendai Framework on Disas-
ter Risk Reduction specifically 
calls attention to multiple 
and intersecting forms of 
discrimination and the need 
to empower women and girls 
with disabilities in humanitar-
ian crisis contexts.3
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“The current sexual 
misconduct and 
abuse crises in 
some humanitarian 
organisations might 
be an opportunity for 
decisive changes.”
Michaela Amering

“I think I have at least tried 
to promote the field in the 
direction of early detection, 
intervention and prevention 
in the area of psychoses.”
Anita Riecher-Rössler

Continued on page 8
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ments in mind: “Women 
have long been discrimi-
nated against, including in 
the fields of mental health 
care and psychiatry,” she 
explained. “Through this 
prize, the EPA aims to 
publicly acknowledge and 
increase awareness of the 
outstanding achievements 
by women in working to 
improve mental health care 
in Europe.

“Anita Riecher-Rössler 
was chosen for her 
academic, clinical, research 
and leadership skills. She 
is constantly committed 
to improving and expand-
ing knowledge on mental 
health. She has contributed 
to advancing research and 
care for emerging psychoses 
and has conducted impor-
tant studies aimed at iden-
tifying early predictors of 
severe psychotic disorder.”

“She has also pro-
vided important research 
contributions on specific 
aspects of mental disorders 
in women, particularly on 
psychoneuroendocrine and 

psychosocial risk factors for 
mental disorders, as well as 
on gender-sensitive (psycho)
therapies.”

Professor Riecher-Rössler 
has been a leading figure 
in women’s mental health 
associations too, added Pro-
fessor Galderisi. As well as 
being Editor-in-chief of the 
Archives of Women’s Mental 
Health, she has published 
about 330 original articles 

(225 peer-reviewed), ed-
ited 28 books (15 as series 
editor) and has authored 98 
book chapters.

The Pascal – Boyle 
prize was inspired by two 
trailblazers who lived and 
worked early last century. 
Dr Constance Pascal was a 
Romanian psychiatrist who 
became the first woman to 
qualify as a psychiatrist in 
France in 1908. By 1925, 
she had risen to become 
the first female director of a 
French psychiatric hospi-
tal, as chief physician at 
the Moiselles.

Dr Helen Boyle, an Irish-
British psychiatrist, started 
work in 1894 in England 
and went on to become the 
first female President of the 
Royal Medico-Psychological 
Association (later to become 
the Royal College of Psychi-
atrists). “Both contributed 
significantly to the scientific 
literature in addition to their 
pioneering clinical work, 
and served as role models 
for generations of future 
female psychiatrists,” noted 
Professor Galderisi.

A century on and mod-
ern-day psychiatrists such 

as Professor Riecher-Rössler 
find themselves occupying 
similar positions: “I was very 
pleased and grateful to all 
the women and men who 
supported me during these 
years,” she said. “Especially 
rewarding were the mails 
I got from young female 
colleagues, telling me that 
I was a role model for 
them. It reminded me that 
I also had many wonder-
ful role models here in the 
EPA – and how important 
that was.”

Asked how she perceives 
progress in gender equal-

ity, she replied: “Yes, I have 
seen women in psychiatry 
progress. Some years ago 
the EPA appointed the first 
female president, Danuta 
Wassermann, and right 
now we have the second, 
Silvana Galderisi. Similarly, 
the World Psychiatric As-
sociation now has its second 
female president with Helen 
Herrman – both associations 
have done so after a long 
tradition of only male presi-
dents.”

Despite that, there 
remains room for improve-
ment: “Why is it that the 
majority of psychiatrists are 
female in most countries 
but they are still not equally 
represented in influential 
positions?” asked Profes-
sor Riecher-Rössler. “I have 
therefore tried to advance 
the careers of young 
women in psychiatry – for 
example by mentoring and 
workshops – because I think 
that psychiatry as a whole 
could gain from having 
leading and influential fig-
ures of both genders.”

In her concluding 
remarks, Professor Riecher-
Rössler described her 
priorities going forward: 
advancing the shift from 
traditional treatment-orient-
ed psychiatry towards the 
inclusion of early detection, 
intervention and preven-
tion; advancing the field of 
gender-sensitive psychiatry 
and psychotherapy – for 
both genders; and advanc-
ing young women’s careers 
to promote them into more 
leadership positions.

“That is the best ap-
proach for our field and our 
patients,” she said. “I am 
very grateful and optimistic. 
Psychiatry as a field is devel-
oping enormously positively 
and there are so many re-
ally brilliant and dedicated 
people – women and men 
– who will advance the field 
even further.”

Opening ceremony Sunday 18:30

Pascal–Boyle award goes to Anita Riecher-Rössler
Continued from page 7

“Anita Riecher-
Rössler was chosen 
for her academic, 
clinical, research and 
leadership skills.”
Silvana Galderisi
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Forced displacement “a human-made 
psychosocial earthquake”

E PA Board member Levent 
Küey, Associate Professor of 
Psychiatry at Istanbul Bilgi 

University (Turkey), will give the 
Congress an update this morning 
on the work of the EPA Task Force 
on Needs of Refugees and Asylum 
Seeker Patients in Europe, which 
he chairs.

In 2015 the EPA reacted to 
growing rates of forced displace-
ment with a position statement1 
and set up the EPA Task Force on 
Needs of Refugee and Asylum 
Seeker Patients in Europe, dedi-
cated to work on the mental health 
consequences of forced displace-
ment, and the psychiatric care 
of refugees.

Speaking ahead of his presenta-
tion, Professor Küey told EPA Con-
gress News: “By the end of 2015, 
one in every 122 humans was 
someone who had been forced to 
flee his home. In 2016, this number 
rose to 65.3 million.”

He explained that if this were 
the population of a country, it 
would be the 22nd most popu-
lated country in the world and 4th 
of such in Europe. During 2016 
nearly 34,000 people were forcibly 
displaced every day.

The psycho-social context of 
mental health consequences
The mental health consequences 
of the forced displacement of 
people are shaped by psychosocial, 
cognitive and emotional context, 
underlined Professor Küey.

He said: “A forcibly-displaced 
person is experiencing a human-
made psychosocial earthquake. 
Nobody wants to flee forcibly, and 
it is not on their free will, i.e., not 
a choice. Furthermore, it is not pre-
planned; usually the decision and 
action to flee are made in a short 
time, following one after the other.

“A refugee is under threat in all 
areas of attachment, mastery, and 
survival. Almost all attachments are 
left behind, degree of mastery over 
one’s own life is decreased; the nu-
trition of the self and the self-image 
are devastated. And basic needs for 

survival are maintained mostly in 
the mercy of others.

“A refugee is a person who 
has lost the past for an unknown 
future. Experiences of loss and 
danger are imprinted in their selves, 
increasing their vulnerability for 
depressive and anxiety disorders.”

Mental health fall-out 
of displacement
There is increasing evidence that a 
large proportion of refugees and 
asylum seekers residing in Europe 
suffer from the consequences of 
traumatic events, and exhibit men-
tal health problems such as post-
traumatic stress disorder (PTSD), 
said Professor Küey.

In general, he said, mental 
health consequences of forced 
displacement include PTSD, depres-
sive disorders, anxiety disorders, 
psychosis, and dissociative disor-
ders. Refugees resettled in western 
countries could be about ten times 
more likely to have PTSD than age-
matched general populations.

“Once more, psychiatry and 
mental health workers are facing 
the mental health consequences of 
persecution, general violence, wars, 
and human rights violations caused 
by the current prevailing economy-
politics and socio-politics,” he said.

“A serious challenge is con-
solidating the psychiatric/medical 
help on one hand and avoiding the 
medicalisation of social phenomena 
(armed conflicts, persecution and 
wars) on the other.”

How the EPA is 
tackling the crisis
The EPA’s Task Force has been 
actively working on the related is-
sues of the mental health conse-
quences of forced displacement and 
the needs of refugee and asylum 
seeker patients in Europe, aiming 
to finalise its work in 2019, said 
Professor Küey.

Summarising the Task Force’s 
achievements so far, he high-
lighted the organisation of a series 
of scientific sessions including 
symposia, workshops and EPA CME 

courses targeting psychiatrists 
and mental health workers, 
held in Madrid in 2016, and 
Florence and Berlin in 2017. 
These activities continue at the 
2018 Congress.

Professor Küey said the 
final version of the Task Force 
Position Paper and report is being 
updated and edited and will be 
submitted to European Psychia-
try. A critical review and a list of 
the current practice of e-mental 
health initiatives in Europe will also 
be published.

The EPA Task Force has also 
collaborated with the EU Health 
Policy Platform Thematic Network 
on Migration and Health, contrib-
uting on issues of stigmatisation, 
discrimination and mental health 
aspects. The group has prepared a 
general framework document and a 
call to action.

Other activities planned include 
a systematic review article on the 
subject of forcibly displaced people 
and mental health, to be pre-
pared by the Task Force members. 
Professor Küey noted that propos-
als for scientific sessions targeting 
physicians and non-mental health 
workers will also be prepared, 
and possibilities of collaboration 
with the World Medical Associa-
tion and similar organisations will 
be explored. In collaboration with 

the EPA and national psychiatry 
associations (NPA), the possibil-
ity of undertaking a research and/
or assigning a key person in each 
NPA will be investigated. Via this 
contact, all relevant activities and 
initiatives in each NPA country will 
be documented.

A critical review is also planned, 
as well as a list of the current 
practice of any health promotion 
activities, psycho-educational inter-
ventions, psychotherapies (including 
specific therapies), resilience and/
or resource-oriented interventions. 
This information will be gathered 
within a section of the EPA website 
on forcibly-displaced people and 
mental health.

The workshop, ‘How do EPA, WPA and 
WHO Respond to the Mental Health 
Consequences of Forced Displacement?, 
takes place in Erato from 8:00 to 9:30 
this morning.
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“Psychiatrists do not sit in front of a 
brain – we sit in front of a person”

P erson-centred 
psychiatry comes 
centre stage this 

morning in a workshop 
focussed on the impor-
tance of phenomenological 
psychopathology. Not only 
is a rigorous understand-
ing of clinical phenotypes 
clinically relevant, but it is 
crucial to the development 
of rigorous research – such 
is the thinking of Giovanni 
Stanghellini (“D’Annunzio” 
University, Chieti, Italy), who 
speaks during the session 
on person-centred dialecti-
cal models in schizophrenia, 
and who chairs the EPA’s 
Philosophy and Psychia-
try section.

“This is actually the basis 
for understanding what it 
is like to be in the patient’s 
shoes,” he told EPA Con-
gress News. “What is the 
universe in which that spe-
cific patient lives? We think 
this is the basis for good 
clinic and good research.”

The experiential dimen-
sion of mental disorder is 
downplayed in contempo-
rary mainstream approaches, 
he added. In contrast 
behaviours and cognitive 
traits, while part of the 
experiential domain, are not 
a complete representation 
of a patient’s lifeworld.

Once the lifeworld is rig-
orously defined, the patient 
can then take a position in 
front of her experiences: “If 
you have a patient who 
hears voices, stand-
ard assessment says 
that this patient is 
hallucinating,” said 
Prof. Stanghellini. 

“But one patient 
may be totally 
overwhelmed by 
his voices, while 
another may react 
and try to contrast 
them, and an-

other patient may see them 
from ‘without’”.

“This is of the greatest im-
portance to understand the 
patients themselves. Person-
centred psychopathology 
means, first, emphasis on 
subjective experience and, 
second, an emphasis on the 
way the person deals with, 
makes sense of, or copes 
with these subjective experi-
ences.”

Why is this relevant? “To 
establish a valid and reliable 
diagnosis, symptoms of 
experience are by far more 
reliable than behaviours. 
Behaviours are very unspe-
cific. Consider the following 
behaviour: a person who 
does not eat. Can we say 
that she is anorexic? No we 
can’t. What counts is the 
mental state that subtends 
her behaviour. The person 
may not eat because she 
thinks that food is poisoned 
(sitophobia), or because 
she is convinced that this 
sort of food is not healthy 
for her (ortorexia), or she 
may be a follower of a sort 
of ‘religion’ attributing a 
negative value to food and 
to fat (as it is often the case 
with people with so-called 

‘eating disorders’ as shown 
in Ana blogs in the internet). 
You have to understand 
what the experience behind 
it is and the meaning that 
the patient attributes to 
the experience.”

Prof. Stanghellini went 

on to describe how person-
centred dialectical princi-
ples can be applied in the 
therapeutic setting, relating 
the experiences of a patient 
to a balled up manuscript, 
upon which her lifeworld 
is written. In order to come 
to terms with it, the task of 
the patient (with the help of 
the clinician) is to first un-
ravel this page. Second, the 
patient is invited to take a 
position in front of it. Third, 
patient and clinician cooper-
ate to trace the relation of 
these present experiences 
to the patient’s personal 
history. While facilitated by 
the clinician, this process 
has the effect of instilling 
a sense of agency in the 
patient, which goes hand-
in-hand with recovery.1,2

That phenomenology 
and biology remain so ap-

parently at odds with one 
another underscores the 
need for structures that 
bridge them. Prof. Stang-
hellini explores this in his 
research, defining the 
abnormal bodily experiences 
in persons with schizophre-
nia in terms of abnormal 
spatiotemporal experience, 
which can then be related 
to brain structure and func-
tion3.

“How can I find biologi-
cal correlates for something 
that is not properly phe-
nomenally defined? Without 
doing this, I wonder what 
neurobiological research is 
looking for. It is looking for 
correlates of something that 
is only blurrily defined.”

Some of his recent work 
looks at defining ‘pheno-
phenotypes’ — characterisa-
tions of different types of 

lifeworlds — and how these 
can be directly correlated 
to biological structure and 
function4. Research into 
pheno-phenotypical char-
acterisation is underway 
in a number of different 
disorders including schizo-
phrenia, major depression, 
obsessions, eating disor-
ders, borderline personality 
disorder, addictions, said 
Prof. Stanghellini, adding 
that these are available in 
the most recent edition of 
the Oxford Handbook of 
Phenomenological Psycho-
pathology that will shortly 
be available online.

“Of course we need to 
integrate the experiential 
data and facts with the 
biological data and facts,” 
he continued. “The real 
problem nowadays is that 
most of research and fund-
ings of research are on one 
leg: biological research. 
The need to reiterate that 
there is an experiential 
dimension that is clinically 
relevant, and not just ethi-
cally relevant, derives from 
the fact that the majority of 
funding is in the direction 
of biological psychiatry”.

“The education of young 
psychiatrists is basically 
biologically oriented. But 
psychiatrists do not sit in 
front of a brain - we sit in 
front of a person.5
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Abandoning preconception
The sensation of the melancholic
O tto Doerr-Zegers (Professor 

of Psychiatry at the Univer-
sities of Chile and Diego 

Portales; Director of the Center of 
Studies on Phenomenology and 
Psychiatry, Diego Portales Univer-
sity, Chile) continues the theme of 
person-centred psychiatry with an 
exploration of the phenomenol-
ogy of depression. The underlying 
phenomena of psychiatric illness 
– experienced by the patient and 
intuited by the physician – can 
not be directly observed, he said, 
but should remain of central 
importance in psychiatric research 
and treatment.

Symptoms as emergence 
of phenomena
In a 1958 paper, Henricus Rümke 
observed that all the primary 
symptoms of schizophrenia illnesses 
are unspecific, appearing in other 
illnesses and indeed in healthy 
individuals too – despite the ability 
of the psychiatrist to make concrete 
diagnoses on the basis of extensive 
patient evaluation1. The fact that 
diagnosis is possible at all, sug-
gested Professor Doerr-Zegers, calls 
for a clarification of the concepts 
by which elements of pychopathol-
ogy are distinguished: “The merit 
of Rümke is having pointed to the 
essence of schizophrenia,” he said, 
“In spite of the somehow necessary 
tautological character of the diag-
nostic process in psychiatry, given 
the fact that in these diseases no 
substrate has been found in which 
the diagnosis can be based.”

There is, said Professor Doerr-
Zegers, an intuitive sensation (the 
‘praecox feeling’) the physician 
has when facing patients with, for 
example, schizophrenia: “[In captur-
ing] this specific atmospheric ema-
nation, we not only arrive at a more 
precise diagnosis of this illness, but 
this intuition of the essence can 
lead to future research in order to 
discover the neurobiological funda-
ments of the disease.”

He pointed out that the rela-
tionship of contiguity between 
isolated symptoms was identified 
as a methodological limitation in 

the current diagnostic manuals of 
major depressive disorders. What is 
important is the relation between 
these symptoms, and this can be 
uncovered by examination of the 
phenomenology of the illness.

Moreover, he added, the 
phenomenological experience 
brings forth the unifying, invariant 
characteristics of patients with, say, 
schizophrenia or depression. A key 
distinction must therefore be made 
between symptom and phenom-
enon, explained Professor Doerr-
Zegers, with a symptom definable 
as a manifestation of the underlying 
phenomena fundamental to the 
illness. This distinction is important, 
he explained, because a confusion 
of symptoms with phenomena 
can lead to conceptual errors in all 
areas of psychiatric investigation 
and practice.

Lessons from the 
phenomenology 
of schizophrenia
Illustrating the importance of a con-
ceptualisation of psychopathology 
that reflects a patient’s experience, 
Professor Doerr-Zegers used the 
example of auditory hallucinations 
that a person with schizophrenia 
experiences: “For a long time it was 
thought that if someone listened 
to objectively non-existent voices, 

he must have a disturbance of his 
hearing system. In fact, many inves-
tigations were performed in search 
of that acoustic disturbance and all 
were fruitless.”

Conceptual errors are often 
evidenced by confused medical 
vocabulary. That a patient “hears 
voices”, explained Professor Doerr-
Zegers, is imprecise: a characteristic 
of schizophrenic hallucination is the 
simultaneous experience of being 
invaded, overwhelmed. As such, the 
person with schizophrenia is not an 
active agent (as people may be with 
other hallucinogenic experiences), 
but experiences “being spoken to” 
(as described by Jürg Zutt in 19632). 
This distinction unveils the feelings 
of perplexity and helplessness that a 
person with schizophrenia experi-
ences. Such a reconceptualisation 
is important in marking out those 
characteristics specific to the illness.

Characterising the 
melancholic experience
Professor Doerr-Zegers applied 
this same idea to his patients 
with depression at the Psychiatric 
Clinic of the University of Chile. 
These empirical-phenomenological 
investigations yielded three principle 
elements of the depression experi-
ence – the ‘melancholic sensa-
tion’ – that are consistent across its 

clinical manifestations.
First, he explained, the patient’s 

experience of their own body 
changes, manifesting in symptoms 
such as compromised mood, anxi-
ety, lack of energy, pains and feel-
ings of cold. Second, the relation of 
their body with the world is altered, 
resulting in symptoms such as 
difficulty in concentrating, decision-
making and acting. Third, a change 
in temporality is expressed as aber-
rations in vital rhythms in areas such 
as eating, sleeping, and sexuality.

“These constitute the funda-
mental phenomena of depression 
and must always be present for 
making the diagnosis. The combi-
nation of signs and symptom can 
be different in each patient, but the 
three phenomena have to be there, 
because they belong to the essence 
of depressivity.”

These findings emerged from 
investigations beginning in 1971 at 
Professor Doerr-Zegers’ clinic. 50 
patients, recruited over a five-year 
period, were systematically charac-
terised in terms of symptoms, ob-
servations from clinicians and family 
members, and patients’ subjective 
experiences as recounted by them. 
Thereupon, the investigators sifted 
out personal, familiar and socio-
cultural differences to reach a set of 
phenomena that were consistent.

“At the end of each morning we 
had a team meeting, where we stud-
ied together an average of five of the 
more interesting new patients,” said 
Professor Doerr-Zegers in describing 
how these studies came about: “Very 
soon it became evident to us that 
one of the more urgent tasks should 
be the conceptual clarification, the 
definition of the syndrome and the 
establishment of clear differential 
criteria in the framework of the 
diversity of depressive cases offered 
by clinical practice.

“The wilt of the lived body is the 
beginning of this process of becom-
ing a thing. And so, all the particular 
symptoms order themselves around 
the disturbance of embodiment. This 
‘phenomenon’ (and not ‘symptom’) 
must always be present for diagnos-
ing a depression. And in the measure 
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that it corresponds to the essence of 
this disease, it can lead researchers to 
future developments [reaching down 
to] the molecular level.”

Contrasting the 
phenomenological diagnosis 
with the atomised approach
Professor Doerr-Zegers distinguished 
the phenomenological diagnosis 
from the symptom-based diagnosis, 
saying that the former takes the 
phenomenon (e.g. the diagnosis of 
depression) as a holistic structure 
and starting point of investigation 
of the patient. “It does not develop 
from elementary entities (symptoms) 
towards a nosological configuration 
or syndrome. Rather, it starts from 
a complex structure (phenomenon), 
from which the single symptoms 
may be unfolded.

“In this way, the symptoms can 
only be described through the analy-
sis or the composition of the holistic 
phenomenon, as parts of the same 
whole. Thus, among the advantages 
of the phenomenological diagnosis 
is that it takes into account, on the 
one hand, both the inner relation 
between the phenomenon and the 
symptoms, and the immanent inter-
connections between the symptoms, 
on the other.

“These are not ‘independent 
parts’ or pieces, which are isolated 
and contiguous, as in the symptom-
atological diagnosis. They are rather 
‘dependent parts’ or ‘moments’ 
structurally interconnected within a 
whole phenomenon. The phenom-
enon is, by definition, experienced/
co-constituted by the patient and 
the clinician. It corresponds to 
the patient’s self-experience and 
includes the way the patient’s expe-
rience is lived by the clinician.”3

That psychiatrists routinely 
draw on such intuitively-acquired 
knowledge speaks to its important 
implications for research, said 
Professor Doerr-Zegers. That is, 
knowledge from direct sensory 
perception – that forms the basis 
of the scientific method – is insuf-
ficient in adequately describing 
what it is like to experience some-
thing.

The methods of the natural 
sciences can be applied to physical 

matter – a volcano, the atmos-
phere, or human anatomy – but 
are not applicable to complex 
phenomena such as human beings, 
society and art, argued Professor 
Doerr-Zegers. The contrast between 
“being spoken to” and “hearing 
voices” demonstrates this. “This 
leads us to the conclusion that in 
the case of acoustic hallucination, 
it is not a matter of a disturbance 

of perception but of the relation-
ship of a person to the other – of 
the intersubjectivity.”

In his concluding statements, 
Professor Doerr-Zegers gave a call 
to biological psychiatry to incor-
porate these ideas into research 
practice: “The current psychiatry 
– so-called ‘biological psychiatry’ 
– has to direct its look to phenom-
enology for rising to the challenge 
of the complexity of its object: the 
mentally ill human being.”

The workshop ‘Person-centred psy-

chiatry: practical guidelines to explore 

what it is like to suffer from mental 

disorder’ takes place in Uranie from 

10:00 till 11:30 this morning.
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Danish high risk and resilience studies
Targeting the early years

M erete Nordentoft (Reseach 
Unit at Mental Health 
Center Copenhagen; 

iPsych - The Lundbeck Foundation 
Initiative for Integrative Psychiatric 
Research; University of Copenha-
gen, Denmark) presents knowledge 
in prevention, care and research 
gleaned so far from the Danish 
high risk and resilience study (VIA 
7)1 during her plenary lecture this 
morning at EPA 2018.

This representative nationwide 
cohort study is a close collaboration 
with the Research Department P at 
Aarhus University Hospital Risskov 
& Aarhus University, and the Child 
and Adolescent Mental Centre Co-
penhagen. It was initiated in 2013, 
since then establishing a cohort of 
522 7-year-old children and their 
parents, recruited on the basis of 
one parent, both parents, or neither 
having been diagnosed with schizo-
phrenia spectrum psychosis or bipo-
lar disorder. The study’s aim was to 
analyse the influence of genetic risk 
and environmental factors.1

Professor Nordentoft has played 
a leading role in the development 
and implementation of early inter-
vention services in Denmark and 
initiated the VIA 7 study, which is 
currently at the stage of reassessing 
its cohort of children at the age of 
11, along with their parents. Profes-
sor Nordentoft is also involved in 
the Integrative Psychiatric Research 
(IPSYCH) consortium, which has 
generated genomic data that 
will be linked with environmental 
aetiologies for a number of severe 
mental disorders2.

It is known that individuals 
whose parents have mental disor-
ders are themselves at a higher risk 
of becoming mentally ill, Professor 
Nordentoft told EPA Congress News 
– not only of developing the same 

disorder as their parent or parents, 
but others too: “We have looked 
into register based information 
about these children, and we can 
see that they have approximately 
twice as high a risk of getting child 
psychiatric disorders compared 
to children whose parents do not 
have any mental illness. The most 

common mental disorders in child-
hood among these at high risk is 
anxiety and ADHD. And if both 
parents have a mental illness, the 
risk goes up again.”3

In such children, 
unspecific symptoms 
such as neurode-
velopmental delays, 
cognitive deficits and 
social adversities, are 

more common3. Profes-
sor Nordentoft stressed 
that clinicians should be 
aware of and address 
the issues of children 
of people in psychiatric treatment: 
“It could be that they already have 
developed a mental disorder, but it 
could also be that the children are 

vulnerable more generally.
“We know that they have cogni-

tive challenges – not every child, 
but on average they have a poorer 
level of cognitive functioning. We 
also know a lot about their condi-
tions: many of them live in less 
stimulating home environments.

“It is needed for all the psychi-
atric services and the services in 
municipalities to focus on these 
children, who might need some 
help and whose parents might need 
help too. Also, the children would 
like to know and understand, at 
least at certain age, what kind of 
problems their parents have and 
how to deal with them.”

These are very immediate clinical 
measures. In the longer term, it 
will be crucial to understand how 
these at-risk children will develop 
throughout their teen years – dur-
ing which period illnesses such as 
schizophrenia and bipolar disorder 
can precipitate.

Indeed, the characterisation of 
early markers of psychiatric disorder 
is one objective of Professor Nor-
dentoft’s work. Last year, she and 
colleagues published on the pres-
ence of abnormalities in fine motor 
function and balance in children 

with familial risk of schizophrenia4. 
Furthermore, she explained, more 
of them experience psychiatric 
symptoms, psychosis-like symptoms 
like sudden voices or visions, as well 
as impairments in language and 
other areas5.

“There are a lot of risk factors, 
and it is difficult because they 
are not always very specific,” she 
continued. “For instance, there are 
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“It is needed...to focus 
on these children who 
might need some help 
and whose parents 
might need help too.”
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“There are a lot 
of risk factors, 
and it is difficult 
because they are 
not always very 
specific.”
Merete Nordentoft
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a lot of the children who have dif-
ficulties with motor function. This is 
not something that is only specific 
to children who later on develop 
schizophrenia. But we can identify 
that it is a vulnerable group. If we 
learn more about it maybe we can 

find out if they have difficulties in 
several areas. This is the long-
term perspective.”

Professor Nordentoft and col-
leagues are one of several groups 
now working brain imaging into 
their longitudinal study. “If some 
are going to develop schizophrenia 

or bipolar disorder, it will happen 
most likely in their teenage years,” 
she said, concluding: “We scan 
them when they are 11 years old 
and we will follow them prospec-
tively. That will give us more insight 
about what happens in the brain 
when children get ill.”

Professor Nordentoft delivers ‘High 
Risk and Resilience Studies: Lessons for 
Prevention, Care and Research’ today in 
Athena between 11:45 and 12:30.

Eating disorders
Evidence and new approaches
Treatment for ‘food addiction’, support 
for carers and early diagnosis are some 
new approaches to treating adolescent 
eating disorders.

J anet Treasure, Profes-
sor of Psychiatry and 
Director of the Eating 

Disorder Unit at the Institute 
of Psychiatry, King’s College 
London, and the South 
London Maudsley Hospital, 
told EPA Congress News 
about newer strategies for 
dealing with specific eating 
disorders and stressed the 
importance of early inter-
vention and family involve-
ment in treatments.

Early intervention and 
family/carer involvement 
is key to treating anorexia 
nervosa, but treatment for 
binge eating disorder and 
bulimia nervosa may need 
targeted treatments for 
food addiction similar to 
substance misuse strate-
gies, explained Profes-
sor Treasure.

Summarising evidence 
of the most effective op-
tions currently in use, and 
newer approaches, she said: 
“Progress is slow, treatment 
takes time, and there has 
been little investment in 
research. There have been 
studies suggesting that early 
discharge to day care or 
family-based treatment is as 
good as protracted inpatient 

care for adolescents1. People 
have been trying new train-
ing approaches – cognitive 
remediation2, cognitive bias 
training3, exposure4 and 
training families5,6 – but 
studies are small.”

In anorexia nervosa, early 
intervention and treatments 
can improve the course 
of the illness, she 
stressed, but without 
effective early man-
agement profound 
physical and psychoso-
cial consequences de-
velop, and the illness 
has a chronic course 
with high morbidity 
and mortality. “Re-
covery from an eating 
disorder takes time. 
A recent longitudinal study 
reported a recovery rate 
in adults of only 31% at 9 
years and 62% at 22 years.7

“Whereas the recovery 
rate within a year from 
presentation is higher at 
between 35 and 45% in 
adolescents treated early8. A 
small study found that once 
three years or more of un-
treated illness had elapsed 
the response to treatments 
is poor even in those with 
an early onset.”

Recovery from 
anorexia nervosa
Professor Treasure acknowl-
edged that engagement of 
the individual in treatment 
can be difficult, and that 
patients prefer outpatient 
psychological therapy which 
has a focus on socio-
emotional and cognitive 
management over drug 
treatments and nutrition-
al advice.

“A form of early inter-
vention in which the family 
is involved to support eating 

is of benefit to anorexia ner-
vosa patients and this can 
reduce the need for inpa-
tient treatment,” she said.

“Any difference between 
specific forms of psycho-
logical therapy delivered 
with high level of expertise 
are small, whereas non-
specialist treatment, dietary 
advice or drug treatment is 
less beneficial and poorly ac-
cepted.”

Professor Treasure said 
that specialist psychiatric 

inpatient care for severe 
anorexia nervosa with 
high medical risk improved 
weight and give carers 
respite. “Clinical assess-
ment, skilful engagement 
with the family and patients 
and determining patient 
preferences is of paramount 
importance. Treatment 
planning is complex and will 
include an accurate assess-
ment and formulation of 
the patient needs.

“There are many ‘known 
unknowns’ in this field. The 

areas of uncer-
tainty are how to 
reduce the period 
of untreated illness 
and how to support 
individuals with a 
protracted illness.

“Providing fami-
lies with information 
and skills has poten-
tial as an early inter-
vention. Approaches 

which focus on remediating 
the physical such as osteo-
porosis, cognitive, emotional 
and social consequences of 
enduring illness are in the 
process of development.”

Researchers at King’s 
College London have also 
developed support and 
education for carers of pa-
tients with anorexia nervosa, 
including an intervention 
programme which has 
been since adapted into 
a workshop, a self-help 

book, a DVD and a clinical 
handbook, said Profes-
sor Treasure.

The programme is based 
on a model that proposes 
that carer anxiety is mirrored 
by patient anxiety, which in 
turn produces more eating 
disorder symptoms. The 
model doesn’t emphasise 
the role of weight and 
shape-related factors, but 
instead teaches carers to 
use reflective listening to 
reduce confrontation and 
to side step resistance. This 
was developed into the New 
Maudsley Method or Collab-
orative Core Skill Training.9

“Patients held positive 
attitudes towards involving 
carers in their care. The skills 
training approach also had 
positive effects on anorexia 
inpatients,” said Profes-
sor Treasure.

Bulimia nervosa 
and binge eating 
disorder treatment
Increasing number of people 
in the UK were diagnosed 
with bulimia nervosa (BN) in 
the 1980s and binge eating 
disorder (BED) in the new 
millennium. This increase in 
eating disorders parallels the 
worldwide increase in the 
prevalence of obesity.

“Fatness is stigmatised 
and ‘fat talk’ is associated 
with body dissatisfaction 
and abnormal eating prac-
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tices, while thinness and 
muscularity are valued as 
the ideal body form,” said 
Professor Treasure.

Professor Treasure says 
current treatments for BN 
and BED are only moder-
ately effective with 30 to 
50% of individuals achiev-
ing complete abstinence at 
the end of treatment, and a 
68% remission rate at nine 
years follow-up.

“This suggests the 
transdiagnostic model that 
underpins cognitive behav-
ioural therapy may require 
modification to accommo-
date the diverse eating pat-
terns and weight across the 
eating disorder spectrum,” 

says Professor Treasure.
New research10 recently 

published by Profes-
sor Treasure proposes an 
updated model of BN and 
BED, stemming from the 
food addiction hypothesis. 
She said animal studies 
have demonstrated that 
manipulations of the food 
environment can produce 
‘binge eating’. Putative risk 
factors including a period of 
undernutrition followed by 
the intermittent addition of 
palatable food (high sugar 
and fat combinations), and 
stress (particularly so-
cial stress).

“Food addiction implies 
that there is a process of 

neuroadapation – learn-
ing which leads to craving 
and tolerance,” explained 
Professor Treasure. “It fol-
lows from this model that 
certain foods may have an 
addictive potential because 
of a similar change in the 
pharmokinetics of glucose 
(rapid glucose flux) and pos-
sibly fat metabolism.

“For example, foods 
with a high glycaemic load 
have the potential to cause 
greater fluxes in blood 
glucose. A survey examining 
the addictive potential of 
different foods found that 

technologically processed 
foods with added refined 
carbohydrate and fat and /
or with a higher glycaemic 
load were most implicated.”

 Professor Treasure said 
that recurrent binge eating 
of foods high in fat and sug-
ar has been associated with 
desensitisation of opioid and 
dopamine receptors. This 
pattern mimics the neural 
underpinning of tolerance 
and dependence observed 
in substance use disorders.

“Greater recognition 
of the similarities in neural 
processes observed in binge-

type eating 
disorders and 
substance ad-
diction may 
facilitate the 
development 
of new treat-
ments that 
target critical 
maintenance 
factors,” 
she said.

Profes-
sor Treasure recommended 
several possible treatment 
targets for food addiction 
including: recommending 
patients avoid and abstain 
from technologically-
modified foods that trigger 
overeating, or to manage 
them in a way that reduced 
harm rather than encourag-
ing an absolute no dieting 
approach. Other treatments 
she mentioned included 
strategies to counteract 
impulsivity and habitual 
pattern of responding, using 
computerised approaches 
and virtual reality. New 
drugs which target the 
sensitisation to food cues, 
while preventing receptor 
tolerance triggered by binge 
eating, could also be used.

Other possible treatment 
models include developing 
positive anxiety manage-
ment and coping mecha-
nisms to deal with high 
levels of stress and reward 
seeking behaviour.

More research is needed 
though, and Professor 

Treasure identified several 
areas to focus on including: 
discovering the most rel-
evant ‘food approach traits’ 
determining susceptibility 
to BN or BED; the most rel-
evant food avoidance traits; 
identifying behavioural 
interventions that would be 
most effective for break-
ing the automatic stimulus 
response association and 
finding out which drug 
treatments would be ef-
fective in curbing recurrent 
binge eating behaviour.

Professor Treasures delivers her 
State of the art lecture today in 
Hermes from 15:00 until 15:45.
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New era of earlier diagnosis and treatment 
ahead for patients with bipolar disorder
E duard Vieta, a leading 

authority on bipolar disorder 
from the University of 

Barcelon, Spain, told the Congress 
yesterday that psychiatry is enter-
ing a new era in the treatment 
of bipolar disorder with earlier 
diagnosis, precision psychiatry and 
new technology, as well as patients 
and families, set to play increasingly 
important roles.

Earlier intervention in bipolar dis-
order may help to change outcomes 
of the illness and avert potentially 
irreversible harm to patients. Earlier 
phases may be more responsive to 
treatment and need less aggressive 
therapy, Professor Vieta told EPA 
Congress News. “Early interven-
tion in bipolar disorder is gaining 
momentum. Current evidence 
from longitudinal studies indicates 
parental early onset bipolar disorder 
is the most consistent risk factor for 
bipolar disorder.

“There are also identifiable risk 
factors that influence the course 
of bipolar disorder, some of them 
potentially modifiable. Valid bio-
markers or diagnostic tools to help 
clinicians identify individuals at high 
risk of conversion are still lacking, 
although there are some promis-
ing early results.”

Professor Vieta said current 
research supports the idea of an 
at-risk state in bipolar disorder, 
laying the foundations for bring-
ing early intervention to fruition. 
“We cannot deny however that 
further efforts are required to 
advance on the difficult road of 
primary prevention.

“Given that psychiatric and com-
monly comorbid medical disorders 
share common risk determinants 
and operative biological pathways, 
a shared framework for disease pre-
vention and control is warranted.”

As such, a cross-disciplinary, 
multi-target approach is essential 
for wide-scale implementation in 
real-world settings, with an unques-
tionable need for new prospective 
studies with a larger sample size 
and standardised recruitment crite-
ria and assessment tools.

Professor Vieta explained that 
such studies should assess the 
validity of the proposed predictive 
factors, to better determine which 
individuals are at highest risk for 
conversion and therefore more 
likely to benefit from early inter-
ventions. Further studies on early 
psychological and pharmacological 
interventions, either alone or in 
combination, are equally warranted.

“In conclusion, considering that 
the onset of bipolar disorder usu-
ally occurs during adolescence – a 
period of personal, social, and pro-
fessional development that is often 
truncated by the illness – introduc-
ing early interventions in psychiatry 
is imperative.”

He went on to say that one of 
the critical changes of the para-
digm is the emerging involvement 
of families in the diagnostic and 
therapeutic processes. “Time is over 
for paternalistic medicine. Patients 
want to know and want to decide. 
What they want is ‘my life back’, 
with more focus on social function-
ing than on symptoms.”

He then highlighted research by 
the ENIGMA consortium’s bipolar 
branch, which produced map-

ping of the bipolar brain showing 
the structural changes of patients 
with bipolar disorder compared to 
controls, showing grey matter loss 
in some key regions1,2.

He also suggested that pharma-
cogenetics will become increasingly 
important. He cited the ConLiGen 
consortium3 that recently published 
a large genome-wide association 
study identifying a single locus of 
four linked single nucleotide poly-
morphisms on chromosome 21 met 
genome-wide significance criteria 

for association with lithium re-
sponse.4

Technology will also play an 
increasing role in diagnosing and 
treating bipolar disorder, noted 
Professor Vieta. Examples include 
mobile-based interventions, self-
monitoring and psychoeducation 
via smart phone apps, deep brain 
stimulation, and devices to track 
treatment intake and adherence.

Psychiatry is moving towards 
personalised medicine, said Profes-
sor Vieta: “We are entering a new 
era in the practice of medicine 
in general, and in psychiatry in 
particular – especially in the case of 
bipolar disorders. We are not ready 
for true ‘precision psychiatry’ but 
clinical stratification is possible and 
useful. Biomarkers and pharma-
cognetic tests are coming up and 
progressively inexpensive.

“An example is the increasing 

role of biomarkers and, for exam-
ple, pharmacogenetic tests. In a few 
years I anticipate that these items 
will become increasingly important 
to give support to clinical diagnosis 
and treatment.”

“Psychiatry will become more 
technical, but the sensible empathic 
and expert clinician will always be 
necessary. The new developments 
in bipolar disorder will require that 
clinicians are totally up-to-date and 
ready to embrace innovation.”
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rTMS in treatment-resistant depression: 
overdue for reimbursement in France

R epetitive transcranial magnetic stimula-
tion (rTMS) is of growing importance 
in the treatment of diverse psychiatric 

diseases1. For patients with treatment-resistant 
depression, rTMS has been approved in the US. 
In Europe, rTMS is increasingly used in some but 
not all countries, with several devices receiving 
CE marking2. Yet its use is not supported by 
routine reimbursement by healthcare systems in 
countries including France, despite its use both 
in psychiatric research and routine clinical care in 
the public and private sectors3.

In such a situation, said Anne Sauvaget to 
EPA Congress News, completing the transition 
from bench to bedside requires a collaborative 
effort between clinicians and health economists. 
“The idea of the symposium was to expose the 
economic and political issues of rTMS in Europe 
– and [specifically] for me in France, because I 
can’t speak for other countries.”

rTMS is not presently officially recognised 
by the French health authorities, she explained, 
which has created a contradiction between 
guidances4 and what clinicians are able to 
deliver to their patients. Moreover, investment 
into rTMS systems will be worthwhile for 
hospitals only once it gains official status.

“I am part of the French Association of 
Biological Psychiatry and Neuropsychophar-
macology (AFPBN; http://www.afpbn.org), 
working with the section of this society 
involved in non-invasive brain stimulation. It 
is very important that [we provide] scientific 
and economic [data] for the ministry of 
health, to help rTMS be recognised.

“That is why, with some colleagues 
from my hospital, we evaluated the cost 
for a hospital of a treatment with rTMS for 
depression5. For us, this economic work was the 
first step in providing data to authorities that 
the treatment has an average cost of €2,000. 
For France, this is not a very expensive treatment 
compared to, for example, cancer or hepatitis 
treatment. And according to scientific literature, 
rTMS is an effective treatment for depressed pa-
tients. So it is very important that this treatment 
is reimbursed to avoid future treatment resist-
ance, recurrence and also suicide for patients 
suffering from mood disorders.”

The methodology of this economic analysis 
was developed will all aspects of a rTMS ses-
sion in mind. Validated by a multidisciplinary 
task force (of clinicians, public health doctors, 
pharmacists, administrative officials and a health 
economist), the analysis included in its remit cost 
of equipment, staff, and operational overhead 
costs. In this way, an effective treatment dura-

tion of 15 sessions was found to cost €1,932.94 
(€503.55 for equipment, €1,082.75 for staff, 
and €346.65 for overhead expenses).5

“We tried to build a methodology was as 
clear as possible,” said Dr Sauvaget, adding 
that this study is more comprehensive than the 
few that appear in the literature. Notably, most 
economic analyses compare TMS to electrocon-
vulsive therapy (ECT), with basic cost analysis in 
TMS lacking.

Asked how she would like these data to 
be taken forward, Dr Sauvaget said: “It would 
be very interesting if, for example, a private 
clinic could conduct the same methodology, or 
another university hospital, just to compare if 
we have done it well. But as far as I know, no 
other people have conducted a similar study 
in France.”

She concluded with reference to the title of 

her presentation during this session, ’A chal-
lenge for clinicians’, an acknowledgement of 
the difficulties of getting involved in health eco-
nomics in the absence of formal training. ““If 
we want to support our patients with energy, 
we clinicians have to be interested in economic 
health issues, and work with health economists 
to conduct strong scientific work to be taken 
seriously by administrative officials.”

The Symposium, ‘RTMS for Depression in Europe 
- It’s Time for Approval from Health Authorities’ 
takes place this afternoon in Uranie between 15:00 
and 16:30.
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Intimately connected
Pain, psychiatry and addiction

T he focus is on addiction in 
chronic pain, during a ses-
sion that sees discussion of 

pharmaceutical pain management, 
prudent prescription amid fears of 
opioid crisis, and the associations 
between pain and alcohol use.

Arnt Schellekens, psychiatrist at 
the Medical Psychiatric Inpatient 
Unit of Radboud University Medi-
cal Centre (the Netherlands) and 
Scientific Director of the Nijmegen 
Institute for Scientist Practitioners 
in Addiction, co-organised the sym-
posium.

“Attending this session will 
provide insight in the current trends 
in opioid prescriptions in Europe 
and how to prevent and treat iatro-
genic opioid use disorders, without 
throwing away the child with the 
bath water,” he said during an 
interview with EPA Congress News.

“We will focus on the intimate 
connection between pain and psy-
chiatry, and addiction in particular. 
One important question is whether 
the epidemiology of opioid prescrip-
tions in Europe will follow the 
dramatic opioid epidemic in the US 
and Canada.”

Such discussions are 
highly topical – steps 
on prevention of such 
a European epidemic 
must be taken: “We 
also see the number of 
opioid prescriptions ris-
ing in Europe. However, 
opioids are excellent 
analgesics and a rise 
in prescriptions is not 
necessarily problematic,” he said. 
“In order to prevent us following 
the US scenario, this is the moment 
to take action and to be keen on 
prevention and treatment.”

Delegates will also learn about 
the assessment of risk of develop-
ment of opioid use disorders in 
patients with pain, which may be 
a useful preventative measure. The 
session will also address which 
treatment options are available 
once opioid use disorders have 
developed, noted Dr Schellekens, 
as well as the analgesic properties 
of alcohol.

Addiction is a speciality of Dr 
Schelleken’s department, which also 
has a strong research focus. Indeed, 
Dr Schelleken recalled a case that 
prompted much of the work that’s 
going on at present: “A couple of 
years ago we were confronted with 
the first patient with severe iatro-
genic opioid use disorder, combined 
with chronic pain,” he said.

The patient had been admitted 
to various departments within the 
hospital, had undergone repeated 
operations and experienced rather 
dramatic complications, including 
a cardiac thrombus, he explained. 

“She was finally admitted to my 
ward, where we successfully substi-
tuted her opioids, stabilising both 
her physical and mental condition.”

After publishing a paper on this 
particular case1, Dr Schellekens and 
colleagues decided to set up a net-
work to help patients with chronic 
pain and addiction. “We set-up a 
research line on this topic with our 
colleagues from anaesthesiology, 
the pharmacy, and addiction care,” 
he explained. “Now we are running 
a clinical trial on buprenorphine2 
and established a regional pain 
consortium with general practition-
ers to prevent an opioid epidemic 
such as is taking place in the US 
and Canada.”

Several interventions will be 
necessary to ensure that such an 

epidemic does not precipitate in Eu-
rope, he explained: “It is crucial to 
further implement opioid guidelines 
in order to stimulate adequate or 
appropriate use of opioids.

“Furthermore, it is important to 
personalise opioid treatment, based 
on the risk profile of patients to 
develop opioid use disorders.”

One example of this may be to 
prescribe buprenorphine instead of 
full opioid agonists, he said. “From 
a scientific point of view, it is very 
intriguing what the added value is 
of buprenorphine over full agonists 
in this group, and especially, why? 
Is it the partial agonist profile of this 
compound? Or is it for example its 
activity on the kappa opioid recep-
tor?”

The latter might be of impor-
tance beyond the group patients 
with chronic pain, he suggested, 
since the kappa-opioid receptor has 
shown relevance for other addictive 
behaviours and even mood disor-
ders. “It might not be a coincidence 
that mood disorders frequently 
co-occur in chronic pain patients 
and are associated with problematic 
opioid use in this group. As such, 
this field is of interest for psychiatry 
as a whole.”

The symposium ‘Chronic pain and risk 
of addiction’ takes place in Erato from 
8:00 to 9:30 this morning.

References

1. Reifenschweiler DOH et al. Treatment of 
iatrogenic opioid dependence, excellent 
results using buprenorphine/naloxone. 
Nederlands Tijdschrift voor Geneeskunde, 
2013;157: A6439.

2. Effectiveness of Buprenorphine/Naloxone in 
Patients With Chronic Pain and Iatrogenic 
Opioid Dependence. ClinicalTrials.gov. https://
clinicaltrials.gov/ct2/show/NCT02882412 
(accessed Feb 2018).

Chronic pain and risk of addiction Erato Monday 8:00

“It might not be a 
coincidence that 
mood disorders 
frequently co-occur in 
chronic pain patients.”
Arnt Schellekens

“It is important to 
personalise opioid 
treatment based on the 
risk profile of patients 
to develop opioid use 
disorders.”
Arnt Schellekens
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Negative symptoms: new perspectives

A transnosological ap-
proach to diagnose 
and treat negative 

symptoms across psychiatric 
disorders will be addressed 
tomorrow afternoon at the 
EPA Congress. The session 
is opened by Armida Mucci, 
Associate Professor of 
Psychiatry at the University 
of Campania Luigi Vanvitelli, 
Naples, and head of the uni-
versity’s Psychotherapy unit.

Professor Mucci introduc-
es the implications of cross-
diagnostic conceptualisation 
of negative symptoms. With 
25 years of clinical experi-
ence in treating patients 
with schizophrenia and 
other psychotic disorders, 
she is also Secretary of EPA 
Section on Schizophrenia, 
and a member of the ECNP 
Network on Schizophrenia.

“I have collaborated on 
all main clinical and research 
activities of the Centre 
for Psychotic Disorders in 
Naples (led by EPA President 
Silvana Galderisi), with a 
focus on cognitive dysfunc-
tions and negative symp-
toms in schizophrenia,” 
she said.

Professor Mucci will be 
addressing domains related 
to reduced motivation and 
interest, such as avolition, 
anhedonia, and asocial-
ity (reduced interest and 
involvement in work, school 
or pleasurable activities 
and reduced drive for social 
bonds). She will also cover 
the domains relevant to im-
paired expressive functions, 
such as blunted affect and 
alogia – the reduction of 
spontaneous speech, espe-
cially in social situations.

“These symptoms can be 
primary or secondary to oth-
er factors.” she said. “For 
example, they may indicate 
depression and if we treat 
depression the negative 
symptoms will improve.

“They may indicate psy-
chotic symptoms, where a 

person does not want to see 
friends because of ideas of 
persecution,” she said.

However, such symptoms 
may simply be side effects 
of medications, 
and hence can 
be ameliorated 
by reduction 
of the dose or 
change in the 
prescribed drug. 
They may also 
be an indicator 
of environmental 
factors, such as 
isolation, said 
Professor Mucci.

“Secondary 
negative symp-
toms are amena-
ble to treatment 
in most cases, 
while primary negative 
symptoms do not respond 
to the main antipsychot-
ics or to other drugs,” she 
continued. “For these symp-
toms, new pharmacological 
and psychological treat-
ments are being developed 
and need further testing.”

Professor Mucci’s talk will 
review and discuss the lat-
est data on the prevalence 
of negative symptoms in 
people with schizophrenia 
or other psychotic disor-
ders, in subjects at risk of 
psychosis and in those with 
non-psychotic depression. 
“I will show that across 
diagnostic categories, 
negative symptoms are as-
sociated with poor real-life 
functioning, particularly 
with interpersonal prob-
lems,” she explained. “In 
subjects at risk, the presence 
of negative symptoms of 
moderate severity, par-
ticularly avolition, which 
persist over the first year of 
follow-up, predicts conver-
sion to a psychotic disorder. 
In subjects with depression, 
negative symptoms are 
associated with earlier age 
at onset and poor response 
to treatment.”

Her research in this area 
is broad. She has col-
laborated with the Italian 
Network for Research on 
Psychoses, which is led by 
Professor Mario Maj. “The 
Italian Network carried out 
the largest study to date on 
factors influencing real-life 
functioning of subjects 
with schizophrenia,” she 
explained. “Within that 
study, I contributed to the 
introduction of second-
generation instruments for 
the assessment of negative 
symptoms and to the stand-
ardisation of the MATRICS 
Consensus Cognitive Battery 
in Italy.”1

Indeed, the latest 
publication of the Italian 
Network is a complete 
review of the challenges 
of the field, said Professor 
Mucci: “We have looked at 
which negative symptom 
domain has an impact on 
functioning, together with 
many other factors, using 
an innovative method – 
network analysis.”2

Such assessment is 
vital for psychiatrists said 
Professor Mucci: “Given 
the impact of negative 

symptoms on function-
ing and quality of life, it is 
important that psychiatrists 
learn how to assess them,” 
she said. “Unfortunately, 
psychiatrists are less skilled 
in assessing these symptoms 
with respect to psychotic or 
depressive symptoms.”

Indeed, the EPA Section 
on Schizophrenia organised 
an EPA Itinerant course on 
the assessment of negative 
symptoms. Professor Mucci 
held the course in Banja 
Luka, Bosnia- Herzegovina 
last year to disseminate 
information on its impor-
tance. “The assessment 
has clinical implications, as 
the recognition of second-
ary negative symptoms 
will improve the treatment 
and outcome of affected 
subjects,” she explained. “In 
the symposium I will give 
an update of assessment 
instruments developed to 
improve the evaluation of 
these symptoms.”

There may be a wealth 
of interventions today, but 
more needs to be done, she 
concluded: “The main chal-
lenge is to understand bet-
ter the pathophysiology of 

primary negative symptoms 
to develop effective treat-
ments.

“With this aim in mind, 
research must adopt the 
new instruments to assess 
negative symptoms and 
researchers must carry out 
longitudinal studies.

“I would like to see more 
research funding for this 
issue, increased aware-
ness in psychiatrists and all 
stakeholders about these 
symptoms and the need to 
improve how we recognise, 
assess and treat them. I 
hope the symposium will 
stimulate the discussion of 
this issue.”

‘New perspectives in negative 
symptoms: A transnosographic 
approach to diagnosis and 
treatment’ will be held tomor-
row between 13:15 and 14:45 
in Thalie.
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“Psychiatrists 
are less skilled 
in assessing 
[negative] 
symptoms 
with respect 
to psychotic 
or depressive 
symptoms.”
Armida Mucci
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A paradigm shift in neuropsychiatry

N ew approaches to advanc-
ing drug development for 
the treatment of neuropsy-

chiatric disorders will be outlined 
in this afternoon’s joint ECNP-EPA 
symposium. The session will look 
at the applications of neuroimag-
ing in this area, as well as novel 
methods for investigating drug 
effects using human models of 
emotional processing.

Martien Kas, Professor of 
Behavioural Neuroscience at 
the University of Groningen 
(the Netherlands) will talk 
about the latest work of a ma-
jor EU project he coordinates, 
the Psychiatric Ratings using 
Intermediate Stratified Markers 
(PRISM) project.

PRISM will look at inte-
grated translational approaches 
in psychiatric research, he explained 
to EPA Congress News: “We have 
seen a stagnation in the develop-
ment of new drug targets for 
psychiatric disorders. This project 
puts forward a paradigm shift to 
accelerate drug discovery and treat-
ment. The idea is to cluster patients 
on the basis of quantitative biology 
rather than on diagnostic criteria in 
order to accelerate drug discovery 
and treatment.”

Traditionally, patients have been 
classified on the basis of DSM crite-
ria, said Professor Kas. PRISM aims 
to cluster patients not on the basis 
of their initial DSM diagnosis, but 
on quantitative biological meas-

ures that are closer to the origin of 
the disease. Such measures might 
include EEG, imaging or behav-
ioural assessments.

“We are assessing a whole 
range of biological measures within 
specific domains that are seen 
across disorders rather than in any 
specific disorder,” he explained. For 
example, social withdrawal is seen 

not only in schizophrenia, but also 
in Alzheimer’s disease and major 
depression. “We try to zoom in and 
cluster those patients according to 
quantitative biological measures 
within those domains, and see 
whether we can get more homo-
geneous clusters of patients based 
on biology.”

Social withdrawal is a major bur-
den to patients and their caregiv-
ers, said Professor Kas. “There is 
not really a treatment that can take 
away the burden and the suffer-
ing from withdrawal,” he said. “In 
schizophrenia it may be one of the 

earliest symptoms, so much closer 
to the origin of the disease.”

The PRISM group is looking to 
understand the underlying biology 
of these domains, he explained. 
“We are looking at a different 
level of biology that has not been 
done before. For example, is there 
a particular neural circuit that is 
driving sensory processing deficits 

in certain patients? Is that 
particular circuit specific for 
a group of patients (within 
schizophrenia, say), is this 
relevant across different disor-
ders, or is this seen in a wider 
group of patients irrespective 
of clinical diagnosis?”

During the symposium, 
Professor Kas will outline an 
ongoing exploratory clinical 
proof-of-concept study that is 

taking place across Europe, looking 
at critical patient clusters across Alz-
heimer’s disease and schizophrenia.

At the moment, the group has 
identified the measures that will be 
used. Currently, patient recruitment 
in underway.

And animal models are being 
developed concurrently: “We will 
implement phenotyping of biologi-
cal measures in rodents that are ho-
mologous to those assessed in our 
clinical study.” said Professor Kas. 
“So by the time we have identified 
those measures that are critical for 

this patient clusters, we will be able 
to continue to study the underlying 
biology using those homologous 
phenotypes in animals. That is why 
this is a novel integrated transla-
tional approach with back-transla-
tion of human findings to rodents.”

He added: “Rather than 
developing animal models for 
schizophrenia, we are going more 
in the direction of animal models 
for sensory deficits which may 
be underlying some elements of 
social withdrawal.”

Many will be watching the out-
come of this innovative approach, 
said Professor Kas. PRISM is funded 
by the Innovative Medicines Initiative 
(IMI), which calls for a reclassifica-
tion of diseases based on their root 
cause rather than symptoms, and is 
also based on the recent NIH/NIMH 
Research Domain Criteria initiative.

“People have started to realise 
that to move the field further we 
would need novel approaches,” 
concluded Professor Kas. “I think 
now both industry as well as 
academia has started to realise that 
we need novel approaches and this 
may be one way to go. People may 
have thought of this before, but 
I think we are one of the first to 
practically implement this new para-
digm in a proof of concept study.”

Advancing psychiatric drug development through new approaches Euterpe Sunday 15:00

“We are one of the 
first to practically 
implement this new 
paradigm in a proof of 
concept study.”
Martien Kas

“This project puts forward 
a paradigm shift to 
accelerate drug discovery 
and treatment.”
Martien Kas
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ECP Court Debate: 
Academia and/or Clinical Practice?
Silvana Galderisi joins Robin Murray this afternoon 
to present the pros and cons of academic and clini-
cal psychiatry practice. Professor Galderisi spoke to 
EPA Congress News ahead of the session to share 
her thoughts.
What are the positive aspects of a career in academic psychiatry, such 
as informing the curriculum, and directing research?
The academic career has several advantages, including the possibility 
to carry out research activities, interact with colleagues from different 
contexts and backgrounds, and have easier access to scientific informa-
tion and research instruments. In addition, teaching activities require 
a constant update, and offer the opportunity to interact with young 
students, follow their personal growth, and reconsider your knowledge 
and approaches with different eyes. In few words, the academic career 
offers lifelong intellectual stimuli. Besides this, the psychiatrist can provide 
clinical care, while exploring new models and tools aimed at improving 
her or his practice.

What characteristics are suited to a career in aca-
demic psychiatry?
The academic career is highly competitive, and 
requires a certain degree of ambition, together 
with a strong willingness to pursue one’s own 
goals. The person should be interested in 
learning and gaining experience abroad, in 
challenging and stimulating environments, 
and prepared to ups and downs along the 
pathway. They should be aware of pros and 
cons of the academic career, and consider 
whether they match their personality char-
acteristics.

In your opinion should academic 
psychiatrists remain in touch with 
clinical practice?
I think that clinical experience is 
an important, fundamental pillar 
of sound research and teaching 
activities. Combining experi-
ence in both fields results in 
cross-fertilisation and gives 
the chance to remain on the 
cutting edge of clinical 
knowledge. However, this 
requires time and effort.

When we talk about 
making a wise choice 
of career, what role 
does timing play in 
terms of moving into 
academia?
It very much depend on the 
context. Gaining experience in 
settings different from academia can 
be very useful; indeed, there are contexts 

in which you can gain clinical experience 
also in the academic setting.

Would you say that there are sufficient 
numbers of psychiatrists today that are 
trained in scientific methods?
The number of psychiatrists trained in 
neuroscience is increasing, but still low. 
Their presence in neuroscience research 
is very important, especially to provide 
an input on the choice of clinical cor-
relates of neurobiological indices, but 
also on clinically relevant questions the 
research programs need to address.

The recently-published Women in 
Academic Psychiatry1 discusses the 
experiences of a number of leaders in 
the field and what led to their success. 

What is your advice to women?
Women are often disad-

vantaged in an academic 
career. It can be difficult to combine roles as a mother, 

a professional and an academic. This is why I think 
that women who succeed in their careers deserve a 
specific recognition. In addition, women tend to be 
more cooperative than competitive, and this might 
be a disadvantage in the academic environment.

For early career psychiatrists looking towards 
academia, where is the biggest need? Biological 

psychiatry, or social?
If you mean that biological psychiatry favours the 

academic career, I would agree only partially. In 
fact, publishing in neuroscience still is more 

likely to lead to a high H index than publish-
ing in social psychiatry. However, several 
colleagues working in social psychiatry do 
achieve great results and top positions in 
the academia.

Is there a need to make practising clinical 
psychiatrists more aware of their role 
as advocates or lobbyists of policy and 
research goals in psychiatry? Is this an 
argument in favour of bringing more 
clinicians in closer touch with the aca-
demic sphere?
I think this is an important role of all 
psychiatrists, both in clinical and aca-
demic settings.

The ECP Court Debate: ‘Choose Your Career 
Wisely: Academia and/or Clinical Practice?’ takes 

place in Clio between 17:00 and 18:30 today.

Reference: 1. Frangou S (Ed). Women in Academic Psychiatry: A Mind to 

Succeed. Springer International Publishing. 2016.

ECP Court Debate: Choose Your Career Wisely: Academia and/or Clinical Practice? Clio Monday 17:00

“Combining 
experience 
in both 
fields results 
in cross-
fertilisation 
and gives the 
chance to 
remain on the 
cutting edge 
of clinical 
knowledge.”
Silvana Galderisi
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M ental Health - Integrate, Innovate, Individualise - is the theme of the 26th Congress of the European Psychiatric Association (EPA), the largest international association of psychia-trists in Europe, which will take place on 3-6 March 2018 at the prestigious Nice Acropolis Convention Centre located in the city of Nice, the dynamic, cosmopolitan, unofficial capital of the Côte d’Azur.
The theme of the Congress is aimed at highlighting the importance of new models in mental health research and care.

Integrate emphasises the need to include mental health in both health and social policies; promote the inte-gration of different approaches to men-tal health care and research; integrate research and mental health services focusing on different life epochs.Innovate emphasises the im-portance of identifying priorities for mental health care and research; disseminating and promoting transla-tion into standard practices of new successful prevention and interven-tion programs; developing e-mental health programs to improve service delivery and communication with users, and overcome spatial and linguistic barriers.
Individualise emphasises the current view of mental health care and research as person-centred by matching therapeutic interventions 

with individual’s characteristics, values and preferences.
A special focus of the Congress will be the integration of new technologies and research findings into person-centred approaches to prevention, care and training, at a time in which difficult challenges, such as displacement, war, terrorism and economic constraints, require new answers.

The Congress will bring together expert clinicians, researchers and leaders of stakeholder organisations in the field of mental health, offer-ing an outstanding set of Plenary and State of the Art Lectures, Educational Courses, Debates, Symposia, Work-shops, informal meetings with experts and sessions designed by and for early career psychiatrists.
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Mobile rapid response teams avoid hospitalisationA mobile rapid crisis 
response team in France 
that operates 24 hours 
a day, seven days a 
week, has contributed 

to destigmatisation and helped to 
avoid psychiatrisa-
tion in acute care, 
delegates were told 
at a symposium on 
the organisation 
of acute psychi-
atric care yester-
day morning.

Speaker Laure 

Zeltner (Hôpital Charcot, Plaisir, 
Yvelines, France), a family therapist, 
detailed how ERIC (Equipe Rapide Inter-
vention Crise), which covers an area to 
the west of Paris in the Yvelines depart-
ment, has been providing an alterna-

tive approach to 
traditional hospital-
based emergency 
psychiatric support 
since it was first 
introduced in Janu-
ary 1994.

“[ERIC] helps 
the user realise 

his recovery in his everydayness,” said 
Dr Zeltner. “It facilitates access to care 
for the primo-consultant and patients 
in rupture, and reinforces as well as 
complements devices that require it 
in the territory such as in old age and 
adolescence. It also is an appropriate 
response to suicidal crisis if the fam-
ily cooperates.”

The name ERIC was chosen because 
it is an acronym, Dr Zeltner told del-
egates, and that avoids patients facing 
stigma. “We wanted people to be able 
to come to see us,” she said.
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Continued on page 2

LIVE: EECP Symposium: How to organise acute psychiatric care? Clio Sunday 8:00

“[ERIC] helps the 
user realise his 
recovery in his 
everydayness.”
Laure Zeltner
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